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Based on results of numerous large-scale randomized
trials, the vast majority of patients with a history of

ischemic stroke or transient ischemic attack could benefit
from statin use.

Although prevention of second stroke was not the primary
aim of any completed study, some studies included subjects
whose primary reason for entry was stroke. Multiple studies
have shown that statins reduce risk of stroke in those with
coronary artery disease and elevated total or low-density
lipoprotein (LDL) cholesterol. Recently, the Heart Protection
Study showed that simvastatin 40 mg/day reduced the risk of
stroke by 25% among patients with coronary artery disease,
other occlusive arterial disease, or diabetes.1 In the subgroup
enrolled with prior ischemic stroke or transient ischemic
attack but no coronary artery disease, the risk of major
vascular events (coronary events, stroke, or revascularization)
was reduced by 21% (absolute risk reduction, 1% per year;
number needed to treat 102 to prevent 1 event each year).
Benefits persisted in those with LDL �116 mg/dL or total
cholesterol �193 mg/dL. A meta-analysis also shows that the
benefits of statins in reducing the rates of stroke and cardio-

vascular events is independent of cholesterol levels and occur
with other statins.2 Given early benefits in trials of acute
coronary syndromes, statin initiation during hospitalization
for first ischemic stroke of atherosclerotic origin is probably
justified and may increase rates of long-term use. Results of
the ongoing SPARCL trial3 will provide additional informa-
tion about the role of statins in the minority of patients with
prior stroke but no history of coronary heart disease, other
occlusive arterial disease, or diabetes.

References
1. Heart Protection Study Collaborative Group. MRC/BHF Heart Protection

Study of cholesterol lowering with simvastatin in 20,536 high-risk indi-
viduals: a randomised placebo-controlled trial. Lancet. 2002;360:7–22.

2. Corvol JC, Bouzamondo A, Sirol M, Hulot JS, Sanchez P, Lechat P.
Differential effects of lipid-lowering therapies on stroke prevention: a
meta-analysis of randomized trials. Arch Intern Med. 2003;163:669–676.

3. Amarenco P, Bogousslavsky J, Callahan AS, Goldstein L, Hennerici M,
Sillsen H, Welch MA, Zivin J, SPARCL Investigators. Design and baseline
characteristics of the Stroke Prevention by Aggressive Reduction in Choles-
terol Levels (SPARCL) study. Cerebrovasc Dis. 2003;16:389–395.

The American Heart Association makes every effort to avoid any actual or potential conflicts of interest that may arise as a result of an outside
relationship or a personal, professional, or business interest of a member of the writing panel. Specifically, all members of the writing group are required
to complete and submit a Disclosure Questionnaire showing all such relationships that might be perceived as real or potential conflicts of interest.

This statement was approved by the American Heart Association Science Advisory and Coordinating Committee on January 12, 2004. To purchase
reprints call 410-528-4121, fax 410-528-4264, or e-mail kgray@lww.com. Ask for reprint No. 71-0282. To make photocopies for personal or educational
use, call the Copyright Clearance Center, 978-750-8400.

(Stroke 2002;35:1023.)
© 2004 American Heart Association, Inc.

Stroke is available at http://www.strokeaha.org DOI: 10.1161/01.STR.0000122762.96972.DD

1023

AHA/ASA Scientific Advisory


