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was no increased risk of haemorrhagic stroke with 
high-dose statin therapy. This meta-analysis again 
showed the greatest benefit was from a higher 
dose statin.

The TNT study was specifically for patients with 
stable coronary disease.3 We therefore feel a 
recent trial is more relevant as it is studying 
cholesterol management after stroke or transient 
ischaemic attack.4

Given the low incidence of haemorrhagic stroke in 
SPARCL,1 the results of the meta-analysis,2 and the 
recommendations of the Stroke Foundation, we 
feel confident recommending careful management 
of cholesterol after a transient ischaemic attack 
or stroke. Our practice is to reduce low-density 
lipoprotein below 1.8 mmol/L. 

For patients with large artery disease, for example 
high-grade carotid stenosis, we recommend high-
intensity statins, such as rosuvastatin 20–40 mg 
or atorvastatin 40–80 mg. The patient’s blood 
pressure should be controlled before starting 
high-dose statins. In patients without significant 
large artery disease, our practice has been to use 
moderate intensity statins such as rosuvastatin 
5–10 mg or atorvastatin 10–20 mg. 
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I am writing in relation to the new drug comment 
about romosozumab (Evenity),1 published in 
Australian Prescriber. There is no mention that 
when treatment with romosozumab is completed 
transition to an antiresorptive therapy is required 
to preserve bone mass, as recommended in the 
Australian approved product information. This 
states, ‘After completing Evenity therapy, transition 
to an antiresorptive osteoporosis therapy is required 
to preserve bone mass.’ I bring this to the attention 
of your readers in the interest of the quality use 
of medicines.

Jeffrey Hassall
Senior Medical Advisor, Amgen Australia, Sydney
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