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Abstract 
Statins are used extensively for both primary and secondary cardiovascular disease prophylaxis. Although they have a 
good safety record, side-effects that were not apparent in the registration trials have been noted. 

We present two middle-aged men who suffered from severe knee pain and both clinical and radiologic evidence of mild to 
moderate osteoarthritis. Upon cessation of the statins the complaints resolved. Furthermore the complaints returned on 
rechallenge. The Naranjo adverse reaction score was calculated at 8 indicating a probable adverse drug reaction. 

We believe that it is important for physicians to be aware of this possible cause for knee pain since in many middle-aged 
patients X-ray or MRI evidence for osteoarthritis may be present but not responsible for the symptoms.  
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1 Introduction 
Statin therapy is established treatment of hyperlipidemia, for both primary and secondary prevention of cardiovascular 
disease [1]. The cumulative experience with these agents has shown a good safety profile.  

A small proportion of patients (5%-10%) report musculoskeletal ache like symptoms (MSK) on statin therapy [2]. Several 
mechanisms for statin-associated MSK symptoms have been suggested including impaired synthesis of coenzyme Q10 
(ubiquinone) resulting in mitochondrial dysfunction [3].  

Similar MSK symptoms secondary to knee arthritis are commonly experienced by middle-aged patients and may be 
difficult to distinguish from statin related MSK symptoms. In severe cases, after failure of conservative therapy including 
analgesia, physiotherapy and intraarticular injections of corticosteroids, surgical treatment is indicated.  

Osteoarthritic changes and statin related MSK symptoms may co-exist in this patient age group and therefore it is 
imperative that physicians be aware of this entity in order to avoid unnecessary knee surgery. We report two cases of 
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He underwent an MRI that showed moderate osteoarthritic changes (see Figure 1). Routine laboratory tests were 
unremarkable, including CPK. He was examined by an orthopedic surgeon who suggested considering knee replacement 
despite his relatively young age. 

We advised a trial of cessation of the statin and within a week his complaints had almost completely resolved and he 
returned to normal physical activity. Rechallenge with simvastatin was associated with recurrence of his complaints.  

In view of the hyperlipidemia he started rosuvastatin 20 mg initially once a week and then slowly increased to three times 
a week. He reported no further symptoms and his lipid profile was again within the recommended target range. 

He has since returned to full activity, with no pain in his knees and no limitation of any daily activity. 

3 Discussion 
We report 2 cases of statin-induced MSK symptoms that were initially misdiagnosed as severe symptomatic osteoarthritis 
of the knee. Though many patients in this age group are likely to have some degree of osteoarthritic knee changes, it seems 
that the cause of the pain in these cases was related to statin treatment in view of the rapid response to cessation in both 
patients and recurrence of the pain after rechallenge in the 2nd case. In the 2nd case with rechallenge being positive the 
Naranjo adverse reaction score was 8 indicating a probable adverse drug reaction [4]. 

Statins are very widely used. There is a concern regarding muscle toxicity, although it is rare affecting about 0.1% of 
patients [2]. The risk for developing muscle injury is different amongst the various statins and is lowest for pravastatin and 
fluvastatin [5]. There is a much higher incidence of musculoskeletal ache with no evidence of myopathy [1]. 

Myopathic syndromes that are associated with statins range from myalgias to myositis and frank rhabdomyolysis. 
Although severe myopathic syndromes are usually easy to diagnose, it may be difficult to distinguish between statin- 
related myalgia and other cause of muscle pain. 

A meta-analysis of 35 randomized controlled trials found no excess risk of myalgias, CPK elevations, rhabdomyolysis or 
discontinuation of therapy compared to placebo [6].  

The incidence of myalgias in clinical trials of statins therapy ranged from 2% to 11%, similar to the control group [7-10]. In 
addition there was an elevation of CPK in approximately 30% of both statin-treated and placebo-treated patients [8]. 

However, clinical experience suggests that muscle side-effects are much more common, including the need to discontinue 
statins due to side effects. A recent self case report from an Israeli psychiatrist who had received a diagnosis of sciatica, 
when in fact he had a form of statin myopathy is illuminating [11]. There is probably underreporting and in addition, patient 
selection issues in clinical trials. Although there is likely to be a link between statins and myopathy, it is not recommended 
to routinely monitor CPK levels [12]. 

When symptoms develop that may be related to statins, such treatment should be discontinued. In addition if there is an 
elevation of CPK more than 10 times the upper limit of normal treatment should be discontinued even in the absence of 
symptoms. Retreatment with pravastatin or fluvastatin is an option for further treatment since these medications have a 
lower incidence of side effects [5].  

Another possibility is the use of “low and slow” rosuvastatin therapy-the administration of low or intermittent dose 
rosuvastatin which enables the reduction of cholesterol with less side effects [13]. In this study coenzyme Q10 (CoQ10) was 
added to treatment. It is thought that CoQ10 depletion may play a role in statin myopathy and that supplementation may be 
beneficial [14].  
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Since overweight and obesity are risk factors for both cardiovascular disease and osteoarthritis it is likely that many 
patients receiving statins will have osteoarthritic changes in their knee joints. Furthermore, there is not always a good 
association between MRI findings of the knees and symptoms function and muscle strength in osteoarthritis [15].  

The above cases demonstrate that the musculoskeletal symptoms associated with statins can appear several years after 
starting the medication, which will delay the suspicion of its link to the patients’ complaint. Since many people over the 
age of 50 have osteoarthritic knee changes on MRI, often in the absence of clinical symptoms, we suggest to consider a 
trial of statin cessation in some cases. Interestingly a common specific symptom that appeared in both cases presented was 
severe tenderness of the patella upon contact with the ground in kneeling and may be a suggested clinical clue to consider 
a trial of cessation of statin therapy. 

Statin cessation for a period up to one month is unlikely to have significant adverse effects. It is therefore suggested that 
physicians be made aware of this important differential diagnosis for anterior knee pain. Furthermore, a short statin 
cessation trial is to be considered prior to surgical therapy in patients with knee pain who are on statin therapy, especially 
if there is sensitivity of the patella on contact with the ground.  
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