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ABSTRACT

What is expected from neuroprotection is to inhibit neuronal death and halt or decelerate the neuronal loss to lower the mortality rates, 
decrease disability, and improve the quality of life following an acute ischemic stroke. Several agents were described as neuroprotective 
up to date; however, there is still debate which to use in the neurorehabilitation of stroke patients, in terms of both efficacy and also 
safety. In this review, we discuss the agents, citicoline, cerebrolysin and MLC901 (NeuroAiD II), the three agents which have started to 
be used frequently in neurorehabilitation clinics recently in the light of the current literature.
Keywords: Cerebrolysin, citicoline, MLC901 (NeuroAiD II), neuroprotective, stroke.

Stroke continues to pose a significant health 
concern, affecting millions of individuals globally, a 
common cause of mortality and significant contributor 
to disability in survivors. Early interventions 
for the occluded artery system are essential in the 
management of ischemic stroke. Literature regarding 
neuroprotection often mentions “Time is Brain,” 
emphasizing the fact that 2 million neurons die 
every minute following an ischemic stroke, if no 
effective therapy is applied.[1] The number of patients 
meeting the criteria for recanalization therapies such 
as thrombolysis and mechanical thrombectomy is still 
limited; therefore, the need for various therapeutic 
approaches has emerged, aiming to intervene in the 
pathophysiological cascade initiated by ischemia, 
ultimately preventing irreversible tissue damage. 
Neuroprotective agents have garnered increased 
interest in recent years.[2]

There is remarkable debate about the neurotrophic 
medications in acute ischemic stroke (AIS). 
However, neuroprotective agents are commonly 
used as supplementary therapy for AIS in clinical 
practice.[3] A recent comprehensive examination and 
analysis of registered pharmacological treatments 
aimed at enhancing neurorecovery following a stroke 
has been released. The agents are listed in Table 1.[4]

This review consists of not all these agents, 
but includes citicoline, cerebrolysin and MLC901 
(NeuroAiD II), which are increasingly utilized in 
acute or subacute stroke patients within neurology and 
rehabilitation clinics.

CITICOLINE

Phospholipids are part of the cell membrane 
structures managing physiological functions,[5] 
playing a role in both humoral immunity and also 
nerve impulse conduction and neurotransmission 
in the neuronal cell membrane. The four types 
of phospholipids are phosphatidylcholine, 
phosphatidylinositol, phosphatidylethanolamine and 
sphingomyelin.[6]

Phosphatidylcholine is important for neuronal 
growth and regeneration. Citicoline, also known 
as cytidine-5’-diphosphocholine (CDP-choline), 
mirrors the natural intracellular precursor of 
phosphatidylcholine.[7] Administering CDP-choline 
offers an external supply of both cytidine and choline. 
Choline plays a role in neurochemical processes. 
Cytidine is used for deoxyribonucleic acid (DNA) 
and ribonucleic acid (RNA) synthesis,[8] among 
several other functions. Following cerebral ischemia, 
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endogenous synthesis of CDP-choline is hindered due 
to the cell's deficiency in high-energy phosphates. To 
restore the neuronal activity after cerebral ischemia, 
the demand for drugs that can enhance the production 
of structural phospholipids in cell membranes has 
emerged, prompting investigation into citicoline 
administration in cerebral ischemia.

Citicoline has been examined by in vitro studies of 
cerebral ischemia via the intraperitoneal route in rats, 
dogs, cats, guinea pigs, gerbils, mice, etc., subjected 
to hypoxia. Studies have suggested that citicoline 
decreases blood-brain barrier leakage after ischemia 
in gerbils and reduces the volume of cerebral edema 
significantly.[9] Additionally, citicoline shows promise 
in restoring dopamine turnover in ischemic brain 
tissue in rats and appears to improve experimental 

cerebral ischemia.[10] It enhances metabolic activity 
in the brain during ischemia,[11] increases neuronal 
plasticity,[12] and has a beneficial impact in relation 
to spatial cognition and memory in rats following 
focal cerebral ischemia.[13] The experimental study 
of citicoline in rats due to cerebral ischemia showed 
a prolonged onset of stroke and arrest.[14] Schäbitz et 
al.[15] investigated rats with cerebral ischemia using 
both low-dose and high-dose citicoline and a placebo, 
finding no significant differences in neurological 
assessment among all groups. However, the mean 
infarction volume was statistically lower in the high-
dose group, and the volume of cerebral edema was 
also lower in the high-dose group, although it was not 
statistically significant. In certain studies, citicoline 
demonstrated synergistic efficacy when combined with 
other medications for treating cerebral ischemia, such 

TABLE 1
Neuroprotective agents[4]

Category Agents

Antidepressants Fluoxetine, sertraline, paroxetine, citalopram, escitalopram, maprotiline, nortriptyline

Botanicals Di huang yin zi, ginkgo biloba, panax notoginseng, MLC601/MLC901

Calcium antagonists Nimodipine, f lunarizine, isradipine, nicardipine, fasudil, lifarizine

Minerals Magnesium

Choline nucleotides Citicoline

Cholinergics Donepezil, rivastigmine, galantamine

Central nervous system stimulants Amantadine, modafinil, amphetamine, methylphenidate

Colony stimulating factors EPO, GCSF

Dopaminergics Levodopa, ropinirole, bromocriptine, pergolide, pramipexole, carbidopa/levodopa, amantadine

Ergots Hydergine

Gamma-aminobutyric acid (GABA) 
agonists

Clomethiazole, diazepam

Methylxanthines Aminophylline, pentoxifylline, propentofylline, theophylline

Monoamine oxidase (MAO) inhibitors Moclobemide, selegiline

Mood stabilizers Lithium

Neuropeptides Cerebrolysin

N-Methyl-D-aspartate (NMDA) agonists Cycloserine

NMDA antagonists Memantine

Norepinephrine/noradrenergics Atomoxetine, reboxetine

Opioid antagonists Naloxone, nalmefene

Peripheral chemoreceptor agonists Almitrine-raubasine

Potassium channel blockers Dalfampridine

Pyrazolones Edaravone

Racetams Piracetam

Vasodilators Buflomedil, cinepazide
EPO: Erythropoietin; GCSF: Granulocyte-colony stimulating factor.
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as thrombolytics or neuroprotective drugs. Higher 
doses of citicoline and a combined usage of lower doses 
of citicoline with recombinant tissue plasminogen 
activator (r-tPA) notably diminished the extent of 
brain infarctions.[16] Mice intracerebral hemorrhage 
model, animals treated with citicoline exhibited no 
variance in hematoma volumes but displayed a notable 
decrease in surrounding ischemic damage, suggesting a 
potential therapeutic role for citicoline in intracerebral 
hemorrhage.[17]

Clinical studies on citicoline in cerebral ischemic 
patients present conflicting results. Some favorable 
studies indicate that citicoline increases long-
term functional independence.[6,18] A systematic 
review emphasizes a significant improvement in 
functional outcomes with citicoline in AIS patients,[19] 
consistent with other studies showing efficacy in 
functional outcomes,[20,21] as well as improvement 
in motor function.[22] Early administration of 
citicoline is recommended for patients unsuitable 
for reperfusion therapies.[23] In a randomized clinical 
trial administering citicoline to acute stroke patients, 
both hemorrhagic and ischemic, the citicoline group 
showed statistically significant lower disease severity 
than the control group after Day 90, particularly in 
ischemic patients,[24] prompting long-term citicoline 
administration.

A meta-analysis revealed signif icant 
long-term functional outcome improvement with 
neuroprotectants such as cerebrolysin, citicoline, 
MLC601 (NeuroAiD) and edaravone, compared 
to placebo in AIS, advocating for the use of 
neuroprotective agents in patients ineligible for 
thrombolysis or thrombectomy.[25] The ICTUS trial,[26] 
a large, randomized, placebo-controlled, sequential 
trial on citicoline, was conducted in Europe. Acute 
ischemic stroke patients were randomly assigned 
to either citicoline or placebo, with a drug protocol 
including intravenous citicoline administration for 
the first three days followed by oral administration for 
six weeks. Evaluation parameters were the National 
Institutes of Health Stroke Scale (NIHSS), and also 
modified Rankin Scale (mRS), as well as Barthel 
Index (BI). At the end, both the citicoline and placebo 
groups demonstrated similar recovery rates, with 
comparable safety parameters and rates of adverse 
events in the ICTUS trial. The trial concluded that 
citicoline did not show effect in moderate-to-severe 
AIS cases. However, Overgaard[27] later suggested a 
possible beneficial effect of citicoline compared to 
placebo, particularly in patients not treated with 

r-tPA, those aged over 70 years, and those with less 
severe stroke (NIHSS score <14), with a safety profile 
similar to placebo.

Nevertheless, some studies or meta-analyses have 
found citicoline to be ineffective in acute stroke 
patients. For instance, the CAISR (Citicoline in Acute 
Ischemic Stroke Research) study, a single-center, 
randomized, placebo-controlled, parallel-group 
trial, compared citicoline with placebo early after 
recanalization therapy and two groups showed no 
significant difference.[28] Meta-analyses[29,30] did not 
support the effectiveness of citicoline in acute stroke 
patients, and a Cochrane review[31] suggested little to 
no difference between placebo and citicoline.

CEREBROLYSIN

Cerebrolysin is a mixture of neuropeptides that 
has similar properties to neurotrophic factors, a 
peptidergic medication consisting of low molecular 
weight porcine-derived peptides (25%) and free amino 
acids (75%).[32,33] 

Rehabilitation following a stroke necessitates a 
multifaceted approach, encompassing cognitive and 
motor rehabilitation, as well as pharmacological 
intervention, some authors offering cerebrolysin the 
first choice for pharmacological supports.[34]

Wan et al.,[3] after their research of the meta-analyses 
and systematic review of cerebrolysin in AIS, reported 
that cerebrolysin improved neurological function, 
aided in daily activities, lowered blood viscosity and 
fibrinogen levels, and ultimately led to better patient 
outcomes. The safety profile of cerebrolysin was found 
to be similar to the controls.

In Cerebrolysin and Recovery After Stroke (CARS) 
trial, cerebrolysin therapy after stroke was assessed. 
It was a prospective, randomized, double-blind, 
placebo-controlled, multi-center study, comparing 
30 mL cerebrolysin 20 min intravenous infusion 
once daily for 21 days, versus placebo, beginning at 
24 to 72 h after stroke onset, in early rehabilitation 
after stroke. The patients were evaluated in terms of 
upper limb motor function, gait velocity, fine motor 
function, aphasia, neglect, depression, disability, 
dependence in activities of daily living, quality of 
life and global neurological state, from baseline to 
day 90. The CARS trial demonstrated significantly 
positive effects of cerebrolysin comparing to placebo 
on upper limb motor function and global outcome 
after 90 days, providing evidence of efficacy in 
stroke.[35]
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A recent in vitro study investigated the 
neuroprotective effects of both cerebrolysin and 
citicoline.[36] The study assessed the efficacy of 
these drugs in promoting the recovery of cultured 
neurons during the reperfusion period following 
oxidative stress. The injury group exhibited higher 
expressions of neuregulin 1 (NRG1) and brain-derived 
neurotrophic factor (BDNF) compared to the control 
group, indicating the neuronal defense mechanisms 
to injury. The NRG-1 plays a role in myelination and 
has a significant impact on the recovery phase after 
ischemic events like stroke. The BDNF is crucial for 
neuronal repair, survival, differentiation, and synaptic 
function. Cerebrolysin significantly increased the 
expression of both NRG1 and BDNF genes. Citicoline, 
on the other hand, notably enhanced the expression 
of the BDNF gene, but did not show a significant 
elevation in NRG-1 expression. The substantial 
increase in BDNF gene expression observed with 
both citicoline and cerebrolysin suggests the potential 
involvement of growth factor-mediated mechanisms 
in rescuing oxidatively stressed cells. The research 
findings indicated that both citicoline and cerebrolysin 
exhibited a small but significant protective effect on 
Neuro-2A cells following oxidative damage, enhancing 
their survival. The two drugs suggested similar 
neuroprotective effects.

Cerebrolysin was recommended for the paretic 
upper limb after stroke in the 2020 revised guideline 
of the German Society of Neurorehabilitation. The 
recommendation entails administering cerebrolysin 
during the acute and subacute phases of stroke in 
patients exhibiting upper limb motor deficits. 
Preferably, this administration should occur within 
the first 24 to 72 h post-stroke, intravenously, on a daily 
basis for 21 days, alongside a tailored rehabilitation 
program aimed at enhancing motor function of the 
upper extremities and overall functional condition.[37]

The European Academy of Neurology and 
European Federation of Neurorehabilitation 
Societies guideline on pharmacological support 
in early motor rehabilitation after AIS, published 
in 2021,[38] highlights cerebrolysin's significant 
effects compared to standard care. At one month 
after stroke, cerebrolysin demonstrated beneficial 
and statistically significant effects on early motor 
performance and neurological function using the 
Action Research Arm Test (ARAT) and NIHSS scales, 
respectively. At three months, while still beneficial, 
the effects were not statistically significant. Similarly, 
for global functional outcome measured by mRS, 
cerebrolysin showed significant improvement at 

both one and three months after stroke compared 
to standard care. Safety profile was similar in 
both groups. Based on evidence quality, a weak 
recommendation for cerebrolysin (30 mL/day, 
intravenous, minimum 10 days) is provided for early 
motor neurorehabilitation after moderate to severe 
ischemic stroke. The Stroke Rehabilitation Clinician 
Handbook recommends a regimen of cerebrolysin, 
daily intravenous administration for three weeks, 
accompanied by physical therapy to improve motor 
function of the upper extremity.[2,39]

A systematic review and meta-analysis of 
12 randomized-controlled trials conducted in 2021 
assessed the safety of cerebrolysin following stroke. 
No statistically significant differences between 
cerebrolysin and placebo in terms of adverse events, 
serious adverse events, non-fatal serious adverse 
events, and death, indicating a favorable safety profile 
for cerebrolysin were detected.[40]

While the role of cerebrolysin in ischemia has 
been broadly researched, its effect in subarachnoid 
hemorrhage (SAH) remains relatively unexplored. 
A recent meta-analysis of available clinical trials 
evaluating cerebrolysin's effect in SAH suggested 
positive outcomes, particularly in reducing mortality 
rates. Although the study showed a potential positive 
inf luence on the length of stay for SAH patients, the 
limitation of insufficient data prevents analysis 
of cerebrolysin's effect on the Glasgow Outcome 
Score. Further randomized clinical trials with larger 
patient cohorts are recommended.[41] In 2022, the 
Clinical Practice Guideline for Stroke Rehabilitation 
in Korea recommended cerebrolysin for improving 
motor function, with very low evidence level and 
conditional recommendation (level B) for stroke 
patients, depending on individual patient condition 
and risk of side effects.[42]

NEUROAID

NeuroAiD MLC601 and NeuroAiD II MLC901 are 
Traditional Chinese Medicine (TCM) formulations 
with a history of over 2,500 years. They are 
combinations of herbal and animal components. The 
MLC601 contains nine herbal components (including 
Radix astragali, Radix paeoniae rubra, Radix salviae 
miltiorrhizae, Radix angelicae sinensis, Rhizoma 
chuanxiong, Prunus persica, Carthamus tinctorius, 
Radix polygalae, Rhizoma acori tatarinowii) with 
five animal components (including Hirudo, Calculus 
bovisartifactus, Eupolyphaga seu steleophaga, Cornu 
saigae tataricae and Buthus martensii). Conversely, 
MLC901 comprises solely nine herbal components.
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Heurteaux et al.’s[43] study demonstrated several 
beneficial effects of these formulations:

•	 Protection of cortical neurons against 
aging-associated death in culture.

•	 Protection against glutamate-induced cell 
death in cortical cultures.

•	 Pre- stroke and post-stroke administration of 
MLC601 and MLC901 protect against ischemic 
brain injury in vivo.

•	 Pre-treatment with MLC901 protects against 
functional deficits induced by focal ischemia 
in vivo.

•	 Treatment with MLC601 and MLC901 
stimulates neurogenesis, neurite outgrowth 
and proliferation.

The MLC901 enhances animal survival rates 
and fosters the restoration of neurological function, 
as well as decreases neurodegeneration, with no 
changes on physiological factors. Both MLC601 
and MLC901 protect the brain against ischemia, 
with oral pre- and intraperitoneal post-treatment 
leading to decreased mortality and infarct volume. 
The MLC901 also restores damaged neurons and 
neuronal circuits, resulting in behavioral benefits. 
The MLC901 increases BDNF in vitro, which induces 
anti-apoptotic mechanisms, reduces infarct volume 
and decreases secondary cell death.[44]

Radix astragali, the main herbal ingredient of 
MLC601 and MLC901, is associated with scavenging 
active oxidants, regulating cytokine expression, and 
nitric oxide production.[45] Following in vivo injury 
and middle cerebral artery occlusion in mice for 1 h, 
MLC901 administered at 90 min. Administration of 
MLC901 led to a decrease in infarct volume, reduction 
in blood-brain barrier permeability and brain edema, 
enhancement in neurological assessments, and a 
decrease in reported mortality rates within 24 h.[46]

In the CHIMES study (1,100 patients randomized 
in a placebo-controlled, double-blind, multi-center 
study, in which medication started in 72 h and 
followed up for three months), no statistically 
significant difference was detected in mRS at three 
months. However, in the subgroup where medication 
started before 48 h, benefits were noted. Serious and 
non-serious adverse effects were similar.[47] The six-
month follow-up in the CHIMES study did not show 
statistically significant differences. In the CHIMES 
extension study (CHIMES-E), the likelihood of 
achieving functional independence, defined as an 
mRS score of ≤1, markedly improved at six months 

and continued to be sustained up to 18 months. At 
24 months, there was no statistically significant 
difference. Long-term safety was similar between the 
two groups.[48]

In a systematic review of 6 MCL601 studies, 
researchers found that incorporating MLC601 
alongside conventional treatments may enhance both 
functional independence and motor recovery while 
also ensuring patient safety.[49] When MLC601 is 
accompanied by rehabilitation, it is possible that it 
could yield positive and enduring impacts on the 
neurorestorative process following a stroke.[50] A 
post-hoc analysis of the CMIMES study showed that 
patients receiving three months of MLC601 therapy 
had fewer side effects and lower rates of clinically 
impactful events, particularly in hospitalization 
duration.[51]

NeuroAiD does not induce significant alterations 
or adjustments in hematological, hemostatic, 
and biochemical parameters among both healthy 
individuals and stroke patients.[52] The MLC 901 was 
prescribed to a male patient with thalamic hemorrhage 
with intraventricular extension following shunt 
insertion. The patient was transferred to a rehabilitation 
center. At three- and six-month follow-up, there were 
significant improvements in deficits, and no adverse 
events were reported.[53]

In conclusion, although these neuroprotective 
agents hold great promise in stroke treatment, the 
results of the researches are still debating. Further 
clinical studies are required to assess the impacts 
of these agents on stroke patients. Randomized, 
placebo-controlled trials and head-to-head 
comparisons of these agents are needed to enhance 
our capabilities while treating such patients in 
neurorehabilitation clinics.

Data Sharing Statement: The data that support the 
findings of this study are available from the corresponding 
author upon reasonable request.

Author Contributions: All authors contributed equally 
to the article.

Conflict of Interest: The authors declared no conflicts of 
interest with respect to the authorship and/or publication of 
this article.

Funding: The authors received no financial support for 
the research and/or authorship of this article.

REFERENCES
1. Saver JL. Time is brain--quantified. Stroke 2006;37:263-6. 

doi: 10.1161/01.STR.0000196957.55928.ab.



Turk J Phys Med Rehab162

2. Mureșanu DF, Livinț Popa L, Chira D, Dăbală V, Hapca 
E, Vlad I, et al. Role and impact of cerebrolysin for 
ischemic stroke care. J Clin Med 2022;11:1273. doi: 10.3390/
jcm11051273.

3. Wan M, Yang K, Zhang G, Yang C, Wei Y, He Y, et al. Efficacy, 
safety, and cost-effectiveness analysis of Cerebrolysin 
in acute ischemic stroke: A rapid health technology 
assessment. Medicine (Baltimore) 2024;103:e37593. doi: 
10.1097/MD.0000000000037593.

4. Lee TH, Uchiyama S, Kusuma Y, Chiu HC, Navarro JC, 
Tan KS, et al. A systematic-search-and-review of registered 
pharmacological therapies investigated to improve neuro-
recovery after a stroke. Front Neurol 2024;15:1346177. doi: 
10.3389/fneur.2024.1346177.

5. Peng KY, Barlow CK, Kammoun H, Mellett NA, Weir JM, 
Murphy AJ, et al. Stable isotopic tracer phospholipidomics 
reveals contributions of key phospholipid biosynthetic 
pathways to low hepatocyte phosphatidylcholine 
to phosphatidylethanolamine ratio induced by free 
fatty acids. Metabolites 2021;11:188. doi: 10.3390/
metabo11030188.

6. Secades JJ, Gareri P. Citicoline: Pharmacological and 
clinical review, 2022 update. Rev Neurol 2022;75:S1-89. doi: 
10.33588/rn.75s05.2022311.

7. Grieb P. Neuroprotective properties of citicoline: Facts, 
doubts and unresolved issues. CNS Drugs 2014;28:185-93. 
doi: 10.1007/s40263-014-0144-8.

8. Dobolyi A, Juhász G, Kovács Z, Kardos J. Uridine function 
in the central nervous system. Curr Top Med Chem 
2011;11:1058-67. doi: 10.2174/156802611795347618.

9. Rao AM, Hatcher JF, Dempsey RJ. CDP-choline: 
Neuroprotection in transient forebrain ischemia of gerbils. 
J Neurosci Res 1999;58:697-705.

10.  Narumi S, Nagaoka A. Effects of CDP-choline on the 
metabolism of monoamines in the brain of rats with 
experimental cerebral ischemia. Jpn Pharmacol Ther 
1985;13:171-8.

11.  Nagai Y, Nagaoka A. Effect of CDP-choline on glucose 
uptake into various brain regions in the cerebral ischemic 
rats. Jpn Pharmacol Ther 1985;13:235-9.

12. Hurtado O, Cárdenas A, Pradillo JM, Morales JR, 
Ortego F, Sobrino T, et al. A chronic treatment with 
CDP-choline improves functional recovery and increases 
neuronal plasticity after experimental stroke. Neurobiol Dis 
2007;26:105-11. doi: 10.1016/j.nbd.2006.12.005.

13. Zhao JJ, Liu Y, Chen XL, Liu JX, Tian YF, Zhang PB, et al. 
Effect of citicoline on spatial learning and memory of rats 
after focal cerebral ischemia. Nan Fang Yi Ke Da Xue Xue 
Bao 2006;26:174-6.

14.  Nagaoka A. Effects of CDP-choline on neurological 
deficits in stroke-prone spontaneously hypertensive rats 
with experimental cerebral ischemia. Jpn Pharmacol Ther 
1985;13:229-34

15. Schäbitz WR, Weber J, Takano K, Sandage BW, Locke KW, 
Fisher M. The effects of prolonged treatment with citicoline 
in temporary experimental focal ischemia. J Neurol Sci 
1996;138:21-5. doi: 10.1016/0022-510x(95)00341-x.

16. Andersen M, Overgaard K, Meden P, Boysen G, Choi SC. 
Effects of citicoline combined with thrombolytic therapy 

in a rat embolic stroke model. Stroke 1999;30:1464-71. doi: 
10.1161/01.str.30.7.1464.

17. Clark W, Gunion-Rinker L, Lessov N, Hazel K. Citicoline 
treatment for experimental intracerebral hemorrhage in 
mice. Stroke 1998;29:2136-40. doi: 10.1161/01.str.29.10.2136.

18.  Sanossian N, Saver JL. Neuroprotection for acute brain 
ischaemia. In: Saver JL, Hankey GJ, editors. Stroke 
prevention and treatment: an evidence-based approach. 
2nd ed. Cambridge: Cambridge University Press; 2020. p. 
214-38.

19. Agarwal S, Patel BM. Is aura around citicoline fading? 
A systemic review. Indian J Pharmacol 2017;49:4-9. doi: 
10.4103/0253-7613.201037.

20.  Toure K, Coulibaly D, Landry O, Sow A, Basse A, Sarr 
MM, et al. Efficacy and tolerance of Citicoline in the 
management of stroke at the Clinic of Neurology, Fann 
University Hospital, Dakar Senegal. RAFMI 2016;3:24-9.

21. Kobets S. Results of open-label, randomized, controlled, 
parallel-group clinical trial on the efficacy and tolerability 
of neurocitin in patients with acute ischemic stroke. INJ 
[Internet] 2022;5:93-8.

22. Diana, D, Irfana L, Levani Y, Marlina U. The effect 
of citicolin in motoric improvement of acute ischemic 
stroke patients in Siti Khodijah Sepanjang Hospital. MHSJ 
2020;4:76-82. doi: 10.33086/mhsj.v4i2.1579.

23. Sergeev DV, Domashenko MA, Piradov MA. 
Pharmacological neuroprotection in stroke in clinical 
practice: New perspectives. Zh Nevrol Psikhiatr Im S 
S Korsakova 2017;117:86-91. Russian. doi: 10.17116/
jnevro20171174186-91.

24. Mazaheri S, Darvish M, Pooroalajal J, Fariadras M. A 
comparative study on the effect of citicoline on acute 
ischemic and hemorrhagic stroke. Avicenna J Clin Med 
2018;25:20-7.

25. Abou Zaki SDB, Lokin JK. Efficacy and safety of CDP-
choline, cerebrolysin, MLC601, and edaravone in recovery 
of patients with acute ischemic strokes: A meta-analysis. 
Explor Neuroprot Ther 2023;3:398-408.

26. Dávalos A, Alvarez-Sabín J, Castillo J, Díez-Tejedor E, 
Ferro J, Martínez-Vila E, et al. Citicoline in the treatment 
of acute ischaemic stroke: An international, randomised, 
multicentre, placebo-controlled study (ICTUS trial). Lancet 
2012;380:349-57. doi: 10.1016/S0140-6736(12)60813-7.

27. Overgaard K. The effects of citicoline on acute ischemic 
stroke: A review. J Stroke Cerebrovasc Dis 2014;23:1764-9. 
doi: 10.1016/j.jstrokecerebrovasdis.2014.01.020.

28. Agarwal A, Vishnu VY, Sharma J, Bhatia R, Garg A, 
Dwivedi S, et al. Citicoline in acute ischemic stroke: A 
randomized controlled trial. PLoS One 2022;17:e0269224. 
doi: 10.1371/journal.pone.0269224.

29. Shi PY, Zhou XC, Yin XX, Xu LL, Zhang XM, Bai HY. Early 
application of citicoline in the treatment of acute stroke: A 
meta-analysis of randomized controlled trials. J Huazhong 
Univ Sci Technolog Med Sci 2016;36:270-7. doi: 10.1007/
s11596-016-1579-6.

30. Pinzon R, Sanyasi RDLR. Is there any benefit of 
citicoline for acute ischemic stroke? Systematic review 
of current evidences. J Crit Rev 2018;5:11. doi: 10.22159/
jcr.2018v5i3.24568. 



163Neuroprotection in stroke

31. Martí-Carvajal AJ, Valli C, Martí-Amarista CE, Solà I, 
Martí-Fàbregas J, Bonfill Cosp X. Citicoline for treating 
people with acute ischemic stroke. Cochrane Database Syst 
Rev 2020;8:CD013066. doi: 10.1002/14651858.CD013066.
pub2.

32. Fiani B, Covarrubias C, Wong A, Doan T, Reardon 
T, Nikolaidis D, et al. Cerebrolysin for stroke, 
neurodegeneration, and traumatic brain injury: Review of 
the literature and outcomes. Neurol Sci 2021;42:1345-53. 
doi: 10.1007/s10072-021-05089-2.

33. Windisch M, Gschanes A, Hutter-Paier B. Neurotrophic 
activities and therapeutic experience with a brain derived 
peptide preparation. J Neural Transm Suppl 1998;53:289-
98. doi: 10.1007/978-3-7091-6467-9_25.

34. Bogolepova AN, Levin OS. Cognitive rehabilitation of 
patients with focal brain damage. Zh Nevrol Psikhiatr 
Im S S Korsakova 2020;120:115-22. doi: 10.17116/
jnevro2020120041115.

35. Muresanu DF, Heiss WD, Hoemberg V, Bajenaru O, 
Popescu CD, Vester JC, et al. Cerebrolysin and Recovery 
After Stroke (CARS): A randomized, placebo-controlled, 
double-blind, multicenter trial. Stroke 2016;47:151-9. doi: 
10.1161/STROKEAHA.115.009416.

36. Anandan P, Rengarajan S, Venkatachalam S, Pattabi S, 
Jones S, Prabhu K, et al. Neuroprotection by cerebrolysin 
and citicoline through the upregulation of Brain-Derived 
Neurotrophic Factor (BDNF) expression in the affected 
neural cells: A preliminary clue obtained through an in vitro 
study. Cureus 2024;16:e54665. doi: 10.7759/cureus.54665.

37.  Platz T, Fheodoroff K, Mehrholz J. S3 Guideline 
Rehabilitation Therapy for Arm Paresis after Stroke of the 
DGNR Long Version; Greifswald: Springer; 2020.

38. Beghi E, Binder H, Birle C, Bornstein N, Diserens K, Groppa 
S, et al. European Academy of Neurology and European 
Federation of Neurorehabilitation Societies guideline on 
pharmacological support in early motor rehabilitation after 
acute ischaemic stroke. Eur J Neurol 2021;28:2831-45. doi: 
10.1111/ene.14936.

39.  Teasell R, Hussein N, Mirkowski M, Vanderlaan D, Saikaley 
M, Longval M, et al.  Stroke Rehabilitation Clinician 
Handbook. London, ON, Canada: Heart and Stroke 
Foundation; 2020.

40. Strilciuc S, Vécsei L, Boering D, Pražnikar A, Kaut O, Riederer 
P, et al. Safety of cerebrolysin for neurorecovery after acute 
ischemic stroke: A systematic review and meta-analysis of 
twelve randomized-controlled trials. Pharmaceuticals (Basel) 
2021;14:1297. doi: 10.3390/ph14121297.

41. Kojder K, Jarosz K, Bosiacki M, Andrzejewska A, Zach 
S, Solek-Pastuszka J, et al. Cerebrolysin in patients with 
subarachnoid hemorrhage: A systematic review and 
meta-analysis. J Clin Med 2023;12:6638. doi: 10.3390/
jcm12206638.

42. Kim DY, Ryu B, Oh BM, Kim DY, Kim DS, Kim DY, et 
al. Clinical practice guideline for stroke rehabilitation in 
Korea-part 1: Rehabilitation for motor function (2022). Brain 
Neurorehabil 2023;16:e18. doi: 10.12786/bn.2023.16.e18.

43. Heurteaux C, Gandin C, Borsotto M, Widmann 
C, Brau F, Lhuillier M, et al. Neuroprotective and 
neuroproliferative activities of NeuroAid (MLC601, 
MLC901), a Chinese medicine, in vitro and in vivo. 
Neuropharmacology 2010;58:987-1001. doi: 10.1016/j.
neuropharm.2010.01.001.

44. Schäbitz WR, Sommer C, Zoder W, Kiessling M, Schwaninger 
M, Schwab S. Intravenous brain-derived neurotrophic 
factor reduces infarct size and counterregulates Bax and 
Bcl-2 expression after temporary focal cerebral ischemia. 
Stroke 2000;31:2212-7. doi: 10.1161/01.str.31.9.2212.

45. Lee YS, Han OK, Park CW, Yang CH, Jeon TW, Yoo WK, 
et al. Pro-inflammatory cytokine gene expression and 
nitric oxide regulation of aqueous extracted Astragali 
radix in RAW 264.7 macrophage cells. J Ethnopharmacol 
2005;100:289-94. doi: 10.1016/j.jep.2005.03.009.

46. Widmann C, Gandin C, Petit-Paitel A, Lazdunski M, 
Heurteaux C. The traditional Chinese medicine MLC901 
inhibits inf lammation processes after focal cerebral 
ischemia. Sci Rep 2018;8:18062. doi: 10.1038/s41598-018-
36138-0.

47. Chen CL, Young SH, Gan HH, Singh R, Lao AY, Baroque 
AC 2nd, et al. Chinese medicine neuroaid efficacy on 
stroke recovery: A double-blind, placebo-controlled, 
randomized study. Stroke 2013;44:2093-100. doi: 10.1161/
STROKEAHA.113.002055.

48. Venketasubramanian N, Young SH, Tay SS, Umapathi T, Lao 
AY, Gan HH, et al. CHInese Medicine NeuroAiD Efficacy 
on Stroke Recovery - Extension Study (CHIMES-E): A 
multicenter study of long-term efficacy. Cerebrovasc Dis 
2015;39:309-18. doi: 10.1159/000382082.

49. Siddiqui FJ, Venketasubramanian N, Chan ES, Chen C. 
Efficacy and safety of MLC601 (NeuroAiD®), a traditional 
Chinese medicine, in poststroke recovery: A systematic 
review. Cerebrovasc Dis 2013;35 Suppl 1:8-17. doi: 
10.1159/000346231.

50. Suwanwela NC, Chen CLH, Lee CF, Young SH, Tay SS, 
Umapathi T, et al. Effect of combined treatment with 
MLC601 (NeuroAiDTM) and rehabilitation on post-
stroke recovery: The CHIMES and CHIMES-E studies. 
Cerebrovasc Dis 2018;46:82-8. doi: 10.1159/000492625.

51. Venketasubramanian N, Moorakonda RB, Lu Q, Chen 
CLH; On behalf of the CHIMES Investigators. Frequency 
and clinical impact of serious adverse events on post-
stroke recovery with NeuroAiD (MLC601) versus placebo: 
The CHInese Medicine Neuroaid Efficacy on Stroke 
Recovery study. Cerebrovasc Dis 2020;49:192-9. doi: 
10.1159/000506070.

52. Gan R, Lambert C, Lianting J, Chan ES, Venketasubramanian 
N, Chen C, et al. Danqi Piantan Jiaonang does not modify 
hemostasis, hematology, and biochemistry in normal 
subjects and stroke patients. Cerebrovasc Dis 2008;25:450-
6. doi: 10.1159/000126919.

53. Tan CN, Choy D, Venketasubramanian N. NeuroAid 
II (MLC901) in haemorrhagic stroke. Case Rep Neurol 
2020;12(Suppl 1):212-7. doi: 10.1159/000508588.


