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Statins are the mainstay treatment for hyperlipidemia. They are hydroxy-
methylglutaryl-CoA inhibitors and cause reduction in low-density lipopro-
tein cholesterol (LDL-c) levels. Atorvastatin is one of the most commonly 
used statins. These drugs are usually prescribed in a daily dose regimen. Due 
to the long duration of action and prolonged effect on hepatocytes, alter-
nate day atorvastatin therapy is theoretically as effective as daily dose 
atorvastatin. Several studies have compared the efficacy of alternate day 
and daily atorvastatin in LDL-c reduction. The authors performed a meta-
analysis on these studies to find evidence for alternate day atorvastatin use 
in LDL-c reduction. The studies comparing alternate day and daily atorv-
astatin regimens were selected after a literature search. LDL-c reduction in 
both the alternate and daily groups were calculated from the data provided 
in the individual studies. The mean difference in LDL-c reduction was 

compared between the alternate day and daily atorvastatin groups. Meta-
analysis performed on the studies revealed that the mean difference in 
LDL-c reduction among the alternate day and daily groups was only 8.36 
mg/dL (95% CI −0.49 to 17.20). This difference was statistically not sig-
nificant but trends toward a daily regimen. Further subgroup analysis sug-
gested that the difference in LDL-c reduction is smaller in an 
atorvastatin-naive patient population (mean difference 0.92 mg/dL [95% 
CI −13.55 to 15.39 mg/dL]) and also in populations with fewer risk factors 
for cardiovascular disease (mean difference 3.79 mg/dL (95% CI −6.40 to 
13.98 mg/dL]). In conclusion, the use of alternate day atorvastatin can 
reduce the cost by one-half and possibly offset many of its side effects. 
However, long-term studies with large sample sizes are required to evaluate 
its effect on cardiovascular events and mortality.

Key Words: Alternate day atorvastatin; Alternate day statin; Alternate and 
daily statin; Atorvastatin and LDL; Non-daily atorvastatin
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Statins, hydroxymethylglutaryl (HMG)-CoA inhibitors that block 
cholesterol synthesis, are one of the most commonly used drug 

classes in cardiovascular medicine today. Their use results in signifi-
cant reduction in low-density lipoprotein cholesterol (LDL-c) levels. 
LDL-c is believed to be directly involved in the development of ath-
erosclerosis and has been a primary target in reducing risk for coronary 
artery disease (CAD) (1). Of the statins available in the market, ator-
vastatin, rosuvastatin and simvastatin are the most commonly used.

The effect of statins on LDL-c lowering persists several weeks 
beyond discontinuation of the drug. Atorvastatin, along with its 
active metabolites, has a half-life of 14 h to 30 h (2). Moreover, 
statins have prolonged action on hepatocytes. The long duration of 
action of statins along with long residence of LDL-c in plasma (half-
life 2.5 days) supports the concept of using statins every other day (3). 
Several studies have been performed to test the concept of alternate 
day statin use with atorvastatin. Few studies have been performed 
with rosuvastatin and simvastatin. 

Because statins are to be used long term, use of an alternate day 
regimen can cut the cost by one-half and, possibly, offset many of their 
side effects. It is noteworthy that patients worldwide collectively have 
consumed more than $100 billion worth of atorvastatin since its 
inception approximately 20 years ago.  

There have been multiple trials comparing the effectiveness of 
alternate day versus daily use of statins. However, most of the stud-
ies were of small sample size; therefore, it is difficult to make a 
recommendation based on any single study. We performed a meta-
analysis of the studies on alternate day statin use to find evidence 
for its efficacy in LDL-c reduction. Because most of the studies were 
performed with atorvastatin, we decided to perform the analysis 
based on studies that investigated atorvastatin. 

METHODS
A literature search was performed using Pubmed, Google Scholar and 
the Cochrane library. All studies published until March 1, 2016 were 
considered for review. Keywords included “alternate day statin”, “alter-
nate day atorvastatin”. Search for additional studies were performed by 
cross reference.  

Following the literature search, studies that compared alternate day 
with daily atorvastatin were selected. Inclusion criteria for the study 
were: studies comparing alternate day versus daily dosing of atorvas-
tatin; and studies published in the English language literature. Studies 
that involved different atorvastatin dose on alternate day and daily 
schedules were excluded. For example, the study by Matalka et al (4), 
which compared alternate day and daily atorvastatin, was excluded. 
The investigators in this study uptitrated the dose of atorvastatin in 
alternate day and daily groups to attain the LDL-c goal but the up-
titration was not performed equally in both groups and, thus, the data 
were not comparable. The studies that used a combination of atorvas-
tatin with other lipid-lowering agents were also not included. Studies 
that showed LDL-c reduction using alternate day or daily dosing with-
out a head-to-head comparison were also excluded.

For comparison, mean difference in LDL-c reduction in each alter-
nate day and daily group was calculated. LDL-c reduction was defined 
as the mean difference in LDL-c after statin use compared with base-
line LDL-c levels. 

Data collection
Review Manager (RevMan version 5.3 [Copenhagen: The Nordic 
Cochrane Centre, The Cochrane Collaboration, 2014]) was used for 
meta-analysis. Open Meta-Analyst was also used to aid data retrieval. 
Preintervention/baseline LDL-c and post intervention LDL-c were 

review

This open-access article is distributed under the terms of the Creative Commons Attribution Non-Commercial License (CC BY-NC) (http://
creativecommons.org/licenses/by-nc/4.0/), which permits reuse, distribution and reproduction of the article, provided that the original work is 
properly cited and the reuse is restricted to noncommercial purposes. For commercial reuse, contact reprints@pulsus.com

Central Arkansas Veterans Healthcare System, and the Division of Cardiology, University of Arkansas for Medical Sciences, Little Rock, Arkansas, USA
Correspondence: Dr JL Mehta, Division of Cardiology, University of Arkansas for Medical Sciences, Little Rock, Arkansas 72212, USA.  

Telephone 501-296-1426, e-mail mehtajl@uams.edu



Kattoor and Mehta

Curr Res Cardiol Vol 3 No 3 Autumn 201672

 

Ta
b

le
 1

St
ud

y 
ch

ar
ac

te
ris

tic
s

A
ut

ho
r  

(r
ef

er
en

ce
), 

ye
ar

St
ud

y 
de

si
gn

n
Pa

rt
ic

ip
an

ts
In

te
rv

en
tio

n
O

ut
co

m
es

B
ia

s
Ja

fa
ri 

et
 a

l (
10

), 
20

03
R

C
T,

  
no

nb
lin

de
d,

37
S

ub
je

ct
s 

w
ith

 L
D

L-
c 

10
0–

20
0 

m
g/

dL
  

(lo
w

 to
 m

od
er

at
e 

ris
k)

G
ro

up
 1

: a
to

rv
as

ta
tin

 1
0 

m
g 

qd
 

G
ro

up
 2

: a
to

rv
as

ta
tin

 1
0 

m
g 

qo
d 

G
ro

up
 3

: a
to

rv
as

ta
tin

 2
0 

m
g 

qo
d

   
   

   
   

   
   

   
   

  q
d 

(g
ro

up
 1

)  
 q

od
 (g

ro
up

 2
) 

B
as

el
in

e 
LD

L-
c 

   
  1

39
±2

9 
   

   
   

15
3±

30
 

A
t 6

 w
ee

ks
   

   
   

   
 1

10
±2

5 
   

   
   

10
9±

37
  

N
o 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

 in
 L

D
L-

c 
re

du
ct

io
n

B
ia

s 
– 

no
nb

lin
de

d 
st

ud
y 

Lo
w

 ri
sk

 fo
r s

el
ec

tio
n 

bi
as

, r
an

do
m

iz
ed

 s
tu

dy

Fe
rr

er
-G

ar
cí

a 
 

et
 a

l (
5)

, 2
00

6
qd

 a
nd

 q
od

 a
dm

in
is

tra
-

tio
n 

on
 s

am
e 

 
su

bj
ec

ts
 o

ne
 a

fte
r 

th
e 

ot
he

r. 
B

lin
de

d,
  

1 
ar

m

33
 

P
at

ie
nt

s 
w

ith
 ty

pe
 2

  
di

ab
et

es
 (h

ig
h 

ris
k)

 L
D

L-
c 

tit
ra

te
d 

to
 <

10
0 

m
g/

dL
 w

ith
 q

d 
at

or
va

s-
ta

tin
. O

nc
e 

st
ab

le
 d

os
e 

re
ac

he
d,

 s
w

itc
he

d 
to

 
qo

d 
at

or
va

st
at

in
 a

t s
am

e 
do

se
. L

D
L-

c 
m

ea
-

su
re

d 
af

te
r 1

2 
w

ee
ks

   
   

   
   

   
   

   
   

   
 q

d 
gr

ou
p 

   
   

   
 q

od
 g

ro
up

 
B

as
el

in
e 

LD
L-

c 
   

  1
29

±3
5 

   
   

   
   

12
9±

35
  

A
t 1

2 
w

ee
ks

   
   

   
   

78
±1

5 
   

   
   

   
  9

9±
28

 
LD

L-
c 

 in
 e

ve
ry

da
y 

(3
9%

 re
du

ct
io

n)
 v

er
su

s 
qo

d 
 

   
(2

3%
 re

du
ct

io
n)

; P
<0

.0
1

Lo
w

-r
is

k 
of

 s
el

ec
tio

n 
bi

as
 b

et
w

ee
n 

gr
ou

ps
 

be
ca

us
e 

bo
th

 in
te

rv
en

tio
ns

 w
er

e 
ap

pl
ie

d 
to

 
sa

m
e 

su
bj

ec
ts

. E
xt

er
na

l v
al

id
ity

 o
n 

ge
ne

ra
l 

po
pu

la
tio

n 
lim

ite
d 

be
ca

us
e 

on
ly

 ty
pe

 2
 

di
ab

et
es

 p
at

ie
nt

s 
w

er
e 

in
cl

ud
ed

 

K
el

es
 e

t a
l (

11
), 

20
08

R
C

T,
 p

ar
al

le
l g

ro
up

61
 

S
ub

je
ct

s 
w

ith
 L

D
L-

c 
>1

30
 m

g/
dL

 a
nd

 to
ta

l 
ch

ol
es

te
ro

l >
20

0 
m

g/
dL

 (m
od

er
at

e 
ris

k)

R
an

do
m

iz
ed

 in
to

 2
 g

ro
up

s,
 q

od
 2

0 
m

g 
 

at
or

va
st

at
in

 (n
=3

0)
 v

er
su

s 
qd

 2
0 

m
g 

at
or

va
st

at
in

 (n
=3

1)
 

   
   

   
   

   
   

   
   

   
qd

 g
ro

up
   

   
   

 q
od

 g
ro

up
 

B
as

el
in

e 
LD

L-
c 

   
16

2±
23

   
   

   
   

 1
66

±2
5 

A
t 1

2 
w

ee
ks

   
   

   
 9

4±
28

   
   

   
   

   
 9

5±
31

 
N

o 
si

gn
ifi

ca
nt

 d
iff

er
en

ce
 in

 L
D

L-
c 

at
 th

e 
en

d 
of

 
12

 w
ee

ks
 in

 b
ot

h 
gr

ou
ps

Lo
w

 ri
sk

 o
f s

el
ec

tio
n 

bi
as

  
Lo

w
 ri

sk
 o

f a
ttr

iti
on

 b
ia

s,
 

A
gh

as
ad

eg
hi

  
et

 a
l (

12
), 

20
08

R
C

T,
 p

ar
al

le
l g

ro
up

20
 p

er
 

gr
ou

p
P

at
ie

nt
s 

w
ith

 h
yp

er
ch

o-
le

st
er

ol
em

ia
  

(m
od

er
at

e 
to

 h
ig

h 
ris

k)

G
ro

up
 1

: 1
0 

m
g 

at
or

va
st

at
in

 
G

ro
up

 2
: 2

0 
m

g 
at

or
va

st
at

in
 q

d 
G

ro
up

 3
: 2

0 
m

g 
at

or
va

st
at

in
 q

od

   
   

   
   

   
   

   
   

  q
d 

(g
ro

up
 2

)  
   

 q
od

 (g
ro

up
 3

) 
B

as
el

in
e 

LD
L-

c 
   

  1
52

±5
0 

   
   

   
   

 1
52

±1
 

A
t 6

 w
ee

ks
   

   
   

   
   

96
±4

1 
   

   
   

   
  6

8±
28

 
N

o 
si

gn
ifi

ca
nt

 d
iff

er
en

ce
 in

 L
D

L-
C

 re
du

ct
io

n

Lo
w

 ri
sk

 o
f s

el
ec

tio
n 

bi
as

 

P
at

ta
na

ik
 e

t a
l 

(6
), 

20
12

R
C

T,
 p

ar
al

le
l g

ro
up

30
0

S
ub

je
ct

s 
25

–6
0 

ye
ar

s 
of

 a
ge

, a
lre

ad
y 

 
on

 a
to

rv
as

ta
tin

 q
d

In
 a

ll 
30

0 
su

bj
ec

ts
 –

 d
os

e 
tit

ra
te

d 
to

 th
ei

r 
LD

L-
c 

go
al

s 
pe

r N
C

E
P 

gu
id

el
in

es
. O

nc
e 

st
a-

bl
e 

at
or

va
st

at
in

 d
os

e 
re

ac
he

d,
 1

50
 s

ub
je

ct
s 

(r
an

do
m

iz
ed

) s
w

itc
he

d 
to

 q
od

 d
os

in
g.

 
In

te
nt

io
n 

to
 tr

ea
t a

na
ly

si
s

   
   

   
   

   
   

   
   

   
  q

d 
gr

ou
p 

   
   

   
qo

d 
gr

ou
p 

B
as

el
in

e 
LD

L-
c 

   
  8

0±
25

.1
   

   
   

   
 7

8±
17

.3
A

t 1
2 

w
ee

ks
   

   
   

  8
1±

22
.1

   
   

   
   

 9
9±

28
 

M
ea

n 
LD

L-
C

 a
fte

r s
ta

tin
 u

se
 d

iff
er

en
t i

n 
bo

th
 

gr
ou

ps
 (P

<0
.0

5)
. C

om
pl

ia
nc

e 
ra

te
 in

 b
ot

h 
gr

ou
ps

 s
im

ila
r (

>9
0%

)

Lo
w

 ri
sk

 - 
re

po
rti

ng
 b

ia
s,

 lo
w

 ri
sk

 - 
se

le
ct

io
n 

bi
as

 (l
ar

ge
r s

am
pl

e 
si

ze
), 

at
tri

tio
n 

bi
as

 –
 

14
3 

in
 q

d 
gr

ou
p 

an
d 

14
1 

in
 q

od
 g

ro
up

 a
t t

he
 

tim
e 

of
 a

na
ly

si
s

R
ifa

ie
 e

t a
l (

7)
, 

20
12

R
an

do
m

iz
ed

, p
ar

al
le

l 
gr

ou
p 

si
ng

le
 b

lin
de

d 
60

 
Pa

tie
nt

s 
w

ith
 e

st
ab

lis
he

d 
C

AD
, a

lre
ad

y 
on

 a
to

rv
-

as
ta

tin
 1

0 
m

g 
w

ith
 

LD
L-

c 
br

ou
gh

t t
o 

ta
rg

et
 

le
ve

l <
10

0 
m

g/
dL

R
an

do
m

ly
 a

ss
ig

ne
d 

to
 2

 g
ro

up
s 

– 
qo

d 
an

d 
qd

  
re

gi
m

en
, 3

0 
pa

tie
nt

s 
in

 e
ac

h 
gr

ou
p 

   
   

   
   

   
   

   
   

   
 q

d 
gr

ou
p 

   
   

   
qo

d 
gr

ou
p 

B
as

el
in

e 
LD

L-
c 

   
   

 8
7±

16
   

   
   

   
  7

9±
19

 
A

t 6
 w

ee
ks

   
   

   
   

  8
8±

21
   

   
   

   
 1

05
±2

6 
H

ig
he

r L
D

L-
c 

in
 q

od
 g

ro
up

 (P
=0

.0
08

)

Lo
w

 ri
sk

 - 
se

le
ct

io
n 

bi
as

 –
 ra

nd
om

iz
ed

. 
B

lin
de

d 
w

ith
 p

la
ce

bo
 in

 a
lte

rn
at

e 
da

y 
gr

ou
p 

W
as

ho
ut

 p
er

io
d 

w
as

 n
ot

 g
iv

en
 a

s 
su

bj
ec

ts
 

w
er

e 
al

re
ad

y 
on

 d
ai

ly
 a

to
rv

as
ta

tin

P
ra

m
an

ik
 e

t a
l 

(1
3)

, 2
01

2
R

an
do

m
iz

ed
, 

pr
os

pe
ct

iv
e,

 c
ro

ss
-

ov
er

38
 

S
ub

je
ct

s 
>1

8 
ye

ar
s 

of
 

ag
e 

di
ag

no
se

d 
w

ith
 

hy
pe

rli
pi

de
m

ia
 (l

ow
 to

 
m

od
er

at
e 

ris
k)

S
ub

je
ct

s 
ra

nd
om

ly
 a

ss
ig

ne
d 

at
or

va
st

at
in

 2
0 

m
g 

qo
d 

or
  2

0 
m

g 
qd

 a
to

rv
as

ta
tin

  C
ro

ss
ed

 
ov

er
 a

fte
r 1

2 
w

ee
ks

 fo
llo

w
ed

 b
y 

fo
ur

-w
ee

k 
w

as
ho

ut
 p

er
io

d

   
   

   
   

   
   

   
   

   
   

   
qd

 g
ro

up
   

   
 q

od
 g

ro
up

 
B

as
el

in
e 

LD
L-

c*
   

   
 1

49
.5

±2
.8

   
   

  1
50

±2
.6

 
A

t 1
2 

w
ee

ks
* 

   
   

   
   

87
.8

±1
.6

   
   

 9
2.

1±
2.

0 
A

t 1
2 

w
ee

ks
, n

o 
si

gn
ifc

an
t d

iff
er

en
ce

 in
 q

od
 

ve
rs

us
 q

d 
gr

ou
p 

(P
=0

.1
0)

Lo
w

 ri
sk

 - 
se

le
ct

io
n 

bi
as

, a
s 

su
bj

ec
ts

 w
er

e 
ra

nd
om

iz
ed

 a
nd

 c
ro

ss
ed

-o
ve

r a
fte

r w
as

ho
ut

 
pe

rio
d

G
hi

a 
et

 a
l (

8)
, 

20
14

R
C

T,
 n

on
bl

in
de

d,
 

pa
ra

lle
l g

ro
up

85
 

A
du

lts
 w

ith
  

dy
sl

ip
id

em
ia

  
(lo

w
 to

 m
od

er
at

e 
ris

k)

A
to

rv
as

ta
tin

 1
0 

m
g 

qd
 a

nd
 1

0 
m

g 
qo

d 
gr

ou
ps

 
LD

L-
c 

m
ea

su
re

d 
af

te
r 1

2 
w

ee
ks

 in
 b

ot
h 

gr
ou

ps

M
ea

n 
re

du
ct

io
n 

in
 L

D
L-

c 
at

 1
2 

w
ee

ks
 

   
   

   
   

   
 q

od
 g

ro
up

  −
73

.6
±1

4.
71

   
   

   
   

   
   

 q
d 

gr
ou

p 
  −

93
.7

9±
17

.4
8 

D
iff

er
en

ce
 in

 L
D

L-
c 

re
du

ct
io

n 
in

 q
d 

gr
ou

p 
(4

9.
31

%
) v

er
su

s 
qo

d 
gr

ou
p 

(4
1.

81
%

) g
ro

up
 

(P
<0

.0
00

1)

C
on

fli
ct

 o
f i

nt
er

es
t p

re
se

nt
 a

m
on

g 
st

ud
y 

au
th

or
s.

 N
on

bl
in

de
d 

st
ud

y.
 M

or
e 

dr
op

 o
ut

s 
in

 q
od

 g
ro

up
 (n

=1
1)

 v
er

su
s 

in
 q

d 
gr

ou
p 

(n
=4

). 
B

as
el

in
e 

LD
L-

c 
w

as
 h

ig
he

r i
n 

qd
 

gr
ou

p

N
um

er
ic

al
 d

at
a 

pr
es

en
te

d 
m

ea
n 

± 
S

D
 u

nl
es

s 
ot

he
rw

is
e 

in
di

ca
te

d.
 *

D
at

a 
pr

es
en

te
d 

as
 m

ea
n 

± 
S

E
M

. C
A

D
 C

or
on

ar
y 

ar
te

ry
 d

is
ea

se
; q

d 
E

ve
ry

 d
ay

; q
od

 E
ve

ry
 o

th
er

 d
ay

; L
D

L-
c 

Lo
w

-d
en

si
ty

 li
po

pr
ot

ei
n 

ch
ol

es
te

ro
l; 

R
C

T 
R

an
do

m
iz

ed
 c

on
tro

l t
ria

l; 
N

C
E

P 
AT

P 
N

at
io

na
l C

ho
le

st
er

ol
 E

du
ca

tio
n 

P
ro

gr
am

 A
du

lt 
Tr

ea
tm

en
t P

an
el

 



Alternate day versus daily atorvastatin in LDL-c reduction

Curr Res Cardiol Vol 3 No 3 Autumn 2016 73

obtained from the studies in each alternate day and daily groups. 
Subsequently, the LDL-c reduction in each group was calculated using 
Open Meta-Analyst (if not provided directly in the study). The differ-
ences in LDL-c reduction were then compared for each of the studies 
for significance. Mean difference in LDL-c reduction, which was 
defined as the difference of LDL-c reduction in daily statin group and 
alternate day statin group, was then calculated. Meta-analysis on the 
studies were performed using an inverse variance, random-effects 
model using RevMan 5.3. Risk of bias in the studies was assessed using 
the authors’ judgment and is reported in Table 1. The summary meas-
ure is, hence, the difference in LDL-c reduction between the daily and 
alternate day atorvastatin groups.

 RESULTS
Initially, 46 studies were selected after narrowing the preliminary 
search. After inclusion and exclusion criteria were applied, eight 
studies were selected. Characteristics of the selected studies are sum-
marized in Table 1.

Most participants included in these studies were those who had 
dyslipidemia but did not have acute coronary syndrome or had under-
gone percutaneous coronary intervention in the recent past. Patients 
with serum triglyceride levels >400 mg/dL, abnormal liver function, 
hypothyroidism, uncontrolled diabetes, chronic alcoholism, concur-
rent cholesterol-lowering medications, and use of medications that 
interact with cholesterol-lowering effect of statins, such as immuno-
suppressants and antifungal agents, were also excluded in most studies 
by the investigators.  

In the individual studies, subjects were divided into alternate 
day and daily atorvastatin groups. Change in LDL-c was then calcu-
lated at the end of six to 12 weeks of atorvastatin use. In most stud-
ies, patients were not on any statin before the start of the study (ie, 
the patients were atorvastatin naive at the beginning of the study). 
However, in some studies (see Table 1), patients were initially on 
atorvastatin daily dosing before they were divided into alternate 
day and daily atorvastatin groups. Here, the change in LDL-c after 
intervention was compared with the baseline LDL-c (when the 
patient was on daily atorvastatin). It was assumed that this change 
in LDL-c value was contributed only by the change to alternate day 
dosing. 

The mean difference in LDL-c reduction in each study, 95% CIs 
and the sample size in alternate day and daily atorvastatin groups are 
shown in Figure 1. Analysis of the eight studies using a random-effects 
model showed a mean difference in LDL-c reduction of 8.36 mg/dL 
(95% CI −0.49 to 17.20 mg/dL) between alternate day and daily 
groups, which was not statistically significant (Figure 1). Therefore, it 
appears that there was no significant difference in LDL-c reduction in 
alternate versus daily dose regimen. Of note, there was significant 
heterogeneity within the studies (Tau²=96.84; I2=72%).

Subgroup analysis 1 
Ferrer-García et al (5), Pattanaik et al (6) and Rifaie et al (7) studied 
changes in LDL-c when patients were switched from a daily to an 
alternate day atorvastatin regimen. The change in LDL-c was used as 
a marker for the difference in LDL-c reduction among the two groups 
in these three studies; the difference in LDL-c reduction favoured 

daily atorvastatin therapy. When meta-analysis was performed after 
eliminating these three studies, the difference in LDL-c reduction 
was insignificant (mean difference 0.92 mg/dL [95% CI CI −13.55 to 
15.39 mg/dL]) (Figure 2).

Subgroup analysis 2
Ferrer-García et al (5) compared alternate day and daily atorvastatin 
regimen in patients with type 2 diabetes, and Rifaie et al (7) studied 
subjects with established CAD. Analysis of the remaining six studies 
showed a smaller difference in LDL-c in the alternate day group 
versus daily atorvastatin group (mean difference 3.79 mg/dL [95% 
CI −6.40 to 13.98 mg/dL]), which again, was not statistically signifi-
cant (Figure 3).  

DISCUSSION
Because of the long half-life of atorvastatin metabolites, it has been 
postulated that alternate day atorvastatin can be effectively used for 
LDL-c reduction while achieving efficacy similar to daily atorvastatin. 
Most of the studies comparing alternate day with daily atorvastatin to 
date had a small sample size. We, therefore, performed meta-analysis to 
compare the difference in LDL-c reduction between the alternate day 
and daily atorvastatin regimens. 

We included studies that were either randomized or cross-over in 
design. Study design in all studies was similar, except that a few studies 
(5-7) were performed in patients whose LDL-c levels were already 
controlled to target range by daily atorvastatin. Based on the results of 
our meta-analysis, it appears that the degree of LDL-c reduction is 
similar with alternate day and daily administration of atorvastatin. 
Subgroup analysis 1 (Figure 2), after removal of studies in which the 
LDL-c was controlled initially to target levels with atorvastatin daily 
dose and then the patients were switched to alternate day therapy, 
clearly suggests equal efficacy of daily or alternate day regimens in an 
atorvastatin-naive population. Importantly, significant differences in 
LDL-c reduction were observed among the groups in which the 
patients were receiving daily atorvastatin at baseline. Whether this is 
merely a statistical aberration due to low baseline LDL-c levels or 
evidence of rebound effect when patients were switched to alternate 
day regimen requires further investigation. 

On exclusion of studies by Ferrer-García et al (5) and Rifaie et al 
(7), which involved patients with type 2 diabetes mellitus and estab-
lished CAD, respectively, the mean difference in LDL-c reduction 
with daily and alternate day regimen was only approximately 4 mg/dL 
(95% CI −6.40 to 13.98 mg/dL), which is statistically nonsignificant. 
This suggests that the difference in LDL-c reduction trends nonsig-
nificantly toward the daily regimen, especially when the subjects 
carry a small risk for CAD.

Figure 1) Difference in mean low-density lipoprotein cholesterol reduction 
in alternate day versus daily statin regimens

Figure 2) Subgroup analysis 1. Excluding studies in which patients were on 
daily atorvastatin before study commencement 

Figure 3) Subgroup analysis 2. Excluding studies in which patients had 
type 2 diabetes or established coronary artery disease
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 Most of the studies included were free from selection bias beucase 
they were randomized controlled studies. Some were nonblinded. 
Possible bias among each study is described in Table 1. In the study by 
Ghia et al (8), the baseline LDL level between alternate and daily 
groups were significantly different. Hence, mean reduction in LDL-c 
may not be comparable. Furthermore, there was conflict of interest 
among the authors of the study. 

We do not have data regarding outcomes such as cardiovascular 
morbidity and mortality in alternate day versus daily statin therapy. 
It may be postulated that because the theoretical basis of alternate 
day atorvastatin therapy lies in the pharmacokinetics of atorvas-
tatin, alternate day statin therapy should provide similar outcomes 
as the daily regimen. Further studies in this regard need to be 
performed. 

Approximately 20% to 30% reduction in risk for cardiovascu-
lar diseases can be achieved by using statin for primary preven-
tion. Current American Cardiovascular Society/American Heart 
Association guidelines does not recommend targeting an ideal LDL-c 
level when statins are used for primary prevention of CAD (9). 
Therefore, small differences in LDL-c reduction may not matter as 
long as outcomes remain same. 

Use of alternate day atorvastatin can reduce the cost by one-half. 
This becomes particularly significant because patients are typically 
prescribed these drugs for life. Moreover, many patients on atorvas-
tatin are intolerant to the medication(s), and alternate day therapy 
may be suitable for such patients (3). Statin side effects, such as myal-
gia and hyperglycemia, are believed to be lower with alternate day 
statin therapy (2).
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Early studies were concerned with compliance to statin therapy 
when alternate day regimens was used. This was because of the unusual 
dosing pattern. Using pill boxes may be recommended to improve 
compliance. In a study involving 300 subjects, Pattanaik et al (6) 
reported that compliance rates among daily and alternate day groups 
were essentially similar. 

Limitations 
The present meta-analysis was performed on a varied population, 
which may be considered to be a limitation of the study. It may even 
be the considered a strength of the study as diverse patient population 
simulates real-life everyday practice. As with every meta-analysis, 
publication bias may have been present in our study. Variable study 
designs and small sample sizes further contribute to heterogeneity. 

CONCLUSION
In a diverse population requiring statin therapy, alternate day atorvas-
tatin therapy appeared to be similar in efficacy in LDL-c reduction 
compared with daily atorvastatin therapy. This may be true especially 
in an atorvastatin treatment-naive population. How alternate day 
statin therapy affects outcomes, including cardiovascular events and 
stroke, were not studied. Accordingly, large sample-size, long-term 
trials involving alternate day and daily statin therapy are needed. 
Importantly, alternate day therapy may be beneficial in terms of reduc-
tion in cost and, possibly, fewer side-effects than daily statin therapy.
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