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Achieving an LDL-Cholesterol Goal of 
<70 mg/dL but not a Goal of 70-100 mg/dL is 
Associated with Cognitive Performance in

Diabetic Patients

AABBSSTTRRAACCTT  OObbjjeeccttiivvee::  To compare the effects of achieving an low-density lipoprotein (LDL) cho-
lesterol level of <70 mg/dL versus the goal of 70-100 mg/dL using simvastatin or atorvastatin on cog-
nitive functions. MMaatteerriiaall  aanndd  MMeetthhooddss:: In this open-label randomized controlled trial, diabetic
patients were randomly assigned to simvastatin or atorvastatin 10 mg. If LDL-cholesterol levels,
monitored at 30-day intervals, were >100 mg/dL, dose increase was allowed. Patients were stratified
only according to achieved LDL-cholesterol goals, irrespective of the statin used, into two groups.
Cognitive functions were assessed using neuropsychological tests and event-related potential P300
at baseline and after 3 months of therapy. RReessuullttss:: One hundred fourteen subjects completed the
study. After 12 weeks of statin therapy, the mean LDL-cholesterol level was 57.9 mg/dL in the group
with LDL-cholesterol <70 mg/dL compared with 87.1 mg/dL in the group with LDL cholesterol lev-
els of 70 to 100 mg/dL. Lowering LDL-cholesterol to <70 mg/dL resulted in statistically significant
worsening of learning subscore of the auditory verbal learning test and in borderline significant im-
provement in immediate memory subscore of the auditory verbal learning test  (p=0.03, and p=0.046,
respectivly); statin dose was negatively correlated with the changes in these parameters (r=-0.304,
p<0.05, and r=-0.312, p<0.05, respectively). Alternatively, no significant changes in neuropsycho-
logical test scores were noted in the other group. CCoonncclluussiioonn:: Lowering LDL-cholesterol levels to be-
tween 70 to 100 mg/dL is not associated with cognitive performance. On the other hand, lowering
LDL-cholesterol levels to <70 mg/dL may differentially affect verbal learning and short term verbal
memory.

KKeeyy  WWoorrddss::  Diabetes mellitus; cholesterol, LDL; simvastatin; atorvastatin; cognition

ÖÖZZEETT  AAmmaaçç:: Düşük dansiteli lipoprotein (LDL) kolesterol düzeyinin simvastatin veya atorvastatin
ile 70 mg/dL'nin altına düşürülmesinin, 70-100 mg/dL arasına düşürülmesi ile karşılaştırılarak bilişsel
işlevler üzerindeki etkisinin değerlendirilmesi amaçlanmıştır. GGeerreeçç  vvee  YYöönntteemmlleerr:: Bu açık-uçlu ran-
domize kontrollü çalışmada, diyabetik hastalar simvastatin ya da atorvastatin 10 mg almak üzere 2
gruba ayrılmıştır. 30 günlük aralıklarla yapılan değerlendirmelerde LDL-kolesterol düzeyleri 100
mg/dL üzerinde saptandığında doz artışına gidilmiştir. Hastalar, kullanılan statinden bağımsız olarak,
sadece elde edilen LDL-kolesterol hedeflerine göre iki gruba ayrılmıştır. Bilişsel işlevler tedaviden
önce ve tedaviden 3 ay sonra nöropsikolojik testler ve olay-ilişkili potansiyel P300 kullanılarak değer-
lendirilmiştir. BBuullgguullaarr:: Çalışmayı 114 hasta tamamlamıştır. Statin tedavisinden 12 hafta sonra, or-
talama LDL-kolesterol düzeyi <70 mg/dL olan grupta 57,9 mg/dL, LDL-kolesterol 70-100 mg/dL olan
grupta ise 87,1 mg/dL olarak saptanmıştır. LDL-kolesterolün 70 mg/dL'nin altına düşürülmesi işitsel
sözel öğrenme testinin öğrenme alt testi puanında istatistiksel olarak anlamlı düşüş (p=0,03), anlık
bellek alt testi puanında ise sınırda iyileşme ile sonuçlanmıştır (p=0,046). Statin dozu ile bu parame-
trelerdeki değişiklikler arasında negatif korelasyon gözlenmiştir (öğrenme alt testi için r=-0,304,
p<0,05; anlık bellek alt testi için r=-0,312, p<0,05). Buna karşılık, diğer grupta nöropsikolojik test
puanlarında anlamlı değişiklik saptanmamıştır. SSoonnuuçç:: LDL-kolesterol düzeylerinin 70-100 mg/dL
arasına düşürülmesi bilişsel performans ile ilişkili değildir. Diğer taraftan LDL-kolesterolün 70
mg/dL'nin altına düşürülmesi özellikle sözel öğrenme ve sözel kısa süreli belleği etkileyebilir. 
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n LDL-cholesterol target of <70 mg/dL rec-
ommended by the American Diabetes As-
sociation for diabetic patients with a his-

tory of cardiovascular disease (CVD) have raised
concerns about its safety.1 Cholesterol is an essen-
tial component of the cell membranes of the brain,
the spinal cord and the peripheral nerves. It is in-
corporated into the myelin sheaths that insulate
the axons. Additionally, lipids account for half of
the dry matter of the brain.2,3 Thus, anything that
affects the balance of cholesterol and lipid metab-
olism in the brain could affect its function. The
finding that the LDL-cholesterol range is app-
roximately 50 to 70 mg/dL in hunter/gatherer pop-
ulations without evidence of atherosclerosis does
not indicate that lowering cholesterol pharmaco-
logically to these levels is safe.4 

The association of high cholesterol, a proven
risk factor for CVD, with cognition appears compli-
cated. Some studies have shown high lipid levels to
be a risk factor for cognitive dysfunction or demen-
tia, whereas others either have found no association
or a protective association.5-10 In the case of lipopro-
tein fractions, elevated LDL cholesterol levels were
an independent risk factor for the development of
dementia with stroke in a prospective study.11 On the
other hand, in contrast to the cardiovascular benefits,
the effects of statins on cognition and neuronal func-
tion are also still not well established. Evidence con-
cerning the impact of statins on these functions is
quite inconsistent with several studies reporting im-
provement in cognitive performance with statin
treatment and other reporting decreased memory.12-

15 Furthermore, all of these studies focused on spe-
cific dose-related effects of statins on lipid parameters
and cognition rather than neurocognitive effects of
achieving a specific LDL-cholesterol goal. 

The present study attempts to compare the ef-
fects of achieving LDL-cholesterol levels <70
mg/dL versus achieving LDL-cholesterol levels of
70 to 100 mg/dL using statins on cognitive func-
tions in high-risk diabetic patients.

MATERIAL AND METHODS

This open-label, randomized, controlled trial was
conducted at the endocrinology clinic of Baskent

University Hospital. The study protocol was ap-
proved by the University Human Research Ethics
Committee. All participants provided written, in-
formed consent before study enrollment.

PATIENTS

Details of the trial design have been reported pre-
viously.16 In brief, 140 patients were enrolled in
this study. To be included in the study, a patient
with controlled type 2 diabetes mellitus had to
have overt CVD, or to be over the age of 40 years,
without overt CVD, but with one or more major
cardiovascular risk factors. All patients hadn’t to be
on any lipid-lowering therapy for at least 6 weeks.
Prior hypoglycemic treatment should not be al-
tered at least 6 months before enrollment. In addi-
tion to men, a study population of postmenopausal
females were chosen because significant fluctua-
tions in plasma LDL-cholesterol levels may occur
during physiological menstrual cycle in fertile
women.17 Patients were advised to continue their
usual level of physical activity and not to embark
upon any new physical exercise program while
participating in this study.

Major exclusion criteria were as follows: se-
vere hypertriglyceridemia; uncontrolled hyperten-
sion; evidence of active liver disease or hepatic
dysfunction defined as a level of liver transami-
nases >2 times the upper limit of normal; uncon-
trolled myocardial ischemia; congestive heart
failure (New York Heart Association classification
IIIb or IV); hemodynamically important valvular
disease; history of cerebrovascular disease within 3
months; peripheral neuropathy; major neuropsy-
chiatric conditions; physically or mentally unable
to complete tests; secondary hyperlipidemia; gas-
trointestinal disease or surgery that might limit
drug absorption; myopathy or rhabdomyolysis; a
known hypersensitivity to statins; any psy-
chotropic medications, steroids, opiate analgesics,
androgens, estrogens, fish oil preparations, quini-
dine, theophylline, barbiturates, antacids con-
taining aluminum salts (regular use), other
investigational drugs or anticoagulants; plasma cre-
atine kinase levels >50% above the upper limit of
normal; excessive ethanol consumption; and LDL-
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cholesterol levels >100 mg/dL despite the maxi-
mum statin doses.

Eligible patients were randomly assigned to
simvastatin 10 mg or atorvastatin 10 mg on an
open-label basis. The allocation sequence was in-
dependent of the research team and was random-
ized in accordance with repeated measures design.
Allocations were placed in sequentially numbered
sealed opaque envelopes. Staff working in the de-
partment used the next envelope in the sequence to
allocate participants. LDL-cholesterol levels were
monitored at 30-day intervals. If LDL-cholesterol
was >100 mg/dL, the doses of both agents were in-
creased. The study protocol allowed the doses of
simvastatin and atorvastatin to be increased up to a
maximum of 40 and 80 mg, respectively. The sample
size was chosen based on the study feasibility.
Power analyses demonstrated that the sample size
was adequate to achieve a greater than 80% power
for all statistical tests. Patients were stratified only
by achieved LDL-cholesterol levels, irrespective of
the statin used, into two groups. Thereafter, they
were followed for 12 weeks. All subjects underwent
a complete clinical examination as well as labora-
tory, neuropsychological and neurophysiologic tests
at baseline and at the end of the 12-week period.
Furthermore, the patients were instructed to report
any side effect of the drugs. Compliance was tested
by pill counts and LDL-cholesterol levels.

LABORATORY ANALYSIS

After a minimum 8-hour overnight fast, venous
blood samples were drawn between 8 AM and 9
AM after approximately 30 minutes of supine rest.
Lipid analysis was done immediately. Blood sam-
ples for DHEA-S were centrifuged and stored at -
70°C until measurement. Serum total cholesterol
and triglyceride were assayed using enzymatic col-
orimetric tests (Roche Diagnostics, Mannheim,
Germany). Serum LDL-cholesterol and HDL-cho-
lesterol were determined by homogeneous enzy-
matic colorimetric methods (Roche Diagnostics,
Mannheim, Germany). HbA1c level was measured
using high-performance liquid chromatography
(DIAMAT, Bio-Rad Laboratories, Milan, Italy; nor-
mal value, 4.2%-6.2%), with intra and interassay

coefficients of variation of <2%. DHEA-S was as-
sayed by solid-phase, competitive chemilumines-
cent enzyme immunoassays (Diagnostic Product
Corporation, Los Angeles, CA).

COGNITIVE TESTING

Details of the tests used have been reported previ-
ously.9

1. Neuropsychological Tests

The battery consisted of standardized neuropsy-
chological tests with published normative data
which were used either in international research
on cognitive function or in the context of routine
neuropsychological assessment.18-24 Alternative
forms were used for tests in which recall of previ-
ous test materials might affect performance of sub-
sequent testing and the order of these forms was
randomly assigned. Tests used in the examination
were listed below with a brief description:

Facial recognition test

This test is used to examine face recognition abili-
ties without a memory component (complex visual
discrimination). Normative data for Facial Recog-
nition Test (FRT) in the Turkish population are es-
tablished (Keskinkilic C, unpublished dissertation
[Turkish], 1988).

Judgment of line orientation test

The Judgment of Line Orientation Test (JLOT) as-
sesses visuospatial perception and orientation abil-
ity. The JLOT was standardized for the Turkish
population.25

Visual aural digit span test-B

The Visual Aural Digit Span Test-B (VADST–B) is
designed as a diagnostic tool for assessing short-
term memory, concentration, and attention span.
It is a forward digital span test with 4 subtests:
aural-verbal, visual-verbal, aural-written, and vi-
sual-written. The VADST-B was standardized for
Turkish adults.26,27

Clock drawing test

The Clock Drawing Test (CDT) provides a quick
and simple screen for multiple areas of cognitive
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function including executive functions (e.g., selec-
tive attention, auditory comprehension, visual
memory, motor programming, numerical knowl-
edge, planning, response inhibition, concentration,
abstract thinking, and monitoring) as well as visu-
ospatial organization, visuoconstructive abilities,
psychomotor coordination. Norms for this test as
well as a systematic scoring procedure were estab-
lished for the Turkish population.28

Auditory verbal learning test

This test measures immediate memory span, ver-
bal learning, susceptibility to retroactive, and
proactive interference, delayed recall, and recog-
nition memory. Normative data for Auditory Ver-
bal Learning Test (AVLT) in Turkish population
have been established (Genc-Acikgoz D, unpub-
lished dissertation [Turkish], 1995).

Trail making test (Parts A and B)

The Trail Making Test (TMT) provides informa-
tion on visual search or scanning, visuospatial se-
quencing, cognitive-set shifting abilities, percep-
tual-motor speed of processing, mental flexibility,
and executive functions. The TMT was standard-
ized for Turkish adults.29

2. Neurophysiologic Examination

The subjects were requested to keep their eyes
closed, with minimum movement, and to remain
as relaxed as possible. Event-related P300 potential
was evoked by the standard auditory odd-ba para-
digm using a Synergy machine (Medelec, Oxford
Instruments, Surrey, UK) with a sensitivity of 2 to
5 µV per division, and a sweep speed of 100 mil-
liseconds per division. The settings for the highpass
filter and a low-pass filter were 0.1 and 30 Hz, re-
spectively. Tones with a duration of 100 millisec-
onds and intensity above the individual hearing
threshold were generated at 1000 Hz (frequent
nontarget stimuli) and 2000 Hz (rare target stim-
uli). The rare target tones (occurrence probability
of 20%) and the frequent nontarget tones (occur-
rence probability of 80%) were presented binau-
rally in a random sequence with a minimum
interstimulus interval of 1010 milliseconds. All

subjects were instructed to ignore nontarget stim-
uli and to count the target stimuli first aloud, then
mentally. Trials were rejected when patients mis-
counted the number of the target stimuli. The
event-related potentials were recorded from frontal
(Fz), vertex (Cz), left (C3), and right (C4) central
scalp sites, according to international 10/20 system
using Ag/AgCl electrodes. Linked mastoid elec-
trodes served as a reference and the forehead was
used as the ground. Interelectrode impedance was
maintained below 2000ω. Trials were visually
checked by an expert, and those contaminated with
artifacts were removed from the analysis. One hun-
dred artifact-free potentials after the target stimuli
were averaged separately for each subject. The
P300 component was regarded the maximum pos-
itive deflection of the trace following stimulus
onset in a segment between 250 and 600 millisec-
onds. Latency of P300 was in milliseconds. Ampli-
tudes were measured from peak to baseline.

STATISTICAL ANALYSIS

Normality of distribution of the variables was ana-
lyzed using Shapiro-Wilk test, and Levene test was
used to assess the homogeneity of variances in the
different groups. Demographic and clinical charac-
teristics showing normal distribution and homoge-
neous variance were analyzed by the Student’s t
test. Variables such as plasma lipid levels measured
before and after treatment were analyzed by a
three-factor repeated measures analysis of variance.
The results were expressed as the number of ob-
servations (n) and the mean ± the standard devia-
tion (). Parametric test assumptions were not
available for some variables; thus, the comparisons
were performed with the Mann-Whitney U test for
independent groups and the Wilcoxon signed rank
test for dependent groups. The results of nonpara-
metric tests were expressed as the number of ob-
servations (n), the mean ± the standard deviation,
the median and minimum-maximum values (,
M(min-max)). The Pearson product-moment cor-
relation coefficient was used to show the correla-
tions between normally distributed variables. The
Spearman rho correlation coefficient was used to
evaluate the correlations between nonnormally
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distributed variables. Data analyses were per-
formed with SPSS software (Statistical Package for
the Social Sciences, version 13.0, SSPS Inc,
Chicago, IL). A p< 0.05 was considered statistically
significant.

RESULTS

PATIENTS

Of the 140 subjects initially enrolled, 114 com-
pleted the study. All “dropouts” were due to per-
sonal/administrative reasons. The demographic and
clinical features of the study population were
shown in Table 1. All groups were well balanced
with respect to the demographic characteristics.

Biochemical and Hormonal Parameters

The mean values and standard deviations of lipid
parameters for both groups were given in Table 2.
Baseline lipid parameters were comparable in both
groups as well as in males and females within and
between both groups (data not shown). After 12
weeks of statin therapy, the mean LDL-cholesterol
level was 57.9 mg/dL in the group with LDL-cho-
lesterol <70 mg/dL compared with 87.1 mg/dL in
the group with LDL-cholesterol levels of 70 to 100
mg/dL; both within-group changes from baseline

in LDL-cholesterol and between-group differences
were statistically significant. However, we found
no significant differences between males and fe-
males within and between both groups (data not
shown).

Serum triglyceride levels decreased signifi-
cantly at week 12 in both groups, there was no sig-
nificant between-group difference. In contrast,
mean HDL-cholesterol levels increased signifi-
cantly in the group with LDL-cholesterol levels of
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LDL<70 mg/dL LDL<100 mg/dL

Characteristic x= sx x= sx p

M (min-max) M (min-max)

No of patients completing the study 58 56 NS

Female/Male 39/19 32/24

Age (years) 60.4±7.4 61.7±7.7 NS

Diabetes duration (years) 4.5±7.6 4.1±5.0

3 (0-40) 2 (0-20)
NS

Dose (mg/day) 36.5±7.6 33.6±12.3

40 (20-40) 40 (10-60)
NS

TABLE 1: Demographic and clinical characteristics of 
the study population.

The re sults of non pa ra met ric tests we re ex pres sed as the me an±the stan dard de vi a ti -
on, the me di an and mi ni mum-ma xi mum va lu es [ x= sx, M(min-max)]. The ba se li ne va l-
u es we re not sig ni fi cantly dif fe rent bet we en the gro ups. M, Me di an; max, ma xi mum;
min, mi ni mum; NS, not sig ni fi cant.

LDL<70 mg/dL LDL<100 mg/dL

x= sx x= sx
M (min-max) M (min-max)

Baseline 12th week p Baseline 12th week p

Total cholesterol (mg/dL) 211.9±32.5 134.0±20.2* <0.001 224.3±30.3 168.5±16.6 <0.001

HDL-cholesterol (mg/dL) 49.3±11.2 50.1±12.0 NS 51.2±10.7 54.5±12.1 <0.01

LDL-cholesterol (mg/dL) 129.4±22.0 57.9±9.5* <0.001 138.3±20.2 87.1±8.7 <0.001

152.4±64.8 117.8±51.0 <0.001 148.1±60.6 128.9±49.2

Triglycerides (mg/dL) 138.5 109 133 124 <0.01

(50-348) (23-298) (59-337) (41-316)

HbA1c (%) 6.4±0.8 6.5±0.8 NS 6.4±0.8 6.6±0.8 NS

69.2±47.8 0.9±42.8** 68.7±44.1 68.9±48.5

DHEA-S (µg/dL) 61.5 48.2 <0.001 59.3 56.5 NS

(15-306) (15-269) (15-210) (15-275)

TABLE 2: Statistical analysis of serum lipids, HbA1c and DHEA-S before and after treatment.

The results of nonparametric tests were expressed as the mean±the standard deviation, the median and minimum-maximum values [ x= sx, M(min-max)]. The baseline values were
not significantly different between the groups. M, Median; max, maximum; min, minimum; NS, not significant.
*p<0,001 effect of the treatment 
**p<0,05 effect of the treatment 



70 to 100 mg/dL. No significant change was ob-
served in the HDL-cholesterol levels in the the
group with LDL-cholesterol <70 mg/dL. The dif-
ference between both groups was not statistically
significant. We found no significant differences be-
tween males and females within and between both
groups (data not shown).

At the end of the study, HbA1c increased sig-
nificantly in both groups; there was no significant
between-group difference. Notwithstanding the
slight increase in HbA1c, patients maintained good
glycemic control throughout the study. Thus, the
lipid levels were not influenced by the degree of
glycemic control. 

All groups were similar with regard to basal
DHEA-S values. Nevertheless, basal levels of
DHEA-S were significantly higher in men com-
pared with women within each group (data not
shown). A significant reduction in DHEA-S levels
was observed in subjects with LDL-cholesterol <70
mg/dl (males, females as well as males and females
combined) at 12 weeks. DHEA-S fell by 26.5%.
Conversely, no significant effect was observed in
the other group. The between-group difference
was statistically significant. 

Neuropsychological Findings

The neuropsychological findings are summarized
in Table 3. Two patients refused to undergo neu-
ropsychological tests. All groups were similar with
regard to neuropsychological test results at base-
line. Lowering LDL-cholesterol to <70 mg/dL re-
sulted in statistically significant worsening of
learning subscore of the AVLT (p=0.03) and in bor-
derline significant improvement in immediate
memory subscore of the AVLT (p=0.046) (Figure
1). Although the same trend was observed in the
group with LDL-cholesterol levels between 70 to
100 mg/dL,, the changes in the above-mentioned
neuropsychological test scores did not reach statis-
tical significance. 

Neurophysiologic Findings

The neurophysiologic findings were summarized
in Table 4. Two patients declined to undergo neu-
rophysiologic examination. Both groups were sim-

ilar with regard to P300 latency and amplitude at
baseline. A significant reduction in P300 latency at
all recording sites was noted in both groups after
12 weeks. However, there was no significant be-
tween-group difference. The amplitude of P300
waves at Fz declined significantly in both groups
after 12 weeks of treatment, but not at other
recording sites. Similarly, there was no significant
between-group difference.

Correlations After Interventions

In the group with an LDL cholesterol goal of <70
mg/dL, statin doses were negatively correlated with
the changes in learning subscore of the AVLT (r=-
0.304, p<0.05) and in immediate memory subscore
of the AVLT (r=-0.312, p<0.05). There was no sig-
nificant correlation between the statin doses and
the changes in P300 potentials in the group with
LDL-cholesterol levels between 70 to100 mg/dL.

There was no significant correlation between
the changes in immediate memory and learning
subscores of the AVLT and LDL-cholesterol levels
in the group with an LDL cholesterol goal of <70
mg/dL. There was no significant correlation be-
tween the reductions in LDL-cholesterol levels and
P300 potentials in both groups.

We found no correlation between the changes
in HbA1c and the P300 potentials and neuropsy-
chological test results in both groups. In the group
with an LDL cholesterol goal of <70 mg/dL, the re-
duction in DHEA-S levels was negatively corre-
lated with the reduction in P300 latency at Fz
(r=-0.311, p<0.05), Cz (r=-0.318, p<0.05), C3 (r=-
0.298, p<0.05), and C4 (r=-0.311, p<0.05).

DISCUSSION

We studied the effects of achieving two different
therapeutic LDL-cholesterol goals with statins on a
broad range of cognitive skills in high-risk diabetic
patients. The P300 latency, a temporal measure of
the neural activity underlying the processes of at-
tention allocation and immediate memory, de-
creased significantly at all electrodes in both groups
after 12 weeks but there was no significant be-
tween-group differences. P300 amplitude is thought
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to index attentional resource allocation and to up-
date environmental context.30-33 Literature generally
supports the argumentative statement that elderly

adults exhibit larger P300 amplitude over frontal
sites than over central sites.34,35 Relevantly, the more
marked potentials at Fz in the present study might
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LDL<70 mg/dL LDL<100 mg/dL

x= sx x= sx
M (min-max) M (min-max)

Baseline 12th week p Baseline 12th week p

Educational level

Primary School 20 17 NS

Secondary School 22 17

University 16 20

Dominant hand (right/left) 57/1 53/1

Facial Recognition 42.1±4.8 41.3±5.3 NS 41.5±5.3 40.5±6.1 NS

42 (31-51) 40.5 (29-55) 41 (26-53) 41 (20-49)

Judgement of Line Orientation 18.9±5.1 18.5±7.1 NS 18.0±5.5 16.6±7.4 NS

19 (8-30) 19.5 (1-29) 18 (1-29) 14.5 (5-28)

Visual Aural Digit Span B 

Aural-Verbal 5.3±1.2 5.3±1.2 NS 5.3±0.9 5.2±1.2 NS

5 (3-9) 5 (3-9) 5 (3-8) 5 (2-8)

Visual-Verbal 4.8±1.0 5.0±1.3 NS 4.8±1.0 5.1±1.2 NS

5 (3-7) 5 (3-9) 5 (3-7) 5 (3-8)

Aural-Written 5.1±1.1 4.9±1.1 NS 5.1±0.9 5.3±1.0 NS

5 (3-8) 5 (2-8) 5 (3-8) 5 (4-8)

Visual-Written 4.8±1.2 4.8±1.3 NS 4.8±1.3 5.1±1.2 NS

5 (3-8) 5 (2-9) 5 (3-7) 5 (3-8)

Total 20.1±3.6 20.1±3.8 NS 20.0±3.2 20.8±3.8 NS

20 (14-30) 21 (14-30) 20 (14-29) 20 (13-31)

Clock Drawing 3.1±1.1 2.8±1.2 NS 3.2±0.9 2.9±1.4 NS

4 (1-4) 3 (1-4) 3 (1-4) 3 (1-7)

Auditory Verbal Learning 

Immediate Recall 4.8±1.8 5.3±2.0 <0.05 5.0±1.7 5.2±1.7 NS

5 (0-10) 5 (0-10) 5 (0-9) 5 (0-9)

Learning 9.4±2.6 8.6±2.5 <0.05 9.5±2.4 9.1±2.6 NS

9 (2-14) 8 (3-14) 10 (3-13) 9 (4-15)

Immediate Recall after 7.7±2.4 7.8±2.7 NS 7.5±2.3 8.0±2.2 NS

Interference 8 (3-13) 8 (0-14) 7 (3-12) 8 (2-12)

Long-term Memory 6.7±3.1 7.1±2.4 NS 7.0±2.3 7.3±2.4 NS

7 (0-13) 7 (2-12) 7 (3-13) 7 (2-14)

Total 38.1±9.2 37.0±9.1 NS 39.4±9.2 38.7±8.9 NS

38.5 (19-62) 36.5 (17-57) 41 (17-54) 39.5 (21-57)

Trail Making 

Part A 69.3±25.0 66.7±16.8 NS 65.3±20.0 69.6±23.2 NS

60 (55-180) 60 (50-120) 60 (42-180) 60 (50-180)

Part B 132.5±29.8 138.7±46.4 NS 126.9±31.6 131.1±53.2 NS

122(98-240) 120.5(92-334) 121(94-300) 120(60-360)

TABLE 3: Neuropsychological test performance before and after ıntervention.

The re sults of non pa ra met ric tests we re ex pres sed as the me an±the stan dard de vi a ti on, the me di an and mi ni mum-ma xi mum va lu es [ x= sx, M(min-max)]. The ba se li ne va lu es we re
not sig ni fi cantly dif fe rent bet we en the gro ups. M, Me di an; max, ma xi mum; min, mi ni mum; NS, not sig ni fi cant.



be attributed to the mean age of the study popula-
tion. On the other hand, electroocular artifactual
signals have large amplitude in frontal electrodes

and contaminate mostly the frontal electroen-
cephalographic channels. Therefore, the absence of
electrooculographic screening in the present study
might further contribute to the more marked po-
tentials at Fz. After 12 weeks of treatment, the am-
plitude of P300 waves at Fz declined significantly in
both groups but not at other recording sites. We in-
terpreted the observed reduction in stimulus evalu-
ation time along with the concurrent decrease in
P300 amplitude in both groups as being result of a
progressive automation of target stimulus process-
ing, implying that subjects learnt to update the con-
text information after identifying the target and of
familiarization with repeated stimuli after 12 weeks.
The fact that the changes in P300 amplitude were
prominent only in the frontal lobe could be because
the challenge task required the frontal lobe activity,
affecting the P300 recorded subsequently. Addi-
tionally, methodological problems and factors as
food consumption, hydration, or sleep deprivation
have to be kept in mind when interpreting the data.
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LDL<70 mg/dL LDL<100 mg/dL

x= sx x= sx
M (min-max) M (min-max)

Wave Baseline 12th week p Baseline 12th week p

Amplitudes (µV)

Fz 9.1±4.5 7.6±3.3 0.01 9.8±6.2 7.3±2.9 0.001

8.3(2.2-26.8) 7.3(2.5-15.6) 7.4(2.6-33.6) 6.8(3.2-16.2)

Cz 8.8±4.1 8.1±3.3 NS 9.2±5.7 8.1±3.2 NS

7.7(2.0-22.6) 8.0(1.9-18.7) 6.9(1.8-28.7) 7.5(3.0-16.2)

C3 7.6±3.6 7.9±3.2 NS 8.5±5.6 7.8±3.4 NS

7.1(1.2-19.7) 8.0(2.3-16.7) 5.9(1.6-33.1) 7.2(2.4--16.9

C4 7.4±3.5 7.3±2.9 NS 8.0±5.5 7.2±3.0 NS

6.6(1.8-17.7) 7.4(2.0-15.5) 6.3(2.0-30.1) 6.3(2.7-15.1)

Latencies (msec)

Fz 390.6±57.3 379.5±57.6 <0.001 385.1±49.7 372.9±48.7 <0.001

Cz 392.3±55.7 380.4±56.1 <0.001 387.6±49.6 373.1±48.3 <0.001

C3 392.8±57.5 381.4±57.1 <0.001 389.8±50.0 373.3±48.1 <0.001

C4 394.4±58.4 381.3±57.2 <0.001 385.9±53.3 374.3±48.3 0.001

Response

Yes 55 (94.8%) 58 (100.0%) NS 52 (96.3%) 54 (96.4%) NS

No 3 (5.2%) 0 (0%) 2 (3.7%) 0 (0%)

TABLE 4: Neurophysiologic findings before and after ıntervention.

The results of nonparametric tests were expressed as the mean±the standard deviation, the median and minimum-maximum values [ x= sx, M(min-max)]. The baseline values were
not significantly different between the groups. M, Median; max, maximum; min, minimum; NS, not significant.

FI GU RE 1: Chan ges in im me di a te re call and le ar ning subs co res of the AVLT
af ter lo we ring LDL-cho les te rol le vels to <70 mg/dL. AVLT, Au di tory Ver bal
Le ar ning Test; LDL, low-den sity li pop ro te in.



The neuropsychological assessment showed a
statistically significant increase in the immediate
recall subscore of the AVLT but a significant de-
cline in verbal learning score in the group with
LDL-cholesterol <70 mg/dL after 12 weeks. The
factors or mechanisms mediating these opposite re-
sults are unclear. These results could firstly reflect
low statistical power. Furthermore, changes in im-
mediate verbal memory were only of borderline
significance. With respect to the neuropsycholog-
ical tests, test repetition would more likely cause
an improvement in test performance. However,
parallel alternative forms were used to bring out a
learning or practice effect. On the other hand, the
neuropsychological tests are prone to response bias.
Patients often find neuropsychological testing
stressful and fatiguing, and these factors can nega-
tively influence performance. That the observed
impairment in learning was secondary to changes
in mood was also a possibility. Some authors re-
ported increase in depression symptoms after
simvastatin treatment.36 As there was no measure
of participant’s mood at either testing session in
the present study, it remains unclear whether
there is such a relationship. Furthermore, this is
unlikely to be an adequate explanation of the
present findings.

Differential effects of simvastatin and ator-
vastatin on the brain cells might be another expla-
nation for the observed results. It is possible that
these statins cause different changes of functional
connectivity of prefrontal cortex, temporo-corti-
cal regions and the hippocampus, which have im-
portant roles in verbal learning and short term
verbal memory. We have previously observed im-
pairment in verbal learning after lowering LDL-
cholesterol to <70 mg/dL with atorvastatin but not
with simvastatin.16 On the other hand, lowering
LDL-cholesterol to <70 mg/dL using simvastatin
but not atorvastatin resulted in minor improve-
ment of immediate recall. An in vitro study
demonstrated that simvastatin and pravastatin
could have profoundly different effects on brain
cells-both beneficial and detrimental.37 These
statin differentially affected expression of genes in-
volved in neurodegenerative processes, and that

statin-dependent gene expression regulation is
cell-type specific. Such effects might be valid for
simvastatin and atorvastatin. 

It was unclear why cognitive functions are af-
fected after lowering LDL-cholesterol to <70
mg/dL. There was no significant correlation be-
tween the changes in immediate memory and
learning subscores of the AVLT and LDL-choles-
terol levels in the group with an LDL cholesterol
goal of <70 mg/dL. Statin doses were negatively
correlated with the changes in learning and imme-
diate memory subscores of the AVLT in this group.
This finding suggested that statin doses could be re-
sponsible for the decreased performance on some
subtests of the AVLT. However, it is clear that the
minor improvement in immediate memory was re-
lated to factors othet than dose. With respect to the
doses, although the doses of statins used for reach-
ing an LDL-cholesterol goal of<70 mg/dL were a bit
higher than those for achieving levels between 70
to 100 mg/dL, there was no significant between-
group difference. Yet the starting LDL-cholesterol
values were not different. This finding might, in-
deed, lead to the conclusion that good responders
to statins were selected from poor responders.
Notwithstanding the slight increase in HbA1c at 12
weeks, patients maintained good glycemic control
throughout the study. In addition, there was no
correlation between the changes in HbA1c and the
P300 potentials and neuropsychological test results
in both groups. Additionally, the reduction in
DHEA-S levels was negatively correlated with the
reduction in P300 latencies. These factors are un-
likely to account for the changes in cognitive func-
tions.

Evidence concerning the impact of statins on
cognitive functions is inconsistent. Several studies
have suggested that statins have potential to pro-
mote brain health while other studies have re-
ported harmful effects of statins on the central
nervous system.12,13,15,38 It is difficult to compare the
present study with other trials because of the het-
erogeneity of the population, variable age groups,
different study designs, use of a variety of neu-
rocognitive tests, different follow-up periods, var-
ious statins used and variable treatment end points. 
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There are possible mechanisms by which
statins may affect cognition. The neuroprotection
could be attributed to their antioxidant, anti-inf-
lammatory, immunomodulatory, antiatheroscle-
rotic actions and the ability to decrease β-amyloid
formation.39-46 Statins may also increase endothe-
lial nitric oxide synthase and reduce endothelin-
1, thereby increase cerebral blood flow.40-44 The
lipophilic simvastatin might alter dopaminergic
functions in the prefrontal cortex possibly via a
central mechanism (a nitric oxide mechanism in-
volving endothelial nitric oxide synthase). The up-
regulation of dopamine receptors probably requires
exposure to high dosages.47 Possible mechanisms
responsible for detrimental effects of statins on the
brain could be activation of both pro-inflammatory
pathways, increased cell death and higher suscep-
tibility to oxidative damage in the brain tissue or
brain cells exposed to statins.48-52 A recent study has
shown that statins induce significant DNA damage
in neuronal cells in vivo.53 Furthermore, HMG-
CoA reductase inhibition affects neurite out-
growth and neuronal cell survival in vitro.54-58

Changes of other isoprenoid products could also
be involved.55-58 Some authors found that ator-
vastatin caused neurite loss by interfering with
geranylgeranyl pyrophosphate synthesis. They ex-
cluded that a lack of cholesterol mediated the ob-
served effects of statins on neurites.59

Possible limitations of our study are the lim-
ited sample size and the relatively short follow-up
period. The lack of a placebo-controlled arm is an-
other limitation. However, we decided that it was
unethical to treat the subjects with statins after the
3-month hypocholesterolemic diet period because
our patients were at very high risk of CVD. Al-
though there were some attempts to reduce bias

while randomizing our subjects, this study was not
conducted in a blind manner. Our study was not
designed to determine whether the response to
statin therapy affected the cholesterol metabolism
in the brain. Levels of 24S-hydroxycholesterol in
the circulation as well as the ratio between 24S-hy-
droxycholesterol and cholesterol were not meas-
ured. Therefore, the effects of achieving specific
LDL-cholesterol goals using simvastatin and ator-
vastatin on cholesterol metabolism in the brain
could not be determined.

CONCLUSION

In summary, the present study suggests that low-
ering LDL-cholesterol levels to between 70 to
100 mg/dL is not associated with cognitive per-
formance. On the other hand, achieving LDL-
lowering LDL-cholesterol levels to <70 mg/dL
differentially affects verbal learning and short
term memory as measured by AVLT. Achieving
this specific LDL-cholesterol goal using statins,
which form the cornerstone in the preventive
therapy, may have special meaning because cogni-
tive function, especially verbal memory and com-
plex information, are affected in patients with
diabetes. This may have an impact on daily func-
tioning and may be a potential for developing
strategy related to cognitive functions. As with
coronary disease, 1 to 2 years of lowering LDL-
cholesterol levels to <70 mg/dL may be necessary
to demonstrate whether cognitive side effects of
statins outweigh their potential cognitive benefits
or have any long-term sequelae.
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