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Abstract 

OBJECTIVE: This trial was conducted among Filipinos with the objective of evaluating the efficacy and safety of 

Atorvastatin full-dose range in the treatment of dyslipidemia among Filipinos. 

METHODS: This is a multicenter, open-label, randomized, parallel, 6 -week dose-response study in adult patients 

with severe dyslipidemia without evidence of coronary heart disease. Eligible subjects were randomized to one of 

the four treatment groups: 10, 20, 40 or 80 mg. 

RESULTS: A total of 131 patients were randomized to receive treatment. with 123 patients having at least one on

treatment evaluation. There were 30 patients with (10 mg) treatment. 34 patients with (20 mg) treatment, 29 

patients with (40 mg) treatment and 30 patients with (80 mg) treatment. LDL-C reduction across the full dose 

range was 46%- 64% (P<0.0001 vs baseline). For HDL-C, the study demonstrated an increase of mean 2.2%. For 

total cholesterol, atorvastatin 10mg, 20mg, 40 mg or 80 mg daily had a reduction of 33% - 47% (P<0.0001) 

versus baseline. For triglycerides, all treatment dosages had reduction of 12% - 27%. The effect of atorvastatin 

showed that a significant LDL-C lowering effect was seen by the 2nd week and near maximum effect by the 4th 

week. The most frequently occurring adverse events were abdominal pain (4.1%), body pain (4.1%), chest pain 

(3.3%), fever (3.3%), and digestive symptoms such as diarrhea loose stools, flatulence (3.3%). There were no 

cases of rhabdomyolysis. It was also demonstrated that there was no dose relation between Atorvastatin (10, 20, 

40, 80) and adverse events. 

CONCLUSIONS: The study demonstrated that Atorvastatin across its full dose range is an effective and well

tolerated treatment for hypercholesterolemia among Filipino patients with dyslipidemia 

Introduction 

The risk of coronary heart disease (CHO), one of the 
top causes of morbidity among Filipinos 1

, is increased in 
individuals with elevated concentrations of plasma LOL
Cholesterol.2 lt is estimated that approximately 28% of 
Filipinos have total cholesterol levels greater than or equal 
to 200 mg/dL with 31.5% having LOL-C levels greater 
or equal to 130 mg/dL. 3 The National Cholesterol 
Education Program (NCEP) adult treatment panel and 
European Atherosclerosis Society (EAS) have developed 
guidelines to aid the management of CHO. These 
guidelines consider numerous factors such as plasma lipid 
levels and the presence of other concurrent diseases or 
risk factors in order to make a global assessment of a 
patient's risk for CHO. Also, these guidelines emphasize 
the importance of reducing LOL Cholesterol levels in 
patients at risk for CHO as well as in general population.2 

The recently revised NCEP ATP Ill guidelines 
(2004) advocated for aggressive targets particularly for 
high risk individuals setting an LOL-C goal of <l 00 mg/ 
dL with an optional goal of <70 mg/dL particularly for 
very high risk individuals such as those with acute 
myocardial infarction and diabetics with established 
CHD.2 Published CV endpoint trials such as the Heart 
Protection Study4 (HPS), the CAROS5 study, the 
PROVE-IT6 study and even atherosclerosis studies such 
as the REVERSAL7 study have shown the benefit of 
aggressively lowering LOL-C to levels within in the 70 
mg/dL range. The recently published TNT study showed 
that while there were significant benefits by lowering 
LOL-C to I 00 mg with the use of atorvastatin IO mg 
daily dose, achieving the aggressive target of75 mg/dL 
with atorvastatin 80 mg, had significantly greater CV 
benefits particularly among high risk individuals.8 
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3-Hydroxy-3-methylglutaryl coenzyme A
(HMG-CoA) reductase inhibitor or better known as 
"statins" have been used safely and effectively to reduce 
LDL cholesterol for over IO years. Statins decrease 
cholesterol synthesis by competitively inhibiting HMG
CoA reductase, the enzyme that catalyzes the rate-limiting 
step in the cholesterol biosynthetic pathway. 

Atorvastatin, has been shown to lower LDL 
cholesterol 41 % to 61 % over its effective range of I 0mg 
to 80 mg daily.9 The Philippine Atorvastatin Clinical 
Experience Report (PACER) showed its effectiveness 
as well as the safety of the IO and 20 mg daily dose 
among Filipinos. 10 While the higher doses of Atorvastatin 
are increasingly being used among Filipinos, the safety 
and effectivenss of the higher doses in a randomized 
clinical trial has not been demonstrated. 

Study Objective and Study Design: This trial is being 
conducted among Filipinos with the objective of 
evaluating the efficacy and safety of Atorvastatin full
dose range ( I 0, 20, 40 and 80 mg daily) in the treatment 
of dyslipidemia among Filipinos. 

This is a multicenter, open-label, randomized, 
parallel, dose-response study in patients with severe 
dyslipidemia without evidence of coronary heart disease 
followed-up and treated for 6 weeks. All patients were 
properly screened prior to entry to the study. After 
satisfying the inclusion and exclusion criteria, eligible 
subjects were randomized to one of the four treatment 
groups: I 0, 20, 40 or 80 mg Atorvastatin daily. Subjects 
had their lipid profile determined at -3 days, weeks 2, 4 
and 6 .  Other procedures were done according to the 
timetable of clinical visits and procedures. However a 
patient may be seen at any time for reasons of safety. 

Eligible patients were aged 18 to 70 years, 
outpatients with elevated LDL cholesterol(> 190 mg/di 

and< 240 mg/di or >4.9 and <6.2 mmol/L) and normal 
levels of serum triglycerides ( <400 mg/di). 

Patients were ineligible if they had systolic BP 
160-179 mmHg and/or diastolic BP 100-1 09 mm Hg,
uncontrolled diabetes mellitus Type I or 2 and/or other
metabolic or endocrine disease, active liver disease or

hepatic or renal dysfunction. Patients with alcohol and/
or any other drug abuse, or those taking of any prohibited
medications as well as women of childbearing potential
were also ineligible.

Safety Evaluations 

All observed or volunteered adverse events 
regardless of treatment group or suspected causal 
relationship to study drug were recorded. In addition, 
abnormal objective test findings ( e.g., electrocardiogram 
changes, abnormal laboratory test results) that resulted 
in a change in study drug dosage or in discontinuation of 
the drug, or required intervention or diagnostic evaluation 
to assess the risk to the patient/subject should was also 
recorded as adverse events. Clinically significant changes 
in physical examination findings were also recorded as 
adverse events. All serious adverse events regardless 
of treatment group or suspected relationship to study drug 
were reported immediately. All clinically important 
abnormal laboratory tests that occurred during the study 
were repeated at appropriate intervals until they returned 
either to baseline or to a level deemed acceptable by the 
investigator or until a diagnosis that explains them was 
made. Abnormal laboratory test results that resulted in a 
change in study drug dosage or in discontinuation of the 
drug, or required intervention or diagnostic evaluation to 
assess the risk to the patient/subject, were recorded as 
adverse events in the case report form. The reason for 
a subject discontinuing from the study were recorded 
and provisions were made for appropriate fol low-up (if 
required) for such subjects and the course of the subject's 
condition was documented. 

Statistical Methods 

Demographic characteristics such as age, 
gender and weight were summarized and tabulated 
overall and by the treatment group. All patients who 
received at least one dose of Atorvastatin who had not 
previously taken part in the study and for whom at least 
one on-treatment evaluation was avai !able were included 
in the intention-to-treat population. Patients were eligible 
for inclusion in the per protocol population provided they 
were included in the intention-to-treat population, had 
not violated any major entry condition and had not violated 
the protocol between enrolment and study completion. 
For missing values that occurred during the study, the 
last observation carried forward method was employed . 
. There was an in-group and among groups analysis. 
Mean and percent changes in the primary parameter, 
LDL-C, and secondary parameters: HDL-C, Total 
Cholesterol, Triglyceride, from baseline to different 
observation periods were determined. Paired t-test was 
used to detect significance of the difference. All baseline 
parameters of the 4 treatment groups were compared to 
assure homogeneity of patients' characteristics. Variables 
that were found significant in the comparison were 
considered in the adjustment of analysis of outcome 
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parameters. Primary and secondary variables were 
compared using analysis of covariance with baseline data 
as the covariate. An Interim analysis was performed 
after 50% of the sample size was satisfied. Any changes 
in the planned statistical methods were documented in 
the integrated clinical/statistical report. 

Resul ts 

The study was done in 9 key medical centers in 
Metro Manila. A total of 131 patients were randomized 
to receive treatment, however only 123 patients had at 
least one on-treatment evaluation. Only 111 of these 
patients eventually completed the study as per protocol. 
A total of 12 patients were withdrawn from the study 
due to various reasons. (Table 1) 

Of the 123 patients who were evaluated, 25 
patients (20%) were male and 98 patients (80%) were 
female. The patients mean age was 54. I ± I 0.02 years 
(range, 23 to 76). The mean BMI was 24.42 ± 3.95 kg/ 
cm2 (range, 16.50 to 38.06). 

There were 4 different treatment groups (I 0, 
20, 40, 80 mg). There were 30 patients with (IO mg) 
treatment, 34 patients with (20 mg) treatment, 29 patients 
with ( 40 mg) treatment and 30 patients with (80 mg) 
treatment for the intention-to-treat population. 

Table 1: Summary of Reasons for Study 

Discontinuation 

Reason for Discontinuation Number %. 

Related to Study Drug 
Adverse Eveut I 0,8 

Not Related to Study Dmg 
Adverse Event I 0,8 
Other 2 L6 

Subject Defaulted 8 65 

TOTAL 12 9,8 

Efficacy Resul ts: Intention-to-treat population 

(Table II) 

LDL-C reduction across the full dose range was 
46%- 64%. The reduction values were all highly 
significant (P<0.000 I) compared to the base! ine. LDL
C reduction of the atorvastatin 20mg, 40 mg and 80 mg 
daily dose had significant difference as compared to 
atorvastatin IO mg daily. For HDL-C, the study 
demonstrated an increase of mean 2.2% which was not 
significant vs baseline. For total cholesterol, atorvastatin 
I 0mg, 20mg, 40 mg or 80 mg daily had a significant 
reduction of 33% - 47% (P<0.0001) versus baseline. 

For triglycerides, al I treatment dosages had reduction of 
12% - 27%. The reduction value was only significant 
compared to the baseline for 40mg daily dose. A time
linear analysis of the LDL-C lowering efficacy of 
atorvastatin across the dose range showed that a 
significant effect was seen as early as the 2nd week and 
near maximum effect by the 4th week. (Figure 2). 

Efficacy Results: Per-protocol population (Table III) 

LDL-C reduction across the full dose range was 
4 7%-64%. The reduction values were all highly 
significant (P<0.000 I) compared to the baseline. LDL
C reduction of the atorvastatin 20mg, 40 mg and 80 mg 
daily dose had significant difference as compared to 
atorvastatin IO mg daily. For HDL-C, the study 
demonstrated an increase of mean 1.9% which was not 
statistically significant compared to baseline.For total 
cholesterol, atorvastatin I 0mg, 20mg, 40 mg or 80 mg 
daily had a significant reduction of 33% -47% (P<0.0001) 
versus baseline. For triglycerides, al I treatment dosages 
had reduction of 12% - 30%. The reduction value was 
only significant compared to the baseline for 40mg daily 
dose. 

An interim analysis done at 50% of enrollment 
showed that the primary efficacy results were already 
highly significant versus baseline. Thus the study was 
prematurely terminated on the basis of significant 
efficacy. 

Table II: Summary Statistics of efficacy parameters 

for intention-to-treat population 

LO L cliolesterol (ITT) l{lmg � 20.mg 40mg 80mg 

N 30 34 29 30 
Mean baseline 211,44 ± 208.41 ± 212,52 ± 209.85 ± 

15,02 14,56 17,04 32.75 
Mean Endpoint 113,72 ± 92.87 ± 33.48 90,07 ± 24,06 75,98 ± 24, 16 

37,35 

Percent change(%) -46,20% -55,40% -57,60% -63.80% 
P-value <0.0001 <0,0001 <0,0001 <0,0001 
% change from baseline to -43,90% -50,50% -49,70% -55,80% 
visit 3 

% change from baseline to -45,50% -58,00% -56,80% -63,60% 
visit 4 
IHDuthole$terol (ll'T) 10mg 20,nf 40mg' ' Slhng 

N 30 34 29 30 
Mean baseline 54,28 ± 20,33 51,91 ± 9,67 52.78 ± 14.73 52.20 ± I 3.92 
Mean Endpoint 57,76 ± 16.56 52,12 ± 12,79 52,74 ± 14,55 53,33 ± 15,77 
Percent change(%) 6.40% 0,40% -0,08% 2,20% 
P-value <0,4700 <0,9373 <0,9908 <0,4529 
% change from baseline to 4.9 1,20% -4,50% -5,00% 
visit 3 
% change from baseline to 0,80% 1,00% -3,50% 1,40% 
visit 4 

if�tal.cliolciterol (ITT) 10mg 2{1mg 40mg 80mg 
... ... � 

N 30 34 29 30 
Mean baseline 300,27 ± 290,76 ± 298,92 ± 288,77 ± 

25, 14 15,91 22,99 39,82 
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Mean Endpoint 201.84 ± 172.69± 168.39 ± 153.38 ± 
40.64 38.75 32.76 29.39 

Percent change(%) -32.80% -40.60% -43.70% -46.90% 

P-value <0.0001 <0.0001 <0.0001 <0.0001 

% change from baseline to -31.10% -37.70% -38.30% -43.40% 
visit 3 

-33.40% -43.70% -43.50% -47.20% 

N 34 30 

Mean baseline 178.52 ± 151.28 ± 167.68 ± 156.03 ± 
75.64 47.73 70.20 73.28 

Mean Endpoint 151.18± 133.50 ± 122.04 ± 126.58 ± 
56.58 62.00 78.80 44.07 

Percent change(%) -15.30% -11.80% -27.20% -18.90% 

P-value <0.1183 <0.1897 <0.0235 <0.0643 

% change from baseline to -14.00% -17.40% -21.90% -33.20% 

visit 3 
% change from baseline to -22.90% -18.20% -27.00% -23.40% 

visit 4 

t Significance difference between treatment groups at 
endpoint by Dunnett's test, P< 0.05. 

Table III: Summary Statistics of efficacy parameters 

for per-protocol population 

U> L claolesterol (PP) 10mg 2Qms 40mg &Onlg 

N 27 33 24 29 

Mean baseline 211.48± 15.17 207.14 ± 211.76± 210.43 ± 
12.72 14.51 33.17 

Mean Endpoint 112.86 ± 92.20 ± 33. 76 88.29±21.07 75.44 ± 24.41 
38.94 

Percent change(%) -46.60% -55.50% -58.30% -64.10% 

P-value <0.0001 <0.0001 <0.0001 <0.0001 

% change from baseline to -43.90% -50.20% -48.30% -55.60% 
visit 3 

% change from baseline to -45.80% -58.20% -57.30% -63.90% 

visit 4 

KOL cholesterol (PP) 10mg �(ing 40mg �8 

N 27 33 24 29 

Mean baseline 53.52 ± 20.87 51.30 ± 9.14 5241 ± 14.93 51.37 ± 13.37 

Mean Endpoint 57.89 ± 16.58 51.23 ± 11.85 50.34 ± 12.15 52.99 ± 15.94 

Percent change(%) 8.20% -0.10% -3.90% 3.20% 

P-value <0.3979 <0.9782 <0.6015 <0.6755 

% change from baseline to 5.80% -1.70% -8.90% -4.20% 

visit 3 

% change from baseline to 1.80% -1.60% -8.10% 2.30% 

visit 4 

fotaf.cholesterol (PP) IQmg 20mg 40mg &Ollig 

N 27 33 24 29 

Mean baseline 300.20 ± 289.41 ± 299.35 ± 288.70 ± 
25.49 14 02 20.69 40.53 

Mean Endpoint 201.43± 42.82 171.50 ± 163.56± 152.15 ± 
38.71 27.90 29.13 

Percent change(%) -32.90% -40.70% -45.40% -47.30% 

P•value <0.0001 <0.0001 <0.0001 <0.0001 

% change from basehne to -31.00% -37.40% -38.60% -43.30% 

visit 3 

% change from baseline to -33.60% -44.00% -45.20% -47.60% 

visit 4 

[rljly� jPf) 10mg Wmj 49111g . somg, 

N 27 33 24 29 

Mean baseline 182.39 ± 153.89 ± 175.63 ± 157.73 ± 
78.63 45.95 72.58 73.97 

Mean Endpoint 152.71 ± 135.23 ± 123.16± 125.06 ± 
58.87 62.12 83.34 44.04 

Percent change(%) -16.30% -12.10% -29.90% -20.70% 

P-value <0.1223 <0.1703 <0.0245 <0.0457 

% change fi-om baseline to -15.20% -17.70% -24.40% -33.50% 
visit 3 

% change from baseline to -24.50% -18 70% -29.60% -25.40% 
visit 4 

-;- Significance difference between treatment groups at 
endpoint by Dunnett's test, P< 0.05. 

I 

Figure 1: Percentage changes of the LDL-C levels 

from baseline to week 6 for patient who had at least 

one treatment evaluation ( Intention to treat) and 

for patients who completed the study. 
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Figure 2: A time-linear analysis of the effect of 

atorvastatin across the full dose 
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A sub-group analysis was done to determine the 
effect of Atorvastatin in increasing the HDL cholesterol 
in patients whose baseline HDL-C were below the 
NCEP ATP III recommended HDL levels of 40 mg/dL. 

For patients with baseline HDL cholesterol less 
than or equal to 40, the treatment dosages had an 
increment of 17.4% - 58. l %. The increments were all 
of significant as compared to the baseline except for 
patients with the 80mg dosage. (Table IV) 

Table IV: HDL cholesterol in patients with baseline 

less/equal and greater than 40 (mg/di) 

•i20!nfi
'tl-:Mltl 

HDL < 40'¼, 

11 10 4 8 9 

Mean baseline 33.19±3.99 34.61 ± I .23 35.47 ± 3.84 27. 73 ± 15.69 

Mean Endpoint 52.47 ± 18.38 52.30± 14.75 41.64 ± 6.84 42.85 ± 23.44 

Percent change(%) 58.10% 51.10% 17.40% 54.50% 

P-value <0.0045 <0.0540 <0.0432 <0.1274 
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Safety 

Adverse Events 

At total of 63 adverse events were reported 
during the study. Evaluations of severity show that 71 % 
were considered mild, 21 % moderate and 8% severe. 
Of these the most frequently (>2%) occurring adverse 
events were abdominal pain (4.1 %), body pain ( 4.1 %), 
chest pain (3.3%), fever (3.3%), digestive symptoms 
such as diarrhea, loose stools, flatulence (3.3%), flu 
syndrome (2.4%), leukopenia (2.44%), and increased 
cough (2.44%). There were no cases of rhabdomyolysis. 
It was also demonstrated that there was no dose relation 
between Atorvastatin ( 10, 20, 40, 80) and adverse events. 

Serious Adverse Event (s) 

Two serious adverse events were reported. A 
patient was reported to have experience a myocardial 
infarction after the completion of the study but within 
the 30 day specified reporting period . The patient 
eventually died. The event was not deemed by the 
investigator as being related to the study drug. The 
second rep01ted serious adverse event was that of uterine 
hemorrhage with hospitalization due to a previously 

diagnosed uterine fibromyoma and was deemed not 
related to the study drug by the investigator. 

Discontinuations Due to Adverse Events 

There were 2 reported cases of discontinuations 
due to adverse events. One patient had an elevated 
Creatinine Phosphokinase (CPK) > I Ox the upper limit 
of normal during the study. The patient was eventually 
diagnosed with hypothyroidism. The adverse event 
resolved upon discontinuation of atorvastatin One patient 
experienced mild abdominal pain while on atorvastatin, 
which subsequently resolved upon permanent 
discontinuation of the study medication. 

Laboratory Parameters (Table V)  

The table below summarizes the patients with 
laboratory abnormalities meeting specified criteria while 
on the study treatment or during lag time. One patient 
treated with 80 mg atorvastatin had ALT values greater 

than 3 times the upper limit of the reference ranges. No 

patient had clinically significant elevations of AST values 
(>= 3 x ULN). One patient with hypothyroidism had 
CPK values greater than I Ox times the upper limit of the 
reference ranges which eventually resolved upon 
treatment of the hypothyroidism and discontinuation of 
the study drug. 

Table V: Summary table of patients with Laboratory 

parameters exceeding normal laboratory ranges 

regardless of baseline values 

Parameter )fln-o 20m! 40,m � 

ALT I (0.81%,) 

C'PK 
I (0.81'¼,l 

ALT/ AST >= 3 x ULN, CPK >= 10 x ULN (post
basel inevalues) 

Discussion: 

The results of this study are consistent with the 
published results for both efficacy and safety parameters 
for atorvastatin among Caucasians and with the approved 
labeling for the product.9 Atorvastatin generally reduces 
LD L-C from 41 % with the IO mg dose to 61 % with the 
80 mg dose.9 In a meta-analysis by Law et al. of 160 
trials across different stat ins, the LDL-C efficacy range 
of atorvastatin was 37% to 55%. 11 The greater 
reductions achieved in this study may be due to the higher 
baseline levels of LDL-C of 208 mg/dL to 211 mg/dL. 
Yet despite the very high baseline LDL-C levels, majority 
of the patients achieved an LDL-C level below 100mg / 

dL by the end of the study with the patients on 80 mg 
daily reaching a mean of 75 mg/dL. 

The linear analysis of atorvastatin 's effect across 
time reflected the significant efficacy by the 2nd week 
when near maximal LDL-C lowering was seen. This 
effect was improved even further over the ensuing week 
and sustained until the end of the study. 

The baseline levels of HDL-C ranged from 51 
mg/dL to 54 mg/dL which were relatively high compared 
to the usual levels seen among Filipinos. In a published 
survey of the lipid parameters among Filipinos, Sy et al 
noted that 65% of adult Filipinos had an HDL-C level of 
35 mg/dL or below, while 32% had a level of 35 mg/dL 
to 59 mg/dL and only 3% had HDL-C levels equal to or 
above 60mg/dL.3 The high baseline HDL-C levels could 
partly explain the insignificant effect of atorvastatin on 
HDL-C. In a sub-analysis of the population with HDL

C levels below 40mg/dL, it was noted that atorvastatin 
increased HDL-C levels from 17 to 58%. These results 
suggests that baseline levels of HDL-C will have an effect 
on the enhancing effect of statins. The effect of 
atorvastatin on total cholesterol and triglyceride levels 
are also consistent with published reports. 

Concern regarding the liver safety of statins is 
foremost in the minds of physicians when aggressive 
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lipid lowering is advocated, particularly with the higher 
doses . The incidence of clinically relevant liver 
transaminase elevations for atorvastatin is approximately 
0.5% across the full dose range 9

• In this study there 
was only one patient who developed a clinically 
significant elevation of liver transaminases (> 3x the upper 
1 imit of normal) with the 80 mg dose of atorvastatin. Th is 
elevation however was corrected upon withdrawal of 
the drug and subsequently maintained on a lower dose 
of atorvastatin. 

There was no occurrence of rhabdomyolysis in 
our study. However, one patient was noted to have an 
elevated CPK level (> 1 Ox ULN) on the 4th week of 
atorvastatin 10 mg daily dose. Upon investigation, the 
patient was discovered to have hypothyroidism. It is 
important to identify the presence of the common causes 
of secondary dyslipidemia, such as hypothyroidism, since 
treatment of these diseases may correct the dyslipidemia. 
Current hypothyroidism has also been noted to increase 
the risk of myopathies with concomitant elevation of the 
CPK associated with statin use 13

• 
14• 15 As in our case, 

upon withdrawal of the drug and the treatment of the 
hypothyroidism, the creatinine kinase levels usually 

normalize. Studies have also shown that upon the 
treatment of the hypothyroidism, statins can be resumed 
at a lower dose and gradually titrated upwards to control 
the dyslipidemia with regular monitoring. 16 

The safety of atorvastatin across its full dose 
range among Filipinos was demonstrated in this study. 
Earlier published reports on atorvastatin among Filipinos 
were limited to the 10 mg and 20 mg daily doses.. Sy and 
Punzalan in an open-label 8 week study using IO and 20 
mg doses of atorvastatin among Filipinos demonstrated 
that it was well-tolerated with no reported serious 
adverse events. 10 The safety of the lower doses of 
atorvastatin among Filipinos was validated by Chau
chung et al in a 16 week multi-center, double-blind 
comparative study with simvastatin among Asians which 
included Filipino patients with dyslipidemia. The study 
noted that atorvastatin was well-tolerated among Filipinos 
and Asians in general.12 Our study validates the fodings 

of these earlier studies and also demonstrated that even 
at higher more aggressive doses of 40 and 80 mg, 
atorvastatin was well-tolerated by Filipinos. Recently, 
greater emphasis has been placed on more aggressive 
lipid lowering, particularly in high risk individuals, with 
increasing amount of evidence of the benefits of the 
higher doses of atorvastatin not only in LDL-C lowering 
but also in plaque regression or stabilization ultimately 
reducing cardiovascular risk both in acute and chronic 

settings. The results of this study confirm that the 
benefits seen in the statin landmark trials can be achieved 
among Filipinos safely. 

Conclusions: 

Overal I the study demonstrated that Atorvastatin 
across its full dose range ( 10mg, 20mg, 40mg and 80 mg 
daily) is an effective and well-tolerated treatment for 
hypercholesterolemia among Filipino patients with 
dyslipidemia. 

With increasing evidence that aggressiveness in 
lipid lowering will also significantly increase the benefits, 
it is also important to note that this can be done with the 
higher and more aggressive doses of atorvastatin, safely. 
At present, atorvastatin, with its significant LDL-C 
lowering effect and proven safety across the full dose 
range, has the best efficacy to safety ratio among 
marketed statins. 
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