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Association Between Statin Therapy and Diabetes Risk
Mukesh Mehra

Abstract
Worldwide, statins are the most commonly used drugs to prevent adverse cardiovascular events. The US Food and Drug
Administration (US FDA), in 2012, revised statin drug labels to include information that statins increase fasting serum glucose
and glycated hemoglobin levels as they show adverse effects on glucose control among diabetic patients. Statins affect glucose
control through several mechanisms, by affecting insulin production and secretion by β-pancreatic cells, insulin resistance,
insulin uptake by the muscles and adipocytes and production of adipokines. Data from many randomized controlled trials
and observational studies indicate increased risk for the emergence of new-onset diabetes after statin initiation. High-dose
statins appear to be more effective in established cardiovascular disease, but at the expense of increased drug side effects.
Many studies done on patients with cardiovascular risk factors have shown that statins have diabetogenic potential and the
effect varies as per the dosage and type of statin used. Research in this area needs to be explored more. Physicians might still
take some precautions to make risk-benefit ratio more favorable for the patients. The objective of this review is to evaluate
the mechanism, evidence from various clinical trials and precautions before start of statin therapy. This review is based on
published journal articles obtained through MEDLINE full text, PubMed, Science Direct, Pro Quest, SAGE, Google Scholar
and Elsevier Clinical Key.
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S

tatins are the most widely prescribed drugs
for primary and secondary prevention of
cardiovascular diseases, but recent evidence has
proven that statins may be responsible for new-onset
diabetes. As a result, the Food and Drug Administration
(FDA), in 2012, revised statin drug labels to include
information that statins have been found to increase
glycosylated hemoglobin (HbA1c) and fasting serum
glucose levels. There are currently seven types of
statins available in the market: atorvastatin, fluvastatin,
lovastatin, pitavastatin, pravastatin, rosuvastatin and
simvastatin. All statins are cholesterol-lowering agents
with the primary effect of reducing cardiovascular
risks. Many studies on various classes of lipidlowering drugs have demonstrated that lipid altering
medications may affect glucose control and insulin
sensitivity. Type 2 diabetes mellitus (T2DM) is a
metabolic disorder characterized by increased plasma
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glucose concentration (hyperglycemia) caused by
persistent insulin resistance, and progressive β-cell
failure. T2DM and cardiovascular diseases are
comorbid with each other. Metformin is the firstline treatment for T2DM patients and statins are
prescribed as first choice treatment for T2DM patients
with dyslipidemia, because of their low-density
lipoprotein cholesterol (LDL-C) lowering effects. The
current review aims to discuss the mechanisms of how
lipid-lowering therapies affect glucose control and
the clinical evidence, which supports the study and
measures to avoid statin-induced T2DM. This review
is based on the information and data gathered from
published journal articles obtained through MEDLINE
full text, PubMed, Science Direct, Pro Quest, SAGE,
Google Scholar and Elsevier Clinical Key.
Mechanisms for the diabetogenic effects of
statins

Effect of Statins on Insulin Production and Secretion
by Pancreatic β-cells
The potential mechanisms include the effects of statins
on hydroxymethylglutaryl-coenzyme A (HMG-CoA)
reductase inhibition, which plays a key role in
synthesizing sterol isoprenoids. Statins reduce glycemic
control by blocking the production of several metabolites
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usually produced during cholesterol synthesis in the
mevalonate pathway.
Glucose is transported by glucose transporter 2
(G lut 2) into β-cells, in which it is routed to the
metabolic pathway after phosphorylation to glucose6-phospate by glucokinase. The metabolic cascade
involves closing of the ATP-dependent potassium
channel, cell membrane depolarization and L-type
calcium channel-mediated calcium influx, resulting
in the secretion of insulin by exocytosis of insulincontaining granules. Glucokinase is inhibited by
abundance of plasma cholesterol and is affected
by statin-induced inhibition of de novo cholesterol
synthesis with increased uptake of plasma LDL. Statins
have been shown to inhibit this glucose-induced
calcium signaling-dependent insulin secretion.
In addition, statins suppress the synthesis of ubiquinone
(CoQ10), an essential factor in the mitochondrial
electron-transfer system, resulting in inhibition of
insulin secretion due to reduced production of ATP.
Nakata et al demonstrated that statins decrease the
expression of another glucose transporter in adipocytes
(G lut 4), resulting in impaired glucose tolerance.
Statin inhibition of HMG-CoA reductase suppresses the
synthesis of isoprenoids, thus causing downregulation
of G lut 4 expression on adipocyte cells, leading to
impaired glucose uptake. The diabetogenic effects of
statins center on altered secretion of islet β-cell insulin,

which affect the function of the β-cells and thus
precipitate dysregulation of glucose metabolism. The
inhibition of HMG-CoA reductase causes upregulation
of LDL receptors for enhanced uptake of LDL-C. The
oxidation of LDL-C may incite an inflammatory cascade
that compromises the functional (insulin secretion
apparatus) and structural integrity of the islet β-cells.
Over-production of nitric oxide (NO) by cytokines can
cause β-cell destruction via the activation of calpain, a
calcium-dependent protease. High-density lipoprotein
(HDL) protects β-cells against apoptosis, while LDL has
the ability to induce apoptosis, particularly following
oxidative modification. The interplay between
inflammation, oxidation and apoptosis, triggered by
increased abundance of plasma-derived LDL-C due to
statin-induced blockade of de novo cholesterol synthesis
may contribute to the pathogenesis of diabetes during
extended statin use. Figure 1 depicts the effect of statins
on mevalonate pathway.

Effect of Statins on Adipose Tissue
Adipose tissue is responsible for the secretion of an
array of signaling molecules termed as adipokines
(leptin, adiponectin, resistin and visfatin). Adipokines
could lead to an inflammatory response in the adipose
tissue, which could play a role in the development of
insulin resistance. A dysfunction of adipokines can be
implicated in obesity, type 2 diabetes and the increased
risk of cardiovascular disease.

Figure 1. Possible effect of statins on mevalonate pathway.
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The adipose tissue contains distinct regions of lipid
storage known as lipid rafts and caveolae. Caveolae have
integral membrane proteins (Cav-1 and Cav-2). Statins
show an inhibitory effect on the caveolae formation
through low Cav-1 levels. As adiponectin levels and
Cav-1 positively correlate with each other, when statins
inhibit the Cav-1 expression, the mechanism of the
secretion of adiponectin is also disrupted.

ÂÂ

Statin-induced apoptosis could also occur via calpain
(stimulates programmed cell death), repression of
the Birc4 and the activation of proapoptosis gene
Cflar.

ÂÂ

Finally, statins alter Ca2+ homeostasis by increasing
systolic Ca2+, which might impair sarcoplasmic
reticulum calcium cycling.

Adipocyte maturation/differentiation is a process all
preadipocytes must undergo before they can secrete
insulin sensitizing hormones along with GLUT4
translocation and therefore directly affects insulin
resistance. An accumulation of undifferentiated
adipocytes may lead to increased insulin resistance and
the risk of the development of statin-induced diabetes.
Macrophages present in the adipose tissue possess
several proinflammatory cytokines such as tumor
necrosis factor (TNF)-α that inhibit insulin action
along with adiponectin production in adipocytes, thus
leading to risks of inflammation. Effect of statins on
adipose tissue has been summarized in Figure 2.

Evidence from clinical triAls

ÂÂ

Statins reduce LDL-C by altering the mevalonate
pathway and thus may result in the impaired
mitochondrial oxidative metabolism as well as
energy production.

Clinical studies have yielded inconclusive results on
the association between statin usage and blood sugar.
Preclinical and clinical data show the effect of statins
on various parameters of glycemic control. Many
studies have shown that atorvastatin, rosuvastatin
and simvastatin increase both HbA1c and fasting
plasma glucose (FPG) levels. A large scale study
implicates that pravastatin reduced the rate of newonset diabetes by 30%. Atorvastatin attenuates
adipocyte maturation, resulting in inhibiting
isoprenoid synthesis, and impairs glucose tolerance.
Simvastatin blocks L-type Ca2+ channels, resulting in
decreased insulin secretion. Lovastatin was shown
to downregulate G lut 4 and upregulate G lut 1,
leading to inhibition of insulin-stimulated glucose
transport. Further, it has also been indicated that the
risk for new-onset diabetes holds probably true for all
statins and occurs in a dose-dependent fashion. Table 1
suggests an association between statin therapy and
new-onset diabetes.

ÂÂ

Adversely affect the ubiquitin-proteasome pathway
(UPP) which plays an important role in the
structural integrity of the skeletal muscle and is
responsible for the degradation and repair of many
skeletal muscle proteins.

The Justification for the Use of Statins in Primary
Prevention: An Intervention Trial Evaluating
Rosuvastatin (JUPITER) trial reported a 25% increase
with rosuvastatin 20 mg, over a median follow-up
of 1.9 years, compared to placebo. Navarese et al

Effect of Statins on Skeletal Muscle
Several factors are responsible for contributing to statin
effect on myopathy:

Statins

Low Cav-1 level

Decrease adipocyte maturation

Anti-inflammatory properties

Inhibit Caveole formation

Inhibit secretion of insulin sensitizing
hormone & GLUT4 translocation

Reduce macrophage
maturation

Disrupt adiponectin levels

Insulin resistance

Decrease pro-inflammatory
cytokine e.g., TNF-α

Figure 2. Effect of statins on adipose tissue.
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Table 1. Randomized Controlled Trials Evaluating the Effect of Statin Use and Risk of T2DM
Study (year of primary
publication)

Comparison vs. placebo

Study
population

Event or incident
(statin/placebo)

OR (95% CI)

WOSCOPS (2001)

Pravastatin 40 mg

5,974

75/93

0.79 (0.58-1.10)

HPS (2003)

Simvastatin 40 mg

14,573

335/293

1.15 (0.98-1.35)

ALLHAT-LLT (2002)

Pravastatin 40 mg

6,087

238/212

1.15 (0.05-1.41)

LIPID (2003)

Pravastatin 40 mg

6,997

126/138

0.91 (0.71-1.71)

ASCOT-LLA (2003)

Atorvastatin 10 mg

7,773

154/134

1.14 (0.89-1.46)

MEGA (2006)

Pravastatin 10-20 mg

6,086

172/164

1.07 (0.86-1.35)

CORONA (2007)

Rosuvastatin 10 mg

3,534

100/88

1.14 (0.84-1.55)

JUPITER (2008)

Rosuvastatin 20 mg

17,802

270/216

1.26 (1.04-1.51)

found added new-onset diabetes risk of 7% with
pravastatin (40 mg), 15% with atorvastatin (80 mg)
and 25% with rosuvastatin (20 mg), in a meta-analysis
of 17 controlled randomized trials. They accomplished
that the diabetes incidence increases differently with
the type of statin and doses used.
Ridker et al analyzed the JUPITER trial results in
patients with none or minimum one risk factor
for developing diabetes (body mass index [BMI]
≥30 kg/m2, metabolic syndrome or HbA1c ≥6%,
impaired fasting sugar) and found that in individuals
with one or more risk factors, statin use was associated
with a 28% increase in diabetes (1.28, 1.07-1.54,
p = 0.01). For those with no major diabetes risk factors,
statin allocation was associated with no increase
in diabetes (0.99, 0.45-2.21, p = 0.99). Therefore, the
patients carrying some diabetes-related risk factors
were at increased risk of developing diabetes,
and advantages of statin treatment surpassed the
diabetes vulnerability, even in those at increased risk of
becoming diabetic.
In the Pravastatin or Atorvastatin Evaluation and
Infection Therapy–Thrombolysis in Myocardial
Infarction (PROVE-IT TIMI) 22 trial, among pravastatin
40 mg treated patients, the HbA1c levels increased
by 0.12%, while atorvastatin 80 mg group showed
0.30% rise. Another study comparing glycemic control
between diabetic patients receiving atorvastatin 10 mg
pravastatin 10 mg or pitavastatin 2 mg/day showed
that the blood glucose and HbA1c levels increased only
in the atorvastatin-treated patients. Pitavastatin, the
newest statin has revealed positive outcome by reducing
insulin resistance and effect on glucose metabolism was
minimal.

Lipophilic
statins
(atorvastatin,
simvastatin,
fluvastatin, pitavastatin and lovastatin) are more likely
to cause diabetes as they can easily enter extrahepatic
cell membranes like adipocytes, skeletal muscles
and β-cells, whereas hydrophilic (pravastatin and
rosuvastatin) statins are highly specific to hepatocytes
and have minimal chances of entering adipocytes or
β-cells.
The diabetogenic effect of statins in women may not
be similar to that in men. Culver et al observed that
statin use among postmenopausal women participating
in the Women’s Health Initiative was associated with
an increased risk for type 2 diabetes. This effect was
observed for all types of statins, thus appearing to be
a class effect.
Measures to avoid statin-induced new-onset
diabetes
Statins’ adverse effect on glycemic control needs to be
explored more. The physicians, before starting statin
therapy, can take some precautions to make risk-benefit
ratio more favorable to the patients. They can follow
some points which have already been mentioned by
Aiman et al.
ÂÂ

Screening for type 2 diabetes (T2DM) before starting
statin therapy.

ÂÂ

Since high-dose treatment is associated with higher
risk, start therapy with low doses and when clearly
indicated, avoid high doses in women and elderly
population.

ÂÂ

While simvastatin, rosuvastatin and atorvastatin all
increase the risk, pravastatin appears to reduce risk
for new-onset diabetes.
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ÂÂ

ÂÂ

Regular exercise and diet control benefit the
patients. They should be stressed regularly. Since
insulin resistance has shown association with
vitamin D deficiency, addition of vitamin D might
improve insulin sensitivity.
Patients should be informed about the possible risk
of diabetes.

Studies prove that T2DM and CVDs are comorbid with
each other. Dyslipidemia and insulin resistance are the
risk factors for myocardial infarction. A recent review
by van Stee et al suggests the combination therapy
of metformin and statin to treat T2DM. As statin
increases the risk of T2DM particularly in prediabetic
subjects, co-treatment with metformin might reduce
this risk.
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Conclusion
The incidence of new-onset diabetes varies among
randomized clinical trials. The clinical data suggest that
statin therapy is associated with an increased risk for
diabetes. Comparisons of the higher and lower dose
of statins suggest that there may be a higher risk for
incident diabetes at higher doses and may also vary
with the type of statins. Furthermore, more potent
statins, such as atorvastatin and simvastatin, have been
associated with a higher rate of diabetes compared
with lower potency statins. Still, efforts are required to
explore the relationships between statin therapy and
diabetes, both in future clinical trials and preclinical
investigations. Since metformin shows beneficial effects
on both dyslipidemia and glycemic control and has
been shown to reduce CVD risk while statins have
an added beneficial effect on CVD risk, combined
treatment with both the drugs can be a better option.
So, the combination therapy of metformin and statins
can reduce the risk of statin-induced diabetes. Still,
more studies are required to prove the role of combined
metformin-statin treatment.
Suggested reading
1.

Food and Drug Administration. FDA drug safety
communication: Important safety label changes to
cholesterol-lowering statin drugs. Available at: http://
www.fda.gov/Drugs/DrugSafety/ucm293101.htm.
Accessed February 15, 2015.

10. Nakata M, Uto N, Maruyama I, Yada T. Nitric oxide induces
apoptosis via Ca2+-dependent processes in the pancreatic
beta-cell line MIN6. Cell Struct Funct. 1999;24(6):451-5.
11. Abderrahmani A, Niederhauser G, Favre D, Abdelli S,
Ferdaoussi M, Yang JY, et al. Human high-density
lipoprotein particles prevent activation of the JNK
pathway induced by human oxidised low-density
lipoprotein particles in pancreatic beta cells. Diabetologia.
2007;50(6):1304-14.
12. Cnop M, Hannaert JC, Grupping AY, Pipeleers DG.
Low density lipoprotein can cause death of islet betacells by its cellular uptake and oxidative modification.
Endocrinology. 2002;143(9):3449-53.
13. Roehrich ME, Mooser V, Lenain V, Herz J, Nimpf J,
Azhar S, et al. Insulin-secreting beta-cell dysfunction
induced by human lipoproteins. J Biol Chem. 2003;278
(20):18368-75.
14. Cholesterol Treatment Trialists' (CTT) Collaborators,
Kearney PM, Blackwell L, Collins R, Keech A, Simes J,
Peto R, et al. Efficacy of cholesterol-lowering therapy in
18,686 people with diabetes in 14 randomised trials of
statins: a meta-analysis. Lancet. 2008;371(9607):117-25.

2.

Zhou Q, Liao JK. Pleiotropic effects of statins. - Basic
research and clinical perspectives -. Circ J. 2010;74(5):818-26.

15. Ting RZ, Yang X, Yu LW, Luk AO, Kong AP, Tong PC,
et al. Lipid control and use of lipid-regulating drugs for
prevention of cardiovascular events in Chinese type 2
diabetic patients: a prospective cohort study. Cardiovasc
Diabetol. 2010;9:77.

3.

Liew SM, Lee PY, Hanafi NS, Ng CJ, Wong SS, Chia YC,
et al. Statins use is associated with poorer glycaemic
control in a cohort of hypertensive patients with diabetes
and without diabetes. Diabetol Metab Syndr. 2014;6:53.

16. Marder SR, Essock SM, Miller AL, Buchanan RW,
Casey DE, Davis JM, et al. Physical health monitoring
of patients with schizophrenia. Am J Psychiatry. 2004;
161(8):1334-49.

750

IJCP Sutra 601: ‘Common cold’ refers to a mild upper respiratory viral illness presenting with sneezing, nasal congestion, nasal discharge, low-grade fever,
headache and malaise.

Internal medicine
17. Kwon H, Pessin JE. Adipokines mediate inflammation
and insulin resistance. Front Endocrinol (Lausanne).
2013;4:71.

29. Chamberlain LH. Inhibition of isoprenoid biosynthesis
causes insulin resistance in 3T3-L1 adipocytes. FEBS Lett.
2001;507(3):357-61.

18. Antuna-Puente B, Feve B, Fellahi S, Bastard JP. Adipokines:
the missing link between insulin resistance and obesity.
Diabetes Metab. 2008;34(1):2-11.

30. Sattar N, Preiss D, Murray HM, Welsh P, Buckley BM,
de Craen AJ, et al. Statins and risk of incident diabetes:
a collaborative meta-analysis of randomised statin trials.
Lancet. 2010;375(9716):735-42.

19. Sunjaya AP, Sunjaya AF, Halim S, Ferdinal F. Risk and
benefits of statins in glucose control management of
type II diabetes. Int J Angiol. 2018;27(3):121-31.
20. Khan T, Hamilton MP, Mundy DI, Chua SC, Scherer PE.
Impact of simvastatin on adipose tissue: pleiotropic effects
in vivo. Endocrinology. 2009;150(12):5262-72.
21. Abe M, Matsuda M, Kobayashi H, Miyata Y, Nakayama Y,
Komuro R, et al. Effects of statins on adipose tissue
inflammation: their inhibitory effect on MyD88independent IRF3/IFN-beta pathway in macrophages.
Arterioscler Thromb Vasc Biol. 2008;28(5):871-7.
22. Parker BA, Thompson PD. Effect of statins on skeletal
muscle: exercise, myopathy, and muscle outcomes. Exerc
Sport Sci Rev. 2012;40(4):188-94.

31. Ridker PM, Danielson E, Fonseca FA, Genest J, Gotto AM Jr,
Kastelein JJ, et al; JUPITER Study Group. Rosuvastatin to
prevent vascular events in men and women with elevated
C-reactive protein. N Engl J Med. 2008;359(21):2195-207.
32. Navarese EP, Buffon A, Andreotti F, Kozinski M, Welton N,
Fabiszak T, et al. Meta-analysis of impact of different types
and doses of statins on new-onset diabetes mellitus. Am J
Cardiol. 2013;111(8):1123-30.
33. Ridker PM, Pradhan A, MacFadyen JG, Libby P, Glynn RJ.
Cardiovascular benefits and diabetes risks of statin therapy
in primary prevention: an analysis from the JUPITER trial.
Lancet. 2012;380(9841):565-71.

23. Di Stasi SL, MacLeod TD, Winters JD, Binder-Macleod SA.
Effects of statins on skeletal muscle: a perspective for
physical therapists. Phys Ther. 2010;90(10):1530-42.

34. Vallejo-Vaz AJ, Kondapally Seshasai SR, Kurogi K,
Michishita I, Nozue T, Sugiyama S, et al. Effect of pitavastatin
on glucose, HbA1c and incident diabetes: A meta-analysis
of randomized controlled clinical trials in individuals
without diabetes. Atherosclerosis. 2015;241(2):409-18.

24. Ishikawa M, Namiki A, Kubota T, Yajima S, Fukazawa M,
Moroi M, et al. Effect of pravastatin and atorvastatin
on glucose metabolism in nondiabetic patients with
hypercholesterolemia. Intern Med. 2006;45(2):51-5.

35. Yamakawa T, Takano T, Tanaka S, Kadonosono K,
Terauchi Y. Influence of pitavastatin on glucose tolerance
in patients with type 2 diabetes mellitus. J Atheroscler
Thromb. 2008;15(5):269-75.

25. Koh KK, Quon MJ, Han SH, Lee Y, Ahn JY, Kim SJ,
et al. Simvastatin improves flow-mediated dilation
but reduces adiponectin levels and insulin sensitivity
in hypercholesterolemic patients. Diabetes Care.
2008;31(4):776-82.

36. Kawai Y, Sato-Ishida R, Motoyama A, Kajinami K. Place
of pitavastatin in the statin armamentarium: promising
evidence for a role in diabetes mellitus. Drug Des Devel
Ther. 2011;5:283-97.

26. Koh KK, Quon MJ, Han SH, Lee Y, Kim SJ, Shin EK.
Atorvastatin causes insulin resistance and increases
ambient glycemia in hypercholesterolemic patients. J Am
Coll Cardiol. 2010;55(12):1209-16.
27. Kostapanos MS, Milionis HJ, Agouridis AD, Rizos CV,
Elisaf MS. Rosuvastatin treatment is associated with
an increase in insulin resistance in hyperlipidaemic
patients with impaired fasting glucose. Int J Clin Pract.
2009;63(9):1308-13.
28. Freeman DJ, Norrie J, Sattar N, Neely RD, Cobbe SM,
Ford I, et al. Pravastatin and the development of diabetes
mellitus: evidence for a protective treatment effect in the
West of Scotland Coronary Prevention Study. Circulation.
2001;103(3):357-62.

37. Culver AL, Ockene IS, Balasubramanian R, Olendzki BC,
Sepavich DM, Wactawski-Wende J, et al. Statin use and
risk of diabetes mellitus in postmenopausal women
in the Women's Health Initiative. Arch Intern Med.
2012;172(2):144-52.
38. Aiman U, Najmi A, Khan RA. Statin induced diabetes
and its clinical implications. J Pharmacol Pharmacother.
2014;5(3):181-5.
39. Mortensen MB, Kulenovic I, Falk E. Statin use and cardio
vascular risk factors in diabetic patients developing a first
myocardial infarction. Cardiovasc Diabetol. 2016;15:81.
40. van Stee MF, de Graaf AA, Groen AA. Actions of
metformin and statins on lipid and glucose metabolism
and possible benefit of combination therapy. Cardiovasc
Diabetol. 2018;17(1):94.

■■■■

IJCP Sutra 602: Common cold is not the same as influenza or common sore throat, which can also involve the heart.

751

We pride ourselves on serving our clients first and foremost.

We pride ourselves on serving our clients first and foremost.

