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Abstract
Raised triglycerides reflect elevated levels of the triglyceride-rich lipoproteins. Triglycerides are a risk factor for cardiovascular

disease. Both the apolipoprotein (apo) B48-containing chylomicrons and the apo B100 hepatically derived very low density lipopro-

tein (VLDL), triglyceride rich particles which, if elevated, confer cardiovascular risk. Fibrates are effective in lowering serum trigly-

cerides and have a very low side effect profile. Trials that have used fibrates to raise high density lipoprotein (HDL) have been un-

successful as have trials that target patients with normal triglycerides but there is strong evidence that lowering raised triglycerides
is beneficial in both primary and secondary cardiovascular prevention. The recent renewed interest in triglycerides as a therapeutic
target has resulted in the development of new drugs which show promise.
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Introduction
Atherosclerotic cardiovascular disease continues to be a major disease burden. Indeed, in spite of new treatments to reduce this bur-

den, the problem has escalated with the increase in obesity, diabetes and non-alcoholic fatty liver disease. Elevated low density lipoprotein
(LDL) cholesterol, a major risk factor for atherosclerosis, has been conquered to a large extent by statins, ezetimibe and the new PCSK9
antagonists but there is still considerable residual risk particularly in patients who already have had an event [1-3]. The concept of atherogenic dyslipidaemia, emphasises the point that lipoproteins other than LDL play an important part in the genesis of atherosclerosis [4].

Low HDL-C has long been recognised as an important risk factor for cardiovascular disease Genetic studies however do not support

a protective role of HDL-C in humans [5] and clinical outcome trials to raise HDL-C have not been successful [6]. Thus, focus has again

returned to the apo B containing lipoproteins other than LDL. The chylomicron is recognised by its apo B48 protein, a truncated form of

apo B100. It is derived from the intestine and carries triglyceride and cholesterol from the intestine into the circulation. The particles are
large and contain mostly triglyceride, but in the post prandial state they are numerous and because they are quickly cleared in minutes

have considerable cholesterol transport function, whereas LDL particles take days to clear. Thus, the cholesterol carrying ability of chylomicrons is similar to LDL. The larger particles may not be taken up through the endothelial surface but they are quickly delipidated by
lipoprotein lipase and can then be taken up by the macrophage in an unregulated way without modification [7-10].

The chylomicron particles end up in the liver where they deposit apo E for transfer to HDL and triglyceride which is exported in VLDL

particles with cholesterol which is either derived from the chylomicron or de novo synthesised for export. The VLDL particle, although
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larger than the LDL particle, can also deliver cholesterol to the atherosclerotic plaque and like chylomicrons does not need to be modified
before being taken up by macrophages through the B/E receptor [11]. As delipidation continues the particle loses apo E and becomes

IDL and then LDL. Thus, it is not surprising that the triglyceride rich particles are atherogenic and that the measurement of triglycerides
reflects the level of these particles in the blood.

There is a very strong inverse relationship between triglyceride and HDL due to the necessity of nascent HDL to acquire apo E from

the VLDL particle. It is to be expected that studies have found it difficult to distinguish the benefit of raising HDL rather than lowering

triglycerides. In diabetes most patients have raised triglycerides raised LDL-C and low HDL-C. In the ACCORD study [12] patients with

triglycerides > 2.3 mmol/l and HDL < 0.88 mmol/l had an increase in cardiovascular event rates. It is not clear whether the event rate is
due to the low HDL or the raised triglycerides.

A question raised in a recent excellent review [3] “Is it triglyceride or triglyceride rich lipoproteins that are atherogenic?” Triglycer-

ides, if deposited in excess in the liver and muscle through excess intake, result in insulin resistance and hyperglycaemia. This further
drives deposition of fat in the liver, stimulating an increase in apo B production and excess VLDL production, thus increasing the atherogenic particles. Lipoprotein lipase is insulin sensitive so delipidation of the particles is delayed [13]. It is worth mentioning that loss of
function variants in gene encoding of Lipoprotein lipase result in higher triglycerides and an increase in cardiovascular disease [14].

Patients with diabetes are at high risk of cardiovascular disease and mortality [15]. Mediation analysis offers a tool to assess the

magnitude of risk of different pathways (Mediators) leading to the outcome [16] SMART (Second Manifestations of arterial disease) is a

prospective cohort in Utrecht of subjects with vascular disease or important risk factors for atherosclerosis [16]. Using mediation analysis
Sharif., et al. report that only 35% of the excess cardiovascular risk caused by type 2 diabetes is mediated by classical cardiovascular risk

factors. The largest mediated effect was through insulin resistance followed by elevated triglycerides and microalbuminuria. Only 42% of
the excess mortality risk was mediated by the classical risk factors.

We have argued that although triglyceride rich chylomicrons and VLDL particles carry relatively little cholesterol per particle, the rapid

turnover of these particles, in minutes or hours as compared to LDL which has a 4-day turnover, makes these particles potentially just as
atherogenic as LDL particles [18,19]. Balling., et al. [20] examined 9000 individuals from the Copenhagen general population study using

nuclear magnetic resonance spectroscopy to examine the composition of the various lipoproteins in the non-fasting state. They found
that one third of total cholesterol was carried in the remnant particles (VLDL and intermediate density lipoprotein (IDL)). The authors

make the point that these particles are taken up by macrophages in the intima directly to form foam cells (unlike LDL which first has to
be modified).

The fibrates have a long history as useful drugs to lower triglycerides and to a lesser extent cholesterol. In 1962 Thorpe and Waring

[20] described a compound ethyl-a-alpha-4 chlorophenoxy isobutyrate which was called clofibrate. This was the most effective com-

pound with minimal toxicity of the compounds they were screening to decrease total lipid and cholesterol concentrations in rat plasma
and liver. This compound had already been described [27] quoted in [28]. Clofibrate was approved in the USA in 1967 for the treatment

of hyperlipidaemias. In 1968 Duncan., et al. [29] showed that clofibrate reduced hard waxy exudates in the retina but no improvement

in retinal vascular lesions. In 1969 Harrold., et al. [30] described a double blind controlled trial of clofibrate in the treatment of diabetic

retinopathy; Fifty six patients completed one year treatment. There was a significant reduction in hard exudates in the treatment group.

In 1974 procetofen was synthesised and was introduced in clinical practice in the same year in France. The drug significantly decreased
plasma lipid concentrations in hyperlipidaemic patients and was later called fenofibrate [28,31].

Fenofibrate is the fibrate which has best survived the test of time although other fibrates like Bezafibrate are still being used in animal

studies [21] and in treatment of primary biliary cholangitis [22]. The safety of fenofibrate in animal studies was first reported in 1980
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[23]. The uricosuric effect was reported in 1980 by Desager., et al. [24] and Cranzier., et al. [25] described the effectiveness of fenofibrate

on lipoproteins in 32 subjects with primary familial hyperlipidaemia (FH).

In 1992 Dreyer and Krey [32] cloned 3 novel members of the xenopus nuclear hormone receptor super family. They showed that the

3 receptors activate the promotor of the acyl coenzyme A oxidase gene which encodes the key enzyme for peroxisomal fatty acid beta-

oxidation. Thus, peroxisome proliferator activators (PPARs) may exert their hypolipidaemic effects through these receptors. Fibrates
were shown to activate PPAR alpha and therefore are called PPAR alpha activators [33]. It should be noted that at that time fibrates like
clofibrate were known to be hepatocarcinogens in rodents as well as causing proliferation of peroxisomes. However in 1983 Blumcke., et

al. [34] found that this was not the case in hyperlipidaemic patients and the safety of fenofibrate was further confirmed in a review of US
and world wide experience [35].

The Helsinki Heart Study [36] examined the efficacy of gemfibrozil in asymptomatic men with non-high density lipoprotein (HDL) cho-

lesterol greater than or equal to 5.2 mmol/l. Many of the subjects had normal triglyceride levels (Mean triglyceride 1.94 mmol/l). There

was a 34% reduction in incidence of coronary heart disease. Apart from an increase in upper gastrointestinal symptoms there were no
differences in adverse events between the placebo and treatment groups.

The SENDCAP trial [37] examined bezafibrate or placebo on cardiovascular outcomes in Type 2 diabetes. This was a placebo-con-

trolled trial over a minimum of 3 years in Type 2 diabetic patients without a history of clinical cardiovascular disease. There were only
164 patients included in the trial but there was a significant reduction in ‘definite’ CHD events.

The VA -HIT trial [38] was a trial in secondary prevention of cardiovascular disease events. This was a trial of gemfibrozil designed

to examine the effect of raising HDL rather than lowering triglycerides. The subjects were chosen to have coronary disease and low HDL
cholesterol rather than high triglycerides. The mean triglyceride level of the patients was only 1.8mmol/l. After a median follow up of

5.1 years, there was a 24% reduction in the combined outcomes of death from coronary heart disease non-fatal myocardial infarction
and stroke. Dyspepsia was the only side effect that was higher in the gemfibrozil treated patients. The ACCORD study [39] investigated
whether combination of a statin and a fibrate compared to statin mono therapy would reduce the risk of cardiovascular disease in patients

with type 2 diabetes who were at high risk for cardiovascular disease. Median triglyceride was only 1.8mmol/l at the start of the study.

There was no benefit in adding a fibrate in this study. However in 2017 Elam., et al. [40] published a 9.7 year follow up of 4644 surviving
participants who had Type 2 diabetes and either prevalent CVD or CVD risk factors and HDL < 0.56 mmol/l (< 0.62 mmol/l for women

and African American individuals) Only 4.3% of the patients continued fenofibrate after the end of the trial so the study was looking to

find a ’Legacy’ effect. The study found that participants with dyslipidaemia, i.e. low HDL and high triglycerides, had a 27% reduction in
cardiovascular events.

The diabetes atherosclerosis intervention study (DAIS) [41] investigated the effect of fenofibrate on patients with type 2 diabetes and

at least one visible coronary lesion. The results showed that the patients on fenofibrate had reduced angiographic progression. The trial
was not powered to examine clinical end points but there were fewer in the fenofibrate group.

One of the largest examinations of triglycerides and risk of coronary heart disease was published in 2007 [42]. Ten thousand incident

cases among 262000 participants in 29 Western prospective studies. They found a moderate and highly significant association.

The long term trajectories of lipid and glucose levels were studied by Ivert., et al. in subjects who developed a major cardiovascular

event before the age of 50 [43]. As much as 20 years before an event cholesterol, triglycerides and glucose were higher in cases as compared to controls.

Creatinine: Many studies have reported increase in serum creatinine in some patients treated with a fibrate. The reversibility of the

increased creatinine in the ACCORD study was examined by Mychaleckyj., et al [44]. They found that the increase in creatinine was reCitation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
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versed after cessation of fenofibrate. Similar results were found for cystatin C which suggests that the increase is not due to an increase

in production of muscle creatinine. Interestingly the 25% of patients who had no increase in creatinine had preservation of renal function
after 5 years on fenofibrate.

The FIELD Study [45] was a double blind placebo controlled trial of fenofibrate. Nine thousand seven hundred and ninety five patients

with type 2 diabetes took part, for an average of 5 years. There was no dose adjustment for any degree of renal impairment. Subjects with

an eGFR less than 30 were excluded as were some with eGFR 30 - 59 ml/min/1. The mean triglyceride level of the patients was only 1.95
in the fenofibrate group at the start of the trial. Eight hundred and ninety of the 4895 patients on fenofibrate who entered the study were
started on other lipid lowering therapy during the study, mostly statins (94%). Of these patients 38% stopped the fibrate. There was a

24% relative reduction in non-fatal coronary heart events. The rate of progression to albuminuria was significantly reduced by fenofi-

brate. Retinopathy progression as measured by need for laser treatment was significantly less in the fenofibrate group. Adverse events
were few. The same number of patients on the fenofibrate arm discontinued treatment as on the placebo arm. Twenty three patients on
placebo and 40 on the fibrate had an episode of pancreatitis. There was also was a slight increase in risk of pulmonary embolism and

deep vein thrombosis, the latter being nonsignificant. Creatinine was slightly higher in the fenofibrate group but fell to pre-study levels
on cessation of fenofibrate at the end of the trial when retested after 8 weeks. The changes in creatinine are not related to changes in a
fall in GFR [46].

Ceramide is a strong marker of atherosclerosis. Plasma samples of 102 patients in the FIELD study were analysed, before and after

treatment with fenofibrate, in order to find other markers that might that might help to identify patients who would benefit from fe-

nofibrate therapy [47]. They found that there was a significant reduction of 18% in ceramide. Seventy five % of patients had reduced

ceramide which may suggest that ceramide could be used as a marker of benefit, since the reduction was independent of the usual lipoid
parameters.

The effects of fenofibrate on renal function in patients with type 2 diabetes mellitus was reported from the FIELD study in 2011 [48.

During the run-in phase of FIELD the creatinine rose by 10.0 umol/l but quickly reversed on placebo assignment. At the end of the study
fenofibrate had reduced urine albumen concentrations by 24%. Creatinine rose more slowly on the fenofibrate treatment and greater
preservation of estimated GFR was observed over the 5 years.

The benefit and safety of long term fenofibrate therapy in people with type 2 diabetes and renal impairment was reported in 2012 [49].

This was a further analysis of the FIELD study by dividing the subjects into baseline eGFR 30 - 59, 60 - 89 and < 90 ml/min 1.73m2. Overall

fenofibrate reduced cardiovascular events compared to placebo (Hazard ratio 0.89 (95% CI 0.800.99) P = 0.035). There was no significant
difference in benefit across the three eGFR groups. There were no drug safety concerns.

Amputation events were reported in the Field study in 2009 [50]. The risk for both first amputation and microvascular (below ankle)

amputation was significantly lower in the fenofibrate treated patients.

A pharmacoepidemiology safety study of fibrate and statin concomitant therapy was reported in 2010 [51]. This was a retrospective

cohort study comparing rates of hospitalisation for specific diagnoses in a cohort of new users of statin, fibrate or statin and fibrate ther-

apy from 2004 - 2007. The Authors used claims data from a large United States health insurer. Renal impairment was defined by a creatinine level (either a doubling or twice the Laboratory normal when there was no base line level available). There was no increase in renal
failure requiring renal replacement. The incidence rate for rhabdomyolysis was slightly more for statin/fibrate combination than statin

alone (3.75 vis 3.30 per 100000 patient-years). Hepatic injury was not different but Pancreatitis was more common in the combination
group (157.94 viz 45.76 per 1000000 patient years) but there were only 42 cases in the combination group). The authors conclude that

the risk for rhabdomyolysis and pancreatitis was low but increased in the fibrate group. The increase in renal impairment as measured
by an increase in serum creatinine was consistent with all the other trials that show that the rise in creatinine is reversible There was no
evidence of risk of end stage renal failure.
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The role of fenofibrate in stabilising diabetic retinopathy and diabetic nephropathy appears to be independent of its lipid lowering

effect. Apoptotic cytokines appear to mediate inflammatory damage. Angiopoietin-like 3 exerts significant pathogenic effects on vascular

endothelial cells which are critically involved in the pathogenesis of diabetic retinopathy. Fenofibrate has been shown to inhibit angiopoietin-like 3 and other inflammatory cytokines [45,52]. In another study Liu., et al. have shown in mice that fenofibrate ameliorates diabetic
retinopathy by reducing reactive oxygen species production through inhibition of enhanced reactive oxygen species (ROS) production

[53]. Nuclear factor erythroid-2- related factor 2 (Nrf2) a master regulator of anti-oxidative defense was upregulated by fenofibrate, Fenofibrate has been shown to reduce serum cytokines such as IL-1B and TNF-a in patients with diabetic retinopathy [54].

The role of triglycerides as a risk factor in atherosclerotic events has been addressed in the CHART study in Japan [55]. The authors

addressed the residual risk of recurrent myocardial infarction even after LDL was well controlled by statins. One thousand eight hundred

and forty three consecutive patients with previous history of MI treated with statins were examined after a median of 8.6 years of follow

up. They found that higher levels of non-HDL cholesterol, but not triglycerides or LDL alone, were associated with higher incidence of
recurrent MI. Higher triglycerides levels were associated with higher incidence of recurrent MI in patients with LDL<100mg/dl but not
in those with LDL above this threshold.

Fujihara., et al. Fujihara Y Circ J 2019 83 1302-1308 examined the predictive value of remnant lipoprotein (RLP-C) levels for cardio-

vascular events in patients with stable coronary artery disease and LDL cholesterol. <70 mg/dl. They found that RLP-C was a significant

predictor of primary end point of cardiac death, nonfatal myocardial failure, peripheral artery disease, aortic event, and ischaemic stroke.
This after adjustment for known risk factors including triglycerides and apo B.

Another boost for targeting triglycerides to combat atherosclerosis has come from the REDUCE-IT trial [57]. A trial with 8000 statin

treated patients with elevated triglycerides(135-500mg/dl) and LDL cholesterol at target (40 - 100 mg/dl) and a history of atherosclerosis or diabetes and at least one other risk factor. The patients were followed for a median of 4.9 years. Icosapent ethyl a highly stable

eicosapentaenoic ethyl ester formulation was used to lower triglycerides. This was a placebo-controlled trial. The drug was associated
with a significant reduction in both primary and secondary events.

Chronic kidney disease is another condition in which there is a large residual risk of atherosclerotic cardiovascular disease despite

treatment with statins. A prospective cohort study by Bajaj [58] examined lipoproteins and risk and found that higher VLDL-C and Apo B
levels but not LDL-C were significantly associated with events as well as lower HDL-C and Apo-A1.

Saeed., et al. [59] reexamined the ARIC study 9334 subjects were followed for up to 16 years for incident cardiovascular events. They

examined the relationship between events and remnant like particle cholesterol and triglycerides and LDL triglyceride levels. They found

that both levels were associated with CVD risk but after adjustment for traditional risk factors LDL triglyceride levels were predictive of
Cardiovascular and stroke risk. This is not surprising as the oxidisability of LDL and therefore its atherogenicity depends on the fatty acid
composition [60,61].

Duncan., et al. [62] examined trajectories of blood lipid concentrations over the Adult life course and risk of cardiovascular disease

and all-cause mortality using the Framingham Offspring Participants Study. They showed that using trajectories unfavorable lipid trajec-

tories were associated with higher cardiovascular morbidity and mortality risk. Interestingly, only trajectories of triglycerides that were
elevated were significant.

The association of LDL triglycerides with hepatic lipase activity and coronary heart disease was examined by Silbernagel., et al [63].

This was an epidemiologic and Mendelian randomisation study. The conclusion was that there was a continuous positive association
between LDL triglycerides and cardiovascular mortality, Genome wide association studies suggested that low hepatic lipase activity may
be the cause of this link.
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Fibrates are PPAR a agonists that lower triglycerides. They affect fatty acid transport and fatty acid oxidation [65]. They increase lipo-

protein lipase and decrease apoC 111. A selective PPAR-a modulator Pemafibrate (SPPARM) which does not raise creatinine as much as
fenofibrate and decreases liver enzymes has been described [66,67]. In a 24 week trial comparing pemafibrate to fenofibrate there was a
modest 6% increase in efficacy in triglyceride lowering compared to fenofibrate (46% viz 40%). LDL cholesterol was not lowered by the
drug whereas fenofibrate lowered by 0.8%. There were significantly less adverse events [68]). In Type 2 diabetes the drug over a 52 week
period was well tolerated with its effect continuing [69].

Angiopoietin-like protein 3 (ANGPTL 3) inhibits lipoprotein lipase Activity and increases triglycerides, An antisense oligonucleotide

targeting Angptl 3 messenger RNA has been shown to reduce triglycerides by up to 63%9 [70]. Ahmad., et al. [71] describe a monoclonal

antibody Evinacumab which reduced triglycerides in 2 Phase 1 studies in patients with serum triglycerides 150 - 450 mg/dl. Few side

effects were observed. Triglycerides fell by 75 - 85% in the highest doses used subcutaneously or intravenously. The reduced levels were
similar to those found in patients with loss of function mutations of ANGPTL-3. These mutations are cardioprotective [72].

Apo A-V secreted from the liver circulates on the triglyceride rich lipoproteins. It reduces plasma triglycerides by stimulating LPL

mediated plasma triglyceride clearance and another portion is involved intracellularly in association with lipid droplets [73]. In Apo A V

deficiency steroid regulatory element binding protein (SREBP-1c) is activated on high carbohydrate feeding to form large VLDL [74]. The
possibility of gene therapy to increase apo A-V has been suggested as a therapeutic option [75].

Apo C-3 inhibits the delipidation of triglyceride rich particles and raised levels are associated with raised triglycerides and increased

cardiovascular risk. It has recently been shown that the secretion rate of ApoC3 is increased in diabetic patients and can be reduced by improvement in diabetic control. This improvement was associated with lowering of triglycerides [76]. Silencing of Apo C3 has been shown

to suppress NF-kB pathway thereby exercising a protective effect on cell injury induced by oxidative stress and reducing inflammatory
response in a mouse model of pre-eclampsia [77]. An exciting finding in relation to atherosclerosis?

Volanesorsen is an investigational drug which reduces serum triglycerides by inhibiting Apo C3. It is an antisense inhibitor of ApoC3

synthesis. In patients with familial chylomicronemia syndrome, a condition of lipoprotein lipase absence or deficiency, there was a significant reduction in triglycerides and reduction in symptomatology such as steatorrhoea and pancreatic pain [78].

In 15 patients with Type 2 diabetes volanesorsen has been shown to reduce ApoC3 and triglycerides and increase HDL. Glucose dis-

posal and insulin sensitivity improved in this 15 week trial [79].

Conclusion

Abnormalities in triglyceride metabolism are associated with atherosclerotic risk. Triglycerides are transported in both the apoB48

chylomicron particles and in the apo B100 VLDL, IDL and LDL particles. The triglyceride rich larger particles carry much less cholesterol
per particle than the LDL particle but the half life much quicker, therefore the ability to carry cholesterol to the arterial wall similar and

only the LDL particle needs to be modified before taken up by the Macrophage. The strong association between LDL and atherosclerosis
and the major benefit of lowering LDL cholesterol with statins to prevent atherosclerotic events, has obscured to some extent the impor-

tance of elevated triglyceride rich particles when triglycerides are abnormally high as often found in uncontrolled diabetes. Early fibrate

studies focused on raising HDL and so patients with low triglycerides were treated. It is not surprising that treatment of low triglycerides
with a drug that lowers triglyceride might not be effective. The newer trials and re analysis of the older trials show that lowering triglycerides with either ecospentanoeic acid or fibrates do prevent cardiovascular events particularly in patients who have low LDL.

Bibliography

1. Fruchart JC., et al. “The Residual Risk Reduction Initiative: a call to action to reduce residual vascular risk in patients with dyslipidemia”. The American Journal of Cardiology 102.10 (2008): 1K-34K.

Citation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
4.1(2020): 01-11.

Diabetes, Triglycerides and Atherosclerosis
07

2. Jernberg T., et al. “Cardiovascular risk in post-myocardial infarction patients: nationwide real-world data demonstrate the importance
of a long-term perspective”. European Heart Journal 36 (2015): 1163-1170.

3. Fruchart JC., et al. “The selective peroxisome proliferator-activated receptor alpha modulator (SPPARMα) paradigm: conceptual

framework and therapeutic potential : A consensus statement from the International Atherosclerosis Society (IAS) and the Residual
Risk Reduction Initiative (R3i) Foundation”. Cardiovascular Diabetology 18 (2019): 71.

4. Emerging Risk Factors Collaboration., et al. “Major lipids, apolipoproteins, and risk of vascular disease”. JAMA 302 (2009): 1993-2000.

5. Voight., et al. “Plasma HDL cholesterol and risk of myocardial infarction: a mendelian randomisation study”. Lancet 380 (9841): 572580.

6. Barter PJ., et al. “Effects of torcetrapib in patients at high risk for coronary events”. The New England Journal of Medicine 357 (2007):
2109-2122.

7. Karpe., et al. “Chylomicron/chylomicron remnant turnover in humans: evidence for margination of chylomicrons and poor conversion of larger to smaller chylomicron remnants”. The Journal of Lipid Research 38.5 (1997): 949-961.

8. Karpe F., et al. “Clearance of lipoprotein remnant particles in adipose tissue and muscle in humans”. The Journal of Lipid Research 38
(1997): 2335-2343.

9. Proctor SD., et al. “Arterial permeability and efflux of apolipoprotein B-containing lipoproteins assessed by in situ perfusion and
three-dimensional quantitative confocal microscopy”. Arteriosclerosis, Thrombosis, and Vascular Biology 24 (2004): 2162-2167.

10. Proctor SD and Vine DF, Mamo “Arterial retention of apolipoprotein B(48)- and B(100)-containing lipoproteins in atherogenesis”. JC
Current Opinion in Lipidology 13 (2002): 461-70.

11. Nordestgaard BG., et al. “Selective retention of VLDL, IDL, and LDL in the arterial intima of genetically hyperlipidemic rabbits in vivo.
Molecular size as a determinant of fractional loss from the intima-inner media”. Arteriosclerosis, Thrombosis, and Vascular Biology 15
(1995): 534-542.

12. ACCORD Study Group., et al. “Effects of combination lipid therapy in type 2 diabetes mellitus”. The New England Journal of Medicine
362 (2010): 1563-1574.

13. Borén J., et al. “Kinetic and Related Determinants of Plasma Triglyceride Concentration in Abdominal Obesity: Multicenter Tracer
Kinetic Study”. Arteriosclerosis, Thrombosis, and Vascular Biology 35 (2015): 2218-2224.

14. Khera AV., et al. “Association of Rare and Common Variation in the Lipoprotein Lipase Gene With Coronary Artery Disease”. JAMA 317
(2017): 937-946.

15. Tancredi M., et al. “Excess Mortality among Persons with Type 2 Diabetes”. The New England Journal of Medicine 373 (2015): 17201732.

16. Lange T., et al. “Simple unified approach for estimating natural direct and indirect effects”. American Journal of Epidemiology 176
(2012): 190-195.

17. Sharif S., et al. “Mediation analysis of the relationship between type 2 diabetes and cardiovascular events and all-cause mortality:
Findings from the SMART cohort”. Diabetes, Obesity and Metabolism (2019).

Citation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
4.1(2020): 01-11.

Diabetes, Triglycerides and Atherosclerosis
08

18. Tomkin GH and Owens D. “The chylomicron: relationship to atherosclerosis”. International Journal of Vascular Medicine 2012 (2012):
784536.

19. Phillips C., et al. “Intestinal microsomal triglyceride transfer protein in type 2 diabetic and non-diabetic subjects: the relationship to
triglyceride-rich postprandial lipoprotein composition”. Atherosclerosis 187 (2006): 57-64.

20. Balling M., et al. “A third of non fasting plasma cholesterol is in remnant lipoproteins: Lipoprotein subclass profiling in 9293 individuals”. Atherosclerosis 286 (2019): 97-104126.

21. Thorp JM and Waring WS. “Modification of metabolism and distribution of lipids by ethyl chlorophenoxyisobutyrate”. Nature 194
(1962): 948-949.

22. Galimberti P and Deffranseschi A. Gazzetta Chimica Italiana (1947): 77-431.

23. Lalloyer F and Staels B. “Fibrates, glitazones, and peroxisome proliferator-activated receptors”. Arteriosclerosis, Thrombosis, and Vascular Biology 30 (2010): 894-899.

24. Duncan LJ., et al. “A three-year trial of atromid therapy in exudative diabetic retinopathy”. Diabetes 17 (1968): 458-467.

25. Harrold BP., et al. “Double-blind controlled trial of clofibrate in the treatment of diabetic retinopathy”. Diabetes 18 (1969): 285-291.
26. Matzkies F., et al. “[Procetofen, a new lipid- and urine-acid-reducing substance]”. Fortschritte der Medizin 12.96 (1978): 1939-1941.

27. da Rosa-Junior NT., et al. “Bezafibrate In Vivo Administration Prevents 3-Methylglutaric Acid-Induced Impairment of Redox Status,
Mitochondrial Biogenesis, and Neural Injury in Brain of Developing Rats”. Neurotoxicity Research 35 (2019): 809-822.

28. Honda A., et al. “Japan PBC Study Group. Bezafibrate Improves GLOBE and UK-PBC Scores and Long-Term Outcomes in Patients with
Primary Biliary Cholangitis”. Hepatology (2019).

29. Blane GF and Pinaroli F. “[Fenofibrate: animal toxicology in relation to side-effects in man (author’s transl)]”. La Nouvelle presse Médicale 9 (1980): 3737-3746.

30. Desager JP., et al. “Uricosuric effect of fenofibrate in healthy volunteers”. The Journal of Clinical Pharmacology 20 (1980): 560-564.

31. Canzler H and Bojanovski D. “Lowering effect of fenofibrate (procetofene) on lipoproteins in different types of hyperlipoproteinemias”. Artery 8 (1980): 171-178.

32. Dreyer C., et al. “Control of the peroxisomal beta-oxidation pathway by a novel family of nuclear hormone receptors”. Cell 68 (1992):
879-887.

33. Issemann I and Green S. “Activation of a member of the steroid hormone receptor superfamily by peroxisome proliferators”. Nature
347 (1990): 645-650.

34. Blümcke S., et al. “Influence of fenofibrate on cellular and subcellular liver structure in hyperlipidemic patients”. Atherosclerosis 46
(1983): 105-116.

35. Roberts WC. “Safety of fenofibrate--US and worldwide experience”. Cardiology 76 (1989): 169-179.

36. Frick MH., et al. “Helsinki Heart Study: primary-prevention trial with gemfibrozil in middle-aged men with dyslipidemia. Safety of

treatment, changes in risk factors, and incidence of coronary heart disease”. The New England Journal of Medicine 317 (1987): 12371245.

Citation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
4.1(2020): 01-11.

Diabetes, Triglycerides and Atherosclerosis
09

37. Elkeles RS., et al. “Cardiovascular outcomes in type 2 diabetes. A double-blind placebo-controlled study of bezafibrate: the St. Mary’s,
Ealing, Northwick Park Diabetes Cardiovascular Disease Prevention (SENDCAP) Study”. Diabetes Care 21 (1998): 641-648.

38. Rubins HB., et al. “Gemfibrozil for the secondary prevention of coronary heart disease in men with low levels of high-density lipopro-

tein cholesterol. Veterans Affairs High-Density Lipoprotein Cholesterol Intervention Trial Study Group”. The New England Journal of
Medicine 341 (1999): 410-418.

39. ACCORD Study Group., et al. “Effects of combination lipid therapy in type 2 diabetes mellitus”. The New England Journal of Medicine
362 (2010): 1563-1574.

40. Elam MB., et al. “ACCORDION Study Investigators. Association of Fenofibrate Therapy With Long-term Cardiovascular Risk in StatinTreated Patients With Type 2 Diabetes”. JAMA Cardiology 2 (2017): 370-380.

41. DAIS Study Investigators Effect of fenofibrate on progression of coronary-artery disease in type 2 diabetes: The Diabetes Atherosclerosis Intervention Study, a randomised study. Lancet 357 (2001): 905-910.

42. Sarwar N., et al. “Triglycerides and the risk of coronary heart disease: 10,158 incident cases among 262,525 participants in 29 Western prospective studies”. Circulation 115 (2007): 450-458.

43. Ivert T., et al. “Cardiovascular events in patients under age fifty with early findings of elevated lipid and glucose levels - The AMORIS
study”. PLoS One 23.13 (2018): e0201972.

44. Mychaleckyj JC., et al. “Reversibility of fenofibrate therapy-induced renal function impairment in ACCORD type 2 diabetic participants”. Diabetes Care 35 (2012): 1008-1014.

45. Keech A., et al. “FIELD study investigators. Effects of long-term fenofibrate therapy on cardiovascular events in 9795 people with type
2 diabetes mellitus (the FIELD study): randomised controlled trial”. Lancet 366 (2005): 1849-1861.

46. Hottelart C., et al. “Fenofibrate increases creatininemia by increasing metabolic production of creatinine”. Nephron 92 (2002): 536541.

47. Croyal M., et al. “Fenofibrate decreases plasma ceramide in type 2 diabetes patients: A novel marker of CVD?”. Diabetes and Metabolism
44 (2018): 143-149.

48. Davis TM., et al. “Fenofibrate Intervention and Event Lowering in Diabetes Study investigators. Effects of fenofibrate on renal function

in patients with type 2 diabetes mellitus: the Fenofibrate Intervention and Event Lowering in Diabetes (FIELD) Study”. Diabetologia
54 (2011): 280-290.

49. Ting RD., et al. “Benefits and safety of long-term fenofibrate therapy in people with type 2 diabetes and renal impairment: the FIELD
Study”. Diabetes Care 35 (2012): 218-225.

50. Rajamani K., et al. “Effect of fenofibrate on amputation events in people with type 2 diabetes mellitus (FIELD study): a prespecified
analysis of a randomised controlled trial”. Lancet 373 (2009): 1780-1788.

51. Enger C., et al. “Pharmacoepidemiology safety study of fibrate and statin concomitant therapy”. The American Journal of Cardiology
106 (2010): 1594-601.

52. Wang N., et al. “Fenofibrate Exerts Protective Effects in Diabetic Retinopathy via Inhibition of the ANGPTL3 Pathway”. Investigative
Ophthalmology and Visual Science 59 (2018): 4210-4217.

Citation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
4.1(2020): 01-11.

Diabetes, Triglycerides and Atherosclerosis
10

53. Liu Q., et al. “Fenofibrate ameliorates diabetic retinopathy by modulating Nrf2 signaling and NLRP3 inflammasome activation”. Molecular and Cellular Biochemistry 445 (2018): 105-115.

54. Ju HB., et al. “Effects of fenofibrate on inflammatory cytokines in diabetic retinopathy patients”. Medicine (Baltimore) 96.31 (2017):
e7671.

55. Suzuki K., et al. “Elevated Serum Non-HDL (High-Density Lipoprotein) Cholesterol and Triglyceride Levels as Residual Risks for Myocardial Infarction Recurrence Under Statin Treatment”. Arteriosclerosis, Thrombosis, and Vascular Biology 39 (2019): 934-944.

56. Fujihara Y., et al. “Remnant Lipoproteins Are Residual Risk Factor for Future Cardiovascular Events in Patients With Stable Coronary
Artery Disease and On-Statin Low-Density Lipoprotein Cholesterol Levels <70 mg/dL”. Circulation Journal 83 (2019): 1302-1308.

57. Bhatt DL., et al. Ballantyne CM REDUCE-IT Investigators. “Cardiovascular Risk Reduction with Icosapent Ethyl for Hypertriglyceridemia”. The New England Journal of Medicine 380.1 (2019): 11-22.

58. Bajaj A., et al. “Lipids, Apolipoproteins, and Risk of Atherosclerotic Cardiovascular Disease in Persons With CKD”. American Journal of
Kidney Diseases 73 (2019): 827-836.

59. Saeed A., et al. “Remnant-Like Particle Cholesterol, Low-Density Lipoprotein Triglycerides, and Incident Cardiovascular Disease”. Journal of the American College of Cardiology 72 (2018): 156-169.

60. Bowie A., et al. “Glycosylated low density lipoprotein is more sensitive to oxidation: implications for the diabetic patient?”. Atherosclerosis. 102 (1993): 63-67.

61. Dimitriadis E., et al. “Lipoprotein composition in NIDDM: effects of dietary oleic acid on the composition, oxidisability and function of
low and high density lipoproteins”. Diabetologia 39 (1996): 667-676.

62. Duncan MS., et al. “Trajectories of Blood Lipid Concentrations Over the Adult Life Course and Risk of Cardiovascular Disease and All-

Cause Mortality: Observations From the Framingham Study Over 35 Years”. Journal of the American Heart Association 8.11 (2019):
e011433.

63. Silbernagel G., et al. “LDL Triglycerides, hepatic lipase activity, and coronary artery disease: An epidemiologic and Mendelian randomization study”. Atherosclerosis 282 (2019): 37-44.

64. Fruchart JC. “Peroxisome proliferator-activated receptor-alpha (PPARalpha): at the crossroads of obesity, diabetes and cardiovascular
disease”. Atherosclerosis 205 (2009): 1-8.

65. Ishibashi S., et al. “Effects of T K-877-04 Study Group. Effects of K-877, a novel selective PPARα modulator (SPPARMα), in dyslipidaemic patients: A randomized, double blind, active- and placebo-controlled, phase 2 trial”. Atherosclerosis 249 (2016): 36-43.

66. Yamashita S., et al. “Clinical Applications of a Novel Selective PPARα Modulator, Pemafibrate, in Dyslipidemia and Metabolic Diseases”.
Journal of Atherosclerosis and Thrombosis 26 (2019): 389-402.

67. Ishibashi S., et al. “Efficacy and safety of pemafibrate (K-877), a selective peroxisome proliferator-activated receptor α modulator,

in patients with dyslipidemia: Results from a 24-week, randomized, double blind, active-controlled, phase 3 trial”. Journal of Clinical

Lipidology 1 (2018): 173-184.

68. Araki E., et al. “Efficacy and safety of pemafibrate in people with type 2 diabetes and elevated triglyceride levels: 52-week data from
the PROVIDE study”. Diabetes, Obesity and Metabolism. 21 (2019): 1737-1744.

Citation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
4.1(2020): 01-11.

Diabetes, Triglycerides and Atherosclerosis
11

69. Graham MJ., et al. “Cardiovascular and Metabolic Effects of ANGPTL3 Antisense Oligonucleotides”. The New England Journal of Medicine 377 (2017): 222-232.

70. Ahmad Z., et al. “Inhibition of Angiopoietin-Like Protein 3 With a Monoclonal Antibody Reduces Triglycerides in Hypertriglyceridemia”. (2019).

71. Dewey FE., et al. “Inactivating Variants in ANGPTL4 and Risk of Coronary Artery Disease”. The New England Journal of Medicine 374
(2016): 1123-33.

72. Merkel M., et al. “Accelerates plasma hydrolysis of triglyceride-rich lipoproteins by interaction with proteoglycan-bound lipoprotein
lipase”. Journal of Biological Chemistry 280 (2005): 21553-21560.

73. Takanashi M., et al. “Critical Role of SREBP-1c Large-VLDL Pathway in Environment-Induced Hypertriglyceridemia of Apo AV Deficiency”. Arteriosclerosis, Thrombosis, and Vascular Biology 39 (2019): 373-386.

74. Forte TM., et al. “Apolipoprotein A-V gene therapy for disease prevention/treatment: a critical analysis”. The Journal of Biomedical
Research 30 (2016): 88-93.

75. Adiels M., et al. “Role of apolipoprotein C-III overproduction in diabetic dyslipidaemia”. Diabetes, Obesity and Metabolism (2019): 10.

76. Li FH., et al. “The silencing of ApoC3 suppresses oxidative stress and inflammatory responses in placenta cells from mice with preeclampsia via inhibition of the NF-κB signaling pathway”. Biomedicine and Pharmacotherapy 107 (2018): 1377-1384.

77. Arca M., et al. “The effect of volanesorsen treatment on the burden associated with familial chylomicronemia syndrome: the results of
the ReFOCUS study”. Expert Review of Cardiovascular Therapy 16 (2018): 537-546.

78. Digenio A., et al. “Antisense-Mediated Lowering of Plasma Apolipoprotein C-III by Volanesorsen Improves Dyslipidemia and Insulin
Sensitivity in Type 2 Diabetes”. Diabetes Care 39.8 (2016): 1408-1415.

Volume 4 Issue 1 January 2020
©All rights reserved by Gerald H Tomkin and Daphne Owens.

Citation: Gerald H Tomkin and Daphne Owens. “Diabetes, Triglycerides and Atherosclerosis”. EC Diabetes and Metabolic Research
4.1(2020): 01-11.

