
Citation: Noflatscher, M.; Hunjadi,

M.; Schreinlechner, M.; Sommer, P.;

Lener, D.; Theurl, M.; Kirchmair, R.;

Bauer, A.; Ritsch, A.; Marschang, P.

Inverse Correlation of Cholesterol

Efflux Capacity with Peripheral

Plaque Volume Measured by 3D

Ultrasound. Biomedicines 2023, 11,

1918. https://doi.org/10.3390/

biomedicines11071918

Academic Editor: Eric De Groot

Received: 12 June 2023

Revised: 28 June 2023

Accepted: 29 June 2023

Published: 6 July 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

biomedicines

Article

Inverse Correlation of Cholesterol Efflux Capacity with
Peripheral Plaque Volume Measured by 3D Ultrasound
Maria Noflatscher 1,* , Monika Hunjadi 2 , Michael Schreinlechner 1 , Philip Sommer 1, Daniela Lener 1,
Markus Theurl 1 , Rudolf Kirchmair 1, Axel Bauer 1, Andreas Ritsch 2 and Peter Marschang 1,3

1 Department of Internal Medicine III (Cardiology, Angiology), Medical University of Innsbruck, Anichstr. 35,
A-6020 Innsbruck, Austria; philip.sommer@student.i-med.ac.at (P.S.)

2 Department of Internal Medicine I, Medical University of Innsbruck, Anichstr. 35, A-6020 Innsbruck, Austria
3 Department of Internal Medicine, Central Hospital of Bolzano (SABES-ASDAA), Via Lorenz Boehler 5,

I-39100 Bolzano, Italy
* Correspondence: maria.noflatscher@i-med.ac.at

Abstract: Introduction: Cardiovascular disease (CVD) is a systemic multifocal illness called atheroscle-
rosis that causes artery constriction and blockage. By causing cholesterol to build up in the artery wall,
hypercholesterolemia is a major factor in the pathophysiology of atherosclerotic plaque development.
Reverse cholesterol transport is the process of transporting cholesterol from the periphery back to the
liver through cholesterol efflux mediated by high-density lipoprotein (HDL). It was suggested that
the cholesterol efflux capacity (CEC), which is inversely linked with cardiovascular risk, can serve as
a stand-in measure for reverse cholesterol transport. In this work, we sought to investigate a potential
link between the peripheral plaque volume (PV) and CEC. Methods: Since lipid-lowering therapy
interferes with CEC, we performed a cross-sectional study of 176 patients (48.9% females) with one
cardiovascular risk factor or known CVD that did not currently take lipid-lowering medication. CEC
was determined using cAMP-treated 3H-cholesterol-labeled J774 cells. Cholesterol ester transfer
protein (CETP)-mediated cholesterol ester transfer was measured by quantifying the transfer of choles-
terol ester from radiolabeled exogenous HDL cholesterol to Apolipoprotein B-containing lipoproteins.
PV in the carotid and the femoral artery, defined as the total PV, was measured using a 3D ultrasound
system equipped with semi-automatic software. Results: In our patients, we discovered an inverse
relationship between high total PV and CEC (p = 0.027). However, there was no connection between
total PV and low-density lipoprotein cholesterol, lipoprotein (a), or CETP-mediated cholesterol ester
transfer. Conclusion: In patients not receiving lipid-lowering treatment, CEC inversely correlates
with peripheral atherosclerosis, supporting its role in the pathophysiology of atherosclerosis.

Keywords: atherosclerosis; 3D ultrasonography; cholesterol efflux capacity

1. Introduction

Atherosclerosis is a systemic multifocal disease leading to cardiovascular disease
(CVD) [1]. Hypercholesterolemia plays a pivotal role in the pathogenesis of atherosclerotic
plaques via the accumulation of cholesterol in the intimal layer of the arterial wall. In high-
earning nations, CVD is the most frequent cause of death [2]. Low plasma concentrations
of high-density lipoprotein cholesterol (HDL-C) constitute an important independent risk
factor for the development of atherosclerosis and CVD [3]. However, therapeutically,
attempts to increase HDL-C concentrations failed to reduce the risk of cardiovascular
events [4–7]. Therefore, new therapies focused on HDL-C functionality rather than HDL-C
plasma values [8,9].

The primary function of HDL is to remove excess cholesterol from peripheral cells,
such as cholesterol-loaded macrophages in the arterial wall, and to transport it back
to the liver to be metabolized into bile salts and then excreted. This process is called
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HDL-mediated reverse cholesterol transport [10]. The initial rate-limiting step is the re-
moval of free cholesterol from the macrophage plasma membrane. This process can be
experimentally measured as the cholesterol efflux capacity (CEC) of human plasma and
is inversely correlated with cardiovascular risk [11–16]. Moreover, a low CEC is a rele-
vant biomarker for cardiovascular events and constitutes a risk factor for cardiovascular
mortality [11,17,18]. Reverse cholesterol transport also involves the redirection of choles-
terol esters to triglyceride-rich lipoproteins via the cholesterol ester transfer protein (CETP).
CETP is a lipid transport protein responsible for exchanging triglycerides and cholesteryl es-
ters (CE) between HDL and triglyceride-rich lipoproteins [19]. Although CETP is generally
considered atherogenic, therapeutic trials with CETP inhibitors have proven unsuccessful
so far [20]. In a previous study of 1620 statin-treated patients with pre-existing coronary
artery disease (CAD), we observed significantly more cardiovascular events in patients
with low plasma CETP concentrations compared to those with high plasma CETP concen-
trations [21]. CETP-mediated CE transfer and CEC provided scientific methods for gaining
further insight into HDL metabolism and its functionality [12].

One study showed that reconstituted HDL given intravenously restored endothelial
function in the brachial artery in patients with type 2 diabetes mellitus [22]. In vivo mice
studies showed that intravenous administration of reconstituted HDL increased myocardial
perfusion in wild-type mice but not in mice deficient in endothelial NO synthase [23].
Another function of HDL appeared to be the attenuation of platelet reactivity in vitro,
which may contribute to the beneficial effect on cardiovascular risk [22].

A three-dimensional (3D) ultrasound is a promising approach for the non-invasive
quantification of peripheral plaque volume (PV) [24] with broad availability and without
radiation or contrast medium [25]. In a study of 5800 asymptomatic individuals, the
measurement of peripheral PV was similarly effective at predicting major adverse cardiac
events as coronary artery calcium [26]. Using a 3D ultrasound, we previously showed
that carotid and femoral PVs increase with cardiovascular risk factors, the involvement
of vascular beds, chronic kidney disease (CKD), and male sex [27,28]. In this paper, we
analyzed the association of HDL-C function with peripheral atherosclerotic PV in patients
not receiving lipid-lowering medication.

2. Methods
2.1. Study Population

The study “Correlation of Atherosclerotic PV and Intima-Media Thickness with Sol-
uble P-selectin” (ClinicalTrials.gov Identifier: NCT01895725) was a prospective, observa-
tional single-center cohort study. The baseline criteria and inclusion criteria were published
in detail in previous studies [27]. Briefly, patients with at least one cardiovascular risk factor
or diagnosed CVD were eligible. Since lipid-lowering therapy interferes with CEC [29,30],
we performed a cross-sectional analysis of a subgroup of this cohort at baseline, which
comprised 176 subjects without current lipid-lowering therapy (see Figure 1). The character-
istics of the 266 excluded participants and the present sample of 176 patients are presented
in Table S1 (online supplement).

Each patient underwent a sonographic examination with quantification of the PV
at baseline. An EDTA blood sample was concomitantly drawn from peripheral venous
blood in addition to routine laboratory measurements. The EDTA blood sample was
centrifuged at 1730× g, and the plasma was stored at −80 ◦C. Apolipoprotein (apo)B-
depleted plasma was prepared by precipitating apoB-containing lipoproteins using 2.04 µL
of 4% tungstophosphoric acid hydrate and 1.56 µL of MgCl2 to 25 µL of EDTA plasma,
respectively.

This study’s plan was approved by the Ethics Committee of the Medical University of
Innsbruck and complied with the Declaration of Helsinki. All study participants signed a
written informed consent before enrollment into the study.
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Figure 1. Flowchart of study participants.

2.2. Ultrasound Imaging

The ultrasound determinations were already explained in detail in previous studies [27,28].
The Mannheim consensus was used to define the plaque volume [31] in the carotid and
femoral arteries. The total PV was the summary of carotid and femoral PV calculated by
Philips plaque quantification software (QLAB).

2.3. Cholesterol Efflux Capacity and Cholesterol Ester Transfer

CEC was quantified in plasma samples as described [1]. Briefly, 2.5 Ci/mL [3H]
cholesterol was radiolabeled in J774.1A murine macrophage cells (ATCC#TIB-67), and
ATP-binding cassette protein A1 was activated with 0.2 mM cAMP. The cells were then
treated for four hours with efflux media containing 2.8% apoB-depleted plasma. At a
concentration of 5 g/mL, an acyl-coenzyme A cholesterol acyltransferase inhibitor was
used during the whole procedure. All plasma samples were taken in triplicate and kept at
80 ◦C before being measured. To measure the outflow of radioactive cholesterol from the
cells, liquid scintillation counting was performed. The passive diffusion of [3H] cholesterol
was measured using a plasma-free sample, which was employed as a background (negative
control). To enable for the correction of discrepancies across tests throughout the plates,
each plate had three control samples. According to the following equation, relative CEC
was calculated as the proportion of control CEC in (%CEC): %CEC = ((DPM in media
containing apoB-depleted plasma − mean DPM in acceptor-free medium)/(DPM in control
sample − mean DPM in acceptor-free medium)) × 100.

CETP-mediated CE transfer was measured as previously described [29,30]. Briefly, CE
transfer from exogenous HDL-C to apoB-containing lipoproteins was measured by incubat-
ing the whole plasma with radiolabeled [3H]-CE incorporated into HDL-C (less than 7% of
sample HDL-C) and sodium iodoacetate as lecithin–cholesterol acyltransferase-inhibitor
(Sigma, St. Louis, MO, USA) for 3 and 16 h, reflecting the onset rate depending more on
the activity of the transfer-mediating enzyme CETP, and the total transfer rate depending
on the concentration of the triglyceride-rich lipoproteins, respectively. ApoB-containing
lipoproteins were isolated following dextran sulfate–magnesium chloride precipitation. CE
transfer was measured as the radiolabeled CE rate for apoB-containing lipoproteins com-
pared to controls containing a lipoprotein-depleted plasma sample. Results are expressed
as the percentage decrease in [3H]-CE in the supernatant of total radiolabeled CE [32,33].

2.4. Statistical Analysis

Continuous variables that conform to a normal distribution tested with the Kolmogorov–
Smirnov test [21] are reported as mean ± standard deviation (SD), while parameters that
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are not normally distributed are reported as median and interquartile range (IQR) or mean
and 95% confidence interval. Bootstrapping was used to determine the 95% confidence
intervals.

The categorical variables are given in absolute numbers and percentages. To compute
differences between continuous variables and a categorical independent variable with two
or more groups, the Mann–Whitney U test was applied. The chi-square test was used to
compare categorical variables. Total PV was divided into high (501–2048 mm3) and low
(0–500 mm3) total PV, with the 75th percentile as the cut-off point for some calculations, as
described previously [34].

Receiver operating characteristic analysis was calculated to specify the predictive
value of CEC for high total PV, the area under the curve (AUC), and the optimal cut-off
value with the highest sensitivity and specificity. AUC values were compared using a
nonparametric approach. The correlation between peripheral PV as a dependent variable
and biomarkers, cardiovascular risk factors, and vascular disease as predictor variables
was investigated using binary logistic regression. Only variables with p < 0.05 in univariate
analysis were considered for multivariate regression. An intra-class correlation coefficient
determined inter-observer variability for PV quantification. A p-value of <0.05 was consid-
ered significant. SPSS Statistic was used for all statistical analyses (version 24.0; IBM Corp.,
Armonk, NY, USA).

3. Results
3.1. Study Population

In this study, we included 176 patients (48.9% females) with a median age of 64 (IQR
57–70) without lipid-lowering therapy. All study participants received a 3D sonography of
the carotid and femoral vessels. As mentioned already in previous studies [27,28], the inter-
observer variability of three different observers revealed a high agreement of PV between
the examiners, with an intra-class correlation coefficient of 0.95 (95% CI, 0.82–0.99). In
addition, blood samples for routine laboratory examinations and an EDTA plasma sample
for the determination of CEC and CE transfer were obtained. In Table 1, the baseline data
are summarized.

About 15% of the study population suffered from CVD and CKD. Three-quarters of the
participants had hyperlipidemia, and slightly more than half suffered from hypertension.
About 20% of the study population had a family history of CVD, and 8.5% suffered from
diabetes mellitus.

According to the plaque burden, the study population was divided into patients with
low (<75th percentile) and high total PV (>75th percentile).

Participants with high total PV were significantly older and less likely to be fe-
male compared to those with low total PV. In addition, patients with high total PV were
more likely to suffer from hypertension, CKD, and CVD, but less often they were found
to have hyperlipidemia or high HDL-C levels. No significant differences between the
two groups were observed for all other parameters (Table 1). The characteristics of the
study participants (176 patients not receiving lipid lowering therapy) and the excluded
266 patients receiving lipid-lowering therapy of the original cohort are shown in Table S1
(online supplement). Apart from the expected differences in the lipid profile, the study
participants were more likely to be female, had a lower BMI, smoked less frequently, and
suffered less often from hypertension, diabetes, and vascular disease compared to the
excluded patients.

3.2. Associations between CEC and High Total PV

We found that CEC values were inversely associated with high total PV (87.79% for
high PV vs. 100. 41% for low PV, p = 0.027, Figure 2).
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Table 1. Features of the study population.

Total Plaque Volume

Study Population
n = 176

Low
(n = 148, 0–500 mm2)

High
(n = 28, 501–2048 mm2) p

Age, years 64 (57–70) 62.5 (56–68) 71 (61.25–75) 0.001

Sex (female) 86 (48.9) 81 (54.7) 5 (17.9) <0.001

Body mass index, kg/m2 24.80 (22.73–27.1) 24.65 (22.7–27.1) 25.28 (23.68–26.8) n.s.

Hypertension, n (%) 92 (52.3) 71 (48) 21 (75) 0.009

Family history of CVD, n (%) 38 (21.6) 35 (23.6) 3 (10.7) n.s.

Smoking (pack years) 9.51 (±15.82) 9.42 (±15.72) 9.96 (±16.61) n.s.

Hyperlipidemia, n (%) 133 (75.6) 116 (78.4) 17 (60.7) 0.047

Diabetes mellitus, n (%) 15 (8.5) 13 (8.8) 2 (7.1) n.s.

hs-CRP, mg/dL 0.18 (0.08–0.41) 0.17 (0.08–0.38) 0.21 (0.09–0.44) n.s.

Total cholesterol, mg/dL 218 (191.5–247) 223 (194.5–250) 210 (178–230.25) n.s.

LDL-C, mg/dL 139 (117–170) 143 (117.5–171.5) 132.5 (108.25–169.25) n.s.

HDL-C, mg/dL 61 (48.5–76.5) 63 (51–77.5) 52 (43–65.5) 0.009

Triglyceride, mg/dL 123 (94.5–184.5) 122 (92.5–178) 128 (96.25–225.75) n.s.

Lipoprotein (a), mg/dL 20 (20–51.25) 20 (20–56.95) 20 (20–36.48) n.s.

Antihypertensive therapy, n (%) 72 (40.9) 56 (37.8) 16 (57.1) n.s.

Antidiabetic therapy, n (%) 9 (5.1) 9 (6.1) 0 (0) n.s.

CKD, n (%) 27 (15.3) 18 (12.2) 9 (32.1) 0.007

CVD, n (%) 31 (17.6) 20 (13.5) 11 (39.3) 0.002

Parameters are median (interquartile range) or mean (± standard deviation) as indicated for continuous vari-
ables or number (percentage) for categorical variables. CVD = cardiovascular disease, hs-CRP = high-sensitive
C-reactive protein, LDL-C = low-density lipoprotein cholesterol, HDL-C = high-density lipoprotein cholesterol,
CKD = chronic kidney disease, CVD = cardiovascular disease, n.s. = not significant. Statistical significant
differences (p < 0.05) between Low and High Total Plaque Volume are shown in bold.
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There was no significant correlation of high PV with the biomarkers CE transfer 3 h,
CE transfer 16 h, lipoprotein (a), and low-density lipoprotein cholesterol (LDL-C).

3.3. Utility of CEC for the Prediction of High PV

Patients with low total PV showed significantly higher CEC values than patients
with high total PV. The area under the curve of CEC for the prediction of high total PV
(0.65, 95% CI 0.50–0.79; p = 0.039) was significantly higher compared to the one for LDL-C
(0.55, 95% CI 0.43–0.67; p = 0.525) and lipoprotein (a) (0.56, 95% CI 0.43–0.70; p = 0.384)
(Figure 3).
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Figure 3. Receiver operating curves displaying the prediction of lower total plaque volume. The
area under the curve (AUC) of CEC (0.65) was significantly higher than the AUC of low-density
lipoprotein cholesterol (0.53) and lipoprotein (a) (0.56) in patients without lipid-lowering therapy.
CEC = cholesterol efflux capacity, AUC = area under the curve.

The optimal cut-off value of 89.11% revealed that CEC could predict a low total PV
with 79.4% sensitivity and 55% specificity.

3.4. Multivariate Analysis

A multivariate regression model based on traditional cardiovascular risk factors,
vascular diseases, and biomarkers was calculated to predict high total PV (Table 2).

Significantly univariate analysis parameters with p-values < 0.05 (age, sex, hyperten-
sion, hyperlipidemia, vascular disease, CKD, and CEC) were included in the multivariate
analysis. The odds ratio for CEC was calculated for an increase of 1%, using CEC as a
continuous variable.

The parameters of age and vascular diseases directly correlated with high total PV,
whereas female sex showed a significant indirect correlation with high total PV. Unlike
hypertension, hyperlipidemia, and chronic kidney disease, CEC remained borderline
significant in the multivariate analysis.
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Table 2. The odds ratios for increased total plaque volume.

High Total Plaque Volume

Multivariate Proportional Odds OR (95% CI) p Value

Age (years) 1.09 (1.02–1.16) 0.014

Sex (female) 0.12 (0.04–0.41) <0.001

Hypertension 1.66 (0.54–5.13) 0.381

Hyperlipidemia 0.44 (0.15–1.26) n.s.

Vascular disease 4.39 (1.40–13.72) 0.011

CKD 1.80 (0.52–6.21) n.s.

CEC (%) 0.97 (0.95–1.00) 0.040
CKD = chronic kidney disease, CEC = cholesterol efflux capacity, OR = odds ratio. n.s. = not significant. Statistical
significant (p < 0.05) odds ratios are shown in bold.

4. Discussion

In this cross-sectional analysis of 176 subjects without current lipid-lowering therapy,
we observed an inverse relationship between CEC and high total PV, which was evaluated
by a 3D ultrasound in patients not taking lipid-lowering treatment. On the other hand,
we did not discover any correlation between high total PV and lipoprotein (a), LDL-C, or
CE transfer.

Our findings are in contrast to a subanalysis from the Multi-Ethnic Study of Atheroscle-
rosis, which linked CEC to a greater risk of carotid plaque advancement [15]. In this work,
CEC was measured in two cohorts with the respective age and sex-matched controls. Co-
hort 1 included patients with cardiovascular events during the 10-year follow-up period,
while cohort 2 consisted of patients with plaque progression of the carotid artery measured
after 10 years in two ultrasound examinations. Although a greater CEC level was linked to
a faster advancement of carotid plaque in cohort 2, cohort 1 had a decreased risk of incident
CVD, which was primarily driven by cardiac events linked to CAD. This study [15], in con-
trast to our investigation, used a scoring system rather than plaque volumetry to examine
the evolution of plaques [15]. Inverse correlations of CEC with coronary events were also
documented by other observational studies, including the Dallas Heart Study [11] and the
European Prospective Investigation of Cancer (EPIC)-Norfolk study [14]. The Dallas Heart
Study also revealed a negative correlation between CEC and incident strokes.

Other cross-sectional studies demonstrated an inverse relationship between CEC
and carotid artery stenosis [35–37]. A similar inverse association between CEC and acute
coronary syndrome was found in a recently published case-control study of 250 individuals.
Low CEC was associated with a higher likelihood of developing acute coronary syndrome
when antioxidative activity (reflected in paraoxonase 1 activity) was also low [38]. Contrary
to these findings, a study following participants from a cardiac catheterization laboratory
over 3 years showed a direct association of CEC and cardiovascular events [39]. In conflict
with these data, our team demonstrated that CEC inversely correlates with cardiovascular
mortality in patients with and without previous CVD, including those at high risk [17,18].

Experimental studies in mice provided initial evidence that reverse cholesterol trans-
port may be inversely associated with arteriosclerosis [40]. Therefore, the capacity of HDL
to transfer excess cholesterol from the periphery, such as the arterial wall, back to the liver
was proposed as a new biomarker of HDL-C function and a surrogate for clinical outcomes.
HDL-C has multiple atheroprotective functions. It is also critical for signaling in endothelial
cells, where HDL can induce nitric oxide synthase and enhance endothelial repair, thereby
initiating angiogenesis [41].

Our research evaluated the primary role of HDL in clearing free cholesterol from the
plasma membrane of macrophages. To this end, we used a cholesterol efflux assay that was
previously applied in several clinical studies [18,42]. According to the correlation between
HDL-C and CEC, the test employed in this study mostly captured HDL-C-mediated CEC [1].
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In the general population, low HDL-C levels constitute an independent risk marker for
atherosclerotic CVD [3]. However, efforts to lower CVD by increasing HDL-C, e.g., by
using CETP inhibitors, have not yet proved effective. Although there is a strong inverse
association between HDL cholesterol and cardiovascular disease, the factors that control
CEC are still poorly understood [43]. Therefore, we also assessed the transfer of CE from
HDL to apoB-containing lipoproteins, mediated by CETP, which is a crucial step in the
reverse cholesterol route. In our study participants, we did not see any correlation between
total PV and CETP-mediated CE transfer.

CEC is the initial rate-limiting step in HDL-mediated reverse cholesterol transport, by
which excess cholesterol is removed from peripheral cells. However, efforts to lower CVD
by increasing HDL (e.g., using CETP inhibitors) have been unsuccessful so far.

A small study investigated the effect of niacin, which leads to a moderate increase in
the ability of HDL to mediate CEC, and the effect of CETP inhibitors such as anacetrapib,
which leads to a more significant increase in CEC [44]. However, a large meta-analysis
with more than 117,000 patients found no effect by niacin, fibrate, or CETP inhibitors on
all-cause mortality, the mortality rate from coronary heart disease, myocardial infarction,
or stroke [5].

Our study had several limitations. First, the sample size of our study was relatively
small, and the study was conducted at one single center. In addition, most of our patients
were in the low-to-intermediate-risk population. Therefore, the findings of this study are
probably not transferable to a high-risk population.

To conclude, our study shows an inverse relationship between high peripheral plaque
volume and CEC, though not CE transfer, in patients not receiving lipid-lowering medica-
tion. This and other observations may help to increase our understanding of the individual
steps of reverse cholesterol transport. However, the presented results should be confirmed
and extended in future studies comprising larger patient collectives.
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References
1. Hunjadi, M.; Lamina, C.; Kahler, P.; Bernscherer, T.; Viikari, J.; Lehtimaki, T.; Kähönen, M.; Hurme, M.; Juonala, M.; Taittonen,

L.; et al. HDL cholesterol efflux capacity is inversely associated with subclinical cardiovascular risk markers in young adults: The
cardiovascular risk in Young Finns study. Sci. Rep. 2020, 10, 19223. [CrossRef] [PubMed]

2. Lozano, R.; Naghavi, M.; Foreman, K.; Lim, S.; Shibuya, K.; Aboyans, V.; Abraham, J.; Adair, T.; Aggarwal, R.; Ahn, S.Y.; et al.
Global and regional mortality from 235 causes of death for 20 age groups in 1990 and 2010: A systematic analysis for the Global
Burden of Disease Study 2010. Lancet 2012, 380, 2095–2128. [CrossRef] [PubMed]

3. Luscher, T.F.; Landmesser, U.; von Eckardstein, A.; Fogelman, A.M. High-density lipoprotein: Vascular protective effects,
dysfunction, and potential as therapeutic target. Circ. Res. 2014, 114, 171–182. [CrossRef] [PubMed]

4. Voight, B.F.; Peloso, G.M.; Orho-Melander, M.; Frikke-Schmidt, R.; Barbalic, M.; Jensen, M.K.; Hindy, G.; Hólm, H.; Ding, E.L.;
Johnson, T.; et al. Plasma HDL cholesterol and risk of myocardial infarction: A mendelian randomisation study. Lancet 2012, 380,
572–580. [CrossRef]

5. Keene, D.; Price, C.; Shun-Shin, M.J.; Francis, D.P. Effect on cardiovascular risk of high density lipoprotein targeted drug
treatments niacin, fibrates, and CETP inhibitors: Meta-analysis of randomised controlled trials including 117,411 patients. BMJ
2014, 349, g4379. [CrossRef]

6. HPS3/TIMI55–Reveal Collaborative Group. Effects of Anacetrapib in Patients with Atherosclerotic Vascular Disease. N. Engl. J.
Med. 2017, 377, 1217–1227. [CrossRef]

7. Nicholls, S.J.; Puri, R.; Ballantyne, C.M.; Jukema, J.W.; Kastelein, J.J.P.; Koenig, W.; Wright, R.S.; Kallend, D.; Wijngaard, P.;
Borgman, M.; et al. Effect of Infusion of High-Density Lipoprotein Mimetic Containing Recombinant Apolipoprotein A-I Milano
on Coronary Disease in Patients with an Acute Coronary Syndrome in the MILANO-PILOT Trial: A Randomized Clinical Trial.
JAMA Cardiol. 2018, 3, 806–814. [CrossRef]

8. Kajani, S.; Curley, S.; McGillicuddy, F.C. Unravelling HDL-Looking beyond the Cholesterol Surface to the Quality Within. Int. J.
Mol. Sci. 2018, 19, 1971. [CrossRef]

9. Rosales, C.; Davidson, W.S.; Gillard, B.K.; Gotto, A.M., Jr.; Pownall, H.J. Speciated High-Density Lipoprotein Biogenesis and
Functionality. Curr. Atheroscler. Rep. 2016, 18, 25. [CrossRef]

10. Glomset, J.A. The plasma lecithins: Cholesterol acyltransferase reaction. J. Lipid Res. 1968, 9, 155–167. [CrossRef]
11. Rohatgi, A.; Khera, A.; Berry, J.D.; Givens, E.G.; Ayers, C.R.; Wedin, K.E.; Neeland, I.J.; Yuhanna, I.S.; Rader, D.R.; de Lemos,

J.A.; et al. HDL cholesterol efflux capacity and incident cardiovascular events. N. Engl. J. Med. 2014, 371, 2383–2393. [CrossRef]
[PubMed]

12. Marz, W.; Kleber, M.E.; Scharnagl, H.; Speer, T.; Zewinger, S.; Ritsch, A.; Parhofer, K.G.; von Eckardstein, A.; Landmesser, U.;
Laufs, U. HDL cholesterol: Reappraisal of its clinical relevance. Clin. Res. Cardiol. 2017, 106, 663–675. [CrossRef]

13. Annema, W.; von Eckardstein, A. Dysfunctional high-density lipoproteins in coronary heart disease: Implications for diagnostics
and therapy. Transl. Res. 2016, 173, 30–57. [CrossRef] [PubMed]

14. Saleheen, D.; Scott, R.; Javad, S.; Zhao, W.; Rodrigues, A.; Picataggi, A.; Lukmanova, D.; Mucksavage, M.L.; Luben, R.; Billheimer,
J.; et al. Association of HDL cholesterol efflux capacity with incident coronary heart disease events: A prospective case-control
study. Lancet Diabetes Endocrinol. 2015, 3, 507–513. [CrossRef] [PubMed]

15. Shea, S.; Stein, J.H.; Jorgensen, N.W.; McClelland, R.L.; Tascau, L.; Shrager, S.; Heinecke, J.W.; Yvan-Charvet, L.; Tall, A.R.
Cholesterol Mass Efflux Capacity, Incident Cardiovascular Disease, and Progression of Carotid Plaque. Arterioscler. Thromb. Vasc.
Biol. 2019, 39, 89–96. [CrossRef]

16. Soria-Florido, M.T.; Schroder, H.; Grau, M.; Fito, M.; Lassale, C. High density lipoprotein functionality and cardiovascular events
and mortality: A systematic review and meta-analysis. Atherosclerosis 2020, 302, 36–42. [CrossRef]

17. Ritsch, A.; Scharnagl, H.; Marz, W. HDL cholesterol efflux capacity and cardiovascular events. N. Engl. J. Med. 2015, 372,
1870–1871.

18. Ritsch, A.; Duerr, A.; Kahler, P.; Hunjadi, M.; Stojakovic, T.; Silbernagel, G.; Scharnagl, H.; Kleber, M.E.; März, W. Cholesterol
Efflux Capacity and Cardiovascular Disease: The Ludwigshafen Risk and Cardiovascular Health (LURIC) Study. Biomedicines
2020, 8, 524. [CrossRef]

19. Tall, A.R. Plasma cholesteryl ester transfer protein. J. Lipid Res. 1993, 34, 1255–1274. [CrossRef]
20. Armitage, J.; Holmes, M.V.; Preiss, D. Cholesteryl Ester Transfer Protein Inhibition for Preventing Cardiovascular Events: JACC

Review Topic of the Week. J. Am. Coll. Cardiol. 2019, 73, 477–487. [CrossRef] [PubMed]

https://doi.org/10.1038/s41598-020-76146-7
https://www.ncbi.nlm.nih.gov/pubmed/33154477
https://doi.org/10.1016/S0140-6736(12)61728-0
https://www.ncbi.nlm.nih.gov/pubmed/23245604
https://doi.org/10.1161/CIRCRESAHA.114.300935
https://www.ncbi.nlm.nih.gov/pubmed/24385510
https://doi.org/10.1016/S0140-6736(12)60312-2
https://doi.org/10.1136/bmj.g4379
https://doi.org/10.1056/NEJMoa1706444
https://doi.org/10.1001/jamacardio.2018.2112
https://doi.org/10.3390/ijms19071971
https://doi.org/10.1007/s11883-016-0572-7
https://doi.org/10.1016/S0022-2275(20)43114-1
https://doi.org/10.1056/NEJMoa1409065
https://www.ncbi.nlm.nih.gov/pubmed/25404125
https://doi.org/10.1007/s00392-017-1106-1
https://doi.org/10.1016/j.trsl.2016.02.008
https://www.ncbi.nlm.nih.gov/pubmed/26972566
https://doi.org/10.1016/S2213-8587(15)00126-6
https://www.ncbi.nlm.nih.gov/pubmed/26025389
https://doi.org/10.1161/ATVBAHA.118.311366
https://doi.org/10.1016/j.atherosclerosis.2020.04.015
https://doi.org/10.3390/biomedicines8110524
https://doi.org/10.1016/S0022-2275(20)36957-1
https://doi.org/10.1016/j.jacc.2018.10.072
https://www.ncbi.nlm.nih.gov/pubmed/30704580


Biomedicines 2023, 11, 1918 10 of 11

21. Marschang, P.; Sandhofer, A.; Ritsch, A.; Fiser, I.; Kvas, E.; Patsch, J.R. Plasma cholesteryl ester transfer protein concentrations
predict cardiovascular events in patients with coronary artery disease treated with pravastatin. J. Intern. Med. 2006, 260, 151–159.
[CrossRef] [PubMed]

22. Calkin, A.C.; Drew, B.G.; Ono, A.; Duffy, S.J.; Gordon, M.V.; Schoenwaelder, S.M.; Sviridov, D.; Cooper, M.E.; Kingwell, B.A.;
Jackson, S.P. Reconstituted high-density lipoprotein attenuates platelet function in individuals with type 2 diabetes mellitus by
promoting cholesterol efflux. Circulation 2009, 120, 2095–2104. [CrossRef] [PubMed]

23. Levkau, B.; Hermann, S.; Theilmeier, G.; van der Giet, M.; Chun, J.; Schober, O.; Schäfers, M. High-density lipoprotein stimulates
myocardial perfusion in vivo. Circulation 2004, 110, 3355–3359. [CrossRef] [PubMed]

24. Lopez-Melgar, B.; Fernandez-Friera, L.; Oliva, B.; Garcia-Ruiz, J.M.; Penalvo, J.L.; Gomez-Talavera, S.; Sánchez-González, J.;
Mendiguren, J.M.; Ibáñez, B.; Fernández-Ortiz, A.; et al. Subclinical Atherosclerosis Burden by 3D Ultrasound in Mid-Life: The
PESA Study. J. Am. Coll. Cardiol. 2017, 70, 301–313. [CrossRef]

25. Gallino, A.; Stuber, M.; Crea, F.; Falk, E.; Corti, R.; Lekakis, J.; Schwitter, J.; Camici, P.; Gaemperli, O.; Di Valentino, M.; et al.
“In vivo” imaging of atherosclerosis. Atherosclerosis 2012, 224, 25–36. [CrossRef]

26. Baber, U.; Mehran, R.; Sartori, S.; Schoos, M.M.; Sillesen, H.; Muntendam, P.; Garcia, M.J.; Gregson, J.; Pocock, S.; Falk, E.; et al.
Prevalence, impact, and predictive value of detecting subclinical coronary and carotid atherosclerosis in asymptomatic adults:
The BioImage study. J. Am. Coll. Cardiol. 2015, 65, 1065–1074. [CrossRef]

27. Noflatscher, M.; Schreinlechner, M.; Sommer, P.; Kerschbaum, J.; Berggren, K.; Theurl, M.; Kirchmair, R.; Marschang, P. Influence
of Traditional Cardiovascular Risk Factors on Carotid and Femoral Atherosclerotic Plaque Volume as Measured by Three-
Dimensional Ultrasound. J. Clin. Med. 2018, 8, 32. [CrossRef]

28. Noflatscher, M.; Schreinlechner, M.; Sommer, P.; Kerschbaum, J.; Theurl, M.; Kirchmair, R.; Bauer, A.; Marschang, P. Effect of
chronic kidney disease and sex on carotid and femoral plaque volume as measured by three-dimensional ultrasound. Clin.
Nephrol. 2021, 96, 199–205. [CrossRef]

29. Cahill, L.E.; Sacks, F.M.; Rimm, E.B.; Jensen, M.K. Cholesterol efflux capacity, HDL cholesterol, and risk of coronary heart disease:
A nested case-control study in men. J. Lipid Res. 2019, 60, 1457–1464. [CrossRef]

30. Kini, A.S.; Vengrenyuk, Y.; Shameer, K.; Maehara, A.; Purushothaman, M.; Yoshimura, T.; Matsumura, M.; Aquino, M.; Haider,
N.; Johnson, K.W.; et al. Intracoronary Imaging, Cholesterol Efflux, and Transcriptomes After Intensive Statin Treatment: The
YELLOW II Study. J. Am. Coll. Cardiol. 2017, 69, 628–640. [CrossRef]

31. Touboul, P.J.; Hennerici, M.G.; Meairs, S.; Adams, H.; Amarenco, P.; Bornstein, N.; Csiba, L.; Desvarieux, M.; Ebrahim, S.;
Hernandez Hernandez, R.; et al. Mannheim carotid intima-media thickness and plaque consensus (2004–2006–2011). An update
on behalf of the advisory board of the 3rd, 4th and 5th watching the risk symposia, at the 13th, 15th and 20th European Stroke
Conferences, Mannheim, Germany, 2004, Brussels, Belgium, 2006, and Hamburg, Germany, 2011. Cerebrovasc. Dis. 2012, 34,
290–296.

32. Hunjadi, M.; Sieder, C.; Beierfuss, A.; Kremser, C.; Moriggl, B.; Welte, R.; Kastner, C.; Mern, D.S.; Ritsch, A. Matcha Green Tea
Powder does not Prevent Diet-Induced Arteriosclerosis in New Zealand White Rabbits Due to Impaired Reverse Cholesterol
Transport. Mol. Nutr. Food Res. 2021, 65, e2100371. [CrossRef]

33. Kaser, S.; Ebenbichler, C.F.; Wolf, H.J.; Sandhofer, A.; Stanzl, U.; Ritsch, A.; Patsch, J.R. Lipoprotein profile and cholesteryl ester
transfer protein in neonates. Metabolism 2001, 50, 723–728. [CrossRef]

34. Schreinlechner, M.; Noflatscher, M.; Lener, D.; Bauer, A.; Kirchmair, R.; Marschang, P.; Theurl, M. NGAL Correlates with Femoral
and Carotid Plaque Volume Assessed by Sonographic 3D Plaque Volumetry. J. Clin. Med. 2020, 9, 2811. [CrossRef]

35. Doonan, R.J.; Hafiane, A.; Lai, C.; Veinot, J.P.; Genest, J.; Daskalopoulou, S.S. Cholesterol efflux capacity, carotid atherosclerosis,
and cerebrovascular symptomatology. Arterioscler. Thromb. Vasc. Biol. 2014, 34, 921–926. [CrossRef]

36. Den Ruijter, H.M.; Peters, S.A.; Anderson, T.J.; Britton, A.R.; Dekker, J.M.; Eijkemans, M.J.; Engström, G.; Evans, G.W.; De Graaf, J.;
Grobbee, D.E.; et al. Common carotid intima-media thickness measurements in cardiovascular risk prediction: A meta-analysis.
JAMA 2012, 308, 796–803. [CrossRef]

37. Gepner, A.D.; Young, R.; Delaney, J.A.; Tattersall, M.C.; Blaha, M.J.; Post, W.S.; Gottesman, R.F.; Kronmal, R.; Budoff, M.J.;
Burke, G.L.; et al. Comparison of coronary artery calcium presence, carotid plaque presence, and carotid intima-media thickness
for cardiovascular disease prediction in the Multi-Ethnic Study of Atherosclerosis. Circ. Cardiovasc. Imaging 2015, 8, e002262.
[CrossRef]

38. Thakkar, H.; Vincent, V.; Roy, A.; Singh, S.; Ramakrishnan, L.; Kalaivani, M.; Singh, A. HDL functions and their interaction in
patients with ST elevation myocardial infarction: A case control study. Lipids Health Dis. 2020, 19, 75. [CrossRef]

39. Li, X.M.; Tang, W.H.; Mosior, M.K.; Huang, Y.; Wu, Y.; Matter, W.; Gao, V.; Schmitt, D.; DiDonato, J.A.; Fisher, E.A.; et al.
Paradoxical association of enhanced cholesterol efflux with increased incident cardiovascular risks. Arterioscler. Thromb. Vasc. Biol.
2013, 33, 1696–1705. [CrossRef]

40. Rader, D.J.; Alexander, E.T.; Weibel, G.L.; Billheimer, J.; Rothblat, G.H. The role of reverse cholesterol transport in animals and
humans and relationship to atherosclerosis. J. Lipid Res. 2009, 50, S189–S194. [CrossRef]

41. Assanasen, C.; Mineo, C.; Seetharam, D.; Yuhanna, I.S.; Marcel, Y.L.; Connelly, M.A.; Williams, D.L.; De La Llera-Moya, M.; Shaul,
P.W.; Silver, D.L. Cholesterol binding, efflux, and a PDZ-interacting domain of scavenger receptor-BI mediate HDL-initiated
signaling. J. Clin. Investig. 2005, 115, 969–977. [CrossRef]

https://doi.org/10.1111/j.1365-2796.2006.01674.x
https://www.ncbi.nlm.nih.gov/pubmed/16882279
https://doi.org/10.1161/CIRCULATIONAHA.109.870709
https://www.ncbi.nlm.nih.gov/pubmed/19901191
https://doi.org/10.1161/01.CIR.0000147827.43912.AE
https://www.ncbi.nlm.nih.gov/pubmed/15545521
https://doi.org/10.1016/j.jacc.2017.05.033
https://doi.org/10.1016/j.atherosclerosis.2012.04.007
https://doi.org/10.1016/j.jacc.2015.01.017
https://doi.org/10.3390/jcm8010032
https://doi.org/10.5414/CN110381
https://doi.org/10.1194/jlr.P093823
https://doi.org/10.1016/j.jacc.2016.10.029
https://doi.org/10.1002/mnfr.202100371
https://doi.org/10.1053/meta.2001.23307
https://doi.org/10.3390/jcm9092811
https://doi.org/10.1161/ATVBAHA.113.302590
https://doi.org/10.1001/jama.2012.9630
https://doi.org/10.1161/CIRCIMAGING.114.002262
https://doi.org/10.1186/s12944-020-01260-4
https://doi.org/10.1161/ATVBAHA.113.301373
https://doi.org/10.1194/jlr.R800088-JLR200
https://doi.org/10.1172/JCI23858


Biomedicines 2023, 11, 1918 11 of 11

42. Clemens, R.K.; Hunjadi, M.; Ritsch, A.; Rohrer, L.; Meier, T.O.; Amann-Vesti, B.; von Eckardstein, A.; Annema, W. Cholesterol
Efflux Capacity Associates with the Ankle-Brachial Index but Not All-Cause Mortality in Patients with Peripheral Artery Disease.
Diagnostics 2021, 11, 1407. [CrossRef] [PubMed]

43. Hutchins, P.M.; Heinecke, J.W. Cholesterol efflux capacity, macrophage reverse cholesterol transport and cardioprotective HDL.
Curr. Opin. Lipidol. 2015, 26, 388–393. [CrossRef] [PubMed]

44. Yvan-Charvet, L.; Kling, J.; Pagler, T.; Li, H.; Hubbard, B.; Fisher, T.; Sparrow, C.P.; Taggart, A.K.; Tall, A.R. Cholesterol efflux
potential and antiinflammatory properties of high-density lipoprotein after treatment with niacin or anacetrapib. Arterioscler.
Thromb. Vasc. Biol. 2010, 30, 1430–1438. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/diagnostics11081407
https://www.ncbi.nlm.nih.gov/pubmed/34441341
https://doi.org/10.1097/MOL.0000000000000209
https://www.ncbi.nlm.nih.gov/pubmed/26270810
https://doi.org/10.1161/ATVBAHA.110.207142
https://www.ncbi.nlm.nih.gov/pubmed/20448206

	Introduction 
	Methods 
	Study Population 
	Ultrasound Imaging 
	Cholesterol Efflux Capacity and Cholesterol Ester Transfer 
	Statistical Analysis 

	Results 
	Study Population 
	Associations between CEC and High Total PV 
	Utility of CEC for the Prediction of High PV 
	Multivariate Analysis 

	Discussion 
	References

