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Factors associated with the severity of coronary artery disease

in type 2 diabetes mellitus patients
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Abstract: Objective To analyze the factors related to the severity of coronary artery disease (CAD) in type 2 diabetes mellitus
(T2DM) patients, with the aim of providing a reference for the risk assessment of them. Methods Clinical data of 322 T2DM
patients combined with CAD admitted to Jinan People’s Hospital from January 2019 to May 2023 were retrospectively analyzed.
They were divided into the mild group and the moderate to severe group based on the Gensini score. The clinical data of age,
gender, and blood indexes between the two groups were compared. Least absolute shrinkage and selection operator
(LASSO)and logistic regression analysis were used to screen for factors correlated with the severity of coronary artery lesions in
T2DM patients. The prediction model was established, the model calibration curve and the receiver operating characteristic
curve (ROC) were drawn, and the area under the curve (AUC) was calculated to evaluate its accuracy. Results Age, total
cholesterol, fasting blood glucose, remnant cholesterol and lipoprotein(a) levels were higher in the moderate to severe group
than those in the mild group (P<0.05).For patients with moderate to severe coronary artery lesions in T2DM, the multivariate
logistic regression analysis showed that age, residual cholesterol and serum lipoprotein o levels were independent risk factors
(P<0.05), and the LASSO regression showed age (£=3.251, P=0.001), residual cholesterol (£=7.989, P<0.001) and serum
lipoprotein o levels (OR=2.565, £P=0.030) were its independent predictor, and the column chart prediction model constructed
from the above factors had good accuracy (AUC=0.826). Conclusion Age, remnant cholesterol and lipoprotein-a levels can

effectively predict the severity of coronary artery lesions in T2DM patients, and has good accuracy.
Keywords: Type 2 diabetes mellitus; Coronary artery disease; Age; Remnant cholesterol; Lipoprotein(a)
Fund program: Shandong Province Medical and Health Technology Development Plan (2019WS0660)

In 2017, global data indicated approximately 451
million patients with type 2 diabetes mellitus (T2DM),
with projections suggesting an increase to 693 million by
2045 [1]. Census data from 2020 showed China's
population aged 60 and above to be about 260.4 million,
among whom approximately 30% suffer from T2DM [2].
T2DM is an independent risk factor for coronary artery
disease (CAD); statistics indicate that T2DM patients have
twice the risk of developing CAD and CAD-related
mortality compared to non-T2DM individuals [3-4].
Current research suggests that the pathogenesis of T2DM
combined with CAD may involve vascular endothelial cell
damage and abnormalities in lipid metabolism due to
hyperglycemia [5].The Gensini score is commonly used to
assess the severity of CAD lesions, but it relies on invasive
coronary angiography results. Therefore, there is a need for
non-invasive tools to evaluate the severity of CAD in
T2DM patients. This study aims to explore the factors
associated with the severity of CAD in T2DM patients to
provide insights for risk assessment in those with T2DM
and concurrent CAD.

1 Material and methods

1.1 General information
A retrospective review included 322 T2DM patients
with concurrent CAD admitted to Jinan People's Hospital

from January 2019 to May 2023. Inclusion criteria: (1)
Diagnosis of T2DM according to established criteria [6];
(2) Confirmation of CAD by coronary angiography; (3)
Complete medical records. Exclusion criteria: (1) Severe
hepatic or renal dysfunction, psychiatric disorders; (2)
Malignant tumors; (3) Severe hypoglycemic or
hyperglycemic states in the three months prior to
admission.

Patients were categorized into mild and moderate-
severe groups based on Gensini scores calculated from
coronary angiography results, with a median score of 54 as
the threshold [7]. This study was approved by the Ethics
Committee, Approval No. JYLU2023-007.

1.2 Data collection

General information was collected, including gender,
age, body mass index (BMI), duration of T2DM, and CAD.
Admission blood indices was collected, including serum
levels of small dense low-density lipoprotein cholesterol
(sdLDL-C), glycated hemoglobin (HbAlc), total
cholesterol (TC), triglycerides (TG), high-density
lipoprotein cholesterol (HDL-C), low-density lipoprotein
cholesterol (LDL-C), lipoprotein(a) [Lp(a)], hypersensitive
C-reactive protein (hsCRP), and fasting plasma glucose
(FPG). Residual cholesterol (RC) level was calculated
based on TC, LDLC, and HDLC levels [7]. The
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triglyceride-glucose index (TyG) was calculated based on
TG, HDLC, and FPG levels [8].
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analysis with age, FPG, TC, Lp(a), and RC Ilevels
showing significant differences between groups as
independent variables and using moderate to severe
disease (Gensini score>54) as the dependent variable,
the results indicated that older age, high Lp(a), and RC
levels were independent risk factors for severe CAD in
T2DM patients. (Tab.3)

1.3 Statistical methods

SPSS 26.0 software was used for data analysis.
Normally distributed continuous variables are presented as
mean + standard deviation (x £ 5), and independent sample
t-tests were used for comparisons between groups. Non-

Tab.2 Comparison of blood indices between the patients in two
normally distributed variables are presented as M (Q;, 03),

groups
and the Mann;Wh1tney U t@st was applied for between- | . mild group (n=177) moderatci-iz\;ere 7 P
group comparisons. Categorical variables are presented as group (n=145)

d ) betw f g NSCRP(mg/L  28.016.6 30.1+17.2 1231 0268
case, and comparisons between groups were performed g py ¢ 1.0(05,13) 1.0 (0.4, 1.5) 0001 0989
using chi-square tests or non-parametric tests. Factors (mmol/L)>
showing significant differences between groups were HbAle® = 82£26 7.8+2.3 1.697  0.194
included i ltivariate logisti . lysis o TCmmolL) 53(43,6.8) 5.9 (4.5,7.7) 5021 0.025
?nC u. (] ) m mu lvarlg (¢ Ogls 1C re.gresswn al:la }.’SIS. 0 TG(mmol/L)b 26 (1_4’ 3.7) 2.6 (1.4, 4.0) 0.209 0.648
identify independent risk factors, with P<0.05 indicating HDL-C 1.9 (1.4,2.5) 1.7(1.3,2.4) 1432 0231
statistical significance. The least absolute shrinkage and __ (mmolL)®

LDL-C 22(1.2,3.4) 2.3(1.0,3.2) 0.651  0.420

selection operator (LASSO) regression method was used ™ o1y

to select the optimal predictive factors for assessing the [p@ymery — 2632(1613,346.2)  451.6(284.7,543.8)  85.147  <0.001
severity of coronary artery lesions in T2DM patients. ppGmmoyry  104+3.6 11333 4947 0.027
Prqdictiye models were estab'lished using R language,'an'd RC(mmolLy  14%0.6 17406 13372 <0.001
calibration curves and receiver operating characteristic 1. 96+1.0 98409 1607 0206
(ROC) curves were plotted to evaluate model accuracy. Note: represented as x Ls; b represented as M(0;,0;).
2 Results Tab.3 Factors influencing the severity of coronary artery
lesions in patients with T2DM
2.1 Comparison of general data Indicator ___f SE Wald P OR 95%CI
Age 0061 0019 10773  0.001  1.063 1.025-1.102
. ’ . FPG 0061 0.041 218  0.39  1.063 0.980-1.152
The mild group included 177 patients, and the ¢ 0036 0080 0201  0.654 1037 08861213
moderate-severe group included 145 patients. There Lp(a) 0.009 0001 62437  <0.001  1.009 1.007-1.012
RC 0574 0264 4724 0.030 1775 1.058-2.977

was no statistically significant difference between
groups in terms of gender, duration of T2DM, duration
of CAD, or BMI (P>0.05). However, there was a
significant difference in age between the two groups
(P<0.01). See Tab.1.

2.4 Selection of optimal predictive factors for the
severity of CAD in T2DM Patients

Lasso regression results revealed that age, Lp(a),

Tab. 1 Comparison of general information between two groups and RC levels were the best predictive factors for severe

Indicator mild group  moderate-severe . ; P CAD in T2DM patients, consistent with the results of
, (n=177) gIITpIG2145) the multi-factor logistic regression analysis. (Tab.4 and
Age(years)® 64.5+7.6 68.5+7.6 22274 <0.001 .
Gendet[case(%)] F lg'l)
male 98 (55.4) 74 (51) 0.601  0.438
female 79 (44.6) 71 (49) ’ : '
T2DM course(years)” $0(40.120) 9.0 (4.0, 13.0) 3808 0051 Tab.4 Best predl({tors qf coropary artery lesions severity
CAD course(years)" 50(2.0,80) 5.0 (3.0,80) 0504 0478 in patients with T2DM
BMI(kg/m?)* 259444 25.6+4.4 0.380  0.538 Indicator Estimate Standard Deviation Zvalue P value
Note:? represented as x %s; b represented as M(Q;,03). Age 0061 0019 3251 0,001
' o FPG) 0.069 0.042 1.659  0.097
2.2 Comparison of blood indices between two groups TC 0432 0225 1917 0055
Lp(a) 0.009 0.001 7989  <0.001
Significant differences between the mild and RC 0.631 0.246 2.565  0.010

moderate-severe groups were observed in FPG, TC, RC,

and Lp(a) levels (P<0.05). No significant differences
were found in hsCRP, HbAlc, TG, sdLDL-C, HDL-C,
LDL-C, or TyG levels (P>0.05). (Tab.2)

2.3 Analysis of factors influencing the severity of
CAD in patients with T2DM

By conducting a multi-factor logistic regression

2.5 Construction of a Prediction Model for the
Severity of CAD in T2DM Patients

Using the "rms" and "regplot" packages in R
language (version 4.1.2), a prediction model was
constructed using age, RC, and Lp(a) as variables. A
scoring formula was developed, and a column plot
(Fig.2) was created. By calculating the scores for each
risk factor and summing these scores for individual
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patients, the severity of coronary artery disease in
T2DM patients can be evaluated based on the total score

(Tab.5).
Tab.5 Grading formula of the predictors

2.6 Evaluation of the accuracy of the column plot
model

The model calibration curve closely aligns with the

Variable formula actual curve (Fig.3A). The area under the roc curve
Age 1.050 198 137xAge-54.610 303 105 (AUC) to validate the model accuracy was found to be
Lp(a) 0.153 846 154xLp(a) -7.692 307 692 0.826 (Fig.3B).
RC 10.508 359 349xRC-2.101 671 870
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Fig.1 LASSO regression screening of the best predictors of coronary artery lesions severity in T2DM patients
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Fig.2 Nomogram of the predictive model of coronary artery lesions severity in patients with T2DM
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AUC0 826 (0.781. 0.871)

Fig. 3 Accuracy evaluation of the nomogram prediction model

3 Discission

Compared with healthy individuals, pathological
conditions such as hypertension, obesity, and dyslipidemia
are more common in patients with type 2 diabetes mellitus
(T2DM), and these factors are also risk factors for
coronary artery disease (CAD) [8]. Within the circulatory
system, endothelial nitric oxide synthase participates in the
regulation of vascular function, with nitric oxide it
produces being a key endothelium-dependent vasorelaxant
factor. Hyperglycemia reduces the synthesis of endothelial
nitric oxide synthase, decreases the bioavailability of nitric
oxide, and leads to endothelial dysfunction [9]. High
glucose and free fatty acids upregulate the expression of
microRNA-34a in vascular endothelial cells, targeting
silent information regulator factor 1, inhibiting P53 gene
acetylation, enhancing P53 gene and downstream
senescence-related gene transcription activities, causing
endothelial cell aging, impairing endothelial function, and
accelerating the progression of atherosclerosis [10-11].
Under high glucose conditions, advanced glycation end-
products accumulate in the body, and through receptor
interactions, these products induce arterial wall damage
and plaque formation by altering cell activity, promoting
gene expression, and increasing the efflux of inflammatory
compounds [12]. Furthermore, high glucose levels can
alter the structure and function of coronary arteries. Studies
have shown that in T2DM patients, there is proliferation of
endothelial cells and subendothelial cells in small coronary
artery branches, often accompanied by fibrosis [13].

T2DM patients often have concurrent lipid
metabolism disorders, another risk factor for CAD. Active
intervention targeting dyslipidemia and other CAD risk
factors can reduce the incidence of cardiovascular events
in T2DM patients [14]. Lp(a) is primarily composed of
low-density lipoprotein-like particles complexed with
apolipoprotein(a) and apolipoprotein B, with a high
content of free fatty acids internally making it more prone
to oxidation. Oxidized Lp(a) is more likely to act on
arterial endothelial cells, inducing endothelial cell damage

[15-16]. Endothelial cells stimulated by oxidized Lp(a)
release cytokines and growth factors, inducing monocyte
adhesion and transendothelial migration, leading to lipid
engulfment in the intima and eventually forming foam
cells [17]. This study demonstrated a close correlation
between Lp(a) levels and severe coronary artery lesions in
T2DM patients. Even after adjusting for age and RC
(renin-angiotensin system components), high Lp(a) levels
remained an independent predictor of severe coronary
artery lesions in T2DM patients, with good accuracy.

The correlation between age and the severity and
prognosis of CAD has been confirmed [18]. Research
indicated that elderly T2DM patients with CAD (>60 years
old) predominantly presented with triple-vessel and diffuse
lesions, indicating more severe and complex conditions
[19]. This study also confirmed age as an independent
predictor of the severity of coronary artery lesions in
T2DM patients, with good predictive accuracy.

Previous studies have shown a positive correlation
between RC levels and atherosclerosis [20], with RC also
being an effective predictor of cardiovascular disease [21].
PREDIMED study found that for every 10 mg/dL increase
in RC levels, there is a 21% increased risk of major
cardiovascular events, and when RC levels exceed 30
mg/dL, the risk of major cardiovascular events is
consistently higher compared to RC levels <30 mg/dL,
independent of LDL-C levels [22]. Quispe et al. [23] found
a positive correlation between RC and cardiovascular
disease, suggesting RC as a risk factor for acute CAD
independent of factors such as LDL-C and ApoB.

This study indicates that advanced age, elevated RC
levels, and high Lp(a) levels are independent predictors of
severe CAD in T2DM patients. The combined prediction
of these factors shows good accuracy in predicting the
severity of CAD in T2DM patients. However, due to the
relatively small sample size and retrospective nature of this
study, the correlation and predictive value of age, RC
levels, and Lp(a) levels with the severity of CAD in T2DM
patients require further confirmation through larger sample
sizes or prospective studies.
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Factors associated with the severity of coronary artery disease

in type 2 diabetes mellitus patients
ZHU Baohua, SUN Yanjun, LI Min
Department of General Practice, Jinan City People’s Hospital, Affiliated People’s Hospital of
Shandong First Medical University, Jinan, Shandong 271100, China
Abstract: Objective To analyze the factors related to the severity of coronary artery disease (CAD) in type 2 diabetes
mellitus (T2DM) patients, with the aim of providing a reference for the risk assessment of them. Methods Clinical
data of 322 T2DM patients combined with CAD admitted to Jinan City People’s Hospital from January 2019 to May 2023
were retrospectively analyzed. They were divided into the mild group ( Gensini score<<54, n=177) and the moderate to
severe group ( Gensini score>54, n=145) based on the Gensini score. The clinical data of age, gender, and blood
indexes between the two groups were compared. Least absolute shrinkage and selection operator (LASSO) and logistic
regression analysis were used to screen for factors correlated with the severity of CAD in T2DM patients. The prediction
model was established, the model calibration curve and the receiver operating characteristic curve (ROC) were drawn,
and the area under the curve (AUC) was calculated to evaluate its accuracy. Results Age, total cholesterol, fasting
blood glucose, remnant cholesterol and lipoprotein (a) levels were higher in the moderate to severe CAD in the mild
group (P<0.05). For patients with moderate to severe coronary artery lesions in T2DM, the multivariate logistic
regression analysis showed that age, residual cholesterol and serum lipoprotein (a) levels were independent risk factors
(P<0.05). LASSO regression showed age (Z=3.251, P=0.001), residual cholesterol (Z=2.565, P=0.010) and
serum lipoprotein (a) levels (Z=7.989, P<0.001) were independent predictor of T2MD patients with moderate to serve

CAD, and the column chart prediction model constructed from the above factors had good accuracy (AUC=0.826).
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Conclusion Age, remnant cholesterol and lipoprotein (a) levels can effectively predict the severity of CAD in T2DM

patients, and have good accuracy.
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M(Q,, Q)37 , I [E] LL# W H] Mann-Whitney U £
s THECEORE (1) Fo, A IR FU R FH X A6 36 sl
ZHARRFNRGI s 2 10] LU R B 22 S R R A Z R
logistic [HIA 534 EA T 00 57 fEB6 N ZR A6, A P<0.05 5%
INZEFAT G0 o SR e/ N X W i s 031
(least absolute shrinkage and selection operator, LASSO)
1530t e T2DM A8 25 el R 3 ko 72 ™ B JE A et
TR R R 5 S AR 25 04 18, 2
R A T AN 32 18 TAEHFIE (receiver operating
characteristics, ROC) HZ&PEH TR I8 il vhErfa i o

2 & R

2.1 WmAERF A s REHBHE 177 4],
FRE R A R 145 ), 4 RR E I T2DM A
CAD Jpi st BMI 22 5 T4t 11245 L (P>0.05) ; B4 &
TR 22 A G L (P<0.01) . W3R 1,

22 WAEEhRIERILE B E FPG.TC,
RC Lp(a) /K2R A G175 L (P<0.05) ; 4 &
% hsCRP ,HbAlc TG sdLDL-C  HDL-C ,LDL-C  TyG
KRG L (P>0.05) . L3k 2,

23 T2DM &4 BRFBABESEREH A
Fohr DN E A it 2 5 i AR FPG |
TC.Lp(a) fil RC /KR A A8 &, L 5 B o A48
(Gensini F153>54 43) Ry AE & 17 Z R logistic
1 5347, 45 SRR W], AR K Lp (a) F RC 7K P55
J& T2DM F8 35 v o 12 5e IR 30 Jokovs 722 1 0 ST A I [
. &3,

2.4 T2DM % % K shBkdm & = A2 F 69 &
A% fpit  LASSO [IHZ5 5 RW], 4E1 (Lp(a) fl RC
FKAFZ T2DM 35 v i B et R 20 ik s 28 1 e A o)
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K, 52 K%K logistic 1AM &5 R AHH . W3 4,
B,
2.5 T2DM & & &4k 3 ks & = & A2 B 49 TR A2
Az i RiEF (4.1.2) “rms” “ regplot” ¥ 4
A3, FF 471 \RC HT Lp (a) 1E by A8 f 4 2 T 452 78
il A I HIFN LB (F 2) . FfakHE
AW/ W 3 71 v R L A S e it o 3 ) | DG LT
HRAE B0 (E VP4l T2DM 8 35 56 bk 2 Jikos 2% (9 7™ &
FEREE(FRS) .
2.6 )& AR G AP IR T ARRAG E 2R S 5
PRI i & R A7 (B 3A) o 35 UFAE AU i1 14 1) ROC
M2~ Ak 0.826( [#1 3B)

1 WHBE BRI

Tab. 1 Comparison of general information between

the patients in two groups

R4 T2DM B TR Sl ko 71 ™ R HE A e A T 1A 3%
Tab. 4 Best predictors of coronary artery lesions
severity in patients with T2DM

i 4
AF ik fﬁﬁ) ?j%{i%‘ X /Z A8 P
(%) 64.5+7.6 68.5+7.6 22.274 <0.001
P (%) ]
L) 98 (55.4) 74 (51.0) 0.601  0.438
& 79 (44.6) 71 (49.0)
T2DM JfE (4E)" 8.0 (4.0, 12.0) 9.0 (4.0, 13.0) 3.808  0.051
CAD JHRE(4F)> 5.0 (2.0, 8.0) 5.0 (3.0,8.0) 0.504 0.478
BMI(kg/m?)* 25.9+4.4 25.6+4.4 0.380  0.538
Tt R BN ;" FRBEE N M(Q,,05) .
R2 LLURE MBHEAR L
Tab. 2 Comparison of blood indices between
the patients in two groups
Y 74
it (f:%ﬁ) (r%isﬂ) v P
hsCRP (mg/L)* 28.0£16.6 30.1+17.2 1.231 0.268
sdLDL-C(mmol/L)" 1.0 (0.5, 1.3) 1.0 (0.4, 1.5) 0.001  0.989
HbAlc(%)*® 8.2+2.6 7.8+2.3 1.697 0.194
TC(mmol/L) " 5.3 (4.3,6.8) 5.9 (4.5,7.7) 5.021  0.025
TG(mmol/L)" 2.6 (1.4,3.7) 2.6 (1.4,4.0) 0.209 0.648
HDL-C(mmol/L)" 1.9 (14,25) 1.7 (1.3, 2.4) 1.432 0.231
LDL-C( mmol/L)" 22(1.2,34) 2.3 (1.0, 3.2) 0.651 0.420
Lp(a)(mg/L)" 263.2 (161.3, 346.2) 451.6 (284.7, 543.8)85.147 <0.001
FPG(mmol/L)?* 10.4£3.6 11.3£3.3 4.947 0.027
RC(mmol/L)* 1.4+0.6 1.7£0.6 13.372 <0.001
TyG* 9.6+1.0 9.8+0.9 1.607 0.206

Ui FOREE N xxs;” FOREBAEA M(Q1,05)
&3 T2DM BF AR S o AL E AR AR R

Tab. 3 Factors influencing the severity of coronary artery
lesions in patients with T2DM

AR FIEARE ARER Waldffi P OR{H 95%CI

AR 0.061 0.019  10.773 0.001 1.063 1.025~1.102
FPG 0.061 0.041  2.186 0.139 1.063 0.980~1.152
TC 0.036 0.080  0.201  0.654 1.037 0.886~1.213
Lp(a)  0.009 0.001  62.437 <0.001 1.009 1.007~1.012
RC 0.574 0.264 4724 0.030 1.775 1.058~2.977

AR i HH P2 VA P{E
I 0.061 0.019 3.251 0.001
FPG 0.069 0.042 1.659 0.097
TC -0.432 0.225 -1.917 0.055
Lp(a) 0.009 0.001 7.989 <0.001
RC 0.631 0.246 2.565 0.010
Fed
A
0 B
E[ =
—0.24
—0.41 — . . T
-7 —6 -5 -4 -3 -2
lg(FEY 25D ®
1616161616 1515128753321110
1.3
Fi
E 12
st
=
111
1.0 : . .
-7 —6 -5 -4 -3 =2
le(E 740D ®
A R ENE R A E B R E A
FETIRB(NE) -
B 1 LASSO [al)3iiisk T2DM & ik ik

o 22 7 R L ) A T R R
Fig. 1 LASSO regression screening of the best predictors of

coronary artery lesions severity in T2DM patients
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Fig. 2 Nomogram of the predictive model of coronary
artery lesions severity in patients with T2DM
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Fig. 5 Grading formula of the predictors
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Fig. 3 Accuracy evaluation of the nomogram prediction model
33 i

S A FE, w0 BB R | I S S
FLRA FE T2DM f8 % P s O WL, Bk PR b 2
CAD IIfER & . 7RG R G, o i — 4 Ak
RAAEWS 5 MAEDIREM AT, K= i) —E b E AN
B AR i b K X 18 SR I A 35 M R, e RS
ATk N R R — S AL A I A B, BRI — E AL AU
HE R, SO B D RE ARG I R B
PR IR T 198 i P B2 40 s RNA-34a [y 63k 7K
- B LR B R AT T 1, i P53 JE N 2 BEE,
K P53 HE PR R Ui o A DG B R B SR s M, S 3K
R AN 2, 5 S N B T BB R A, o ok 0 ok ok A e
AEHERE O IR S T, AL I S A 2R
PR R i 5 7 AR LA U S A R
P A AR AN T P AR R PR R R 8 in R RE Tk
B R, 15 S sl BKRE B 0 AN BEERIE K, i
SRS KIRERE AL i & B A, AR 2 T
AR BN IR I LM RIS BE . WFSE B, T2DM R4 e
ARBUIK/INGY 2 B A0 AN PN B T 2 A, HLA IF2F
el

T2DM B 25 IF I8 B 57 &, 5 B Qi 2

tjE CAD [ f& 6 & 2 —, BUN T 0l il 5 3 %6
CAD e[ P 2 m] FRAIC T2DM g8 0 I 48 R 1 & A
AU Lp(a) T8 AR 2 3 BG 2 1R URE 5 2015
FIA ENREE B &A1 A, H P B it 25 g i 7 it
B, Eo AL, A AR Lp (a) B H 5 7E H T 3 ik
P9 B A0, 3 S P B AR A P B i A 4R
R Lp (a) I N SR FE KT, %5
PO L) P Bz 200 R0 B SR A R N B s A Wi
APUEIING R, e R AL Rk gt o A BF 5T 4%
HEW], Lp(a) ZKF-5 T2DM i35 i 5 B2 5k 20 ks
AR DIMC  FERCIE T 4RI RC SE R R TG, &
I Lp (a) 732 T2DM FR 35 v i B2 e bk 2l Jikows 42
R0 ST TS PR, ELUHER R4 s

A 5 SRR 2 Wk A 7 R R B e TS 4 R S
CAFREL" . AR, B4 T2DM A3 CAD
A (>60 ) Stk 0 ko A2 DL = 52955 48 FR 18 M 9
AR W R A e ARSI S T 4R
%) T2DM &9 CAD ™ 5 5 B i 0 57 300 B, HL
RO oA A

HORFFEIESE , RC 7K F- T 5 3l ik oks A A AL 2
TEARE P RC LR LA B 1A 25 T 9 -
Castafier 25 20 4152 it (19 PREDIMED #F 5% & 3, RC
HOEEETHE 10 mg/dL, FE.O B A B HF 00 &4
JUBGEE I 21% , 24 RC>30 mg/dL i, JR 3 250 1M
AN R FAF R4 5 T RC <30 mg/dL 35, Hiz fitill
ZERARSZ LDL-C /P52 . Quispe 252 fYRIFSE %
B, RC 5.0 M A5 B0 A7 A6 IEAH DG, RC Rl AE il 57
T LDL-C & 1 B S R ZAMW K F &, Hil
Sk CAD 19 A& XU

ARWFFTEERFI A RC AT Lp(a) KP4
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