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Abstract
Backgound ‒ Low-density lipoprotein (LDL) cholesterol
can lead to the occurrence of atherosclerotic plaques, but
patients with normal LDL still have atherosclerotic plaques
in clinical practice. With the proposal of LDL subclass, this
experiment investigated the relationship between the LDL
content of different subclasses and the stability of carotid
plaques.
Methods ‒ Plaque stability was suggested by carotid
ultrasound results. 37 patients with stable plaques were
classified into one group and 41 patients with unstable
plaques were classified into another group. The data of
age, glycosylated hemoglobin (Ghb), and homocysteine
(Hcy) were collected. The contents of LDL subclasses
were measured by LIPOPRINT system. The data of total
cholesterol (TC), LDL cholesterol, and triglyceride (TG)
were collected. The plaque stability was assessed by car-
otid artery color Doppler ultrasound and the intima-
media thickness (IMT) was measured.
Results ‒ The levels of LDL-1 subclass 19.00 (13.00,
27.50) and LDL-2 subclass (21.62 ± 7.24) in the stable
plaque group were higher than those in the unstable
plaque group (p < 0.05). The levels of LDL-3 subclass
(12.24 ± 4.58), LDL-4 subclass 5.00 (2.00, 9.00), and
sd-LDL 0 (0.00, 3.00) in the unstable plaque group
were higher than those in the stable plaque group (p <
0.05). LDL-1 subclass (adjusted OR = 0.923 and p < 0.05),
and LDL-3 subclass (adjusted OR = 1.176 and p < 0.05)
were independent risk factors for plaque stability.

Conclusion ‒ Elevated LDL1 is associated with stable
plaques whereas LDL3 was found associated with unstable
plaques.

Keywords: unstable plaque, low-density lipoprotein sub-
classes, small-dense low-density lipoprotein

Abbreviation

AS Atherosclerosis
AIS cute ischemic stroke
BMI body mass index
Ghb glycosylated hemoglobin
Hcy homocysteine
IMT intima-media thickness
LDL low-density lipoprotein
LPS lipopolysaccharide
TC total cholesterol
TG triglyceride

1 Introduction

Atherosclerosis (AS) is a pathological change character-
ized by the formation of porridge tumors or fibrous
plaques in the vascular intima and the continuous pro-
gression of systemic arterial vessels. With the continuous
progression of lesions, pathological processes such as
grease pattern, fibrous plaques, and atheromatous pla-
ques may occur, and fat streaks on the arterial wall gradu-
ally develop into atherosclerotic plaques. Atherosclerotic
plaques can be divided into stable plaques and unstable
plaques according to the characteristics of size of the lipid
pool, thickness of fibrous cap, and the presence of inflam-
mation in plaques [1]. The vulnerable plaques are charac-
terized by thin fibrous cap, large necrotic core, and plaque
inflammation. The carotid artery is one of the vessels most
likely to develop AS [2]. It is currently believed that carotid
atherosclerotic plaque rupture, embolus shedding, and
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in situ thrombosis that in turn cause severe stenosis or
embolism of distal vessels are the main pathogenesis of
acute ischemic stroke (AIS). Unstable carotid atherosclerotic
plaques are more likely to lead to AIS than stable plaques
[3]. There are many common risk factors for carotid AS,
such as plasma low-density lipoprotein (LDL) cholesterol,
homocysteine (Hcy), hypertension, and diabetes. In addi-
tion, recent studies have shown that gut bacteria, immuno-
pathogenesis also affect atherosclerosis[4]. Many domestic
and foreign studies have shown that LDL is one of the most
important risk factors for AS [5]. However, in daily clinical
practice, we find that many patients with carotid athero-
sclerotic plaques suggested by carotid artery color Doppler
ultrasound have plasma LDL cholesterol levels within or
lower than the normal range. The proposal of LDL sub-
classes provides a hypothetical theoretical basis for this
phenomenon. LDL cholesterol in blood lipids has obvious
heterogeneity in density and diameter. According to the
heterogeneity of LDL cholesterol, LDL can be classified
into 1–7 different subclasses [6]. Different subclasses of
LDL have different effects on the occurrence and develop-
ment of carotid AS. Relevant studies have shown that 3–7
subclasses of LDL can be classified into one class and
named small-dense low-density lipoprotein (sd-LDL) due
to their similar particle diameter size and oxidation [7].
Moreover, sd-LDL has a promoting effect on the formation
of atherosclerotic plaques. However, there is no report on
the correlation between different LDL subclasses and the
stability of carotid atherosclerotic plaques. Hence, this study
examined this correlation.

2 Materials and methods

2.1 Patients

The patients who were hospitalized in the Department of
Neurology, Affiliated Medical College of Chengde Medical
College between July 2019 and August 2020 were included.
The patients with stable plaques confirmed by carotid
ultrasound were included into the stable plaque group
(n = 37), comprising 24 males and 13 females, with an
average age of 64.84 ± 10.10 years. The patients with
unstable plaques confirmed by carotid ultrasound were
included into the unstable plaque group (n = 41), com-
prising 25 males and 16 females, with an average age of
65.61 ± 9.53 years. All patients met the inclusion criteria.

Informed consent: Informed consent has been obtained
from all individuals included in this study.

Ethical approval: The research related to human use has
been complied with all the relevant national regulations,
institutional policies, and in accordance with the tenets
of the Helsinki Declaration, and has been approved by
the authors’ institutional review board or equivalent
committee.

2.2 Inclusion and exclusion criteria

Inclusion criteria: (1) patients who could cooperate to
improve carotid ultrasound, and ultrasound results sug-
gested the presence of carotid atheromatous plaque;
(2) blood lipid examination showed LDL cholesterol
≤3.36 mmol/L; (3) the diagnosis of acute cerebral infarc-
tion based on the “Chinese Guidelines for the Diagnosis
and Treatment of Acute Ischemic Stroke 2018” diag-
nostic criteria for acute cerebrovascular disease, aux-
iliary examination excluded acute cerebral infarction.

Exclusion criteria: (1) blood lipid examination showed
LDL cholesterol >3.36mmol/L, or the patient took lipid-
regulating drugs within 12 months before blood test; (2)
concomitant cerebral infarction, cerebral hemorrhage, and
other acute cerebrovascular disease; (3) concomitant atrial
fibrillation, acute coronary syndrome, or connective tissue
and other immune diseases; (4) severe liver and kidney
dysfunction.

2.3 Observed indicators

(1) The basic data of patients including age, gender, his-
tory of hypertension, history of smoking, history of
drinking, glycosylated hemoglobin (Ghb), hcy, and
body mass index (BMI) were recorded.

(2) Blood lipids were tested. After the patients fasted for
>12 h, 4mL of venous blood was collected and placed
in EDTA anticoagulant tubes. The blood samples
were slowly mixed, centrifuged at 3,000 rpm for
5 min, and 1.5 mL of plasma was taken. CardioChek
PA cholesterol detector was used to detect the levels
of total cholesterol (TC), triglyceride (TG), and LDL
cholesterol in the plasma, and the detection reagent
was purchased from Shanghai Mapui Biotechnology
Co., Ltd. Next 50 µL of plasma and 10 µL of staining
solution were vortexed for 30 s to ensure thorough
mixing, and the mixture was placed in 35°C water
bath for 15min. The gel electrophoresis was performed
with the mixture using DYY-10C electrophoresis
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apparatus power supply purchased from Beijing Liuyi
Biotechnology Co., Ltd and DYCZ-27B electrophoresis
apparatus. The above test results were controlled using
the original quality control kit of the manufacturing
company.

(3) Carotid plaque stability and thickness measurement:
Carotid ultrasound examination was performed using
Sono M-Turbo and Sono Edge model color Doppler
ultrasound machines. 5–10 MHz linear array probes
were used for normal patients, and 2–5 MHz convex
array probes or 5–8MHz small convex array probes
were used for some obese patients with high carotid
bifurcation position, deep vascular position, and body
size. The subject was supine on the examination bed,
and both carotid arteries were transected and explored
longitudinally with a probe. The common carotid artery,
carotid bifurcation, and internal carotid artery were
explored and the pictures were saved, respectively.
Measurement of carotid plaque thickness: Plaque thick-
ness was expressed by intima-media thickness (IMT).
When the measured IMT ≥ 1.2mm, carotid athero-
sclerotic plaque formation was considered [8]. The pre-
sence of plaques in the common carotid artery, carotid
bulb, and internal carotid artery was observed. If there
were multiple plaques, the mean plaque thickness was
calculated. The plaque thickness was recorded. Plaque
stability assessment: Plaque ultrasound echo character-
istics reflect plaque stability, and isoechoic plaques are
considered to contain certain solid components, such as
fibrous tissue. Heteroechoic plaques usually contain
histological features of plaque instability, such as hemor-
rhages and intraplaque hemorrhages [9]. Heteroechoic
plaques are considered to have a higher risk of rupture
and thrombosis. Therefore, in this study, isoechoic pla-
queswere classified as stable plaques andheterogeneous
echogenic plaques as unstable plaques. The patient’s
carotid plaque stability results were included. The differ-
ences in outcome measures between patients with dif-
ferent stable plaques were compared.

2.4 Statistical analysis

SPSS 26.0 statistical software was used for data proces-
sing and analysis. The variable data were tested linearly
using the W-test method. Normally distributed data were
represented as X ± s and analyzed with two independent
samples t-test. Non-normally distributed datawere expressed
asmedian (first quartile and third quartile) [M (P25 and P75)],
and analyzed using Mann–Whitney U test. Spearman’s test
was used to analyze the correlation of the data; binary
logistic regression was used to analyze the data; and ROC
curve was applied to analyze the sensitivity of the results to
the examined factors.

3 Results

3.1 Comparison of basic data

There were no statistically significant differences in gender,
history of hypertension, history of smoking, history of drinking,
age, TC, LDL cholesterol, TG, Ghb, Hcy, BMI, and mean IMT
between the two groups (p > 0.05) (Tables 1 and 2).

3.2 Comparison of levels of different LDL
subclasses between the two groups

Recent studies have shown that LDL-3–7 subclasses are
classified as sd-LDL due to their similar lipoprotein par-
ticle size [10]. In this study, LDL-3 subclass and LDL-4
subclass were separately analyzed. Combining the results
of blood lipid tests, it was found that the levels of LDL-
5–7 subclasses were very low, and the test results of some
patients suggested that they did not contain the above
LDL subclasses. Therefore, LDL-5–7 subclasses were clas-
sified as sd-LDL in this study. There were significant

Table 1: Comparison of gender, smoking, alcohol, and hypertension

Project Gender (n) Smoking (n) Alcohol (n) Hypertension (n)

Male Female Yes No Yes No Yes No

Vulnerable plaque 24 13 16 21 8 29 24 13
Stable plaque 25 16 18 23 12 29 27 14
χ2 0.126 0.003 0.596 0.008
p 0.723 0.953 0.440 0.927

Note: There were no significant differences in constituent ratio of gender, smoking, alcohol, and hypertension between the two groups with
different arterial plaque stability (p > 0.05).
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differences in the levels of each subclass of LDL in
patients with different plaque stability (p < 0.05). The
levels of LDL-1 and LDL-2 in patients with stable plaques
were higher than those in patients with unstable plaques,
and the levels of LDL-3, LDL-4, and sd-LDL in patients
with unstable plaques were higher than those in patients
with stable plaques (Table 3 and Figure 1).

3.3 Effects of different LDL subclasses on
plaque stability

Univariate screening of the indicators to be tested revealed
a correlation between the levels of LDL-1 (rs = −0.338 and
p < 0.01), LDL-2 (rs = −0.227 and, p < 0.05), LDL-3 (rs =
0.344 and p < 0.01), and sd-LDL (rs = 0.320 and p < 0.01)
and plaque stability. Binary logistic regression showed
that LDL-1 (crude OR = 0.905 and p < 0.01), LDL-3 (crude
OR = 1.202 and p < 0.01), and sd-LDL (crude OR = 1.560
and p < 0.05) had an effect on plaque stability, but
the degree of effect of sd-LDL (adjusted OR 95% CI
[0.998–1.940] and p > 0.05) on plaque stability was not
statistically significant (p > 0.05), while LDL-1 (adjusted
OR = 0.923 and p < 0.05) and LDL-3 (adjusted OR = 1.176
and p < 0.05) were independent risk factors for plaque
stability (Table 4 and Figure 2).

3.4 Accuracy of LDL-1 and LDL-3 for
diagnosis of plaque stability

The accuracy of LDL-1 for diagnosis of stable plaques was
64.6% (AUC = 0.646 and p < 0.05). Plaques tended to
stabilize when the LDL-1 level was >21.5 mg/dL. The
accuracy of LDL-3 for diagnosis of unstable plaques
was 69.6% (AUC = 0.696 and p < 0.01). The plaque was
more likely to be unstable when the level of LDL-3 was
>10.5 mg/dL (Table 5).

4 Discussion

Cardiovascular and cerebrovascular diseases seriously
endanger the health of the middle-aged and elderly
populations worldwide. Global survey results showed
that AIS was highest in China, seriously endangering
the physical and mental health of the Chinese [11]. Large
artery AS is the main cause of AIS. Landray and other
scholars have shown that isolated carotid artery disease
is more prevalent in Asia [12], which in turn leads to the
occurrence of ischemic stroke.

There are many risk factors for AIS, and the degree of
carotid artery stenosis is a clear risk factor for stroke.

Table 2: Comparison of basic data

Project Vulnerable plaque Stable plaque T/Z p-value
(n = 41) (n = 37)

Age (year) 65.61 ± 9.53 64.84 ± 10.10 0.347 0.729
TC (mmol/L) 4.05 ± 0.71 4.03 ± 0.66 0.153 0.878
LDL (mmol/L) 2.10 ± 0.46 2.31 ± 0.55 −1.837 0.07
TG (mmol/L) 1.21 (0.97, 1.67) 1.36 (1.02, 1.74) −0.831 0.406
Ghb (%) 5.80 (5.60, 6.60) 5.80 (5.40, 6.95) −0.536 0.592
Hcy (mmol/L) 13.00 (11.40, 15.20) 13.90 (11.00, 18.65) −0.506 0.613
IMT (cm) 0.21 (0.19, 0.24) 0.20 (0.17, 0.24) −1.2605 0.207

Note: There were no significant differences in baseline data between the two groups with different arterial plaque stability (p > 0.05).

Table 3: Comparison of levels of different LDL subclasses between the two groups

Vulnerable plaque (n = 41) Stable plaque (n = 37) T/Z p-value

LDL-1 (mg/dL) 15.00 (13.00, 20.50) 19.00 (13.00, 27.50) −2.226 0.026*
LDL-2 (mg/dL) 18.22 ± 7.54 21.62 ± 7.24 −2.028 0.046*
LDL-3 (mg/dL) 12.24 ± 4.58 9.19 ± 3.77 3.195 0.002*
LDL-4 (mg/dL) 5.00 (2.00, 9.00) 3.00 (1.00, 6.50) −2.02 0.043*
sd-LDL (mg/dL) 0.00 (0.00, 3.00) 0.00 (0.00, 1.00) −2.342 0.019*

*p < 0.05. Note: Levels of different LDL subclasses were significantly different between the two groups (p < 0.05). LDL-1 and LDL-2 were
more abundant in the stable plaque group; LDL-3, LDL-4, and sd-LDL were more abundant in the unstable plaque group.
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Studies have shown that LDL cholesterol promotes the for-
mation and progression of atherosclerotic plaques, resulting
in the formation of vascular stenosis [13]. LDL refers to
lipoproteins with a density of 1.019–1.063 g/mL, and each
lipoprotein contains one apolipoprotein B molecule. In this

study, the LIPOPRINT lipoprotein classification detection
system was applied to subdivide LDL into seven different
types. Studies have shown that different LDL subclasses
have different effects on plaques. Hence, compared with
the total content of LDL, different LDL subclasses have

Figure 1: Differences in LDL subclasses between the two groups. * p < 0.05 and ** p < 0.01. (a and b) LDL-1 and LDL-2 were more abundant in
the stable plaque group. (c–e) LDL-3, LDL-4, and sd-LDL were more abundant in the unstable plaque group.
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better risk assessment for atherosclerotic plaque formation
and are more accurate biomarkers [14,15]. In addition, the
occurrence of unstable plaques is more likely to have
adverse events such as rupture, bleeding, and thrombosis,
which is one of the important factors leading to ischemic
cerebrovascular disease [16]. Therefore, plaque stability can
predict the occurrence of stroke, independent of the degree
of stenosis [1]. The pathological characteristics affecting
plaque stability include fibrous cap state, erosion and ulcer,
core state, intraplate hemorrhage or neovascularization,
intraplate hemorrhage, and the degree of plaque inflamma-
tion [8,17]. Similarly, exploring the effect of different LDL
subclasses on plaque stability is more conducive for the
prevention of stroke.

Michal et al. showed a correlation between LDL levels
and plaque stability [18]. According to the heterogeneity
of LDL cholesterol particles, they can be divided into
seven different types. According to the characteristics of
lipoprotein diameter, density, and oxidation, they can be

divided into two categories: LDL-1 and LDL-2 particles are
large, called large-buoyant low-density lipoprotein (lb-
LDL), and LDL-3–7 particles are small, called sd-LDL
[19]. Studies have shown that sd-LDL particles are more
likely to lead to AS than lb-LDL particles [7]. However,
the stability of each subclass and plaque needs to be
further explored.

This study found that different LDL subclasses have
different effects on plaque stability. Among them, the
LDL-3–7 subclasses were more likely to undergo various
atherogenic modifications, such as deacetylation, glyca-
tion, and oxidation, in the blood circulation compared
with LDL cholesterol, which further increases its athero-
genic capacity. The decreased sialic acid content of
sd-LDL leads to its significant deacetylation, which in
turn increases its adhesion ability to the vascular wall
[20]. Moreover, sd-LDL cholesterol particles have a smaller
diameter and hence are more likely to penetrate vascular
endothelial cells, promote the infiltration and accumulation

Table 4: Effect of different LDL subclasses on plaque stability

LDL-1 LDL-2 LDL-3 Sd-LDL

Crude P 0.006* 0.051 0.005* 0.011*
Crude B −0.100 −0.064 0.184 0.444
Crude OR 0.905 0.938 1.202 1.560
(95% CI) (0.842–0.972) (0.880–1.000) (1.058–1.367) (1.107–2.198)
Adjusted P 0.045* 0.020* 0.051
Adjusted B −0.081 0.162 0.330
Adjusted OR 0.923 1.176 1.392
(95% CI) (0.853–0.998) (1.025–1.348) (0.998–1.940)

*p < 0.05. Note: After exclusion of confounding factors, the adjusted OR for sd-LDL was significant at p > 0.05, but was not an independent
risk factor for plaque stability. The adjusted OR for LDL-1 and LDL-3 were significant at p < 0.05, and were independent risk factors for
plaque stability.

Figure 2: Adjusted OR for risk factors of plaque stability.

Relationship between low-density lipoprotein and carotid  35



of endothelial cells, and form a larger core; the sd-LDL sub-
fraction contains fewer components of β-carotene, which
has antioxidant effect, so this component is more likely to
form oxidized lipoproteins [21], mediate the activation of
macrophages to promote the production of pro-inflamma-
tory cytokines, oxygen free radicals and foam cells, and
exacerbate the degree of inflammatory response; the low
affinity of sd-LDL for LDL receptors in the liver leads to a
decrease in the clearance rate of LDL particles, a longer
half-life, and a more persistent damage to vascular endothe-
lial cells [22]. The abovemechanism affects the physiological
characteristics of plaques, such as the core of plaques, the
degree of plaque inflammation, and the status of fibrous
cap, and reduces the stability of plaques. In addition, gut
bacteria also have an effect on AS, and gut bacteria promote
the process of AS by forming lipopolysaccharide (LPS) [4].
LPS enhances the uptake of ox-LDL by macrophages by
enhancing the expression of scavenger receptors, and LPS
and ox-LDL act together to promote the conversion of
macrophages into typical foam cells, which in turn exacer-
bates atherosclerosis [23]. Sd-LDL is more easily oxidized to
form ox-LDL, promoting the above process to form unstable
plaques. The results of the study also confirmed this infer-
ence, and the LDL-3 in the sd-LDL fraction was an indepen-
dent risk factor for plaque stability and is able to promote the
formation of unstable plaques. However, the specific effect
of lb-LDL on arterial plaque formation remains controversial.
Zitnanova et al. showed that LDL-2 had a positive correlation
with antioxidant enzymes, so it had a protective effect on
AS [14]. However, another study found that LDL-2 could
promote AS [15], and LDL-2 was correlated with plaque sta-
bility, without causal relationship. Therefore, the effect of
this subclass on arteriosclerosis remains controversial. In
terms of the effect of LDL-1 on plaque stability, Zitnanova
et al. showed that LDL-1 was positively correlated with the
activity of antioxidant enzymes, so it had the characteristics
of anti-AS. Combined with the characteristics of large
diameter and weak oxidation of LDL-1 particles [19], it
can be deduced that LDL-1 can inhibit the formation of
unstable plaques, and this inference is consistent with
the results of this study. Combined with the results of

this study, it can be concluded that LDL-1 is an indepen-
dent risk factor for plaque stability and is able to pro-
mote the formation of stable plaques. The stability of
other LDLs to plaque needs further study.

5 Conclusion

Different LDL subclasses have different effects on plaque
stability because of different structures and biological
characteristics. This study showed that the independent
risk factors of plaque stability only included LDL-1 and
LDL-3. The LDL-1 promotes the formation of stable pla-
ques and the LDL-3 promotes the formation of unstable
plaques, so more LDL-1 and less LDL-3 help to prevent
the occurrence and development of unstable athero-
sclerotic plaques.

Funding information: Project of Chengde Science and
Technology Research and Development Program (202006A061).

Conflict of interest: Authors state no conflict of interest.

Data availability statement: The datasets generated during
and/or analyzed during the current study are available
from the corresponding author on reasonable request.

References

[1] Kolodgie FD, Nakazawa G, Sangiorgi G, Ladich E, Burke AP,
Virmani R. Pathology of atherosclerosis and stenting.
Neuroimaging Clin North Am. 2007;17:285–301, vii.

[2] Chen XY, Fisher M. Pathological characteristics. Front Neurol
Neurosci. 2016;40:21–33.

[3] Ascher S, Reinhardt C. The gut microbiota: an emerging risk
factor for cardiovascular and cerebrovascular disease. Eur J
Immunol. 2018 Apr;48(4):564–75.

[4] Saba L, Saam T, Jäger HR, Yuan C, Hatsukami TS, Saloner D,
et al. Imaging biomarkers of vulnerable carotid plaques for

Table 5: Accuracy of LDL-1 and LDL-3 for diagnosis of plaque stability

AUC 95% CI p-value Se% Sp% Cut-off point

LDL-1 (mg/dL) 0.646 0.522–0.771 0.026* 43.24 85.37 21.50
LDL-3 (mg/dL) 0.696 0.580–0.813 0.003* 70.73 59.46 10.50

*p < 0.05. Note: The accuracy of LDL-1 in the diagnosis of stable plaques was 64.6%, and plaques tended to stabilize when the LDL-1 level
was >21.5 mg/dL. The accuracy of LDL-3 in the diagnosis of unstable plaques was 69.6%, and the plaques tended to be unstable when the
LDL-3 level was >10.5 mg/dL.

36  Zhanhai Pan et al.



stroke risk prediction and their potential clinical implications.
Lancet Neurol. 2019;18:559–72.

[5] Won KB, Park GM, Yang YJ, Ann SH, Kim YG, Yang DH, et al.
Independent role of low-density lipoprotein cholesterol in
subclinical coronary atherosclerosis in the absence of tradi-
tional cardiovascular risk factors. Eur Heart J Cardiovascular
Imaging. 2019;20:866–72.

[6] Rysz-Gorzynska M, Gluba-Brzozka A, Banach M. High-density
lipoprotein and low-density lipoprotein subfractions in
patients with chronic kidney disease. Curr Vasc Pharmacology.
2017;15:144–51.

[7] Fernández-Cidón B, Padró-Miquel A, Alía-Ramos P, Castro-
Castro MJ, Fanlo-Maresma M, Dot-Bach D, et al. Reference
values assessment in a Mediterranean population for small
dense low-density lipoprotein concentration isolated by an
optimized precipitation method. Vasc Health Risk Manag.
2017;13:201–7.

[8] Jiao Y, Qin Y, Zhang Z, Zhang H, Liu H, Li C. Early identification
of carotid vulnerable plaque in asymptomatic patients. BMC
Cardiovascular Disord. 2020;20:429.

[9] Spanos K, Tzorbatzoglou I, Lazari P, Maras D, Giannoukas AD.
Carotid artery plaque echomorphology and its association
with histopathologic characteristics. J Vasc Surg.
2018;68:1772–80.

[10] Hirayama S, Miida T. Small dense LDL: an emerging risk factor
for cardiovascular disease. Clinica Chim Acta; Int J Clin Chem.
2012;414:215–24.

[11] Zhou M, Wang H, Zeng X, Yin P, Zhu J, Chen W, et al. Mortality,
morbidity, and risk factors in China and its provinces, 1990-
2017: a systematic analysis for the Global Burden of Disease
Study 2017. Lancet (London, Engl). 2019;394:1145–58.

[12] Landray MJ, Sagar G, Muskin J, Murray S, Holder RL, Lip GY.
Association of atherogenic low-density lipoprotein subfrac-
tions with carotid atherosclerosis. QJM: Monthly J Assoc
Physicians. 1998;91:345–51.

[13] Waddington EI, Puddey IB, Mori TA, Croft KD. Similarity in the
distribution of F(2)-isoprostanes in the lipid subfractions of
atherosclerotic plaque and in vitro oxidised low density lipo-
protein. Redox Report: Commun Free Radic Res.
2002;7:179–84.

[14] Zitnanova I, Oravec S, Janubova M, Konarikova K,
Dvorakova M, Laubertova L, et al. Gender differences in LDL
and HDL subfractions in atherogenic and nonatherogenic
phenotypes. Clin Biochem. 2020;79:9–13.

[15] Žitňanová I, Šiarnik P, Füllöp M, Oravec S, Penesová A,
Ďuračková Z, et al. Gender differences in LDL- and HDL-cho-
lesterol subfractions in patients after the acute ischemic
stroke and their association with oxidative stress markers.
J Clin Biochem Nutr. 2018;63:144–8.

[16] Virmani R, Ladich ER, Burke AP, Kolodgie FD. Histopathology of
carotid atherosclerotic disease. Neurosurgery.
2006;59:S219–227, discussion S213–213.

[17] Cai JM, Hatsukami TS, Ferguson MS, Small R, Polissar NL,
Yuan C. Classification of human carotid atherosclerotic lesions
with in vivo multicontrast magnetic resonance imaging.
Circulation. 2002;106:1368–73.

[18] Kidawa M, Gluba-Brzózka A, Zielinska M, Franczyk B,
Banach M, Rysz J. Cholesterol subfraction analysis in patients
with acute coronary syndrome. Curr Vasc Pharmacology.
2019;17:365–75.

[19] Dansinger ML, Williams PT, Superko HR, Schaefer EJ. Effects of
weight change on apolipoprotein B-containing emerging
atherosclerotic cardiovascular disease (ASCVD) risk factors.
Lipids Health Dis. 2019;18:154.

[20] Ivanova EA, Myasoedova VA, Melnichenko AA, Grechko AV,
Orekhov AN. Small dense low-density lipoprotein as biomarker
for atherosclerotic diseases. Oxid Med Cell Longev.
20172017;1273042.

[21] Zhao CX, Cui YH, Fan Q, Wang PH, Hui R, Cianflone K, et al.
Small dense low-density lipoproteins and associated risk
factors in patients with stroke. Cerebrovasc Dis (Basel, Switz).
2009;27:99–104.

[22] Gluba-Brzózka A, Franczyk B, Banach M, Rysz-Górzyńska M.
Do HDL and LDL subfractions play a role in atherosclerosis in
end-stage renal disease (ESRD) patients? Int Urol Nephrology.
2017;49:155–64.

[23] Im YS, Gwon MH, Yun JM. Protective effects of phenethyl iso-
thiocyanate on foam cell formation by combined treatment of
oxidized low-density lipoprotein and lipopolysaccharide in
THP-1 macrophage. Food Sci Nutr. 2021 May 4;9(6):3269–79.

Relationship between low-density lipoprotein and carotid  37


	Abbreviation
	1 Introduction
	2 Materials and methods
	2.1 Patients
	2.2 Inclusion and exclusion criteria
	2.3 Observed indicators
	2.4 Statistical analysis

	3 Results
	3.1 Comparison of basic data
	3.2 Comparison of levels of different LDL subclasses between the two groups
	3.3 Effects of different LDL subclasses on plaque stability
	3.4 Accuracy of LDL-1 and LDL-3 for diagnosis of plaque stability

	4 Discussion
	5 Conclusion
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /POL (Versita Adobe Distiller Settings for Adobe Acrobat v6)
    /ENU (Versita Adobe Distiller Settings for Adobe Acrobat v6)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


