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Abstract: We determined the effects of evolocumab, a fully human monoclonal antibody targeting
proprotein convertase subtilisin/kexin type 9, on carotid intima-media thickness (IMT) and the factors
associated with the change in carotid IMT in patients taking a statin. The change in carotid mean
and maximum IMT before and after the initiation of evolocumab treatment was retrospectively
analyzed in 229 statin-treated patients. The changes in clinical parameters, including serum lipid
concentrations, were also evaluated. Evolocumab significantly reduced the increase in carotid mean
and maximum IMT (0.09 ± 0.13 mm/year to −0.04 ± 0.16 mm/year, p < 0.001 and 0.17 ± 0.38 mm/year
to 0.08 ± 0.47 mm/year, p = 0.02). Evolocumab reduced serum total cholesterol, low-density
lipoprotein-cholesterol, triglyceride, and lipoprotein (a) concentrations (each p < 0.001), and increased
serum high-density lipoprotein (HDL)-cholesterol concentrations (p = 0.01). Multiple linear regression
analysis revealed that the change in HDL-cholesterol (standard coefficient (β) = −0.120, p = 0.04)
and carotid mean IMT (β = −0.467, p < 0.001) were independently correlated with the change in
carotid mean IMT during the administration of evolocumab, whereas the change in HDL-cholesterol
(β = −0.208, p = 0.002) and log-triglyceride (β = −0.167, p = 0.01) independently correlated with the
change in carotid maximum IMT. Evolocumab reduced the increase in carotid IMT in patients taking
a statin. These results suggest that evolocumab is protective against carotid atherosclerosis in patients
undergoing statin therapy.

Keywords: atherosclerosis; carotid intima-media thickness; evolocumab; proprotein convertase
subtilisin/kexin type 9

1. Introduction

Atherosclerosis is a chronic vascular inflammatory disease that involves the arterial wall and
is a common cause of cardiovascular diseases, including coronary artery disease and stroke [1].
The prevalence of these diseases is still increasing and they are the leading causes of death worldwide [2].
Therefore, strategies aimed at slowing the progression of atherosclerosis are important for the prevention
of coronary artery disease and stroke.

Carotid intima-media thickness (IMT) is a surrogate marker of atherosclerotic disease [3].
The measurement of carotid IMT using ultrasonography is easy, noninvasive, and repeatable.
In addition, several studies have reported that an increase in carotid IMT is associated with a
higher risk of atherosclerotic sequelae, including coronary artery disease and stroke [4–6].

J. Clin. Med. 2020, 9, 2256; doi:10.3390/jcm9072256 www.mdpi.com/journal/jcm

http://www.mdpi.com/journal/jcm
http://www.mdpi.com
https://orcid.org/0000-0002-6899-2478
http://www.mdpi.com/2077-0383/9/7/2256?type=check_update&version=1
http://dx.doi.org/10.3390/jcm9072256
http://www.mdpi.com/journal/jcm


J. Clin. Med. 2020, 9, 2256 2 of 15

Evolocumab is a fully human monoclonal antibody that targets proprotein convertase
subtilisin/kexin type 9 (PCSK9) and lowers the circulating low-density lipoprotein (LDL)-cholesterol
concentration by 60–70% in patients who are at high risk of cardiovascular events and who are
undergoing statin therapy [7,8]. A recent randomized controlled trial showed that evolocumab reduced
the progression of coronary atherosclerosis in statin-treated patients [9]. However, it remains uncertain
whether evolocumab can reduce the progression of carotid atherosclerosis in patients taking statins.
Furthermore, factors associated with the regression of carotid atherosclerosis under evolocumab
treatment has not yet been determined. Therefore, in the present study, we determined the effects of
evolocumab on carotid IMT and the factors associated with the change in carotid IMT, in patients
taking a statin.

2. Patients and Methods

2.1. Ethical Approval

This study was performed in accordance with the ethical principles contained in the Declaration
of Helsinki and was approved by the Ethics Committee of the Chiba Cerebral and Cardiovascular
Center (J-480). Informed consent was not required by the Ethics Committee because of the retrospective
design of the study. Patient data were stored carefully to maintain their confidentiality. Information
regarding this study, including the patients’ right to opt out, has been uploaded to the website of the
Chiba Cerebral and Cardiovascular Center.

2.2. Patients

In our institute, most patients undergo carotid artery ultrasonography every 1–2 years to identify
those at high risk of developing coronary artery disease [10]. Intensive lipid-lowering therapies,
including the use of statins and PCSK9 inhibitors, are administered to high-risk patients to prevent the
development of acute coronary syndrome [10]. In Japan, PCSK9 inhibitors have been indicated for the
treatment of patients with familial hypercholesterolemia or hypercholesterolemia who have a high
risk for cardiovascular events and do not adequately respond to statins. Therefore, evolocumab was
administered to hypercholesterolemic patients with confirmed cardiovascular risk factors who did not
achieve optimal LDL-cholesterol goals or exhibited progression of carotid IMT despite statin therapy.
We retrospectively analyzed the clinical and laboratory data of patients who had regularly visited the
Chiba Cerebral and Cardiovascular Center between April 2016 and March 2019.

The inclusion criteria were—(i) age ≥20 years, (ii) treatment with evolocumab for ≥12 months,
(iii), carotid artery ultrasonography at the initiation of evolocumab, as well as 12 months (±1 month)
before and 12 months (±1 month) afterwards, (iv) treatment with a statin for ≥12 months before the
initiation of evolocumab. The exclusion criterion was renal replacement therapy.

2.3. Study Design

Figure 1 shows the study design. The study was a retrospective observational study of 229 patients.
Demographic and clinical data were obtained by retrospective review of the patients’ medical records.
Evolocumab was administered subcutaneously at a dose of 140 mg every 2 weeks on the same day of
the week. The change in carotid mean and maximum IMT was compared between the 12 months before
and the 12 months after the initiation of evolocumab treatment. The factors that were independently
associated with the change in carotid mean and maximum IMT during the administration of evolocumab
were analyzed using multiple linear regression analysis. Serum lipid concentrations (total cholesterol,
LDL-cholesterol, high-density lipoprotein (HDL)-cholesterol, triglyceride, and lipoprotein (a)), were also
measured at the initiation and after 12 months of evolocumab administration.
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was calculated using a modified version of the Modification of Diet in Renal Disease formula of the 
Japanese Society of Nephrology, as follows—eGFR (mL/min/1.73 m2) = 194 × age−0.287 × serum 
creatinine−1.094 (multiplied by 0.739 for women) [11]. Hypertension was defined by a systolic blood 
pressure ≥140 mmHg and/or a diastolic blood pressure ≥90 mmHg, or the current use of 
antihypertensive agents. Diabetes mellitus was defined as an HbA1c level ≥6.5% or the use of oral 
hypoglycemic agents and/or insulin therapy. 

2.5. Ultrasonographic Measurement of Carotid IMT 

Carotid IMT was measured using B-mode ultrasound imaging with a 7.5-MHz linear transducer 
(Aplio MX; Toshiba Medical Systems, Tokyo, Japan). Carotid IMT was measured as the distance 
between two parallel echogenic lines representing the lumen-intima interface and the media-
adventitia interface on the posterior wall of the artery (Figure 2A) [12]. The carotid mean IMT was 
defined as the average of all mean IMT values obtained from the left and right common carotid artery, 
carotid bulb, and internal carotid artery, which were determined by using an automated edge-
detection system [13]. The carotid maximum IMT was defined as the highest carotid IMT measured 
manually on both sides of the common carotid artery, carotid bulb, and internal carotid artery [13] 
(Figure 2B). All the scans were performed by experienced laboratory technicians. 

Figure 1. Study design.

2.4. Laboratory Methods

Blood and urine parameters were determined in the Department of Clinical Laboratory, Chiba
Cerebral and Cardiovascular Center. Serum hemoglobin A1c (HbA1c) levels are shown as National
Glycohemoglobin Standardization Program values. The estimated glomerular filtration rate (eGFR) was
calculated using a modified version of the Modification of Diet in Renal Disease formula of the Japanese
Society of Nephrology, as follows—eGFR (mL/min/1.73 m2) = 194 × age−0.287

× serum creatinine−1.094

(multiplied by 0.739 for women) [11]. Hypertension was defined by a systolic blood pressure
≥140 mmHg and/or a diastolic blood pressure ≥90 mmHg, or the current use of antihypertensive
agents. Diabetes mellitus was defined as an HbA1c level ≥6.5% or the use of oral hypoglycemic agents
and/or insulin therapy.

2.5. Ultrasonographic Measurement of Carotid IMT

Carotid IMT was measured using B-mode ultrasound imaging with a 7.5-MHz linear transducer
(Aplio MX; Toshiba Medical Systems, Tokyo, Japan). Carotid IMT was measured as the distance
between two parallel echogenic lines representing the lumen-intima interface and the media-adventitia
interface on the posterior wall of the artery (Figure 2A) [12]. The carotid mean IMT was defined as the
average of all mean IMT values obtained from the left and right common carotid artery, carotid bulb,
and internal carotid artery, which were determined by using an automated edge-detection system [13].
The carotid maximum IMT was defined as the highest carotid IMT measured manually on both sides
of the common carotid artery, carotid bulb, and internal carotid artery [13] (Figure 2B). All the scans
were performed by experienced laboratory technicians.
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media thickness (IMT) was measured as the distance between the lumen-intima interface (black 
arrow) and the media-adventitia interface (gray arrow). (B) The maximum IMT was recorded as the 
largest IMT value measured on both sides of the common carotid artery, carotid bulb, and internal 
carotid artery (two-headed arrow). Abbreviation—IMT, intima-media thickness. 

2.6. Statistics 

Statistical analysis was performed using JMP 11 (SAS Institute, Inc., Cary, NC, USA). 
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initiation of evolocumab was performed using a paired t-test. Parameters that appeared to be 
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administration of evolocumab in simple linear regression analyses (p < 0.10) were included in the 
multiple linear regression analysis to identify those that were independently related to the change in 
carotid mean and maximum IMT during the administration of evolocumab. Comparisons of 
laboratory data before and after the administration of evolocumab were performed using the paired 
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(triglycerides, lipoprotein (a), urine albumin/creatinine ratio, alanine aminotransferase, and creatine 
phosphokinase). p < 0.05 was considered to represent statistical significance. 
  

Figure 2. Longitudinal B-mode ultrasonographic images of the common carotid artery. (A) Intima-media
thickness (IMT) was measured as the distance between the lumen-intima interface (black arrow) and
the media-adventitia interface (gray arrow). (B) The maximum IMT was recorded as the largest IMT
value measured on both sides of the common carotid artery, carotid bulb, and internal carotid artery
(two-headed arrow). Abbreviation—IMT, intima-media thickness.

2.6. Statistics

Statistical analysis was performed using JMP 11 (SAS Institute, Inc., Cary, NC, USA). Continuous
variables were expressed as mean ± standard deviation for a normal distribution and as median
(interquartile range) for a non-normal distribution. Categorical variables were expressed as numbers
and percentages. Triglycerides, lipoprotein (a), and urine albumin/creatinine ratio were not normally
distributed; therefore, these valuables were transformed using a natural logarithm. The comparison
of the change in carotid mean and maximum IMT in the 12 months before and after the initiation
of evolocumab was performed using a paired t-test. Parameters that appeared to be significantly
correlated with the annual change in carotid mean and maximum IMT during the administration
of evolocumab in simple linear regression analyses (p < 0.10) were included in the multiple linear
regression analysis to identify those that were independently related to the change in carotid mean
and maximum IMT during the administration of evolocumab. Comparisons of laboratory data before
and after the administration of evolocumab were performed using the paired t-test for normally
distributed data (total cholesterol, LDL-cholesterol, HDL-cholesterol, uric acid, HbA1c, and eGFR)
and the Wilcoxon signed-rank test for non-normally distributed data (triglycerides, lipoprotein (a),
urine albumin/creatinine ratio, alanine aminotransferase, and creatine phosphokinase). p < 0.05 was
considered to represent statistical significance.
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3. Results

3.1. Patient Characteristics

The baseline characteristics of the patients and their medication are summarized in Table 1.
The flow diagram for the participants is shown as Figure 3. Data from a total of 229 patients (148 men
and 81 women; mean age: 72.6 ± 8.6 years) were analyzed. Their carotid mean and maximum IMT at
the initiation of evolocumab was 1.3 ± 0.3 and 2.5 ± 0.7 mm, respectively. All the patients were taking
a statin and 46 (20.1%) had a history of coronary artery disease. The percentages of the participants
with hypertension, diabetes mellitus, and familial hypercholesterolemia were 76.9%, 55.9%, and 0.9%,
respectively. The doses of each statin administered are summarized in Table 2.

Table 1. Participant characteristics and medication at the initiation of evolocumab.

All Participants (n = 229)

Age (years) 72.6 ± 8.6
Male sex (number, %) 148 (64.6)
Body mass index (kg/m2) 24.7 ± 3.7
Systolic blood pressure (mmHg) 133.2 ± 16.9
Diastolic blood pressure (mmHg) 76.5 ± 10.8
Hypertension (number, %) 176 (76.9)
Diabetes mellitus (number, %) 128 (55.9)
Familial hypercholesterolemia (number, %) 2 (0.9)
Coronary artery disease (number, %) 46 (20.1)
Previous myocardial infarction (number, %) 21 (9.2)
Past or current smoker (number, %) 129 (56.3)
Statin (number, %) 229 (100.0)
Ezetimibe (number, %) 25 (10.9)
Probucol (number, %) 10 (4.4)
Eicosapentaenoic acid (number, %) 195 (85.2)
Antiplatelet agent (number, %) 102 (44.5)
Renin-angiotensin system inhibitor (number, %) 112 (48.9)
β-blocker (number, %) 28 (12.2)
Calcium channel blocker (number, %) 126 (55.0)
Diuretic (number, %) 7 (3.1)
Anti-hyperuricemic drug (number, %) 99 (43.2)
Metformin (number, %) 54 (23.6)
Sodium glucose transporter-2 inhibitor (number, %) 8 (3.5)
Dipeptidyl peptidase 4 inhibitor (number, %) 46 (20.1)
Glucagon-like peptide-1 receptor agonist (number, %) 52 (22.7)
Insulin (number, %) 43 (18.8)
Mean IMT of carotid artery (mm) 1.3 ± 0.3
Maximum IMT of carotid artery (mm) 2.5 ± 0.7

Values are shown as mean ± standard deviation or number (%).
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Figure 3. Participant flow diagram.

Table 2. Dose of each statin administered.

Statin Dose (mg/day) Number of Patients (%)

Atorvastatin

5 30 (13.1)
10 24 (10.5)
15 1 (0.4)
20 5 (2.2)

Pitavastatin
1 3 (1.3)
2 2 (0.9)

Pravastatin
2.5 1 (0.4)
5 3 (1.3)
10 15 (6.6)

Rosuvastatin

2.5 30 (13.1)
5 63 (27.5)

7.5 7 (3.1)
10 24 (10.5)

12.5 1 (0.4)
15 7 (3.1)
20 11 (4.8)

Simvastatin 5 2 (0.9)

3.2. Effects of Evolocumab on Carotid Mean and Maximum IMT, Assessed Ultrasonographically

The changes in carotid mean IMT before and after the administration of evolocumab are shown in
Figure 4. The change in carotid mean IMT improved significantly from 0.09 ± 0.13 mm/year before
the initiation of evolocumab to −0.04 ± 0.16 mm/year afterwards (p < 0.001) (Figure 5). The changes
in carotid maximum IMT before and after the administration of evolocumab are shown in Figure 6.
The change in carotid maximum IMT also improved significantly from 0.17 ± 0.38 mm/year before the
initiation of evolocumab to 0.08 ± 0.47 mm/year afterwards (p = 0.02) (Figure 7).
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3.3. Factors Associated with the Change in Carotid Mean and Maximum IMT During the Administration
of Evolocumab

Simple linear regression analyses revealed that the change in carotid mean IMT during the
administration of evolocumab significantly correlated with the change in eGFR and the baseline carotid
mean IMT (Table 3), whereas the change in carotid maximum IMT significantly correlated with the
change in serum HDL-cholesterol concentration, the use of an antiplatelet agent, and the use of a
renin-angiotensin system inhibitor (Table 4). We then performed a multiple linear regression analysis
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using the variables that were marginally or statistically significantly correlated (p < 0.10) with the
change in carotid mean and maximum IMT in the simple linear regression analyses. This revealed
that the change in HDL-cholesterol (standard coefficient (β) = −0.120, p = 0.04) and the baseline
carotid mean IMT (β = −0.467, p < 0.001) independently correlated with the change in carotid mean
IMT during the administration of evolocumab, whereas the change in HDL-cholesterol (β = −0.208,
p = 0.002) and log-triglycerides (β = −0.167, p = 0.01) independently correlated with the change in
carotid maximum IMT.

Table 3. Simple and multiple linear regression analyses of variables potentially associated with the
change in carotid mean IMT during the administration of evolocumab.

Variable
Simple Linear Regression

Analysis
Multiple Linear Regression

Analysis

Standard
Coefficient p-Value Standard

Coefficient p-value

Age (years) −0.125 0.06 0.027 0.69
Male sex (yes vs. no) 0.086 0.20

Body mass index (kg/m2) 0.119 0.07 0.037 0.54
Systolic blood pressure (mmHg) −0.076 0.26
Diastolic blood pressure (mmHg) 0.065 0.33

HDL-cholesterol (mg/dL) −0.074 0.27
Change in HDL-cholesterol −0.128 0.05 −0.120 0.04

LDL-cholesterol (mg/dL) 0.048 0.47
Change in LDL-cholesterol (mg/dL) −0.017 0.80

Log-triglyceride (mg/dL) 0.100 0.13
Change in log-triglyceride (mg/dL) −0.019 0.77

Log-lipoprotein (a) (mg/dL) −0.053 0.44
Change in log-lipoprotein (a) (mg/dL) −0.074 0.29

Eicosapentaenoic acid to arachidonic acid ratio −0.130 0.05 −0.039 0.52
Uric acid (mg/dL) 0.013 0.85

Change in uric acid (mg/dL) −0.080 0.23
HbA1c (%) 0.116 0.08 0.056 0.38

Change in HbA1c (%) 0.012 0.86
eGFR (mL/min/1.73 m2) 0.151 0.02 0.055 0.38

Change in eGFR (mL/min/1.73 m2) −0.081 0.22
Log-urine albumin/creatinine ratio (mg/gCr) −0.065 0.35

Hypertension (yes vs. no) −0.073 0.27
Diabetes mellitus (yes vs. no) −0.046 0.49

Coronary artery disease (yes vs. no) −0.013 0.85
Previous myocardial infarction (yes vs. no) 0.076 0.26

Past or current smoking (yes vs. no) 0.031 0.64
Statin (yes vs. no) 0.000 —

Ezetimibe (yes vs. no) 0.019 0.77
Probucol (yes vs. no) 0.014 0.84

Eicosapentaenoic acid (yes vs. no) −0.019 0.77
Antiplatelet agent (yes vs. no) −0.001 0.99

Renin–angiotensin system inhibitor (yes vs. no) −0.024 0.72
β-blocker (yes vs. no) 0.007 0.92

Calcium channel blocker (yes vs. no) −0.039 0.56
Diuretic (yes vs. no) 0.079 0.24

Antihyperuricemic drug (yes vs. no) −0.078 0.24
Metformin (yes vs. no) 0.127 0.06 0.108 0.09

Sodium glucose transporter-2 inhibitor (yes vs. no) 0.037 0.58
Dipeptidyl peptidase 4 inhibitor (yes vs. no) 0.054 0.42

Glucagon-like peptide-1 receptor agonist (yes vs. no) −0.059 0.37
Insulin (yes vs. no) 0.037 0.58

Mean-IMT of carotid artery (mm) −0.481 <0.001 −0.467 <0.001
Maximum-IMT of carotid artery (mm) −0.067 0.32
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Table 4. Simple and multiple linear regression analyses of variables potentially associated with the
change in carotid maximum IMT during the administration of evolocumab.

Variable
Simple Linear Regression

Analysis
Multiple Linear Regression

Analysis

Standard
Coefficient p-Value Standard

Coefficient p-Value

Age (years) −0.046 0.49
Male sex (yes vs. no) 0.075 0.26

Body mass index (kg/m2) 0.053 0.43
Systolic blood pressure (mmHg) 0.029 0.66
Diastolic blood pressure (mmHg) −0.028 0.68

HDL-cholesterol (mg/dL) −0.013 0.85
Change in HDL-cholesterol −0.173 0.009 −0.208 0.002

LDL-cholesterol (mg/dL) −0.040 0.55
Change in LDL-cholesterol (mg/dL) 0.041 0.53

Log-triglyceride (mg/dL) 0.001 0.98
Change in log-triglyceride (mg/dL) −0.123 0.06 −0.167 0.01

Log-lipoprotein (a) (mg/dL) −0.008 0.90
Change in log-lipoprotein (a) (mg/dL) 0.001 0.99

Eicosapentaenoic acid to arachidonic acid ratio −0.094 0.16
Uric acid (mg/dL) −0.023 0.73

Change in uric acid (mg/dL) 0.070 0.29
HbA1c (%) −0.035 0.60

Change in HbA1c (%) −0.081 0.23
eGFR (mL/min/1.73 m2) −0.019 0.77

Change in eGFR (mL/min/1.73 m2) −0.078 0.24
Log-urine albumin/creatinine ratio (mg/gCr) 0.086 0.21

Hypertension (yes vs. no) 0.110 0.10
Diabetes mellitus (yes vs. no) 0.060 0.37

Coronary artery disease (yes vs. no) −0.002 0.98
Previous myocardial infarction (yes vs. no) −0.024 0.72

Past or current smoking (yes vs. no) 0.025 0.71
Statin (yes vs. no) 0.000 —

Ezetimibe (yes vs. no) −0.068 0.31
Probucol (yes vs. no) 0.033 0.62

Eicosapentaenoic acid (yes vs. no) 0.069 0.30
Antiplatelet agent (yes vs. no) 0.146 0.03 0.121 0.06

Renin–angiotensin system inhibitor (yes vs. no) 0.133 0.04 0.095 0.15
β-blocker (yes vs. no) 0.097 0.14

Calcium channel blocker (yes vs. no) 0.019 0.78
Diuretic (yes vs. no) 0.104 0.12

Antihyperuricemic drug (yes vs. no) 0.010 0.89
Metformin (yes vs. no) −0.024 0.72

Sodium glucose transporter-2 inhibitor (yes vs. no) 0.005 0.94
Dipeptidyl peptidase 4 inhibitor (yes vs. no) −0.087 0.19

Glucagon-like peptide-1 receptor agonist (yes vs. no) 0.134 0.04 0.104 0.11
Insulin (yes vs. no) 0.075 0.26

Mean-IMT of carotid artery (mm) 0.091 0.17
Maximum-IMT of carotid artery (mm) −0.009 0.89

3.4. Changes in Serum Lipid Concentrations

The serum total cholesterol, LDL-cholesterol, triglyceride, and lipoprotein (a) concentrations
significantly decreased from 149.1 ± 31.7, 69.4 ± 24.1, 107 (83–151), and 15 (4–30) mg/dL at the initiation
of evolocumab to 94.3 ± 25.5, 20.8 ± 16.8, 90 (63–125), and 6 (2–17) mg/dL after 12 months, respectively
(each p < 0.001). In contrast, the HDL-cholesterol concentration significantly increased from 53.9 ± 14.0
to 55.4 ± 15.0 mg/dL after 12 months of treatment (p = 0.01) (Table 5).
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Table 5. Laboratory parameters before and after 12 months of evolocumab administration.

Baseline (n = 229) 12 Months (n = 229) p-Value

Total cholesterol (mg/dL) 149.1 ± 31.7 94.3 ± 25.5 <0.001
LDL-cholesterol (mg/dL) 69.4 ± 24.1 20.8 ± 16.8 <0.001
HDL-cholesterol (mg/dL) 53.9 ± 14.0 55.4 ± 15.0 0.01

Triglyceride (mg/dL) 107 (83–151) 90 (63–125) <0.001
Lipoprotein (a) (mg/dL) 15 (4–30) 6 (2–17) <0.001

Uric acid (mg/dL) 4.8 ± 1.0 4.7 ± 1.0 0.05
HbA1c (%) 6.3 ± 0.9 6.5 ± 1.1 0.007

eGFR (mL/min/1.73 m2) 68.1 ± 17.1 66.1 ± 16.6 <0.001
Urine albumin/creatinine ratio (mg/gCr) 11.3 (5.5-37.6) 11.8 (6.5–34.0) 0.08

Alanine aminotransferase (IU/L) 21 (15–31) 21 (15–28) 0.97
Creatine phosphokinase (IU/L) 104 (77–167) 112 (76–162) 0.23

3.5. Changes in Other Laboratory Parameters and Adverse Effects

There were no changes in serum uric acid concentration, urine albumin/creatinine ratio, serum
alanine aminotransferase activity, or serum creatine phosphokinase activity between the initiation of
evolocumab and 12 months afterwards (Table 5). The HbA1c concentration significantly increased
from 6.3 ± 0.9% to 6.5 ± 1.1% after 12 months of evolocumab (p = 0.007), whereas the eGFR significantly
decreased from 68.1± 17.1 mL/min/1.73 m2 to 66.1± 16.6 mL/min/1.73 m2 after 12 months of evolocumab
(p < 0.001) (Table 5). Adverse effects were observed in two participants—general fatigue in one and leg
cramps in the other. However, they were tolerant of evolocumab and its administration was continued.

4. Discussion

In the present study, we have determined the effects of evolocumab on carotid IMT and the factors
associated with the change in carotid IMT, in patients taking a statin. Evolocumab ameliorated the
progression of carotid mean and maximum IMT in patients undergoing statin therapy, without any
inducing serious adverse effects. It also had a favorable effect on serum lipid profile. Multiple linear
regression analysis revealed that the change in the serum HDL-cholesterol concentration and the
baseline carotid mean IMT independently correlated with the change in carotid mean IMT during
the administration of evolocumab, whereas the change in serum HDL-cholesterol and triglyceride
concentration independently correlated with the change in carotid maximum IMT. These results suggest
that evolocumab protects against carotid atherosclerosis, including by increasing the concentration of
HDL-cholesterol and decreasing the concentration of triglycerides, in patients undergoing statin therapy.

Carotid IMT is a well-established surrogate marker of atherosclerosis [3], and is associated with
various atherosclerotic risk factors, such as hypertension, diabetes mellitus, and dyslipidemia [14].
A previous study has reported that baseline carotid mean IMT thickness was negatively correlated with
the change in carotid mean IMT [15], which is compatible with the findings of our study. Atherosclerosis
is a chronic vascular inflammatory disease in which lipid-loaded and activated macrophages play a
pivotal role [16]. Injury to the vascular endothelium by various mechanisms, including high blood
pressure, hyperglycemia, and dyslipidemia, leads to the infiltration and retention of monocytes in
the subendothelial space [16]. These monocytes differentiate into macrophages, engulf oxidized
LDL-cholesterol through macrophage scavenger receptors, and finally transform into foam cells [16].
This process induces intimal thickening and the formation of a lipid core that contains lipid-loaded
foam cells covered with a layer of connective tissue [16].

PCSK9 is a proprotein convertase that is produced in hepatocytes, vascular smooth muscle
cells, endothelial cells, and macrophages [17]. It increases the clearance of LDL-cholesterol receptors
by hepatocytes by facilitating their lysosomal degradation, which contributes to an increase in
serum LDL-cholesterol concentration [18]. Several studies have shown that evolocumab reduced
LDL-cholesterol concentration by 60–70%, as well as reducing triglyceride and lipoprotein (a)
concentrations and increasing HDL-cholesterol concentration [7,8]. The results of these previous studies
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are consistent with the findings of the present study. PCSK9 also inhibits adenosine triphosphate
(ATP)-binding cassette transporter A1 expression in macrophages, secondary to LDL receptor depletion,
thereby reducing cholesterol efflux from lipid-loaded foam cells [19]. Evolocumab has been reported to
increase the uptake of serum LDL-cholesterol by hepatocytes through the inhibition of LDL-cholesterol
receptor clearance [20] and to increase ATP-binding cassette transporter A1 expression in macrophages
by upregulating LDL receptor expression [19]. These findings suggest that evolocumab attenuates the
progression of carotid atherosclerosis through a reduction in serum LDL-cholesterol concentration and
an increase in cholesterol efflux from lipid-loaded foam cells.

However, in the present study, neither LDL-cholesterol, nor the change in LDL-cholesterol
concentration, correlated with the change in carotid IMT during the administration of evolocumab.
It has been reported that there are no associations between serum LDL-cholesterol, the change in
LDL-cholesterol, and the change in coronary atherosclerotic plaque size in patients who achieve an
LDL-cholesterol concentration <70 mg/dL while on statin therapy [21]. In the present study, the mean
LDL-cholesterol concentration at baseline was well-controlled by statin therapy (69.4 ± 24.1 mg/dL).
This may explain why neither serum LDL-cholesterol nor the change in LDL-cholesterol concentration
were associated with the change in carotid IMT during the administration of evolocumab in the
present study.

HDL is a lipoprotein that is principally composed of phospholipids and apolipoproteins (ApoA-I,
ApoA-II, and ApoC) and promotes cellular cholesterol efflux and reverse cholesterol transport [22].
HDL collects free cholesterol from cell surfaces via the ATP-binding cassette transporter and transports
it to the liver for excretion in the bile [22]. Statins increase the synthesis of ApoA-I and HDL in
the liver and increase the expression of the ATP-binding cassette transporter in peripheral cells [23].
Similarly, evolocumab increases the circulating concentrations of HDL and ApoA-I [20] and increases
the expression of ATP-binding cassette transporter in macrophages [19]. It has been reported that
the change in serum HDL-cholesterol concentration negatively correlated with the change in carotid
IMT in patients taking statins [24]. In the present study, the change in HDL-cholesterol concentration
negatively correlated with the change in carotid mean and maximum IMT during the administration
of evolocumab in patients who were already taking statins. These findings would tend to support the
premise that reverse cholesterol transport was most likely activated due to the use of evolocumab in
our study, but an increase in the rate of reverse cholesterol transport was not specifically quantified in
the present study.

Triglycerides are the major component of triglyceride-rich lipoproteins such as chylomicron and
very low-density lipoprotein. In circulating blood, chylomicrons and very low-density lipoprotein
are catabolized rapidly by lipoprotein lipase on blood vessel walls, producing chylomicron remnants
and very low-density lipoprotein remnants [25]. Chylomicron remnants and very low-density
lipoprotein remnants can directly penetrate the arterial intima and be taken up by macrophages
without undergoing oxidative modifications observed with LDL particles [26]. It has been reported
that the change in serum triglyceride concentration positively correlated with the change in carotid
IMT in patients taking statins [24]. Several studies have shown that evolocumab reduced triglyceride
concentration by 15–30%, alongside decreases in LDL-cholesterol concentration and an increase in
HDL-cholesterol [7,8], which are consistent with the findings of our study. In the present study, the
change in triglyceride concentration positively correlated with the change in carotid maximum IMT
during the administration of evolocumab in patients who were already taking statins. These results
suggest that the effects of evolocumab on carotid IMT might be partially explained by the reduction in
triglycerides. Further studies are required to clarify the factors mediating the effect of evolocumab on
carotid atherosclerosis in patients undergoing statin therapy.

This is the first study to show the beneficial effects of evolocumab on carotid IMT in patients
undergoing statin therapy. An observational study reported that carotid maximum IMT was 2.2± 0.8 mm
and the change in carotid maximum IMT was −0.012 mm/year in patients with coronary artery disease
and carotid plaques [4]. In the present study, baseline carotid maximum IMT was 2.5 ± 0.7 mm and
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the change in carotid maximum IMT before the initiation of evolocumab was 0.17 mm/year. Therefore,
the patients in the present study had more advanced carotid atherosclerosis and were at high risk of
cardiovascular diseases. It has been reported that lipid-lowering therapy with atorvastatin did not
reduce the increase in carotid maximum IMT in patients with carotid atherosclerotic plaques [27]. In the
present study, evolocumab reduced the increase in carotid maximum IMT in patients taking a statin.
These results suggest that evolocumab attenuates the progression of carotid atherosclerosis in patients
with advanced carotid atherosclerosis and at high risk of cardiovascular diseases. In the present study, a
mild increase in HbA1c concentration was observed. An animal study reported that PCSK9-knockout
mice exhibited decreased insulin secretion and increased glucose intolerance [28]. However, a recent
randomized control trial showed that evolocumab did not affect HbA1c level, fasting glucose level, and
insulin resistance [29]. Further studies are needed to investigate the effect of evolocumab on glucose
metabolism in patients taking statins.

The present study had several limitations. First, it was a retrospective observational study that
might have been subject to patient selection bias. Second, it featured a before-after study design,
with no control group. Therefore, we cannot exclude the possibility that other drugs, including the
statins, may have affected the study results. Third, all the study participants were recruited at a single
center, which might restrict the generalizability of our findings. Fourth, the percentage of familial
hypercholesteremia was very low (0.9%) in this study, which influenced the results of this study
because the proportion of familial hypercholesterolemia was higher in other clinical studies [7,8]. Fifth,
the manual measurement of carotid maximum IMT might have caused variation and affected the
results of this study. The inter- and intrasonographer reproducibility was not assessed in this study.
Therefore, further multicenter, prospective studies with an appropriate control group are required to
confirm the efficacy of evolocumab for the attenuation of carotid atherosclerosis progression.

In conclusion, evolocumab attenuates the progression of carotid mean and maximum IMT
in patients on statin therapy, without causing any serious adverse effects. Serum HDL-cholesterol,
triglycerides, and carotid IMT were associated with the change in carotid IMT during the administration
of evolocumab. These results suggest that evolocumab protects against carotid atherosclerosis in
these patients.

Author Contributions: K.H. and A.H. conceived and designed the study. S.I. collected and analyzed the data.
K.H. wrote the first draft of the manuscript. A.H. and S.O. made critical revisions. Y.M. approved the final version.
All authors contributed to this manuscript and approved the final version for submission. All authors have read
and agreed to the published version of the manuscript.

Funding: Not applicable.

Acknowledgments: The authors thank all the medical staff of Chiba Cerebral and Cardiovascular Center for
their excellent medical support. We also thank Mark Cleasby, from Edanz Group (www.edanzediting.com/ac) for
editing a draft of this manuscript.

Conflicts of Interest: The authors declare that they have no conflict of interest.

Abbreviations

eGFR estimated glomerular filtration rate
HbA1c serum hemoglobin A1c
HDL high-density lipoprotein
IMT intima-media thickness
LDL low-density lipoprotein
Log logarithm

www.edanzediting.com/ac


J. Clin. Med. 2020, 9, 2256 14 of 15

References

1. Libby, P. Inflammation in atherosclerosis. Nature 2002, 420, 868–874. [CrossRef] [PubMed]
2. Roth, G.A.; Forouzanfar, M.H.; Moran, A.E.; Barber, R.; Nguyen, G.; Feigin, V.L.; Naghavi, M.; Mensah, G.A.;

Murray, C.J. Demographic and epidemiologic drivers of global cardiovascular mortality. N. Engl. J. Med.
2015, 372, 1333–1341. [CrossRef] [PubMed]

3. O’Leary, D.H.; Bots, M.L. Imaging of atherosclerosis: Carotid intima-media thickness. Eur. Hear. J. 2010, 31,
1682–1689. [CrossRef] [PubMed]

4. Hirano, M.; Nakamura, T.; Kitta, Y.; Takishima, I.; Deyama, J.; Kobayashi, T.; Fujioka, D.; Saito, Y.; Watanabe, K.;
Watanabe, Y.; et al. Short-term progression of maximum intima-media thickness of carotid plaque is associated
with future coronary events in patients with coronary artery disease. Atherosclerosis 2011, 215, 507–512.
[CrossRef] [PubMed]

5. Kokubo, Y.; Watanabe, M.; Higashiyama, A.; Nakao, Y.M.; Nakamura, F.; Miyamoto, Y. Impact of Intima-Media
Thickness Progression in the Common Carotid Arteries on the Risk of Incident Cardiovascular Disease in the
Suita Study. J. Am. Hear. Assoc. 2018, 7, e007720. [CrossRef]

6. Katakami, N.; Mita, T.; Gosho, M.; Takahara, M.; Irie, Y.; Yasuda, T.; Matsuoka, T.-A.; Osonoi, T.; Watada, H.;
Shimomura, I. Clinical Utility of Carotid Ultrasonography in the Prediction of Cardiovascular Events in
Patients with Diabetes: A Combined Analysis of Data Obtained in Five Longitudinal Studies. J. Atheroscler.
Thromb. 2018, 25, 1053–1066. [CrossRef]

7. Sabatine, M.S.; Giugliano, R.P.; Wiviott, S.D.; Raal, F.J.; Blom, D.J.; Robinson, J. Efficacy and safety of
evolocumab in reducing lipids and cardiovascular events. N. Engl. J. Med. 2015, 372, 1500–1509. [CrossRef]
[PubMed]

8. Kiyosue, A.; Honarpour, N.; Kurtz, C.; Xue, A.; Wasserman, S.M.; Hirayama, A.; Information, P.E.K.F.C.
A Phase 3 Study of Evolocumab (AMG 145) in Statin-Treated Japanese Patients at High Cardiovascular Risk.
Am. J. Cardiol. 2016, 117, 40–47. [CrossRef]

9. Nicholls, S.J.; Puri, R.; Anderson, T.; Ballantyne, C.M.; Cho, L.; Kastelein, J.J.P.; Koenig, W.; Somaratne, R.;
Kassahun, H.; Yang, J.; et al. Effect of Evolocumab on Progression of Coronary Disease in Statin-Treated
Patients: The GLAGOV Randomized Clinical Trial. Jpn. Med Assoc. J. 2016, 316, 2373–2384. [CrossRef]

10. Ahmadi, A.; Argulian, E.; Leipsic, J.; Newby, D.E.; Narula, J. From Subclinical Atherosclerosis to Plaque
Progression and Acute Coronary Events: JACC State-of-the-Art Review. J. Am. Coll. Cardiol. 2019, 74,
1608–1617. [CrossRef] [PubMed]

11. Matsuo, S.; Imai, E.; Horio, M.; Yasuda, Y.; Tomita, K.; Nitta, K.; Yamagata, K.; Tomino, Y.; Yokoyama, H.;
Hishida, A. Revised Equations for Estimated GFR From Serum Creatinine in Japan. Am. J. Kidney Dis. 2009,
53, 982–992. [CrossRef] [PubMed]

12. Pignoli, P.; Tremoli, E.; Poli, A.; Oreste, P.; Paoletti, R. Intimal plus medial thickness of the arterial wall: A
direct measurement with ultrasound imaging. Circulation 1986, 74, 1399–1406. [CrossRef] [PubMed]

13. Nair, S.B.; Malik, R.; Khattar, R.S. Carotid intima–media thickness: Ultrasound measurement, prognostic
value and role in clinical practice. Postgrad. Med J. 2012, 88, 694–699. [CrossRef] [PubMed]

14. Qu, B.; Qu, T. Causes of changes in carotid intima-media thickness: A literature review. Cardiovasc. Ultrasound
2015, 13, 46. [CrossRef]

15. Huang, L.-C.; Lin, R.-T.; Chen, C.-F.; Chen, C.-H.; Juo, S.-H.H.; Lin, H.-F. Predictors of Carotid Intima-Media
Thickness and Plaque Progression in a Chinese Population. J. Atheroscler. Thromb. 2016, 23, 940–949. [CrossRef]

16. Ross, R. Atherosclerosis—An inflammatory disease. N. Engl. J. Med. 1999, 340, 115–126. [CrossRef]
17. Karagiannis, A.D.; Liu, M.; Toth, P.P.; Zhao, S.; Agrawal, D.K.; Libby, P.; Chatzizisis, Y.S. Pleiotropic

Anti-atherosclerotic Effects of PCSK9 Inhibitors from Molecular Biology to Clinical Translation. Curr. Atheroscler.
Rep. 2018, 20, 20. [CrossRef] [PubMed]

18. Peterson, A.S.; Fong, L.G.; Young, S.G. PCSK9 function and physiology. J. Lipid Res. 2008, 49, 1152–1156.
[CrossRef] [PubMed]

19. Adorni, M.P.; Cipollari, E.; Favari, E.; Zanotti, I.; Zimetti, F.; Corsini, A.; Ricci, C.; Bernini, F.; Ferri, N.
Inhibitory effect of PCSK9 on Abca1 protein expression and cholesterol efflux in macrophages. Atherosclerosis
2017, 256, 1–6. [CrossRef] [PubMed]

http://dx.doi.org/10.1038/nature01323
http://www.ncbi.nlm.nih.gov/pubmed/12490960
http://dx.doi.org/10.1056/NEJMoa1406656
http://www.ncbi.nlm.nih.gov/pubmed/25830423
http://dx.doi.org/10.1093/eurheartj/ehq185
http://www.ncbi.nlm.nih.gov/pubmed/20542989
http://dx.doi.org/10.1016/j.atherosclerosis.2011.01.014
http://www.ncbi.nlm.nih.gov/pubmed/21316054
http://dx.doi.org/10.1161/JAHA.117.007720
http://dx.doi.org/10.5551/jat.43141
http://dx.doi.org/10.1056/NEJMoa1500858
http://www.ncbi.nlm.nih.gov/pubmed/25773607
http://dx.doi.org/10.1016/j.amjcard.2015.10.021
http://dx.doi.org/10.1001/jama.2016.16951
http://dx.doi.org/10.1016/j.jacc.2019.08.012
http://www.ncbi.nlm.nih.gov/pubmed/31537271
http://dx.doi.org/10.1053/j.ajkd.2008.12.034
http://www.ncbi.nlm.nih.gov/pubmed/19339088
http://dx.doi.org/10.1161/01.CIR.74.6.1399
http://www.ncbi.nlm.nih.gov/pubmed/3536154
http://dx.doi.org/10.1136/postgradmedj-2011-130214
http://www.ncbi.nlm.nih.gov/pubmed/22761324
http://dx.doi.org/10.1186/s12947-015-0041-4
http://dx.doi.org/10.5551/jat.32177
http://dx.doi.org/10.1056/NEJM199901143400207
http://dx.doi.org/10.1007/s11883-018-0718-x
http://www.ncbi.nlm.nih.gov/pubmed/29525934
http://dx.doi.org/10.1194/jlr.E800008-JLR200
http://www.ncbi.nlm.nih.gov/pubmed/18375913
http://dx.doi.org/10.1016/j.atherosclerosis.2016.11.019
http://www.ncbi.nlm.nih.gov/pubmed/27940374


J. Clin. Med. 2020, 9, 2256 15 of 15

20. Kasichayanula, S.; Grover, A.; Emery, M.G.; Gibbs, M.A.; Somaratne, R.; Wasserman, S.M.; Gibbs, J.P. Clinical
Pharmacokinetics and Pharmacodynamics of Evolocumab, a PCSK9 Inhibitor. Clin. Pharmacokinet. 2018, 57,
769–779. [CrossRef] [PubMed]

21. Bayturan, O.; Kapadia, S.; Nicholls, S.J.; Tuzcu, E.M.; Shao, M.; Uno, K.; Shreevatsa, A.; Lavoie, A.J.; Wolski, K.;
Schoenhagen, P.; et al. Clinical Predictors of Plaque Progression Despite Very Low Levels of Low-Density
Lipoprotein Cholesterol. J. Am. Coll. Cardiol. 2010, 55, 2736–2742. [CrossRef] [PubMed]

22. Cardenas, G.; Lavie, C.J.; Cardenas, V.; Milani, R.V.; McCullough, P. The importance of recognizing and
treating low levels of high-density lipoprotein cholesterol: A new era in atherosclerosis management.
Rev. Cardiovasc. Med. 2008, 9, 239–258. [PubMed]

23. Yamashita, S.; Tsubakio-Yamamoto, K.; Ohama, T.; Nakagawa-Toyama, Y.; Nishida, M. Molecular mechanisms
of HDL-cholesterol elevation by statins and its effects on HDL functions. J. Atheroscler. Thromb. 2010, 17,
436–451. [CrossRef]

24. Huang, Y.; Li, W.; Dong, L.; Li, R.; Wu, Y. Effect of statin therapy on the progression of common carotid artery
intima-media thickness: An updated systematic review and meta-analysis of randomized controlled trials.
J. Atheroscler. Thromb. 2012, 20, 108–121. [CrossRef] [PubMed]

25. Saeed, A.; Feofanova, E.V.; Yu, B.; Sun, W.; Virani, S.S.; Nambi, V.; Coresh, J.; Guild, C.S.; Boerwinkle, E.;
Ballantyne, C.M.; et al. Remnant-Like Particle Cholesterol, Low-Density Lipoprotein Triglycerides, and
Incident Cardiovascular Disease. J. Am. Coll. Cardiol. 2018, 72, 156–169. [CrossRef] [PubMed]

26. Fujioka, Y.; Ishikawa, Y. Remnant lipoproteins as strong key particles to atherogenesis. J. Atheroscler. Thromb.
2009, 16, 145–154. [CrossRef]

27. Yamada, K.; Yoshimura, S.; Kawasaki, M.; Enomoto, Y.; Asano, T.; Minatoguchi, S.; Iwama, T. Effects of
Atorvastatin on Carotid Atherosclerotic Plaques: A Randomized Trial for Quantitative Tissue Characterization
of Carotid Atherosclerotic Plaques with Integrated Backscatter Ultrasound. Cerebrovasc. Dis. 2009, 28, 417–424.
[CrossRef]

28. Schulz, R.; Schlüter, K.-D.; Laufs, U. Molecular and cellular function of the proprotein convertase
subtilisin/kexin type 9 (PCSK9). Basic Res. Cardiol. 2015, 110, 4. [CrossRef]

29. Blom, D.J.; Koren, M.J.; Roth, E.; Monsalvo, M.L.; Djedjos, C.S.; Nelson, P.; Elliott, M.; Wasserman, S.M.;
Ballantyne, C.M.; Holman, R.R. Evaluation of the efficacy, safety and glycaemic effects of evolocumab (AMG
145) in hypercholesterolaemic patients stratified by glycaemic status and metabolic syndrome. Diabetes Obes.
Metab. 2016, 19, 98–107. [CrossRef]

© 2020 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 (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1007/s40262-017-0620-7
http://www.ncbi.nlm.nih.gov/pubmed/29353350
http://dx.doi.org/10.1016/j.jacc.2010.01.050
http://www.ncbi.nlm.nih.gov/pubmed/20538166
http://www.ncbi.nlm.nih.gov/pubmed/19122582
http://dx.doi.org/10.5551/jat.5405
http://dx.doi.org/10.5551/jat.14001
http://www.ncbi.nlm.nih.gov/pubmed/23095240
http://dx.doi.org/10.1016/j.jacc.2018.04.050
http://www.ncbi.nlm.nih.gov/pubmed/29976289
http://dx.doi.org/10.5551/jat.E598
http://dx.doi.org/10.1159/000235746
http://dx.doi.org/10.1007/s00395-015-0463-z
http://dx.doi.org/10.1111/dom.12788
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Patients and Methods 
	Ethical Approval 
	Patients 
	Study Design 
	Laboratory Methods 
	Ultrasonographic Measurement of Carotid IMT 
	Statistics 

	Results 
	Patient Characteristics 
	Effects of Evolocumab on Carotid Mean and Maximum IMT, Assessed Ultrasonographically 
	Factors Associated with the Change in Carotid Mean and Maximum IMT During the Administration of Evolocumab 
	Changes in Serum Lipid Concentrations 
	Changes in Other Laboratory Parameters and Adverse Effects 

	Discussion 
	References

