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Atherosclerotic changes in the vascular walls begin early in childhood, especially in association with familial hypercholesterolemia (FH).
The process may be subclinical, which nevertheless requires therapeutic and preventive measures.

Purpose — to evaluate baseline lipid profiles, the thickness of carotid intima-media complexes, blood pressure indices and the association
with concentration changes of dephosphorylated-uncarboxylated matrix Gla protein (dp-uc MGP) as a marker of subclinical arterial lesions in
different age groups of pediatric patients with FH.

Materials and methods. Children with heterozygous FH (n=15), stratified by age and sex, were included in the study. The control group con-
sisted of healthy peers (n=21). Blood samples were analyzed to determine levels of total (TC), low-density (LDL-C), very-low-density (VLDL-C),
high-density (HDL-C), remnant (rC) and non-high-density (non-HDL-C) cholesterol, triglycerides (TG), apolipoproteins A1 (apoA1) and B
(apoB), lipoprotein (a), and dp-uc MGP. The intima-media complex thickness of the common carotid artery and blood pressure were measured
in all study subjects. The obtained data were processed using the accepted methods of medical statistics and SAS® OnDemand for Academics.
Results. Lipid profile changes in pediatric patients with FH were characterized by high levels of LDL-C, non-HDL-C and lipoprotein (a) in the
5-9 years age group; in the 10-14 years age group — high levels of LDL-C, TG, rC, non-HDL-C and lipoprotein (a); in the 15-18 years age
group — high levels of LDL-C, TG, non-HDL-C and lipoprotein (a). At the same time, the most marked dyslipidemia changes were evident
in children aged 10—14 years in the FH group. apoAT levels were significantly decreased in all FH children. Elevated levels of lipoprotein (a)
(>30 mg/dL) in FH children were found in all age groups, suggesting that elevated lipoprotein (a) levels can be used as a factor for cardiovas-
cular risk stratification. Dp-uc MGP levels were significantly elevated in all age groups of FH children compared to healthy peers.
Conclusions. A lipid profile examination is necessary to diagnose FH in children, along with family health history and cascade screening.
As atherosclerotic changes at 5-18 years of age remain subclinical, and the instrumental tests available in routine medical practice are not
sensitive enough to detect them, therefore, preventive or therapeutic measures cannot be initiated promptly. The evaluation of circulating matrix
Gla protein in pediatric patients with FH can be used as a marker of vascular wall calcification, which may allow early preventive measures
against microcalcification to be developed.

The research was carried out in accordance with the principles of the Helsinki Declaration. The study protocol was approved by the Local Ethics
Committee of the participating institution. The informed consent of the patient was obtained for conducting the studies.

No conflict of interests was declared by the authors.
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Oco6nueocTi ninigHoro npodginio Ta KOHUeHTpauil maTpukcHoro Gla Ginka B ykpaiHCbKUX
nepiaTpPUYHMUX NaLi€HTIB i3 reTepo3uroTHOI0 CiMeinHOoIO rinepxosiecCTepuHeMielo

T.B. Mapywko, T.B. KypiniHa, €.-E.B. Kynbunuybka

HaujoHanbHWI YHIBEPCUTET OXOPOHW 300Pp0B A YkpaiHu imeHi M.J1. LLynvika, M. Knis

ATEPOCKIEPOTNYHI 3MiHI CTIHOK CYAMH MOYMHAIOTLCS LWe B AMTAYOMY Billi, OCOOAMBO 3a HAsBHOCTI Takoro daktopa puanky, K CiIMenHoi
rinepxonectepuHemii (CI), ane MoxyTb Nepebiratyt CyokiHiYHO, WO NoTpebye NikyBanbHO-NPOMINaKTUYHMX 3aX0iB.

MeTta — BMBYUTY NINIOHWI NPOMING, TOBLLMHY KOMMIEKCY IHTUMa-Meia COHHOI apTepii, MOKa3HWKIB apTepianibHOro TUCKY Ta IXHbOI Kopensuji
3i 3MiHaMK KOHLIeHTpaUii edochopmnbOBaHOrO-HekapbOoKCUMIbOBAHOrO MatpukcHOro Gla 6inka (dp-uc MGP), 9k Mapkepa CyokiHIYHOro
YPaxXeHHs apTepil, y Pi3HMX BIKOBMX rpynax negiarpudHmx nauieHTis i3 Cr.

Martepianu Ta meToam. /10 AOCNIAXEHHSA 3any4eH0 AiTen 3 reteposnrotHoto CI (n=15), cTpatndikoBaHmx 3a BIKOM i CTaTTO. [Pyny KOHTPOSMO
CTaHOBWMAN 3A0POBI 0AHONITKN (N=21). MNpoaHanisaoBaHO 3pasku KPOBI 3 BU3HAYEHHSAM PIBHIB 3araslbHOr0 XONeCTepUHY, NINONPOTEIHIB HU3LKOI
(JTMHLLL), ayxe Hnabkoi (JIAHLLL), B1ncokoi winsHocTi (JINBLLL), 3anvkoBOro XonectepuHy, He-ninonpoTeiHiB BUCOKOI WinbHOCTI (He-JTTBLLL),
Tpurmniuepuais (TI), anoninonpoteiHisa A1 i B, ninonpoteiny (a) Ta dp-uc MGP. Ycim naujeHtam BUMIpAHO TOBLLMHY KOMMIEKCY iHTUMa-Meia
3arasbHOI COHHOI apTepii Ta apTepianbHui TMCK. OTpUMaHi AaHi onpaLpboBaHO NPUNHATUMK METOAAMY MEAMYHOI CTaTUCTVIKM 3a AOMOMOrol0
«SAS® OnDemand for Academics».

Pe3ynbratn. 3MiHn ninigHoro npodinio B neaiatpnyHmx nauienTis i3 CIT xapaktepudysanvcs Bucoknumm pisHamu JIMHLL, He-J1MNBLL i nino-
npoTeiHy (a) y Bikosii rpyni 5-9 pokis; y Bikogin rpyni 10—14 pokis — Bu1coki pisHi JINHLL, TT, 3anuwkoBoro xonecteputy, He-J1IMNBLLL i nino-
npoTeiny (a); y Bikosin rpyni 15—18 pokis — surcoki pisHi JIMHLL, T, He-JINBLL i ninonpoteiry (a). Mpw ubomy nauieHtv 3 CIT BikoBOI rpynu
10—14 pokiB nokasanu HanbinbLL BUPaxeHi ancninigemidni amiHn. Y Bcix nauieHTis i3 CIT BiaMiYaBCa 3HA4YHO 3HXKEHNIA piBeHb Oinka anoAl.
Y BCix BIKOBMX rpynax naujeHTiB CNOCTepiraBca 3Ha4HO NIABULLEHWI piBEHb NinonpoTeiHy (a) (>30 Mr/on), wo aae 3Mory pekoMeHayBarv
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oro anda ctpatndikallii kapaioBackynsapHOro puanky ana nauieHTis i3 ClL Y BCix BikOBMX rpynax 6yB 3HAYHO MiABUILLIEHWIA PIBEHb MATPUKCHOMO
Gla 6inka NopiBHAHO 3 rPYNO KOHTPOMIO.

BucHoBku. [1ns BCTaHOBNEHHS AiarHody CIy aiter nopaa 3 aHaMHE30M | KaCKafHVM CKPUHIHIOM CifL NPOBOANTA OOCHIAKEHHSA NiMiAHOrO
npodIinio, OCKINbKXA CyaAnHHI 3MiHIK Y Bilj 5—18 pokis Bce e nepebiraloTs CyOKNiHIYHO, Ta IHCTPYMEHTaNbHI AOCAIAXEHHS, AOCTYNHI B DYTUHHIl
MeauyHil NpakT1Li, He AaloTb 3MOM BUSIBITK iX | CBOEYACHO po3noyaTin npodinakTnyHi abo nikyBanbHi 3axoam. BruaHaueHHs LMPKYAoI0Horo
marpuvikcHoro Gla 6inka B negiatpuyHmnx nauieHTis i3 CIT MOXHa BUKOPUCTaTV AK Mapkep KanbUmdikallii CyanHHOI CTIHKM, Lo AonoMarae po3po-
OUTN PaHHI NPOGINaKTVYHI 3axoau Ans 3anobiraHHs Mikpokanbum@ikallji CTIHOK CyaAnH.

JoCniaxXeHHA BMKOHAHO BIAMNOBIAHO 00 NPUHUMNMIB FenbCiHCHKOI Aeknapalti. [poToKon A0CNIOXEHHS yxBaneHo JIoKanbHUM eTUYHM KOMITE-

TOM 3a3Ha4eHoi B poOOTI yCTaHOBK. Ha MpoBeOEeHHA AOCNIAXEHb OTPUMAHO IHPOPMOBaHY 3rofly OaTbkiB AiTeN.

ABTOPU 3a8BASHOTb NPO BIACYTHICTb KOHMAIKTY iHTEPECIB.

KntouoBi cnoea: ai1v, ciMeiiHa rinepxonectepyHemia, niniaHvii npodinb, NinonpoTeiH (a), MaTpukcHuin Gla-6inok, KoMnneke iHTMMa-meaia,

anofinonpoteid A1, anoninonpoTteix B.

Introduction

therosclerosis ~ manifests  clinically
Ain middle and late adulthood, but it
is well known to have a long asymp-
tomatic phase of development. New research sup-
ports the concept that atherosclerosis as the main
cause of cardiovascular disease in adults, originates
in childhood. In most children, vascular athero-
sclerotic changes are minor and can be minimized
or prevented with a healthy lifestyle [4]. How-
ever, in some groups of children this process is ac-
celerated by risk factors or the presence of specific
diseases [1]. Therefore, clinicians are faced with
the question of finding markers-predictors of sub-
clinical atherosclerotic lesions, especially in pa-
tients who have familial hypercholesterolemia
(FH), since these patients are at high risk of deve-
loping cardiovascular events.

The relationship between dyslipidemia and
vascular calcification has been known for a long
time [23]. The accumulation of lipoproteins in the
vascular intima leads to the formation of mildly
oxidized phospholipids, which are bioactive stimu-
lators of vascular cell calcification. To prevent
excessive soft tissue calcification, there areanumber
of vitamin K-dependent calcification inhibitors,
one of the most important among which is the
matrix Gla protein (MGP) encoded by the MGP
gene on the short arm of chromosome 12 [21].
To prevent vascular calcification, it is critical that
MGP must be fully active — that is, fully carboxy-
lated. MGP is significantly undercarboxylated in
healthy adults [24], and even more pronounced un-
dercarboxylation has been found in cardiovascular
diseases and diseases associated with high cardio-
vascular risk: diabetes mellitus and chronic kidney
disease [14]. Based on these observations, a con-
cept was formulated that the plasma concentration
of circulating non-carboxylated MGP fractions
can be used as a marker of cardiovascular diseases,
risk factor for their development and mortality.

According to REW. Kavey [11], the earli-
est stages of atherosclerosis can be blocked by
lowering apolipoprotein B (apoB) lipid levels.
The interval between a person’s exposure to a risk
factor and the development of clinical manifes-
tations provides an opportunity for prevention.
Universal screening is recommended by the study
authors at the age of 8—11 years and repeatedly
at the age of 17—18 years.

As stated by the European Atherosclerosis
Society report (2022) [12], high lipoprotein (a)
concentrations are associated with ectopic cardio-
vascular microcalcification and macrocalcification
of the aortic valve. It is recommended that lipo-
protein (a) concentrations should be tested at least
once in adults, and in patients with FH cascade
testing is particularly useful.

Purpose of the study — to evaluate baseline
lipid profiles, the thickness of carotid intima-media
complexes, blood pressure indices and the associa-
tion with concentration changes of dephosphory-
lated-uncarboxylated matrix Gla protein (dp-uc
MGP) as a marker of subclinical arterial lesions in
different age groups of pediatric patients with FH.

Materials and methods of the study

A retrospective study was conducted of
pediatric patients from all regions of Ukraine
who were seen in the Department of Cardiology
at Kyiv City Children’s Clinical Hospital No.1.

Inclusion criteria for the study were: a confirmed
diagnosis of FH for at least 6 months, age between
5 and 18 years old, adherence to prescribed anti-
lipid therapy and an appropriate diet (CHILD-1),
signed informed consent by a child and parent(s)
(or legal guardian(s)).

Exclusion criteria were withdrawal of informed
consent, age less than 5 years old, interruption
of antilipid therapy >1 month, presence of an con-
firmed disease or condition other than FH that
causes lipid metabolism disorders (diabetes melli-
tus, hypothyroidism, nephrotic syndrome, chronic
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kidney disease, primary cholangitis, obstructive
jaundice, obesity, Cushing’s syndrome, pheochro-
mocytoma and etc.); intake of medications that
cause lipid metabolism disorders (amiodarone,
thiazide diuretics, beta-blockers, glucocorti-
coids, estrogens, androgens, immunosuppressants,
anticancer agents, antipsychotics, HIV-1 prote-
ase inhibitors, anticonvulsants, retinoids, growth
hormones and others).

118 children were assessed between January
and December 2021. 15 of these met the inclusion
criteria and agreed to participate in the study, with
informed consent given by both the children and
their parent(s) (or legal guardian(s)). The follow-
ing age groups were identified according to WHO
guidelines: 5 to 9 years old, 10 to 14 years old,
and 15 to 18 years old.

Pediatric patients with FH were included
in the FH group (hereinafter referred to as «<FH
children»), (n=15). The Dutch Lipid Clinic Net-
work criteria were used to establish the diagno-
sis of FH [5]. FH children were mostly in the age
range 5—17 years old (53.4% girls and 46.6% boys).
Each age group consisted of 5 children.

The control group consisted of healthy peers
in the age range 6—17 years old (hereinafter re-
ferred to as «Controls»), (n=21, 47.7% girls and
52.3% boys). Each age group consisted of 7 children.
The groups were representative of age and sex.

Blood samples for measurement of biochemi-
cal parameters including total cholesterol (TC),
low-density lipoprotein cholesterol (LDL-C)
and very low-density lipoprotein cholesterol
(VLDL-C) obtained by Friedewald’s formula [7],
high-density lipoprotein cholesterol (HDL-C),
triglycerides (TG), apolipoprotein A1 (apoAl),
apoB and lipoprotein (a) were taken after at least
8 hours fasting. Non-high-density (non-HDL-C)
cholesterol was calculated TC minus HDL-C. Rem-
nant cholesterol (rC) calculated from the standard
lipid profile as TC minus LDL-C minus HDL-C.
Subjects’ blood plasma was also used to quantify
the inactive dp-uc isoform of MGP (IDS-iSYS
InaKtif MGP® UK) on the IDS-iSYS
Multi-Discipline Automated System.

The resting blood pressure was measured in
each child in both FH and control groups.

The intima-media complex thickness (¢cIMT)
of the common carotid arteries on the right and
left was measured by B-mode ultrasound using the
12 MHz linear transducer L12-5 (Philips, USA).
cIMT was calculated as the distance between
the leading edge of the lumen — intima interface

and the media — adventitia interface on the far
wall of the common carotid artery on the longitu-
dinal section, freezed on the R-wave of the electro-
cardiogram.

The study was conducted in accordance
with the Helsinki Declaration of Human Rights,
the Council of Europe Convention on Human
Rights and Biomedicine, and Ukrainian laws go-
verning research on human subjects.

Statistical analysis. Extended lipid profile data
(TC, LDL-C, HDL-C, VLDL-C, TG, rC, non-
LDL-C, apoA1, apoB, lipoprotein (a)), MGP
were analyzed with SAS® OnDemand for Aca-
demics (SAS Institute Inc, North Carolina, USA).
Data were assumed to be normally distribut-
ed (verified analytically by Shapiro—Wilk, Kol-
mogorov—Smirnov, and graphically by Q-Q plot).
Continuous variables with a normal distribution
were reported as mean with standard deviation,
and a t-test was used to compare the data from the
FH and control groups. Intragroup comparisons
in FH children were made using one-way analy-
sis of variance (ANOVA). Chi-square (32) test
was used to compare categorical variables. Pearson
correlation was performed to test whether there
was a correlation between age and MGP in the FH
group. Statistical significance was set at p<0.05.

Results and discussion of the study

Pearson’s chi-squared value was 1.818 with
1 degree of freedom. The corresponding p-value
was 0.177, which means there was no significant
evidence of an association between sex and
the presence of the disease. For Fisher’s exact test,
the two-tailed p-value was 0.369, which also con-
firmed the absence of the association.

The lipid profile of the examined children was
analyzed and revealed some peculiarities with
regard to such parameters as LDC-C, HDL-C,
non-HDL-C, VLDL-C, rC, TG, apoB, apoA1 and
lipoprotein (a) (Table 1).

Thus, LDL-C levels in all age groups in FH
children exceeded the recommended [25] level
of <1.8 mmol/L for the high-risk group before
70 years of age to reduce their cardiovascular risk.

None of our subjects had HDL-C below the ac-
ceptable [6] range (<1.0 mmol/L).

There were no elevated levels of VLDL-C in the
FH and control groups.

Non-HDLIlevelswereelevatedinthe 10—14years
old age group in FH children and in the
15-18 years old age group in controls. Dys-
lipidemia — non-HDL levels >3.8 mmol/L —
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Table 1
Data on the lipid profile of children in the patient and control groups
Assessed data FH children Controls p-value
Mean | +SD Mean | +SD
The 5-9 years old age group
TC (mmol/L) 6.72 1.34 4.03 2.04 0.22
LDL-C (mmol/L) 5.33 1.25 2.43 1.14 0.18
HDL-C (mmol/L) 1.21 0.30 1.03 0.67 0.64
VLDL-C (mmol/L) 0.33 0.09 0.12 0.08 0.16
TG (mmol/L) 0.97 0.47 0.74 0.33 0.71
rC (mmol/L) 0.17 0.38 0.57 0.12 0.45
Non-HDL-C (mmol/L) 5.66 1.30 2.55 1.86 0.17
apoAT (g/L) 1.23 0.21 1.07 0.64 0.57
apoB (g/L) 2.138 0.04 0.48 0.07 0.0008
Lipoprotein (a) (mg/dL) 58.33 35.80 8.00 3.68 0.34
MGP (pmol/L) 894.00 132.68 170.00 65.47 0.04
The 10—-14 years old age group
TC (mmol/L) 6.94 2.25 3.86 1.07 0.06
LDL-C (mmol/L) 3.02 1.21 2.24 0.74 0.33
HDL-C (mmol/L) 1.40 0.63 1.20 0.28 0.58
VLDL-C (mmol/L) 0.27 0.29 0.38 0.33 0.68
TG (mmol/L) 1.47 0.86 1.05 0.59 0.29
rC (mmol/L) 2.53 4.04 0.43 0.31 0.33
Non-HDL-C (mmol/L) 3,29 1.46 2.62 0.78 0.46
apoA1 (g/L) 1.17 0.31 1.23 0.17 0.77
apoB (g/L) 1.43 0.81 0.73 0.22 0.15
Lipoprotein (a) (mg/dL) 47.00 42.88 14.25 3.30 0.17
MGP (pmol/L) 921.67 83.76 419.25 151.35 0.0037
The 15-18 years old age group
TC (mmol/L) 4.88 1.83 4.21 1.63 0.82
LDL-C (mmol/L) 3.44 1.66 2.92 1.52 0.63
HDL-C (mmol/L) 1.29 0.23 1.2 0.26 0.70
VLDL-C (mmol/L) 0.52 0.21 0.54 0.30 0.92
TG (mmol/L) 1.14 0.46 1.29 0.49 0.65
rC (mmol/L) 0.14 0.06 0.47 0.21 0.02
Non-HDL-C (mmol/L) 3.96 1.68 3.45 1.69 0.66
apoAT (g/L) 1.07 0.04 1.57 0.45 0.06
apoB (g/L) 2.21 0.09 1.02 0.25 <0.0001
Lipoprotein (a) (mg/dL) 76.75 27.38 18.80 3.83 0.0056
MGP (pmol/L) 1166.75 92.35 624.00 87.72 <0.0001
Note: values outside the age-specific reference range are highlighted in grey. Statistically significant p-values are shown in bold
was detected in the 5-9 years old age group and Statistically  significant  differences in
the 15—18 years old age group in FH children. apoB levels were found in FH children

The high-degree correlation was found between
non-HDL levels and body weight in controls
(r=0.70; p=0.024), while no such correlation exist-
ed among those in the FH group.

Remnant cholesterol (rC) levels were significant-
ly elevated (>0.75 mmol /L) only in FH children in
the 10—14 years old age group. Also, levels of rC in
FH children aged 15—18 years old were statistical-
ly significantly different from those in the control
group (t=-2,99; p=0.002; 95% CI [-0,06; —0,58]).

All age groups in FH children and controls were
found to have apoA1 levels below the acceptable
[6] level.
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in the 5-9 years old age group (t=-35,97;
p=0.0008; 95% CI [-1,85; -1,45]) and the
15-18 years old age group (t=-8,88; p<0.0001;
95% CI [-1,50; -0,87]).

Lipoprotein (a) levels in the 10-14 years
old age group in FH children were 31 to
50 mg/dL, which according to the recommendation
[12] is classified as a high risk of cardiovascular
disease. Very high-risk lipoprotein (a) levels
(=51 mg/dL) were found in children 5-9 years old
and 15—18 years old in the FH group. Lipoprotein
(a) levels in the 15-18 years old age group in
FH children significantly differ from those of
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Fig. 1. Mean concentration values of dp-uc matrix Gla protein levels in FH children and controls, by age group

the control group (t=-3,94; p=0.0056; 95% CI
[-76,75; -19,14]).

The analysis of the descriptive statistics showed
that the 5-9 years old age group in FH children
had higher mean values for dp-uc MGP
(M=894.00, SD=132.68) than their healthy peers
(M=170.00, SD=65.47), (Fig. 1). The FH group
aged 10—14 years old also had higher mean values
(M=921.67,SD=83.76) than the 10— 14 years old age
group of controls (M=419.25, SD=151.35). The FH
children in the 15—18 years old age group had high-
er values for dp-uc MGP (M=1166.8, SD=92.34)
than the control group (M=624.0, SD=87.72).

A two-sided t-test for independent samples
(assumed equal variance, p=0.88) showed that cir-
culating dp-uc MGP levels in the 5-9 years old age
group in FH children were statistically significant-
ly different from control group levels at the same
age (t=-4.73; p=0.004; 95% CI [-1383.2; -64.80]).
There was also a significant difference in MGP
levels in the 10—14 years old age group between
the FH children and controls (t=-5.11; p=0.0037;
95% CI [-755.0; -249.8]), as well as among re-
search subjects in the 15—18 years old age group
(t=-9.02; p<0.0001; 95% CI [-685.1; -400.4]).

A Pearson correlation was performed to test
if there is a relationship between age and MGP. The
results of the Pearson correlation indicated that
there was a significant correlation between age and
MGP level in group FH children, r=0.81, p=0.0039.
A similar relationship of the same strength was also
present in the control group (r=0.89, p=0.0005).

There was sufficient evidence to conclude
that there were statistically significant diffe-
rences in mean MGP levels between age groups
in FH children (F=7.58, p=0.0177).

The blood pressure indices were within the
normal range (50-75th percentiles) in both FH
children and controls (Table 2).

cIMT on both sides did not exceed 0.9 mm
both in the FH children and control groups, while
statistically significant difference of left cIMT was
found in the 15—18 years old age group (t=-3,08;
p=0.001; 95% CI [-6,44; -0,84]).

Discussion

The pattern of lipid profile changes in our
pediatric patients with heterozygous FH includes
significantly elevated LDL-C levels, despite the
maximum-tolerated statin therapy and adherence
to a specific diet (CHILD-1) for at least 6 months.
S. Béliard [2] notes that about 20% of patients with
heterozygous FH fail to achieve LDL-C goal le-
vels <2.6 mmol /L when using statins and /or other
lipid-lowering drugs such as ezetimibe and /or bile
acid sequestrants, a finding that is interpreted as
the treatment’s lack of efficacy in these patients.

FH children had no HDL-C levels below
the acceptable value (1.0 mmol/L), which is gene-
rally consistent with the literature [17]. Attention
should be drawn to current trends regarding the
question of HDL-C dysfunctionality [18], where
its level within the reference values did not guaran-
tee effective reverse cholesterol transport. Accord-
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T
Data on arterial blood pressure and carotid intima-media thickness in the FH and control groups able 2
Assessed data FH children Controls p-value
Mean | +SD Mean | +SD
The 5-9 years old age group

Systolic blood pressure (mmHgQ) 119.00 9.64 124.00 8.13 0.69
Diastolic blood pressure (mmHg) 73.33 10.06 61.00 5.80 0.39
Right cIMT* (mm) 0.460 0.252 0.178 0.205 0.43
Left cIMT (mm) 0.484 0.308 0.176 0.401 0.47

The 10—14 years old age group
Systolic blood pressure (mmHg) 112.00 6.00 119.25 6.39 0.18
Diastolic blood pressure (mmHg) 64.00 10.00 73.25 8.99 0.25
Right cIMT (mm) 0.326 0.230 0.175 0.220 0.37
Left cIMT (mm) 0.322 0.219 0.199 0.370 0.40

The 15-18 years old age group
Systolic blood pressure (mmHg) 17.75 6.89 126.80 5.7 0.06
Diastolic blood pressure (mmHg) 68.75 8.95 69.60 9.76 0.89
Right cIMT (mm) 0.662 0.183 0.371 0.263 0.10
Left cIMT (mm) 0.696 0.114 0.331 0.21 0.001

Note: Statistically significant p-values are shown in bold. *cIMT — intima-media complex thickness.

ing to S.T. Chiesa (2019) [3], an inverse correla-
tion of HDL-C with cardiovascular risk has been
confirmed, but a lack of causality in reducing this
cardiovascular risk has also been established.

The elevated levels of VLDL-C, which are con-
sidered to be a biomarker for major adverse cardio-
vascular events in the general population [8], were
not observed in our sample. Despite the fact that
TG levels were slightly elevated in the 10—14 years
old and 15—-18 years old age group in FH children,
as well as in the 10—14 years old age group in con-
trols, the critical level [16] for cardiovascular risk
of 2 to 10 mmol /L was not exceeded.

Elevated non-HDL-C levels in the 10—14 years
old age group in FH children and the 15-18 years
old age group in controls, and dyslipidemia
in the 5-9 years old and 15-18 years old age
group in FH children, indicate an increased
risk of cardiovascular disease in the FH
group as well as in the control group, where
non-HDL-C levels and weight are also correlated.
According to the M. Juonala (2020) study [10],
elevated levels of non-HDL-C, especially among
15-19 year-olds, strongly predicted increased
thickness of the intima-media complex in adult-
hood. No thickening of carotid intima-media com-
plex in all age groups of FH children was observed,
which may suggest subclinical nature of athero-
sclerotic changes.

Remnant cholesterol, which is also referred
to as the sum of non-LDL-C and non-HDL-C,
was significantly elevated in FH children aged
10—14 years old. rC levels are significantly asso-
ciated [13] with residual cardiovascular risk after
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LDL-C lowering, but how high this residual risk
is in patients with FH remains unclear.

ApoB levels did not exceed the recommended
level [6] among the FH group.

The reduced apoAl protein levels found
in all age groups in both FH children and controls
suggest a possible lack of protection from LDL
oxidation and its pro-inflammatory properties [15].

Lipoprotein (a), which like apoB-containing
lipids is known to be atherogenic, was critically el-
evated in adolescents (10—14 years old) and young
adults (15—18 years old) within our FH sample.
According to a study by R. Rikhi (2022) [20],
agroup of patients with LDL-C levels >2.6 mmol /L
and lipoprotein (a) >50 mg/dL showed a signifi-
cantly higher risk of acute coronary syndrome in
the next 13.4 years of follow-up compared with
patient groups whose LDL-C and lipoprotein (a)
levels were significantly lower. In addition to de-
termining lipoprotein (a) levels, FH children may
also need to be screened for apoE genotype.

According to the Roadmap for Cholester-
ol 2022 [19], issued by the World Heart Fe-
deration (WHF), the evaluation of an extended
lipid profile, including a one-time determination
of apoA1, apoB and lipoprotein (a), for children
with FH as high-risk patients is of fundamental
importance. In accordance with the WHF
Roadmap principle of «the earlier — the better»
and «the lower — the betters, physicians should
be aiming at early identification of pa-
tients with elevated LDL-C, and in the case
of FH, timely diagnosis and appropriate
treatment aimed at reducing LDL-C below
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Fig. 2. Top to bottom, left to right. Top — schematic representation of the lipid infiltration of the arterial intima and media, its subsequent microcalcification
and — the release of dp-uc matrix Gla protein by the vascular smooth muscle cells into the plasma. Bottom left — schematic representation of the direct
high positive correlation between dp-uc MGP levels in plasma and age in the FH group. Bottom right — schematic representation of the direct high positive

correlation between dp-uc MGP levels in plasma and age in controls

1.8 mmol/L, thus minimizing the cardiovascular
risk for these pediatric patients in the future.

Our study showed a high correlation between
dp-uc MGP levels and age in both FH children and
controls (Fig. 2).

There is the correlation with FH diagnosis
and dp-uc MGP elevation in blood plasma, as the
arterial media calcification marker was significantly
elevated in our pediatric patients with FH
compared to the controls. In thisregard, MGP could
be used as a marker of vascular microcalcification
[26] regardless of etiology. A. Jaminon (2020) [9]
also confirmed MGP levels as an independent
predictor of intimal and medial calcification
and an influencing factor on arterial stiffness
and cardiovascular morbidity and mortality. The
possible use of vitamin Ky (or menaquinone-7)
as one of the prerequisites for MGP carboxylation,
thereby preventing mineralization of the vascular
intima and media, is considered one of the ways
to prevent microcalcifications. However, there is
a paucity of literature data regarding the possible
effect of menaquinone on the microcalcification
reversibility in the vascular walls in patients with
FH. So far, such placebo-controlled studies have
been conducted in adults with chronic kidney
disease or other cardiovascular disease, but
menaquinone supplements have had no or little
effect on femoral artery ¢cIMT or calcium-score

screening heart test. The question of conducting
similar research in the pediatric population
is now being considered.

As in the R.C. Shroff study [22], no association
was found between dp-uc MGP levels and carotid
cIMT in our study. Our subjects’ blood pressure
indices were within reference range, further
confirming the subclinical nature of vascular
disease in FH children and the importance
of laboratory diagnosis in identifying such patients.

Conclusions

Lipid profiling for FH should be performed
in addition to family health history check
and cascade screening, as vascular changes
at 5—18 years old of age remain subclinical, and
the instrumental tests available in routine medical
practice are not sensitive enough to detect them,
therefore, preventive or therapeutic measures
cannot be initiated promptly.

Lipid profile changes in FH children were
characterized by high levels of LDL-C,non-HDL-C
and lipoprotein (a) in the 5-9 years old age group;
in the 10—14 years age group — high levels of
LDL-C, TG, rC, non-HDL-C and lipoprotein (a);
in the 15—18 years old age group — high levels of
LDL-C,TG,non-HDL-Candlipoprotein (a). Atthe
same time, the most marked dyslipidemia changes
were evident in children aged 10—14 years old
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in the FH group. apoA1 levels were significantly
decreased in all FH children. Elevated levels
of lipoprotein (a) (>30 mg/dL) in FH children
were found in all age groups, suggesting that
elevated lipoprotein levels can be used as a factor
for cardiovascular risk stratification.

Thus, from our perspective, the assessment of an
extended lipid profile including apoA1, apoB and
lipoprotein (a) at least once in a lifetime is crucial
for pediatric patients with FH.

Dp-uc MGP levels were significantly elevated
in all age groups of FH children compared
to healthy peers. The evaluation of circulating
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