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Background: Apolipoprotein E (apoE) is found in asso-
ciation with triglyceride-rich lipoproteins and is the
ligand for the removal of these particles from the
plasma. Genetic variations in exon 4 lead to three
common gene variants: E2, E3, and E4.
Methods: We performed apoE genotyping in 765 indi-
viduals with type 2 diabetes.
Results: We identified three new variant heteroduplex
patterns. Sequencing of these variants revealed three
novel mutations that were related to biochemical and
clinical characteristics. One mutation produced a frame-
shift at amino acid position 166, which predicted termi-
nation of protein synthesis. This individual had a het-
eroduplex pattern and sequence of E3E3, which was
associated with a change in the plasma isoelectric focus-
ing pattern and a 70% lower plasma concentration of
apoE compared with healthy individuals. The other
mutations were both single base changes. A CGC>CAC
change at amino acid position 150 predicted a substitu-
tion of Arg>His. This individual had a heteroduplex
pattern and sequence of E2E2, which was not associated
with major changes in plasma lipids or apoE concentra-
tion. The third individual had a CGC>CCC base change
at amino acid position 114, which predicted an Arg>Pro
change. This person had a heteroduplex pattern and

sequence of E3E3, higher plasma total cholesterol, and
moderately decreased plasma apoE.
Conclusions: The frequency of new mutations in this
sample (1 in 255) is higher than that of a healthy
population (1 in 7900). Further screening for common
apoE gene variants in individuals at risk for dyslipide-
mia may reveal abnormal heteroduplex patterns and
uncover further mutations in this important lipid-regu-
lating gene.
© 2005 American Association for Clinical Chemistry

Mature apolipoprotein E (apoE)5 is a 299-amino acid
glycoprotein (1 ) synthesized in the liver and intestine and
is found in association with triglyceride-rich lipoproteins
(2 ). It is the ligand for removal of these particles from the
plasma and thus in determining the metabolic fate of
these lipoproteins. Of the candidate genes involved in
determining plasma lipid concentration and coronary
heart disease (CHD) risk, apoE is the most comprehen-
sively studied (3 ).

The human apoE gene is located on chromosome 19
and consists of 3.7 kb and four exons. Genetic variations
in exon 4 produce three common gene variations, E2, E3,
and E4, which have strong and consistent influences on
plasma lipids (4 ) and CHD risk (5 ). Each isoform differs
by one amino acid (4 ), an Arg (CGC) or Cys (TGC) at
amino acid positions 112 and 158; the resulting amino acid
variations are Cys112/Arg158 in apoE3, Arg112/Arg158
in apoE4, and Cys112/Cys158 in apoE2 (6 ). With respect
to receptor binding activity, apoE3 and apoE4 bind with
equal affinity, whereas apoE2 is defective, with 1–2% of
the binding activity of the other isoforms (7 ). E3 is the
most common isoform with a frequency of 0.77 in Cauca-
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sian populations, whereas E4 and E2 are present at
frequencies of 0.15 and 0.08, respectively. Carriers of the
E2 allele, who represent �12% of the population, have
cholesterol concentrations �10% lower than E3 homozy-
gotes, whereas E4 carriers, who represent �25% of the
population, have cholesterol concentrations �5% higher
than E3 homozygotes. Compared with men homozygous
for the E3 allele, those carrying E2 show protection from
both CHD and stroke (8 ), whereas those with the E4 allele
have a higher risk (9 ). The most likely explanation for the
increased risk associated with the E4 allele comes from the
fact that these individuals have a preponderance of small
dense LDLs, which are more prone to oxidation. The
protection against oxidation in vitro is apoE2 � apoE3 �
apoE4 (10 ).

ApoE2 is also associated with increased triglyceride
(TG) concentrations compared with the other isoforms.
Homozygosity for E2 predisposes to the development of
type III hyperlipoproteinemia attributable to delayed met-
abolic clearance of apoE-containing lipoproteins. The re-
sult is that there is an accumulation of chylomicron and
VLDL remnants in the plasma (7 ).

To date, �30 apoE variants have been characterized
(11 ). Fourteen variants have been found to be associated
with familial dysbetalipoproteinemia, a genetic lipid dis-
order characterized by increased plasma cholesterol and
TG concentrations and an increased risk of atherosclero-
sis, whereas 7 were found to be associated with other
forms of hyperlipoproteinemia (11 ). In this report, we
describe three new mutations identified during apoE
genotyping of a sample of 765 individuals with type 2
diabetes mellitus. These mutations were related to clinical
characteristics as well as apoE phenotype, as determined
by isoelectric focusing, and plasma apoE concentration.

Materials and Methods
patients
Ethical approval was granted by the institutional ethics
committee, and all participants gave written informed
consent before recruitment. Patients were recruited from
the University College London Diabetes and Cardiovas-
cular Study, described elsewhere (12, 13). Briefly, this
comprises 1011 consecutive patients recruited from the
diabetes clinic at University College London Hospitals
NHS Trust between the years 2001 and 2002. All patients
had diabetes according to WHO criteria (14 ). Analyses
were confined to individuals with type 2 diabetes mellitus
only (n � 765).

ApoE genotyping and sequencing of mutations
ApoE genotyping. ApoE genotyping was performed on 2.5
�L of DNA (at a concentration of 5 ng/�L) by use of a
universal heteroduplex generator (15 ). Briefly, the
method involves PCR amplification of the region contain-
ing the two polymorphic sites at amino acid positions 112
and 158, followed by hybridization of this PCR product to
a universal heteroduplex generator. The universal hetero-
duplex generator is used to induce heteroduplex forma-
tion, which is visualized by ethidium bromide on a 10%
nondenaturing polyacrylamide minigel.

ApoE sequencing. PCR products were purified by use of
the GFXTM PCR DNA and Gel Band Purification Kit
(Amersham Biosciences). Subsequently, automated se-
quence analysis was performed with the ABI Prism 377
DNA Sequencer (PE Applied Biosystems) with the Big
Dye Terminator v 3.1 Cycle Sequencing Kit.

Confirmation of sequence changes by restriction endonuclease
digestion for R150H and 166delG mutations. After sequence
analysis, restriction site assays were developed for the
identified mutations. Of the three mutations identified,
the sequence changes at positions amino acids 150 and
166 were subsequently confirmed by restriction digestion
of the wild-type PCR products with BstuI and BslI.

ApoE phenotype
Isoelectric focusing. ApoE phenotyping was performed on
10 �L of serum from the three patients with the newly
identified mutations by isoelectric focusing (IEF) followed
by Western blotting using monoclonal antibodies specific
for apoE (Dako) (16 ).

Plasma apoE measurement. Plasma apoE was measured
with a commercially available immunoturbidimetric as-
say from Wako Chemical.

Results
We successfully genotyped 765 individuals with type 2
diabetes (100%) for the apoE variants. The genotype
distribution was in Hardy–Weinberg equilibrium, as
shown in Table 1.

ApoE genotyping and sequencing of mutations
We identified three new variant heteroduplex patterns in
the 765 patients. The expected heteroduplex patterns for
the apoE gene variants are shown in Fig. 1. All three were

Table 1. Frequency distribution for apoE genotype in individuals with type 2 diabetes.
ApoE genotypea

22 23 24 33 34 44

Number of individuals (%) 5 (0.7) 96 (12.5) 19 (2.5) 490 (64.1) 148 (19.3) 7 (0.9)
a ApoE genotypes were in Hardy–Weinberg equilibrium, �2 � 2.70; P � 0.26. The allele frequencies were as follows: E2 � 0.08; E3 � 0.81; E4 � 0.12.
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seen as the presence of an additional band on gel electro-
phoresis (Fig. 2). This pattern was confirmed on repeat
PCR and heteroduplex genotyping. All variants were
observed in males. Patient 1 was genotyped as E2E2 � 1
extra band, patient 2 as E3E3 � 1 extra retarded band, and
patient 3 as E3E3 � 2 extra bands. In view of this, the three
samples were sequenced. Three novel mutations were
identified and are summarized in Table 2. Patients 1 and
3 had single base changes that were predicted to alter
amino acids Arg150His and Arg114Pro, respectively, but
patient 2 had a frameshift mutation predicted to cause
premature termination of the gene product and hence a
change in plasma apoE concentration (see Fig. 1 of the
Data Supplement that accompanies the online version of
this article at http://www.clinchem.org/content/vol51/
issue1/). These mutations were heterozygous in all three
patients.

ief
To study the phenotypes of these mutations further, we
performed IEF, the results of which are shown in Table 2

and in Fig. 2 of the Data Supplement. In patients 1 and 3,
the apoE genotype as determined by heteroduplex anal-
ysis (E2E2 and E3E3, respectively) corresponded to that
determined by IEF. In patient 2, the IEF phenotype was
E2E3 with a genotype of E3E3. Interestingly, in this
patient we observed none of the smaller protein frag-
ments that usually appear below the main bands. When
the genotypes were determined by sequencing, patient 1
was E2E2, patient 2 was E3E3, and patient 3 was E3E3.

plasma apoE concentration
As shown in Table 3, patient 2 with the frameshift
mutation (166delG) had a plasma apoE concentration of
19.8 mg/L. The respective plasma apoE concentrations for
patient 1 (Arg150His) and patient 3 (Arg114Pro) were 72.6
and 21.7 mg/L, respectively.

As shown in Table 3, the apoE concentration in plasma
has been shown previously to range from 50 to 70 mg/L
(17 ) and by genotype to range from a mean (SD) of
138 (38) mg/L in E2E2 to 55 (20) mg/L in E3E3 and 44 (20)
mg/L in E4E4.

other clinical associations
Other routine clinical measures for the three patients are
shown in Table 3. Patient 1 (Arg150His) had a total
plasma cholesterol of 3.0 mmol/L on the first visit and
recently had a total cholesterol of 5.0 mmol/L, LDL-
cholesterol (LDL-C) of 2.3 mmol/L, and TGs of 1.4
mmol/L. Patient 2 (frameshift mutation) is 56 years of age
and to date has not had a clinically detectable cardiovas-
cular event. There was no apparent family history of CHD
events. This individual had the highest recent plasma TG
concentration of the three patients (1.8 mmol/L). Before
treatment, patient 2 had a baseline total cholesterol of 4.5
mmol/L and a high HDL of 1.5 mmol/L. Patient 3
(Arg114Pro) had the highest baseline plasma total choles-
terol concentration (6.8 mmol/L). Interestingly, after
treatment with a relatively low dose of simvastatin (10
mg/day), his recent cholesterol was 2.0 mmol/L (with a
LDL-C of 0.6 mmol/L and TGs of 0.8 mmol/L).

Discussion
This study reports the identification of three novel muta-
tions in the apoE gene in a sample of 765 patients with
type 2 diabetes, one of which was a novel frameshift
mutation. In the patient with that mutation, plasma apoE
was �70% lower than in healthy individuals, and there
was a discrepancy between apoE phenotype, as deter-
mined by IEF, and genotype, as determined by heterodu-
plex analysis and sequencing.

ApoE contains two important structural domains: an
amino-terminal (residues 1–164) and a carboxyl-terminal
domain (residues 201–299). The amino-terminal domain,
which has been studied extensively, contains the receptor-
binding domain of apoE. This domain encompasses resi-
dues 130–150 and contains nine positively charged amino
acids, six of which face outward. These positively charged

Fig. 2. Heteroduplex patterns for the newly identified mutations
(Arg150His, 166-G, and Arg114Pro).

Fig. 1. Heteroduplex patterns for the common apoE gene variants.
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residues interact with the negative charges present in the
ligand domain of the LDL and LDL-receptor-related pro-
tein receptors (18 ) and hence facilitate the uptake and
removal of apoE-containing lipoproteins (VLDL and in-
termediate-density lipoprotein remnants) from the circu-
lation. The carboxyl-terminal domain of apoE has a strong
�-helical character containing a heparin-binding domain
(19 ). This domain plays an important role in the interac-
tion of apoE with proteoglycans on the arterial wall,
anchoring the lipoprotein particle to the endothelium,
thus allowing the enzyme lipoprotein lipase to hydrolyze
TGs to free fatty acids and glycerol. The frameshift
mutation seen in patient 2, despite decreasing plasma
apoE concentrations below normal, did not appear to alter
the total cholesterol or LDL-C markedly. This deletion is
outside the receptor binding domain for LDL-C; therefore,
although we would expect that the apoE concentration

would be reduced because of premature termination of
protein synthesis, we might expect receptor binding ac-
tivity to be within normal limits. This may explain the
relatively normal total cholesterol and LDL-C concentra-
tions in this patient. Interestingly, however, this individ-
ual had the highest TG concentrations of the three pa-
tients with novel mutations. Because this mutation would
lead to premature termination of apoE synthesis and loss
of the carboxyl-terminal domain, there may be loss of
interaction between proteoglycans and apoE on the endo-
thelium, with subsequent decreased lipoprotein lipase
hydrolysis of plasma TGs. With such a mutation, one
might expect this patient to be at higher cardiovascular
risk, but at 56 years of age, he has had no such clinically
manifest events.

The Arg150His amino acid change observed in patient
1 would not be expected to produce a significant change

Table 2. ApoE genotypes and phenotypes in patients with novel mutations
Patient

1 2 3

Predicted apoE variant by heteroduplex pattern E2E2 � 1 extra band E3E3 � 1 extra retarded band E3E3 � 2 extra band
Predicted apoE genotype by sequencing E2E2 E3E3 E3E3
Base changea 503G�A 550-G 395G�C
Amino acid change Arg150His Premature termination after 166 Arg114Pro
Predicted apoE variant by IEF E2E2 E2E3 E3E3
ApoE concentration, mg/L 72.6 19.8 21.7
Reported mean (SD) apoE concentration, mg/L (17) 138.0 (20.0) 44.0 (20.0) 44.0 (20.0)

a Bases are numbered from the sequence where A of the initiator methionine is �1.

Table 3. Clinical and biochemical measures.
Patient (mutation)

1 (Arg150His) 2 (166–G) 3 (Arg114Pro)

Most recent measurement
Age, years 64.7 56.3 70.4
Duration DM,a years 16 9 18
Ethnic origin African Caucasian Caucasian
Family history of CHD No No Yes
CHD No No Yes
Statin therapy No No Simvastatin (10 mg/day)
Diabetes therapy Insulin Metformin Insulin and metformin
BMI, kg/m2 29.4 28.5 31.6
Glucose, mmol/L 16.8 9.6 8.6
HbA1c, % 9.4 7.2 6.6
Cholesterol, mmol/L 5.0 4.2 2.0
LDL-C, mmol/L 2.9 2.3 0.6
HDL, mmol/L 1.5 1.1 1.0
TGs, mmol/L 1.4 1.8 0.8
Creatinine, mmol/L 106 110 113
Proteinuria No No Yes
CRP, mg/L 10.29 1.84 4.52

Baseline measures before therapy (first visit to clinic)
Cholesterol, mmol/L 3.0 4.5 6.8
HDL, mmol/L 1.1 1.5 1.1
a DM, diabetes mellitus; BMI, body mass index; Hb, hemoglobin; CRP, C-reactive protein.
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in amino acid charge (both Arg and His being hydrophilic
positively charged polar molecules) in the amino-terminal
domain. This mutation would therefore not be expected to
alter the IEF pattern of the protein, which was E2E2, the
same as that determined by heteroduplex analysis and
sequencing. In addition, receptor binding and, hence,
plasma cholesterol, LDL-C, and TG concentrations would
be expected to be unchanged. The plasma cholesterol
concentration at this patient’s first clinic visit was 3.0
mmol/L (most recent cholesterol, 5 mmol/L; LDL-C, 2.3
mmol/L; TGs, 1.4 mmol/L).

The Arg114Pro amino acid substitution would produce
a change from a hydrophilic positively charged, polar
amino acid on the amino-terminal domain (residues
1–164) to a hydrophobic nonpolar amino acid. This might
then affect receptor binding. This patient had the highest
plasma total cholesterol concentration (6.8 mmol/L at first
visit). Interestingly, after treatment with a relatively low
dose of a statin (simvastatin, 10 mg/day), his cholesterol
decreased markedly to 2.0 mmol/L (LDL-C, 0.6 mmol/L;
TGs, 0.8 mmol/L). This patient (now 70 years of age) has
clinical evidence of CHD and is also an ex-smoker with a
family history of CHD in a first-degree relative.

The patterns of apoE isoforms observed on IEF gels are
attributable to variations in charge as a result of the amino
acid sequence encoded at the apoE gene locus. Nonenzy-
matic posttranslational modification may also alter iso-
form mobility (20 ). With respect to apoE, the usual degree
of migration toward the anode is E2 (Cys112/Cys158) �
E3 (Cys112/Arg158) � E4 (Arg112/Arg158) because Arg
has a positive charge and Cys is uncharged. This pattern
of migration is therefore dependent on the charge of the
amino acids at positions 112 and 158. With respect to the
frameshift mutation, the apoE phenotype as determined
by IEF was E2E3. This individual would have had an
abnormal protein after position 166 as a result of the
frameshift mutation (analysis of the sequence after this
point revealed the presence of a premature stop codon at
position 232). Because of the heterozygous nature of this
mutation, it is therefore not surprising that one of the
alleles determined by IEF is the same as that determined
by heteroduplex analysis and sequencing (E3). The other
allele determined by IEF was an E2 allele. This may
represent the mutant allele because if transcription were
interrupted, it could produce an abnormal, smaller pro-
tein; this smaller protein would migrate further on the IEF
gel and may migrate at a position similar to that of E2.

With respect to the Arg150His change, the heterodu-
plex pattern (E2E2) was similar to the IEF phenotype
(E2E2). This mutation would not cause a change in amino
acid charge or in size. Therefore, as expected, the apoE
genotype as determined by IEF and heteroduplex were
the same.

In the patient with the Arg114Pro mutation, the het-
eroduplex pattern was of an E3E3 individual (with two
extra bands) and the IEF of an E3E3 individual. The

Arg114Pro change would lead to the loss of a charge, but
this did not appear to alter the IEF pattern significantly.

Previously, a discrepancy between apoE phenotype as
determined by IEF and genotype has been described in
individuals with diabetes (21 ). One possible explanation
for this is that, in diabetic individuals, sialic acid deriva-
tives present in the plasma lead to posttranslational
modification and nonenzymatic glycosylation of apoE
(22–24). Although this may occur, in our current study,
the expected IEF phenotypes in the samples appear to be
identified by the described mutations.

In summary, we describe three new mutations among 765
patients with type 2 diabetes screened for the common
apoE gene variants. Family studies would be desirable in
these individuals, but no relatives are available. Each of
these three mutations is, of course, rare, and we would not
advocate their routine screening when genotyping for the
common apoE gene variants. The frequency of newly
identified mutations in our sample of patients with type 2
diabetes is higher than was detected in healthy individu-
als by the same heteroduplex method [in the Whitehall-II
Study of UK individuals, the frequency of new mutations
was 1 in 7900 (S.E. Humphries, unpublished observa-
tion)]. Dyslipidemia is common in individuals with dia-
betes (particularly type 2 diabetes/metabolic syndrome),
and further screening for common apoE variants in those
at risk of dyslipidemia, such as patients with the meta-
bolic syndrome, type 2 diabetes, and a family history of
premature CHD, may reveal abnormal heteroduplex pat-
terns and uncover further mutations in this important
lipid-regulating gene.

J.W.S. is supported by a clinical training fellowship from
Diabetes UK (BDA: RD01/0001357). S.E.H. is supported
by the British Heart Foundation (RG2000025). M.M.S. is
supported by the Turkish Research Council (TUBITAK).
We would also like to thank the diabetes clinical staff and
patients who contributed to the University College Lon-
don Diabetes and Cardiovascular Study.

References
1. Rall SC Jr, Weisgraber KH, Mahley RW. Human apolipoprotein E.

The complete amino acid sequence. J Biol Chem 1982;257:
4171–8.

2. Talmud PJ, Humphries SE. Gene:environment interaction in lipid
metabolism and effect on coronary heart disease risk. Curr Opin
Lipidol 2002;13:149–54.

3. Stephens JW, Humphries SE. The molecular genetics of cardio-
vascular disease: clinical implications. J Intern Med 2003;253:
120–7.

4. Davignon J, Gregg RE, Sing CF. Apolipoprotein E polymorphism and
atherosclerosis. Arteriosclerosis 1988;8:1–21.

5. Wilson PW, Schaefer EJ, Larson MG, Ordovas JM. Apolipoprotein E
alleles and risk of coronary disease. A meta-analysis. Arterioscler
Thromb Vasc Biol 1996;16:1250–5.

6. Richard P, de Zulueta MP, Beucler I, De Gennes JL, Cassaigne A,
Iron A. Identification of a new apolipoprotein E variant (E2

Clinical Chemistry 51, No. 1, 2005 123
D

ow
nloaded from

 https://academ
ic.oup.com

/clinchem
/article-abstract/51/1/119/5629687 by H

acettepe U
niversity Library (H

U
) user on 02 July 2020



Arg1423Leu) in type III hyperlipidemia. Atherosclerosis 1995;
112:19–28.

7. Weisgraber KH, Innerarity TL, Mahley RW. Abnormal lipoprotein
receptor-binding activity of the human E apoprotein due to cys-
teine-arginine interchange at a single site. J Biol Chem 1982;257:
2518–21.

8. Kessler C, Spitzer C, Stauske D, Mende S, Stadlmuller J, Walther
R, et al. The apolipoprotein E and �-fibrinogen G/A-455 gene
polymorphisms are associated with ischemic stroke involving
large-vessel disease. Arterioscler Thromb Vasc Biol 1997;17:
2880–4.

9. Gerdes LU, Gerdes C, Kervinen K, Savolainen M, Klausen IC,
Hansen PS, et al. The apolipoprotein epsilon4 allele determines
prognosis and the effect on prognosis of simvastatin in survivors
of myocardial infarction: a substudy of the Scandinavian simva-
statin survival study. Circulation 2000;101:1366–71.

10. Smith JD, Miyata M, Poulin SE, Neveux LM, Craig WY. The
relationship between apolipoprotein E and serum oxidation-re-
lated variables is apolipoprotein E phenotype dependent. Int J Clin
Lab Res 1998;28:116–21.

11. de Knijff P, van den Maagdenberg AM, Frants RR, Havekes LM.
Genetic heterogeneity of apolipoprotein E and its influence on
plasma lipid and lipoprotein levels. Hum Mutat 1994;4:178–94.

12. Stephens JW, Hurel SJ, Acharya J, Humphries SE. An interaction
between the interleukin-6–174G�C gene variant and urinary
protein excretion influences plasma oxidative stress in subjects
with type 2 diabetes. Cardiovasc Diabetol 2004;3:2.

13. Dhamrait SS, Stephens JW, Cooper JA, Acharya J, Mani AR, Moore
K, et al. Cardiovascular risk in healthy men and markers of
oxidative stress in diabetic men are associated with common
variation in the gene for uncoupling protein 2. Eur Heart J
2004;25:468–75.

14. Alberti KG, Zimmet PZ. New diagnostic criteria and classification
of diabetes–again? Diabet Med 1998;15:535–6.

15. Bolla MK, Wood N, Humphries SE. Rapid determination of apoli-
poprotein E genotype using a heteroduplex generator. J Lipid Res
1999;40:2340–5.

16. Havekes LM, de Knijff P, Beisiegel U, Havinga J, Smit M, Klasen E.
A rapid micromethod for apolipoprotein E phenotyping directly in
serum. J Lipid Res 1987;28:455–63.

17. Smit M, de Knijff P, Rosseneu M, Bury J, Klasen E, Frants R, et al.
Apolipoprotein E polymorphism in The Netherlands and its effect
on plasma lipid and apolipoprotein levels. Hum Genet 1988;80:
287–92.

18. Mahley RW. Apolipoprotein E. cholesterol transport protein with
expanding role in cell biology. Science 1988;240:622–30.

19. De Loof H, Rosseneu M, Brasseur R, Ruysschaert JM. Use of
hydrophobicity profiles to predict receptor binding domains on
apolipoprotein E and the low density lipoprotein apolipoprotein B-E
receptor. Proc Natl Acad Sci U S A 1986;83:2295–9.

20. Zannis VI, Breslow JL. Human very low density lipoprotein apoli-
poprotein E isoprotein polymorphism is explained by genetic
variation and posttranslational modification. Biochemistry 1981;
20:1033–41.

21. Snowden C, Houlston RS, Arif MH, Laker MF, Humphries SE,
Alberti KG. Disparity between apolipoprotein E phenotypes and
genotypes (as determined by polymerase chain reaction and
oligonucleotide probes) in patients with non-insulin-dependent
diabetes mellitus. Clin Chim Acta 1991;196:49–57.

22. Black SC, Hewett S, Kotubi Y, Brunt RV, Reckless JP. Isoform
patterns of apolipoprotein E in diabetes mellitus. Diabet Med
1990;7:532–9.

23. Eto M, Watanabe K, Iwashima Y, Morikawa A, Oshima E, Sekigu-
chi M, et al. Apolipoprotein E polymorphism and hyperlipemia in
type II diabetics. Diabetes 1986;35:1374–82.

24. Curtiss LK, Witztum JL. Plasma apolipoproteins AI, AII, B, CI, and
E are glucosylated in hyperglycemic diabetic subjects. Diabetes
1985;34:452–61.

124 Stephens et al.: ApoE Mutations and Type 2 Diabetes
D

ow
nloaded from

 https://academ
ic.oup.com

/clinchem
/article-abstract/51/1/119/5629687 by H

acettepe U
niversity Library (H

U
) user on 02 July 2020


