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milieu throughout the day. Therefore, measuring postprandial 
lipid profile along with fasting lipid profile is also important in 
patients with diabetes mellitus. Atherosclerosis, unless severe, 
is asymptomatic, so direct examination of the blood vessel wall 
is required to detect the affected individual in the early stages. 
Measurement of carotid intima-media thickness (CIMT) of the 
common carotid artery by B-mode ultrasound has proven to be 
a noninvasive, quantitative, and easily repeatable method for 
assessing early-onset atherosclerosis.6 CIMT acts as a surrogate 
marker for atherosclerosis. An increase in CIMT is associated with 
a higher risk of cerebrovascular and cardiovascular events (Fig. 2).7

In t r o d u c t i o n

Diabetes mellitus (DM) refers to a group of common metabolic 
disorders that share the phenotype of hyperglycemia.1 T2DM is 
the predominant form of diabetes worldwide, accounting for 90% 
of cases globally. India is home to 77 million diabetics and is the 
second largest worldwide, with a prevalence of ~10.4% among 
the adult population.2 Diabetes is responsible for the majority of 
morbidity and mortality associated with the disease. Macrovascular 
complications of diabetes include cardiovascular disease, 
cerebrovascular disease, and peripheral vascular disease. Individuals 
with type 2 diabetes mellitus (T2DM) may have several forms of 
dyslipidemia. The most common form of diabetic dyslipidemia 
is hypertriglyceridemia and reduced high-density lipoprotein 
(HDL) levels.3 Dyslipidemia that occurs in diabetes mellitus plays 
an important role in accelerated atherosclerosis. Dyslipidemia is 
strongly correlated with insulin resistance and hyperinsulinemia, 
and it persists even after treatment of hyperglycemia.4 Traditionally, 
lipid profile is tested in the fasting state, which represents the lowest 
value over 24 hours. Postprandial lipid measurement, especially 
triglyceride (TG) measurement, gives better insight regarding the 
lipemic status of an individual.5 Serum TG level generally increases 
3–6 hours after a meal. Once postprandial hypertriglyceridemia 
occurs, it is exacerbated by the next meal and persists for the entire 
day. Once elevated, the serum TG level is further stimulated by the 
next meal, and therefore this lipemic status persists throughout the 
day (Fig. 1). The vascular tree is exposed to postprandial metabolic 
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Ab s t r ac t
Introduction: Individuals with type 2 diabetes mellitus (T2DM) may have several forms of dyslipidemia. The most common form of diabetic 
dyslipidemia is hypertriglyceridemia and reduced high-density lipoprotein (HDL) levels. Postprandial lipid measurement, especially triglyceride 
(TG) measurement, gives better insight regarding the lipemic status of an individual. Measurement of carotid intima-media thickness (CIMT) 
of the common carotid artery by B-mode ultrasound has proven to be a noninvasive, quantitative, and easily repeatable method for assessing 
early-onset atherosclerosis. In the present study, the correlation of postprandial TG (PPTG) levels and CIMT in T2DM patients is seen.
Materials and methods: A total of 80 individuals with T2DM were enrolled in the study based on inclusion and exclusion criteria. Patients were 
divided into 3 groups, namely normo-normo group (NN)—with normal fasting TG <150 mg/dL and PPTG level <200 mg/dL; normo-hyper group 
(NH)—individuals with normal fasting (<150 mg/dL) and elevated PPTG level (>200 mg/dL); and hyper-hyper group (HH) group—elevated 
fasting (>150 mg/dL) and elevated postprandial level (>200 mg/dL). CIMT was measured using ultrasound.
Results: The mean CIMT among patients with NN group was 0.66 ± 0.15. The mean CIMT among patients with NH group was 1.01 ± 0.15. The 
mean CIMT among patients with HH group was 1.26 ± 0.19. This indicates PPTG level has significant correlation with CIMT. Linear regression 
analysis showed that PPTG is more significantly correlating with CIMT than FTG level (r = 0.7569 vs 0.5585).
Conclusion: CIMT correlates better with PPTG levels; hence, postprandial hypertriglyceridemia can be labeled as an independent predictor of 
accelerated atherosclerosis in diabetics.
Keywords: Cerebrovascular disease, Coronary artery disease, Diabetes mellitus, Dyslipidemia, Hyperglycemia, Postprandial hypertriglyceridemia, 
Ultrasound.
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of patients, including systolic and diastolic blood pressure, was 
performed. Complete systemic examination was done. Routine 
blood investigations were performed. Electrocardiography was 
done for every patient, and patients with ECG changes suggestive 
of CAD were excluded from the study. Routine blood investigations, 
which included CBC, LFT, RFT, and urine microscopy, were done. 
Blood samples were collected for fasting and postprandial blood 
sugar and lipid profile along with routine investigations. Fasting 
and PPTG were measured after overnight fast and 4 hours after a 
meal, respectively (Fig. 3).

Patients were divided into 3 groups, namely normo-normo 
group (NN)—with normal fasting TG <150 mg/dL and PPTG level 
<200 mg/dL; normo-hyper group (NH)—individuals with normal 
fasting (<150 mg/dL) and elevated PPTG level (>200 mg/dL); and 
hyper-hyper group (HH) group—elevated fasting (>150 mg/dL) 
and elevated postprandial level (>200 mg/dL).

Carotid intima-media thickness was measured in the 
radiology department using ultrasound. Carotid artery Doppler 
was done by B-mode (bright mode) ultrasound using a 7.5 MHz 
transducer at the right common carotid artery 10 mm distal to the 
carotid bifurcation. The ultrasonic image formed by the arterial 
wall is characterized by 2 parallel echogenic lines separated 
by a hypoechogenic space—the “double-line” pattern. CIMT 
is calculated from the distance between echogenic lines of the 
arterial wall that represent lumen-intima and media-adventitia 
borders, and it was quantitatively measured using an electronic 
caliper. A cutoff point of 1 mm was chosen to identify subjects as 
having arterial wall thickening. Obvious plaques were excluded 
from measurement. Values of CIMT were correlated in all  
3 groups. In all patients, levels of FTG and PPTG among various 
groups were correlated with CIMT.

Data were entered in Windows Excel format. Frequency tables, 
measures of central tendency (mean), and measures of dispersion 
(standard deviation) were obtained by using the statistical package 
SPSS-20. Variation between the 3-group means was studied using 
analysis of variance (ANOVA), and test statistic F values were obtained 
with appropriate degrees of freedom, and p-values were obtained 
with appropriate level of significance. To compare means of 2 groups, 
Student’s t-test was used with appropriate degrees of freedom and 
levels of significance. Linear regression analysis of CIMT and PPTG 
among patients with normal FTG and raised FTG was done, and 
graph was prepared. Ethical approval for this study was provided 
by the ethics committee, GMCH Nagpur. Permission was taken from 
the head of the concerned department. Informed written consent 
in patients in vernacular language was taken before enrollment.

Although several studies have shown fasting TG levels to 
be associated with coronary artery disease in both diabetic and 
nondiabetic subjects, relatively little attention has been given 
to postprandial TGs (PPTG) in this regard, especially in diabetic 
subjects. To look for the role of postprandial dyslipidemia in 
accelerating atherosclerosis, we can thus examine the correlation 
between PPTG and CIMT. In the present study, the correlation 
of PPTG levels (4 hours after a regular meal) and CIMT in T2DM 
patients is seen.

Mat e r ia  l s a n d Me t h o d s

This prospective, observational cohort study was carried out at a 
tertiary care center in central India from November 2018 to October 
2020 over a period of 2 years. All diagnosed cases of T2DM as per 
ADA diagnostic criteria were included. Patients with type 1 diabetes 
mellitus, ischemic heart disease, cerebrovascular disease, peripheral 
vascular disease, chronic kidney disorder, and thyroid disorder were 
excluded from the study. A total of 80 individuals with T2DM were 
enrolled in the study based on inclusion and exclusion criteria. All 
the subjects were interviewed, and a detailed history was taken. 
It included patient information, duration of diabetes, treatment 
modality they were on, such as insulin therapy, oral antidiabetic 
agents, or a combination of both, and any history suggestive of 
complications of diabetes was elicited. Detailed clinical examination 
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Fig. 1: Bar diagram of mean CIMT in NN, NH, and HH groups
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Fig. 2: Linear regression analysis depicting the relation between CIMT 
and PPTG in subjects with normal FTG
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Fig. 3: Linear regression analysis depicting the correlation between CIMT 
and PPTG in subjects with raised FTG
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with increase value of FTG level, which was statistically significant 
with p-value < 0.0001.

The mean CIMT value of patients with PPTG level <200 mg/dL 
was 0.85 ± 0.23. The mean CIMT value of patients with PPTG level 
200–250 mg/dL was 1.06 ± 0.21. The mean CIMT value of patients 
with PPTG level >250 mg/dL was 1.31 ± 0.16. The CIMT increased 
with increase value of PPTG level, which was statistically significant 
with p-value < 0.0001 (Table 3).

Linear regression analysis was done to depict the relationship 
between CIMT and PPTG among patients with normal FTG and 
raised FTG. A positive correlation was observed between CIMT and 
PPTG. This graph depicts that PPTG is more significantly correlating 
with CIMT than FTG level (r = 0.5585 vs 0.7569) (Table 4).

Di s c u s s i o n

Although several studies have shown fasting TG levels to be 
associated with coronary artery disease in both diabetic and 
nondiabetic subjects, relatively little attention has been given to 
PPTGs in this regard, especially in diabetic subjects. In this study, the 
CIMT value is assessed according to FBS and PPBS levels (p-value < 
0.001). It was found that values of fasting and postprandial blood 
sugar levels correlate with CIMT. This was similar to that observed 
by Pathak et al.,8 who also reported that CIMT values had significant 
correlation with FBS as well as PPBS. In our study, levels of LDL, 
HDL, and total cholesterol had significant relationship with CIMT. A 
similar relationship was observed in the study of Amruth Rao et al. 
and Kirbhakaran et al.,9 indicating higher levels of these lipids play 
an important role in development of atherosclerosis.

In the present study, mean CIMT in NN, NH, and HH groups 
were 0.66 ± 0.15, 1.01 ± 0.15, and 1.26 ± 0.19 mm, respectively. The 
values of CIMT were higher in NH and HH group as compared to NN 

Re s u lts

In this study entitled study of correlation between postprandial 
triglyceridemia and CIMT in patients with T2DM, a total of 80 
patients were enrolled based on the inclusion and exclusion criteria. 
The study was conducted between November 2018 and October 
2020. At the end of the study, data were analyzed systematically 
and arranged in tables and figures as below.

Of the total 80 patients studied, the mean age was 49.81 years 
with a standard deviation of 10.08. Of the total 80 patients studied, 
44 (55%) were female, and 36 (45%) were male. The female-to-
male ratio was 1.22. Out of 80 patients included in the study, 9 
patients (11.25%) were hypertensive, and 71 (88.75%) patients were 
nonhypertensive.

Patients were classified into 3 groups based on their serum 
TG level.

Patients with fasting serum TG level <150 mg/dL and PPTG level 
<200 mg/dL were classified as NN group. Patients with fasting TG 
level <150 mg/dL and postprandial level >200 mg/dL were classified 
as NH group. Patients with fasting serum TG level >150 mg/dL and 
PPTG level >200 mg/dL were classified as HH group.

Out of 80 patients included in the study, 23 (28.75%) were in 
NN group, 29 (36.25%) patients were in NH group, and 28 (35%) 
patients were in HH group (Table 1).

The mean CIMT among patients with NN group was 0.66 ± 0.15. 
The mean CIMT among patients with NH group was 1.01 ± 0.15. The 
mean CIMT among patients with HH group was 1.26 ± 0.19. This 
indicates PPTG level has significant correlation with CIMT (Table 2).

The mean CIMT value of patients with FTG level <150 mg/dL 
was 0.85 ± 0.23. The mean CIMT value of patients with FTG level 
150–200 mg/dL was 1.06 ± 0.21. The mean CIMT value of patients 
with FTG level >200 mg/dL was 1.31 ± 0.16. The CIMT increased 

Table 1:  Distribution of diabetic patients based on FTG and PPTG

Group Criteria No. of cases Percentage

NN group FTG ≤150 23 28.75
PPTG ≤200

NH group FTG ≤150 29 36.25
PPTG ≥200

HH group FTG ≥150 28 35.00

PPTG ≥200

Table 2:  Correlation of CIMT in NN, NH, and HH group

NN NH HH p-value

Mean 0.66 1.01 1.26
SD 0.15 0.15 0.19 F = 83.37

CIMT p < 0.0001, HS

Range 0.4–0.9 0.8–1.3 0.8–1.6

Table 3:  Correlation of FTG and PPTG level with CIMT

Mean ± SD Range p-value

FTG <150 0.85 ± 0.23 0.4–1.3 F = 36.85
p < 0.0001, HS150–200 1.06 ± 0.21 0.8–1.3

>200 1.31 ± 0.16 1.1–1.6
PPTG <200 0.66 ± 0.15 0.4–0.90 F = 48.20

p < 0.0001, HS200–250 0.90 ± 0 0.9–0.9

>250 1.13 ± 0.21 0.8–1.6
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Table 4:  Patient’s datasheet

S. no. Age Sex Duration OHA Insulin HTN UP HR SBP DBP HB% FBS PPBS FTG PPTG Cholesterol HDL LDL CIMT (mm) S. creatinine TSH

1 52 M 8 1 0 0 1+ 90 130 80 14 108 224 129 265 188 46 78 0.8 1.1 1.68
2 40 M 4 1 0 0 0 84 120 70 13 98 189 124 177 120 49 80 0.7 0.9 2.34
3 44 M 7 1 0 0 0 68 118 72 13.5 90 165 134 180 170 48 88 0.7 1.3 1.45
4 42 F 6 1 0 0 1+ 88 114 76 10 200 325 212 390 220 40 106 1.1 0.7 3.67
5 47 M 5 1 0 0 0 78 110 70 14 105 228 100 186 96 50 39 0.4 1 0.98
6 68 F 13 1 1 0 1+ 70 130 90 9.6 255 356 198 412 242 28 132 1.2 1.2 2.54
7 54 F 9 1 0 0 0 84 124 80 11 180 270 114 178 67 45 128 0.7 1.1 4.87
8 63 F 18 1 0 0 0 82 130 88 13.2 162 218 186 332 116 48 88 0.9 1 3.24
9 49 M 5 1 0 0 0 92 126 78 13.8 221 320 265 386 200 34 96 1.1 0.9 1.28
10 45 M 3 1 0 0 0 88 114 72 14.6 187 278 223 431 186 46 78 1.3 1.2 1.88
11 64 F 10 0 1 0 1+ 80 140 90 13.2 227 338 265 438 213 35 110 1.4 1.3 2.44
12 35 F 1 1 0 0 0 110 112 70 12.6 199 322 154 297 154 40 86 0.8 0.7 3.58
13 39 M 3 1 0 0 0 94 116 74 14.2 91 176 108 190 108 60 65 0.4 1 2.84
14 67 M 22 0 0 0 1+ 76 148 86 15 250 452 218 288 179 32 99 1.1 1.4 5.14
15 35 F 2 1 0 0 0 98 120 70 11.2 126 212 124 198 132 55 50 0.5 1.1 0.95
16 44 M 8 1 0 0 0 76 110 82 13.2 153 190 121 178 100 56 65 0.6 1 1.54
17 62 F 12 1 0 0 0 72 130 88 11.6 215 287 129 265 190 45 94 1.1 1.1 2.86
18 36 M 5 1 0 0 0 88 112 70 15.2 134 198 139 197 140 48 66 0.9 0.8 3.94
19 55 F 10 1 0 0 0 84 130 84 13.6 172 267 190 430 212 38 78 1.3 1.4 4.57
20 48 M 4 1 0 0 0 68 118 76 14 208 366 298 428 230 35 104 1.4 1.1 2.56
21 40 M 2 1 0 0 0 88 120 80 15.2 119 218 145 284 126 49 65 0.8 1 1.88
22 54 F 7 0 1 0 0 94 146 86 11.8 260 428 320 450 245 37 130 1.4 1.1 2.98
23 67 M 14 0 1 1 0 74 140 90 12.6 251 398 312 426 198 30 112 1.6 1.3 3.54
24 49 F 8 1 0 0 0 88 120 72 10.2 179 275 140 310 150 40 83 1.1 1.2 1.94
25 43 F 4 1 0 0 0 76 118 68 11.8 127 245 138 294 176 48 65 0.8 0.9 2.85
26 40 F 1 1 0 0 0 66 114 70 9.1 125 228 127 325 164 45 45 0.9 1.1 3.64
27 56 M 12 1 0 0 0 78 130 78 13.8 107 267 131 266 143 50 76 1.1 1.4 1.95
28 59 F 13 1 1 0 0 88 140 88 14.2 202 340 241 385 187 29 88 1.4 1.3 2.65
29 38 F 2 1 0 0 0 110 130 76 9.6 189 378 196 323 200 50 116 1.1 1 4.57
30 55 M 1 1 0 0 0 78 124 72 12.8 181 332 241 496 188 47 98 1.4 0.8 3.74
31 62 F 17 0 1 1 0 72 130 86 13.2 246 410 227 440 246 28 120 1.5 1.3 2.85
32 42 M 2 1 0 0 0 70 110 74 15.4 123 254 130 248 176 48 76 0.9 1 1.88
33 35 M 1 1 0 0 0 68 104 70 13.2 112 178 117 190 104 50 60 0.7 0.9 2.94
34 38 F 3 1 0 0 0 88 96 70 10.7 170 292 132 306 115 46 98 1 0.7 3.84
35 39 F 3 1 0 0 0 70 100 72 11.2 226 385 277 420 165 40 132 1.3 1.1 1.44
36 36 M 1 1 0 0 0 88 102 70 9.2 146 220 138 290 212 40 93 0.9 1 2.54
37 35 F 9 1 0 0 0 98 94 86 10.6 210 296 142 325 187 38 110 1.2 1.1 3.57
38 46 M 4 1 0 0 0 86 120 80 14.2 173 269 205 280 146 50 88 1.1 0.8 2.86
39 53 F 6 1 0 0 0 78 126 84 10.2 132 210 146 254 120 49 53 0.9 0.9 5.14
40 42 M 5 1 1 0 0 68 114 70 14.5 204 370 140 314 188 42 100 1.1 0.7 2.66
41 37 M 1 1 0 0 0 88 110 70 13.8 102 189 120 282 98 54 54 0.9 1 3.45
42 38 F 4 1 0 0 0 76 100 68 8.8 90 156 131 158 112 52 47 0.5 1.1 2.72
43 44 F 3 1 0 0 0 72 102 74 9.5 120 197 126 172 130 52 76 0.6 0.9 3.45
44 39 F 2 1 0 0 0 70 110 70 10.2 160 194 123 316 110 51 50 1.1 1.1 1.98
45 66 M 15 1 0 0 0 86 130 88 14.2 116 210 138 304 146 42 83 1.2 1.2 3.24
46 52 M 12 1 0 0 88 116 74 13.2 120 201 124 293 136 54 80 0.9 1 2.65

47 42 F 4 1 0 0 0 65 110 70 10.5 166 230 138 263 167 50 65 0.8 0.9 3.75
48 52 F 10 1 1 1 0 87 124 72 13.6 243 330 250 400 214 34 98 1.1 1.4 4.65
49 40 M 7 1 0 0 0 88 110 70 15.6 145 194 140 274 158 38 64 0.9 1.4 1.96
50 63 M 14 0 1 0 1 104 128 86 12.5 206 338 280 374 188 32 100 1.4 1.6 4.88
51 38 M 2 1 0 0 0 76 96 70 14.6 148 212 128 370 130 48 75 0.9 1 2.85
52 51 F 7 1 0 0 0 82 110 80 12.8 150 244 130 274 156 46 82 1.1 0.9 6.65

� Contd…
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compared to the FTG levels (r = 0.45). In a study done by Ahmad 
et al.,13 the mean CIMT in the NN, NH, and HH group were 0.59 
± 0.09, 0.79 ± 0.09 (p < 0.001 vs NN group), and 0.82 ± 0.06 mm 
(p < 0.001 vs NN group), respectively. So, in their study, it was 
observed that CIMT was increased in patients with postprandial 
hypertriglyceridemia despite normal FTG levels, and the PPTG 
levels showed the strongest influence on CIMT. These results were 
similar to our study.

In our study, out of total 80 patients with type 2 diabetes,  
59 patients had normal LDL level. We compared value of CIMT 
in patients among NN, NH, and HH group who had normal level 
of LDL, and it was observed that patients with NH and HH group 
had significantly high level of CIMT as compared to NN group 
(p-value < 0.0001). In study conducted by Mohan et al.,14 it was 
found that LDL cholesterol was not significantly correlating with 
CIMT in diabetics. Study of Bendwal et al. also showed that LDL 
cholesterol had no significant relationship with CIMT. Hence, 
evaluation of TG level is more important in diagnosis of diabetic 
dyslipidemia.

Co n c lu s i o n

In this study, it is shown that CIMT is higher in people with 
postprandial hypertriglyceridemia despite normal levels of 
fasting TGs. CIMT correlates better with PPTG levels when 
compared to fasting TG levels and hence can predict early 

group with p-value < 0.0001, which is statistically highly significant. 
This was in concordance with the study done by Teno et al.,10 and 
carotid IMT was 0.73 ± 0.13 mm in the NN group, 0.86 ± 0.13 mm in 
the NH group, and 0.85 ± 0.12 mm in the HH group. In the Amruth 
Rao et al.11 study, the mean carotid IMT in the NN, NH, and HH group 
were 0.52 ± 0.13, 1.78 ± 0.81, and 2.06 ± 0.08 mm, with a range 
between 0.3–0.7, 0.7–2.7, and 1–3.2, respectively. It was observed 
from this study that the mean CIMT in patients with postprandial 
hypertriglyceridemia HH group was significantly higher than that 
in patients with normal FTG and normal PPTG levels (NN group) 
(1.26 vs 0.66 mm, p < 0.0001).

In our study, CIMT showed a significant correlation with FTG 
and PPTG levels. Correlation between CIMT and FTG levels (F = 
36.85, p < 0.0001) reflected that CIMT increased with increase in 
the FTG levels. There was a significant correlation between CIMT 
and PPTG (F statistic = 48.20, p < 0.0001). It was also seen that 
CIMT increased with increase in the PPTG levels. F statistic of CIMT 
vs PPTG (48.20) is greater than F statistic of CIMT vs FTG (36.80), 
which shows that PPTG level is a better predictor of CIMT than 
FTG. Correlation coefficient r-value when compared between 
FTG and PPTG with CIMT were 0.7614 vs 0.8500, predicting the 
higher correlation between PPTG with CIMT as compared to 
fasting TG levels (p < 0.0001 HS). Similar correlation was noted 
by Bendwal et al.12 They observed that although both FTG and 
PPTG levels were significantly correlating with CIMT, the PPTG 
levels (r = 0.67) were more significantly correlating with CIMT as 

Contd…

S. no. Age Sex Duration OHA Insulin HTN UP HR SBP DBP HB% FBS PPBS FTG PPTG Cholesterol HDL LDL CIMT (mm) S. creatinine TSH

53 59 M 14 1 0 0 0 80 124 90 13.6 168 278 132 288 188 40 64 1.3 1.2 3.45
54 58 F 18 0 1 1 1+ 76 140 88 12.8 220 395 280 446 230 36 110 1.1 1.3 2.86
55 44 M 4 1 0 1 0 88 110 70 14.1 123 234 114 190 166 44 73 0.4 1 3.48
56 44 F 6 1 0 0 0 76 114 86 9.8 124 180 121 170 100 53 48 0.7 0.9 2.78
57 59 F 11 0 1 1 0 68 130 90 8.2 257 398 274 430 198 29 130 1.5 0.7 0.95
58 63 M 18 1 0 0 1+ 72 140 88 10.7 226 298 227 354 176 26 114 1.3 1.4 1.72
59 41 M 6 1 0 0 0 88 120 70 11.3 126 198 122 194 135 42 89 0.8 1.2 2.68
60 40 M 1 1 0 0 0 78 126 70 14.2 184 265 123 325 144 50 65 1 0.9 3.55
61 57 F 12 1 0 0 0 82 114 84 10.2 102 255 122 176 120 47 86 0.8 1.2 4.25
62 62 F 24 1 0 0 0 80 132 90 13.1 94 176 130 186 110 39 43 0.9 1 1.86
63 61 F 14 1 0 0 0 92 110 80 12.8 131 217 124 196 164 45 64 0.7 1.1 2.87
64 41 M 2 1 0 0 0 90 120 70 14.2 138 275 120 190 136 35 77 0.6 1.2 3.94
65 66 F 15 0 1 1 1+ 82 128 90 11.8 226 321 240 290 180 42 112 1.1 1.6 1.33
66 39 M 3 1 0 0 0 68 120 70 14.2 226 287 130 284 156 42 88 0.9 1.1 5.44
67 53 F 8 0 1 0 0 92 118 88 13.9 207 366 265 423 178 40 134 1.4 1.2 1.38
68 48 F 4 1 0 0 0 80 130 76 12.7 103 188 126 170 124 37 102 0.7 1.2 3.92
69 62 F 12 1 0 1 0 88 140 82 10.8 94 176 113 156 120 40 55 0.9 1 1.86
70 66 M 4 1 0 0 0 98 130 90 13.4 102 188 122 290 98 41 78 1.1 1.1 2.67
71 48 M 9 0 1 0 1+ 78 120 84 11.8 210 393 260 385 216 32 98 1.2 1.4 4.22
72 63 F 10 0 1 0 0 86 118 90 8.6 220 355 286 400 230 28 104 1.5 1.3 3.84
73 63 M 18 1 0 0 1 76 150 94 13.2 184 280 144 316 186 33 75 1.3 1 1.68
74 66 F 20 1 0 0 0 68 130 90 14.2 142 210 117 166 140 42 64 0.7 0.9 2.75
75 50 M 8 1 0 0 0 88 124 84 12.4 153 215 138 289 128 40 60 1.1 1.1 3.68
76 42 M 4 1 0 0 0 82 114 78 13.6 177 280 137 345 136 46 88 1.2 1.2 4.38
77 56 F 12 1 0 1 0 76 126 90 9.4 114 210 130 176 114 40 76 0.6 1 2.94
78 52 F 10 1 0 0 0 73 124 86 10.2 117 196 140 294 106 38 65 1 1.1 1.98
79 47 M 7 0 1 0 1+ 92 110 82 14.8 251 380 260 304 210 42 116 1.4 1.4 3.65

80 55 M 15 1 0 0 0 80 120 76 13.5 115 220 136 188 146 45 75 0.7 1 2.45
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atherosclerosis. Postprandial hypertriglyceridemia can be labeled 
as an independent predictor of accelerated atherosclerosis in 
diabetics. Therefore, PPTG level estimation along with fasting TG 
level should be done for early detection of diabetic dyslipidemia 
and prevention of macrovascular complications.

Clinical Significance
Usually, only fasting lipid levels are measured in patients, but our 
study showed that PPTG has significant correlation with CIMT. So, 
by measuring PPTG, we can detect macrovascular complications in 
type 2 diabetes patients in early stages.
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