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ABSTRACT 

Background: Paraoxonase-1 (PON-1) has been suggested to be associated with cardiovascular disease 

(CVD) risk, however, aspects of the association, such as shape and independence from conventional risk 

factors are still uncertain. We aimed to assess the association of PON-1 with CVD risk and determine its 

potential utility for CVD risk prediction. 

Methods: PON-1 was measured as its arylesterase activity at baseline in the PREVEND prospective study 

of 6902 participants.  

Results: During a mean follow-up of 9.3 years, 730 CVD events were recorded. Serum PON-1 was 

weakly correlated with several cardiovascular risk markers including high-density lipoprotein cholesterol 

(HDL-C) (r=0.18; P < 0.001) and was approximately log-linearly associated with CVD risk. In analyses 

adjusted for conventional risk factors, the hazard ratio (95% CI) for CVD per 1 standard deviation (SD) 

increase in loge PON-1 was 0.92 (0.85 to 0.99; P=0.020), which remained persistent after additional 

adjustment for potential confounders 0.93 (0.86 to 0.99; P=0.037). The association was attenuated on 

further adjustment for HDL-C 0.95 (0.88 to 1.02; P=0.153). In a meta-analysis of 6 population-based 

prospective studies involving 15 064 participants and 2958 incident CVD outcomes, the pooled 

multivariable adjusted (including HDL-C) relative risk (95% CI) for CVD was 0.95 (0.90 to 1.02; 

P=0.138) per 1 SD increase in PON-1 values. Adding PON-1 to a CVD risk prediction model containing 

conventional risk factors did not improve the C-index or net reclassification. 

Conclusions: There is an approximately log-linear inverse association between PON-1 activity and CVD 

risk, which is partly dependent on HDL-C levels. In addition, serum PON-1 activity provides no 

significant improvement in CVD risk assessment beyond conventional CVD risk factors. 

 
Keywords: paraoxonase-1; cardiovascular disease; risk factor; risk prediction; meta-analysis 
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1. Introduction 

The inverse and independent association of high-density lipoprotein cholesterol (HDL-C) with 

atherosclerotic cardiovascular disease (CVD) is well known,1 and is commonly ascribed to the functional 

properties of this lipoprotein fraction.2  HDL promotes the reverse cholesterol transport pathway, by 

stimulating efflux of cholesterol out of macrophages in the arterial wall and exerts antioxidant, anti-

inflammatory, antithrombotic, and endothelial cell maintenance properties.3-6 Paraoxonase-1 (PON-1) is a 

HDL-bound esterase enzyme with well-established antioxidant functions, which is synthesized by the 

liver.7 It hydrolyses lipid peroxides, thereby protecting low-density lipoproteins (LDLs) from oxidative 

modifications. Recent studies in rodent models and humans have suggested that the anti-atherogenic and 

cardioprotective effects of the HDL fraction are primarily attributable to PON-1 activity.8 Serum PON-1 

activity has been shown to be reduced in patients with stable coronary artery disease, post-myocardial 

infarction patients, and in patients at increased CVD risk such as hypercholesterolaemia, metabolic 

syndrome, and type 2 diabetes.9-11 

Emerging evidence indicates that PON-1 activity may be linked to CVD risk. Two published 

literature-based meta-analyses have assessed the relationship between PON-1 activity and coronary heart 

disease (CHD) risk.12, 13 However, because they only compared PON-1 activity in CHD cases and non-

CHD controls, the nature, shape, and magnitude of the prospective association could not be addressed. A 

number of population-based prospective studies have generally reported inverse associations between 

PON-1 activity and CVD outcomes.14-19 Some of these reports were relatively small or did not adjust for 

potential confounders. Data on the prospective associations in approximately healthy (“general”) 

populations are also sparse. Among the limited studies that have been based in general populations, some 

reported inverse associations,15, 17 with majority reporting null associations.14, 15, 20, 21 For these reasons, the 

nature of the shape, magnitude, and independence of the association between PON-1 activity and CVD 

risk in general population settings remains uncertain. There are suggestions that PON-1 might be a better 

atherosclerotic CVD risk factor compared to HDL-C,22 and there is a growing interest in the potential 
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value of PON-1 in CVD risk prevention. There is therefore a requirement for an adequately powered and 

comprehensive assessment of the association of baseline PON-1 activity with risk of future first-ever 

CVD events using long-term observational evidence in the general population. Our primary aim was to 

characterize the shape and assess the magnitude and independence of the prospective association between 

PON-1 activity and CVD risk, using a large population-based sample of 6902 participants free from pre-

existing CVD at baseline. A secondary aim was to investigate the extent to which PON-1 activity could 

improve the prediction of first-onset CVD outcomes in general population settings when added to a 

conventional CVD risk prediction model. Finally, to contextualize these findings, we report a meta-

analysis of available published prospective evidence on the associations of baseline PON-1 activity and 

risk of CVD in general population settings. 

 

2. Materials and methods 

2.1. Participants  

The study population consisted of inhabitants living in the city of Groningen in the Netherlands. 

Subjects were participants in the Prevention of Renal and Vascular End-stage Disease (PREVEND) study, 

an observational, general population-based prospective cohort study designed to investigate the natural 

course of urinary albumin excretion and its relationship to renal disease and CVD and which began in 

1997. The description of the study design and recruitment processes have been described in detail 

previously.23 The baseline cohort (n=8592) was recruited from participants who were aged 28-75 years 

and had baseline measurements performed between 1997 and 1998. For the present analyses, participants 

with a prevalent history of CVD, liver disease, renal disease, or malignancy were excluded and the final 

cohort comprised of 6902 subjects with non-missing information on serum PON-1 activity, several CVD 

risk markers, and cardiovascular outcomes. The medical ethics committee of the University Medical 

Center Groningen approved the PREVEND study and which was conducted in accordance with the 

Declaration of Helsinki. Informed written consent was provided by each participant and was documented 

in a consent form approved by the medical ethics committee.  
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2.2. Risk factor assessment 

Baseline data on demographics, physical measurements (including anthropometrics), and 

cardiovascular risk factors were assessed during two outpatient visits by study participants. After an 

overnight fast and 15 minutes of rest, venous blood was obtained from participants. Plasma samples were 

prepared by centrifugation at 4 ºC. Sera was stored at -20 ºC and heparinized plasma samples stored at -80 

ºC from baseline collection until analysis. The analysis of serum PON-1 enzymatic activity was 

conducted in 2014 and was measured as its arylesterase activity, i.e. as the rate of hydrolysis of phenyl 

acetate into phenol, which has been described previously.24 The inter-assay CV was 8%. Arylesterase 

activity, measured with this assay, is positively correlated PON-1 enzymatic activity toward paraoxon.25 

Given the virtual absence of free PON-1 in serum, as determined by gelfiltration,26 its activity was 

essentially measured as HDL-bound PON-1 activity, which was consistent with several large-scale 

epidemiological studies of this nature. Plasma glucose, total cholesterol, apolipoproteins (Apo) A-1 and 

B, HDL-C, high sensitivity C-reactive protein (hsCRP), triglycerides, total bilirubin, serum creatinine, 

and serum cystatin C were measured using standard methods described previously.27-31 Urinary albumin 

excretion (UAE) was calculated as the mean of two 24-hour urine collections. Estimated glomerular 

filtration rate (eGFR), was calculated using the Chronic Kidney Disease Epidemiology Collaboration 

(CKD-EPI) combined creatinine-cystatin C equation.32 Hypertension and type 2 diabetes mellitus were 

defined as previously reported.30, 31, 33  

  

2.3. Endpoint ascertainment 

The primary endpoint in our study was first-onset CVD, with subsidiary analyses of incident CHD and 

stroke endpoints. The dates and causes of death were obtained by record linkage with the Dutch Central 

Bureau of Statistics. Information on hospitalization for cardiovascular morbidity was received from 

PRISMANT, the Dutch national registry of hospital discharge diagnoses.34 Until 01-01-2009, all data 

were coded according to the International Classification of Diseases, Ninth Revision (ICD-9). After this 
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date, data were coded according to ICD-10 codes. First-onset CVD was defined as the combined endpoint 

of acute myocardial infarction, acute and subacute ischemic heart disease, coronary artery bypass grafting 

or percutaneous transluminal coronary angioplasty, subarachnoid hemorrhage, intracerebral hemorrhage, 

other intracranial hemorrhage, occlusion or stenosis of the precerebral or cerebral arteries, and other 

vascular interventions such as percutaneous transluminal angioplasty or bypass grafting of peripheral 

vessels and aorta. Coronary heart disease events were defined as fatal or nonfatal myocardial infarction, 

ischemic heart disease, coronary artery bypass grafting, and percutaneous transluminal coronary 

angioplasty. Stroke events were defined as subarachnoid hemorrhage, intracerebral haemorrhage, other 

and unspecified intracranial haemorrhage, and occlusion and stenosis of precerebral or cerebral arteries. 

Further details on the definition of cardiovascular outcomes are also provided in Appendix Supplement 

1. 

 

2.4. Statistical analyses 

Prospective cohort analyses Variables that were skewed (e.g., PON-1 activity, hsCRP, triglycerides, 

creatinine, and total bilirubin) were natural logarithm (loge) transformed to achieve approximately normal 

distributions. Baseline characteristics of participants were summarized using descriptive analyses. Partial 

correlation coefficients (adjusted for age and sex) were calculated to assess the cross-sectional 

associations of serum PON-1 activity with CVD risk markers. Analyses of the association between serum 

PON-1 activity and CVD risk involved Cox proportional hazards models after confirmation of 

assumptions of proportionality of hazards.35 Shapes of the association of  PON-1 activity with CVD risk 

were assessed by plotting hazard ratios (HRs) estimated within quintiles of baseline PON-1 values 

relative to the bottom quintile against the mean loge PON-1 value in each quintile using floating absolute 

risks (FARs).36 Given the log-linear shape of the association, hazard ratios (HRs) were calculated per 1 

standard deviation (SD) higher loge serum PON-1 values. The SD of baseline loge serum PON-1 was 0.31 

(equivalent to approximately one-fold higher PON-1 activity, as e0.31=1.36). To assess the independence 

of the association, HRs were calculated with progressive adjustment for age and sex, other established 
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CVD risk factors [smoking status, history of diabetes, SBP, and total cholesterol], potential confounders 

[body mass index (BMI), alcohol consumption, fasting glucose, triglycerides, eGFR, UAE, hsCRP, and 

total bilirubin], and finally HDL-C. Effect modification by individual characteristics, such as age, sex, 

and other cardiovascular risk markers was assessed using formal tests of interaction. To limit potential 

biases due to pre-existing undiagnosed CVD (i.e. reverse causation), subsidiary analyses included 

excluding the first two years of follow-up, participants on regular anti-hypertensive medication, and 

participants on regular lipid-lowering medication (as these patients are supposed to have at least a 20% 

10-year risk of CVD37).  

We calculated measures of discrimination for censored time-to-event data (Harrell’s C-index38) and 

reclassification, to assess whether adding information on serum PON-1 values to a model that included 

conventional cardiovascular risk factors39 is associated with improvement in CVD risk prediction. To 

investigate the change in C-index, we added PON-1 to a model based on risk factors included in the 

Framingham CVD Risk Score (i.e., age, sex, smoking status, SBP, total cholesterol, and HDL-C).40 For 

participants with at least 10 years of follow-up, reclassification was assessed using the net-

reclassification-improvement (NRI).41 Reclassification analysis was based on predicted 10-year CVD risk 

categories of low (<5%), intermediate (5 to <7.5%), and high (≥7.5%) risk.42 In subsidiary analyses, we 

also performed risk discrimination and reclassification analyses based on the Reynolds Risk Score 

(RRS).43, 44 Risk prediction analysis was restricted to participants without a known history of diabetes or 

CVD at baseline.  

Literature review and meta-analysis We conducted a meta-analysis using a predefined protocol and in 

accordance with the PRISMA (Appendix Supplement 2) and MOOSE guidelines14,15 (Appendix 

Supplement 3). We sought prospective cohort studies that have assessed the association between PON-1 

activity and CVD risk published up to July 2015 using MEDLINE, EMBASE, and Science Citation Index 

databases as well as scanning reference lists from the included articles. The computer-based searches 

combined free and MeSH search terms and combination of key words related to the exposure (e.g., 

“paraoxonase-1”, “arylesterase”, etc.) and outcome (e.g., “cardiovascular disease”, “coronary heart 
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disease”, “stroke”, etc.). Further details on the search strategy are presented in Appendix Supplement 4. 

Studies were eligible if they had at least one year of follow-up and recruited participants from 

approximately general populations as previously described.45 The primary endpoint of this analysis was 

any CVD event (i.e., composite CVD, CHD, or stroke). A pooled estimate was also assessed for CHD 

outcomes. Appendix Supplement 1 provides details of study-specific endpoint definitions. Study quality 

was assessed based on the Newcastle–Ottawa Scale (NOS) method.46 

Summary measures were presented as relative risks (RRs) with 95% confidence intervals (CIs). We 

assumed hazard ratios and odds ratios to approximate the same measure of RRs. To enhance consistency, 

reported study-specific RRs were transformed to per 1SD change in baseline PON-1 values using 

standard statistical methods47, 48 which have been described in detail previously.45 The summary RR 

(including the estimate from the present study) was calculated using random effects meta-analysis. All 

statistical analyses were conducted using Stata version 14 (Stata Corp, College Station, Texas). 

 

3. Results 

Results from the PREVEND cohort 

3.1. Baseline Characteristics and Correlates of paraoxonase-1 Activity 

Data were available for 6902 participants without a known history of CVD at baseline. The mean age 

of overall participants at baseline was 48 (SD 12) years and 52% were women.  (Table 1). Mean (SD) 

loge PON-1 value was 3.97 (0.31) U/L. Loge PON-1 values were weakly correlated with physical 

measures (BMI, waist-to-hip ratio, and blood pressure), as well as several lipid markers, but not with total 

bilirubin. The strongest correlations were observed for HDL-C (r = 0.18) and Apo-A1 (r = 0.17). Baseline 

PON-1 values were higher by 6% in current alcohol consumers compared with non-consumers. Values 

were lower by 6% in people with diabetes compared with people without diabetes and by 14% in people 

on regular glucose lowering medication compared with non-users (Table 2).  
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3.2. Paraoxonase-1 Activity and Risk of Incident CVD 

During an average follow-up of 9.3 years (64 407 person-years at risk), 730 incident CVD events 

(annual rate 11.2/1000 person-years at risk, 95% confidence interval [CI]: 10.4 to 12.1) were recorded. 

An approximately log-linear relationship was observed between PON-1 activity and CVD risk, in 

analyses adjusted for established CVD risk factors and potential confounders (Figure 1). The HR for 

CVD per 1 SD increase in loge PON-1 was 0.90 (95% CI, 0.84 to 0.97; P=0.004) in age- and sex-adjusted 

analyses, which remained consistent in analyses adjusted for established factors 0.92 (95% CI, 0.85 to 

0.99; P=0.020) and additional adjustment for BMI, alcohol consumption, glucose, loge triglycerides, 

eGFR, loge UAE, and loge total bilirubin 0.93 (95% CI: 0.86 to 0.99; P=0.037). The results were 

somewhat attenuated after additional adjustment for HDL-C 0.95 (95% CI, 0.88 to 1.02; P=0.153) (Table 

3). In an age- and sex-adjusted analysis, the initial association 0.90 (95% CI, 0.84 to 0.97; P=0.004) was 

attenuated after single additional adjustment for HDL-C 0.96 (95% CI, 0.89 to 1.03; P=0.249). 

Substituting total cholesterol and HDL-C for apolipoproteins B and A-1 respectively resulted in similar 

associations (data not shown). HRs were similar in analyses that excluded CVD outcomes recorded in the 

first two years of follow-up, participants on regular antihypertensive medication, and participants on 

regular lipid-lowering medication (Table 4). The associations did not vary significantly by levels or 

categories of several clinically relevant individual characteristics, except for suggestion of effect 

modification by BMI (P for interaction = 0.026) and smoking (P for interaction = 0.053) (Figure 2).  In 

separate analyses for CHD and stroke, the approximately log-linear inverse association of PON-1 with 

CHD in analyses adjusted for several established risk factors and potential confounders was somewhat 

attenuated on additional adjustment for HDL-C (Table 3; Figure 3) and there was no statistically 

significant evidence of an association with stroke (Table 3). To put the strength of the association of 

PON-1 activity with CVD risk into context, direct comparisons were made to associations of HDL-C with 

CVD, CHD, and stroke outcomes. Serum HDL-C concentrations were inversely and independently 

associated with CVD and CHD outcomes. The associations were also independent of serum PON-1 
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activity. There was no evidence of an association with stroke outcomes (Table 5). Similar findings were 

found in analysis with Apo A-I instead of HDL-C (data not shown). 

 

3.3. Paraoxonase-1 Activity and CVD Risk Prediction 

Addition of HDL-C measurements to a prognostic model for first cardiovascular events that included 

data on age, sex, smoking status, blood pressure, and total cholesterol increased the C-index by 0.0034 

(0.0003 to 0.0064; P=0.02). The C-index increased non-significantly by 0.0003 (-0.0005 to 0.0011; 

P=0.49) on further addition of information on serum PON-1 to this model, yielding a NRI of 0.75% (-

0.02 to 1.52%; P=0.06) for the predicted 10-year CVD risk categories (Appendix Supplement 5). There 

were no differences in the C-index according to clinically relevant individual level characteristics (data 

not shown). There was no significant improvement in risk discrimination and reclassification when RR 

risk score components were used (Appendix Supplement 6). 

 

Literature-based meta-analyses 

3.4. Literature Search, Characteristics, and Quality of Eligible Studies 

The initial search identified 1986 potentially relevant citations. After screening and detailed assessment, 

5 articles based on 5 unique population-based studies were included (Figure 4). Therefore we meta-

analyzed estimates from 6 studies (including the current study) involving a total of 15 064 unique 

participants with 2958 incident CVD outcomes reporting on the association between PON-1 activity 

and CVD risk. Detailed characteristics of these studies and quality assessment have been summarized 

in Appendix Supplements 7-8 

 

3.5. Paraoxonase-1 Activity and CVD Risk in Pooled Analysis 

Of the six studies, three studies (including the current study) provided risk estimates for PON-1 as 

measured by its arylesterase activity (using phenyl acetate as substrate)17, 20 and the other three reported 

estimates for PON-1 as measured by paraoxonase activity (using paraoxon as substrate).15, 16, 21 Both assay 
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systems were used in two studies17, 20 (Appendix Supplement 7). Including the current study, the 

overall pooled unadjusted or age-adjusted RR (95% CI) for any CVD event per 1 SD higher PON-1 

values was 0.87 (0.80 to 0.96; P=0.005). There was substantial heterogeneity between studies (I2>70%), 

but this could not be explored in detail because of the limited number of studies. However, exclusion of 

any single study at a time from the meta-analysis had minimal effect on the pooled RRs, which ranged 

from 0.85 (0.77-0.94) to 0.91 (0.84-0.98). The combined RR excluding the single largest study was 0.86 

(0.76-0.97), very similar to the main finding. The pooled unadjusted or age-adjusted RRs were 0.77 (0.65 

to 0.93 P=0.006) and 0.95 (0.91 to 1.00; P=0.041) for PON-1 measured as its arylesterase activity and 

paraoxonase activity respectively (P for meta-regression = 0.023). The overall pooled RR in analyses 

typically adjusted for several established CVD risk factors (including HDL-C) was 0.95 (0.90 to 1.02; 

P=0.138) and the corresponding RRs were 0.90 (0.75 to 1.07; P=0.223) and 0.98 (0.93 to 1.03; P=0.368) 

for PON-1 measured as its arylesterase activity and paraoxonase activity respectively (P for meta-

regression = 0.495) (Figure 5). The pooled corresponding fully adjusted RR for CHD (5 studies; 

14,032 participants and 2,541 CHD cases) was 0.98 (0.94 to 1.02; P=0.265). There was no 

evidence of publication bias (P-value for Egger test=0.201). 

 

4. Discussion 

4.1. Summary of main findings 

Our findings in the PREVEND cohort comprising individuals without a history of CVD at baseline, 

provide several important findings that have not been previously addressed. PON-1 activity was 

correlated with several cardiovascular risk markers and more strongly with HDL-C and Apo A-1. In 

analyses adjusted for established CVD risk factors, we observed an approximately log-linear association 

of PON-1 activity with risk of CVD. The association remained consistent on further adjustment for a 

comprehensive panel of potential confounders, but was attenuated after single adjustment for HDL-C in 

both analyses initially only adjusted for age and sex and further for established and potential risk factors, 

consistent with previous reports.15, 16 In contrast, the association between HDL-C and CVD was 
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independent of PON-1 in analyses conducted in the same participants, which suggests HDL-C as a 

stronger risk indicator than PON-1. Mackness and colleagues16 have demonstrated some similar findings. 

However, additional analyses in their study suggested PON-1 as a stronger risk indicator for CVD than 

HDL-C in men with pre-existing CHD. Indeed, it has been shown that populations with pre-existing 

cardiometabolic disease have marked reductions in serum PON-1 activity without significant lower 

concentrations of HDL-C.9 The associations remained generally similar across several clinically relevant 

subgroups, except for the suggestion of effect modification by BMI and smoking status; characterized by 

an inverse association in individuals with a normal BMI category compared to a statistically non-

significant association in individuals with higher BMIs and an inverse association in smokers compared 

to a statistically non-significant association in non-smokers. Given the multiple statistical tests for 

interaction conducted, results of the subgroup analyses should be interpreted with caution and may 

require replication in further studies. The associations were similar in analyses that excluded first two 

years of follow-up, participants on regular antihypertensive medication, or participants on regular statin 

medication. Similar associations were observed for CHD risk. However, there was no statistically 

significant evidence of an association with stroke, consistent with the findings for HDL-C in the same set 

of participants. Uncertainties still exist for the association between HDL-C and stroke, particularly for 

stroke subtypes;49 however, there is a possibility that the current findings may be attributed to the low 

event rate for stroke in our study. There is also a possibility that the null findings for stroke could be due 

to the combined endpoints of different stroke subtypes, with different aetiologies. We were however 

unable to conduct separate analyses for the subtypes of stroke because of the very low event rates in each 

endpoint. Given that no previous study has evaluated the association of PON-1 activity and stroke-

specific outcomes, larger-scale studies are warranted to confirm or refute these findings. Results from 

assessments of improvements in measures of risk discrimination and reclassification, indicate that 

additional information on PON-1 measurements provides no significant improvement in CVD risk 

prediction.  
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Pooled findings from the systematic meta-analysis of the six available studies showed that PON-1 was 

inversely associated with CVD risk in unadjusted or age-adjusted analysis. In the PREVEND study, we 

measured PON-1 activity as its arylesterase activity (with phenyl acetate as substrate) which was driven 

by previous documentation that arylesterase activity is less variable between subjects compared to its 

activity towards paraoxon, and is closely correlated with PON-1 mass.7, 25 In view of this, we also 

grouped the studies included in the meta-analysis according to the type of PON-1 activity assay. Indeed, 

in unadjusted or age-adjusted analysis, the risk estimate for PON-1 as arylesterase activity was stronger 

than that of PON-1 as paraoxonase activity. Further adjustment for established risk factors (including 

HDL-C) showed a less robust association of PON-1 activity with incident CVD, confirming the 

suggestion that the inverse association between PON-1 activity and CVD risk is partly dependent on 

HDL-C concentrations. 

 

4.2. Possible explanations for findings  

Our results indicate that PON-1 is inversely associated with CVD (including CHD) risk, independent 

of several established risk factors except for HDL-C. Though the majority of previous studies conducted 

in the general population have failed to demonstrate an inverse independent association,14-16, 21 the 

dependency of the association on HDL-C has previously been reported.15, 16 The attenuation of the 

association on adjustment for HDL-C is expected, given that PON-1 is an important component of 

HDL,50-53 which acts as its carrier and site of action. Plausible biologic mechanisms by which PON-1 

contributes to reduced CVD risk is through the inhibition of LDL oxidation,54 which is believed to play a 

central role in the development of atherosclerosis.55 PON-1 is also involved in the destruction of pro-

inflammatory oxidised phospholipids (involved in the development and progression of atherosclerotic 

lesions56) which are present in oxidised LDLs,57 decreases the lipid peroxide content in arterial lesions, 

could promote cholesterol efflux, and also prevents HDL from being oxidized.58  
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4.3. Implications of findings 

The findings of our study may have several implications. Irrespective of whether addition of 

information on PON-1 to conventional risk factors provides no improvement in CVD risk prediction, its 

potential utility for CVD risk prevention and treatment has been debated. Given the potential role of 

PON-1 in the detoxification of lipid peroxides, the overall evidence supports the possibility that elevated 

PON-1 activity might protect from CVD events in the general population. Conversely, individuals with 

low PON-1 activity may have a greater risk of developing atherosclerotic CVD. Indeed, significantly 

higher rates of atherosclerosis have been demonstrated in genetic rodent models deficient in PON-1 and 

who were fed a high cholesterol diet.59 Futhermore, PON-1 overexpression inhibits atherosclerosis 

development in mice.60 Therefore, there remains a possibility that dietary or pharmacological 

interventions that preserve or increase PON-1 activity might form the basis of CVD prevention and 

treatment strategies. Dietary consumption of red wine flavonoids has been shown to preserve serum PON-

1 activity in atherosclerotic ApoE deficient mice61 and pomegranate juice (rich in flavonoids) has been 

shown to cause significant elevation in PON-1 activity in human volunteers and also substantially reduce 

the size of atherosclerotic lesions in ApoE deficient mice.62 Rigorous intervention studies in humans are 

warranted to investigate these potential therapeutic implications of PON-1. 

 

4.4. Strengths and limitations 

The strengths of the current study deserve consideration. Our study included analyses of primary data 

as well as a meta-analysis of all available published prospective cohorts in a single comprehensive 

investigation. It provides the most comprehensive investigation, to date, of the observational 

epidemiological association between PON-1 activity and CVD risk. PREVEND participants were selected 

from a sample that was nationally representative, were well characterized, involved a high response and 

follow-up rates and had been prospectively monitored using established hospital admissions databases 

and disease endpoints. The PREVEND database had measurements on a comprehensive panel of lifestyle 

and biological markers that permitted adequate adjustment for potential confounders, hence enabling 
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reliable assessments of the magnitude of associations. The current study had higher statistical power to 

examine the associations in greater detail, including comparison of the associations at different levels or 

categories of vascular risk factors and sensitivity analyses to supplement and contextualize the principal 

findings. Individuals with prevalent CVD at baseline were excluded from the analyses, therefore limiting 

any possibilities of reverse-causation bias. The PREVEND study participants were suitable for risk 

prediction analyses because they were followed for a long duration and had complete set of measurements 

used in standard risk prediction scores. We also carried out several sensitivity analyses to avoid potential 

bias due to undiagnosed disease at baseline. Despite these, residual biases (i.e., reverse causation) may 

still remain because of the possibility of subclinical or undetected prevalent disease.  On the other hand, 

the present analysis also has some limitations. In the PREVEND cohort, given the nature of the 

observational data available, there is a possibility of potential residual confounding due to errors in 

measurements of risk marker and other unmeasured confounders. Measurements of PON-1 in the 

PREVEND study involved prolonged serum storage, which could have resulted in under-estimation of the 

associations due to sample degradation. However, PON-1 is known to show no loss of activity by 

prolonged storage in frozen samples (-70°C) and on repeated freeze-thawing over two years, with an 

approximate loss in activity by 20% over seven years.63 In our analyses, we were unable to show the 

extent to which baseline PON-1 measurements may underestimate the association between long-term 

PON-1 activity and CVD outcomes, because of the absence of repeat measurements on PON-1.  The 

analyses were based on a predominantly white-European population, therefore the findings may not be 

generalisable to individuals of different ethnicities, given that interpopulation differences in serum 

paraoxonase specific activity (which are independent of differences in serum lipids and lipoprotein 

concentrations) have been demonstrated in healthy populations.64 There was substantial heterogeneity 

between the contributing studies for the meta-analysis and the limited number of studies precluded 

detailed exploration of heterogeneity; however, our results remained robust in several sensitivity analyses. 
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5. Conclusions 

In conclusion, there is an approximately log-linear inverse association between PON-1 activity and 

CVD risk, which is partly dependent on HDL-C levels. In the general population, adding information on 

PON-1 to conventional CVD risk factors provides no significant improvement in CVD risk prediction. 



17 

 

Sources of funding 

The Dutch Kidney Foundation supported the infrastructure of the PREVEND program from 1997 to 2003 

(Grant E.033). The University Medical Center Groningen supported the infrastructure from 2003 to 2006. 

Dade Behring, Ausam, Roche, and Abbott financed laboratory equipment and reagents by which various 

laboratory determinations could be performed. The Dutch Heart Foundation supported studies on lipid 

metabolism (Grant 2001-005).  Richard W. James conducted the assays for paraoxonase-1 activity in 

PREVEND. The contents of this paper are solely the responsibility of the authors and do not represent the 

views of the Sponsors. The sponsors did not participate in the design and conduct of the study; collection, 

management, analysis, and interpretation of the data; or preparation of the manuscript. 

 

Conflicts of interest 

None 

 



18 

 

References 

 

[1] Prospective Studies, C, Lewington, S, Whitlock, G, et al., Blood cholesterol and vascular 

mortality by age, sex, and blood pressure: a meta-analysis of individual data from 61 prospective studies 
with 55,000 vascular deaths, Lancet, 2007;370:1829-1839. 

[2] Triolo, M, Annema, W, Dullaart, RP, et al., Assessing the functional properties of high-density 
lipoproteins: an emerging concept in cardiovascular research, Biomarkers in medicine, 2013;7:457-472. 

[3] Andrews, KL, Moore, XL and Chin-Dusting, JP, Anti-atherogenic effects of high-density 

lipoprotein on nitric oxide synthesis in the endothelium, Clinical and experimental pharmacology & 

physiology, 2010;37:736-742. 

[4] Meurs, I, Van Eck, M and Van Berkel, TJ, High-density lipoprotein: key molecule in cholesterol 
efflux and the prevention of atherosclerosis, Current pharmaceutical design, 2010;16:1445-1467. 

[5] Podrez, EA, Anti-oxidant properties of high-density lipoprotein and atherosclerosis, Clinical and 

experimental pharmacology & physiology, 2010;37:719-725. 

[6] Kontush, A and Chapman, MJ, Functionally defective high-density lipoprotein: a new therapeutic 

target at the crossroads of dyslipidemia, inflammation, and atherosclerosis, Pharmacological reviews, 
2006;58:342-374. 

[7] Deakin, SP and James, RW, Genetic and environmental factors modulating serum concentrations 

and activities of the antioxidant enzyme paraoxonase-1, Clin Sci (Lond), 2004;107:435-447. 

[8] Karabina, SA, Lehner, AN, Frank, E, et al., Oxidative inactivation of paraoxonase--implications 

in diabetes mellitus and atherosclerosis, Biochimica et biophysica acta, 2005;1725:213-221. 

[9] Mackness, MI, Harty, D, Bhatnagar, D, et al., Serum paraoxonase activity in familial 
hypercholesterolaemia and insulin-dependent diabetes mellitus, Atherosclerosis, 1991;86:193-199. 

[10] Graner, M, James, RW, Kahri, J, et al., Association of paraoxonase-1 activity and concentration 
with angiographic severity and extent of coronary artery disease, Journal of the American College of 

Cardiology, 2006;47:2429-2435. 

[11] Dullaart, RP, de Vries, R, Sluiter, WJ, et al., High plasma C-reactive protein (CRP) is related to 

low paraoxonase-I (PON-I) activity independently of high leptin and low adiponectin in type 2 diabetes 

mellitus, Clinical endocrinology, 2009;70:221-226. 

[12] Zhao, Y, Ma, Y, Fang, Y, et al., Association between PON1 activity and coronary heart disease 

risk: a meta-analysis based on 43 studies, Molecular genetics and metabolism, 2012;105:141-148. 

[13] Wang, M, Lang, X, Cui, S, et al., Quantitative assessment of the influence of paraoxonase 1 

activity and coronary heart disease risk, DNA and cell biology, 2012;31:975-982. 

[14] Bhattacharyya, T, Nicholls, SJ, Topol, EJ, et al., Relationship of paraoxonase 1 (PON1) gene 
polymorphisms and functional activity with systemic oxidative stress and cardiovascular risk, JAMA : the 

journal of the American Medical Association, 2008;299:1265-1276. 



19 

 

[15] Birjmohun, RS, Vergeer, M, Stroes, ES, et al., Both paraoxonase-1 genotype and activity do not 
predict the risk of future coronary artery disease; the EPIC-Norfolk Prospective Population Study, PloS 

one, 2009;4:e6809. 

[16] Mackness, B, Durrington, P, McElduff, P, et al., Low paraoxonase activity predicts coronary 

events in the Caerphilly Prospective Study, Circulation, 2003;107:2775-2779. 

[17] Tang, WH, Hartiala, J, Fan, Y, et al., Clinical and genetic association of serum paraoxonase and 

arylesterase activities with cardiovascular risk, Arteriosclerosis, thrombosis, and vascular biology, 

2012;32:2803-2812. 

[18] Ikeda, Y, Inoue, M, Suehiro, T, et al., Low human paraoxonase predicts cardiovascular events in 

Japanese patients with type 2 diabetes, Acta diabetologica, 2009;46:239-242. 

[19] Ikeda, Y, Suehiro, T, Itahara, T, et al., Human serum paraoxonase concentration predicts 
cardiovascular mortality in hemodialysis patients, Clinical nephrology, 2007;67:358-365. 

[20] van Himbergen, TM, van der Schouw, YT, Voorbij, HA, et al., Paraoxonase (PON1) and the risk 
for coronary heart disease and myocardial infarction in a general population of Dutch women, 

Atherosclerosis, 2008;199:408-414. 

[21] Troughton, JA, Woodside, JV, Yarnell, JW, et al., Paraoxonase activity and coronary heart 

disease risk in healthy middle-aged males: the PRIME study, Atherosclerosis, 2008;197:556-563. 

[22] Patra, SK, Singh, K and Singh, R, Paraoxonase 1: a better atherosclerotic risk predictor than HDL 

in type 2 diabetes mellitus, Diabetes & metabolic syndrome, 2013;7:108-111. 

[23] Lambers Heerspink, HJ, Brantsma, AH, de Zeeuw, D, et al., Albuminuria assessed from first-
morning-void urine samples versus 24-hour urine collections as a predictor of cardiovascular morbidity 

and mortality, Am J Epidemiol, 2008;168:897-905. 

[24] Richter, RJ, Jarvik, GP and Furlong, CE, Paraoxonase 1 (PON1) status and substrate hydrolysis, 
Toxicology and applied pharmacology, 2009;235:1-9. 

[25] van Himbergen, TM, Roest, M, de Graaf, J, et al., Indications that paraoxonase-1 contributes to 
plasma high density lipoprotein levels in familial hypercholesterolemia, Journal of lipid research, 

2005;46:445-451. 

[26] Deakin, S, Moren, X and James, RW, Very low density lipoproteins provide a vector for secretion 
of paraoxonase-1 from cells, Atherosclerosis, 2005;179:17-25. 

[27] Borggreve, SE, Hillege, HL, Dallinga-Thie, GM, et al., High plasma cholesteryl ester transfer 

protein levels may favour reduced incidence of cardiovascular events in men with low triglycerides, 

European heart journal, 2007;28:1012-1018. 

[28] Dullaart, RP, Perton, F, van der Klauw, MM, et al., High plasma lecithin:cholesterol 
acyltransferase activity does not predict low incidence of cardiovascular events: possible attenuation of 

cardioprotection associated with high HDL cholesterol, Atherosclerosis, 2010;208:537-542. 



20 

 

[29] Corsetti, JP, Bakker, SJ, Sparks, CE, et al., Apolipoprotein A-II influences apolipoprotein E-
linked cardiovascular disease risk in women with high levels of HDL cholesterol and C-reactive protein, 

PloS one, 2012;7:e39110. 

[30] Kunutsor, SK, Bakker, SJ, Kootstra-Ros, JE, et al., Inverse linear associations between liver 

aminotransferases and incident cardiovascular disease risk: The PREVEND study, Atherosclerosis, 
2015;243:138-147. 

[31] Kunutsor, SK, Bakker, SJ, Kootstra-Ros, JE, et al., Serum Alkaline Phosphatase and Risk of 

Incident Cardiovascular Disease: Interrelationship with High Sensitivity C-Reactive Protein, PloS one, 
2015;10:e0132822. 

[32] Inker, LA, Schmid, CH, Tighiouart, H, et al., Estimating glomerular filtration rate from serum 
creatinine and cystatin C, The New England journal of medicine, 2012;367:20-29. 

[33] Kunutsor, SK, Bakker, SJ, Kootstra-Ros, JE, et al., Circulating gamma glutamyltransferase and 

prediction of cardiovascular disease, Atherosclerosis, 2014;238:356-364. 

[34] Stricker, BH and Herings, RM, [Plea for the retention of the Dutch National Medical Registration 

(LMR) to provide reliable information regarding public health and healthcare], Nederlands tijdschrift 
voor geneeskunde, 2006;150:1916-1917. 

[35] Therneau, TM and Grambsch, PM, Modeling Survival Data: Extending the Cox Model, New 
York, Springer, 2000. 

[36] Easton, DF, Peto, J and Babiker, AG, Floating absolute risk: an alternative to relative risk in 

survival and case-control analysis avoiding an arbitrary reference group, Stat Med, 1991;10:1025-1035. 

[37] Horsfall, LJ, Nazareth, I and Petersen, I, Cardiovascular events as a function of serum bilirubin 

levels in a large, statin-treated cohort, Circulation, 2012;126:2556-2564. 

[38] Harrell, FE, Jr., Lee, KL and Mark, DB, Multivariable prognostic models: issues in developing 
models, evaluating assumptions and adequacy, and measuring and reducing errors, Stat Med, 

1996;15:361-387. 

[39] Greenland, P, Alpert, JS, Beller, GA, et al., 2010 ACCF/AHA guideline for assessment of 

cardiovascular risk in asymptomatic adults: a report of the American College of Cardiology 
Foundation/American Heart Association Task Force on Practice Guidelines, Circulation, 2010;122:e584-
636. 

[40] D'Agostino, RB, Sr., Vasan, RS, Pencina, MJ, et al., General cardiovascular risk profile for use in 
primary care: the Framingham Heart Study, Circulation, 2008;117:743-753. 

[41] Pencina, MJ, D'Agostino, RB, Sr., D'Agostino, RB, Jr., et al., Evaluating the added predictive 
ability of a new marker: from area under the ROC curve to reclassification and beyond, Stat Med, 
2008;27:157-172; discussion 207-112. 

[42] Stone, NJ, Robinson, JG, Lichtenstein, AH, et al., 2013 ACC/AHA guideline on the treatment of 
blood cholesterol to reduce atherosclerotic cardiovascular risk in adults: a report of the American College 

of Cardiology/American Heart Association Task Force on Practice Guidelines, Journal of the American 
College of Cardiology, 2014;63:2889-2934. 



21 

 

[43] Ridker, PM, Buring, JE, Rifai, N, et al., Development and validation of improved algorithms for 
the assessment of global cardiovascular risk in women: the Reynolds Risk Score, JAMA : the journal of 

the American Medical Association, 2007;297:611-619. 

[44] Ridker, PM, Paynter, NP, Rifai, N, et al., C-reactive protein and parental history improve global 

cardiovascular risk prediction: the Reynolds Risk Score for men, Circulation, 2008;118:2243-2251, 
2244p following 2251. 

[45] Kunutsor, SK, Apekey, TA and Khan, H, Liver enzymes and risk of cardiovascular disease in the 

general population: A meta-analysis of prospective cohort studies, Atherosclerosis, 2014;236:7-17. 

[46] Wells, GA, Shea, B, O'Connell, D, et al., The Newcastle-Ottawa Scale (NOS) for assessing the 

quality of nonrandomised studies in meta-analyses, In, 2011. 
www.ohri.ca/programs/clinical_epidemiology/oxford.asp. 

[47] Chêne, G and Thompson, SG, Methods for Summarizing the Risk Associations of Quantitative 

Variables in Epidemiologic Studies in a Consistent Form, American Journal of Epidemiology, 

1996;144:610-621. 

[48] Greenland, S and Longnecker, MP, Methods for trend estimation from summarized dose-response 
data, with applications to meta-analysis, American Journal of Epidemiology, 1992;135:1301-1309. 

[49] Woodward, M, Barzi, F, Feigin, V, et al., Associations between high-density lipoprotein 
cholesterol and both stroke and coronary heart disease in the Asia Pacific region, European heart journal, 
2007;28:2653-2660. 

[50] Blatter, MC, James, RW, Messmer, S, et al., Identification of a distinct human high-density 
lipoprotein subspecies defined by a lipoprotein-associated protein, K-45. Identity of K-45 with 

paraoxonase, European journal of biochemistry / FEBS, 1993;211:871-879. 

[51] Mackness, MI, Hallam, SD, Peard, T, et al., The separation of sheep and human serum "A"-
esterase activity into the lipoprotein fraction by ultracentrifugation, Comparative biochemistry and 

physiology. B, Comparative biochemistry, 1985;82:675-677. 

[52] Dullaart, RP, Kwakernaak, AJ and Dallinga-Thie, GM, The positive relationship of serum 

paraoxonase-1 activity with apolipoprotein E is abrogated in metabolic syndrome, Atherosclerosis, 
2013;230:6-11. 

[53] Dullaart, RP, Otvos, JD and James, RW, Serum paraoxonase-1 activity is more closely related to 

HDL particle concentration and large HDL particles than to HDL cholesterol in Type 2 diabetic and non-
diabetic subjects, Clinical biochemistry, 2014;47:1022-1027. 

[54] Mackness, MI, Arrol, S, Abbott, C, et al., Protection of low-density lipoprotein against oxidative 

modification by high-density lipoprotein associated paraoxonase, Atherosclerosis, 1993;104:129-135. 

[55] Steinberg, D, Parthasarathy, S, Carew, TE, et al., Beyond cholesterol. Modifications of low-

density lipoprotein that increase its atherogenicity, The New England journal of medicine, 1989;320:915-
924. 

[56] Heinecke, JW and Lusis, AJ, Paraoxonase-gene polymorphisms associated with coronary heart 
disease: support for the oxidative damage hypothesis?, Am J Hum Genet, 1998;62:20-24. 



22 

 

[57] Durrington, PN, Mackness, B and Mackness, MI, Paraoxonase and atherosclerosis, 
Arteriosclerosis, thrombosis, and vascular biology, 2001;21:473-480. 

[58] Aviram, M, Hardak, E, Vaya, J, et al., Human serum paraoxonases (PON1) Q and R selectively 
decrease lipid peroxides in human coronary and carotid atherosclerotic lesions: PON1 esterase and 

peroxidase-like activities, Circulation, 2000;101:2510-2517. 

[59] Shih, DM, Gu, L, Xia, YR, et al., Mice lacking serum paraoxonase are susceptible to 

organophosphate toxicity and atherosclerosis, Nature, 1998;394:284-287. 

[60] Mackness, B, Quarck, R, Verreth, W, et al., Human paraoxonase-1 overexpression inhibits 
atherosclerosis in a mouse model of metabolic syndrome, Arteriosclerosis, thrombosis, and vascular 

biology, 2006;26:1545-1550. 

[61] Hayek, T, Fuhrman, B, Vaya, J, et al., Reduced progression of atherosclerosis in apolipoprotein 
E-deficient mice following consumption of red wine, or its polyphenols quercetin or catechin, is 

associated with reduced susceptibility of LDL to oxidation and aggregation, Arteriosclerosis, thrombosis, 

and vascular biology, 1997;17:2744-2752. 

[62] Aviram, M, Dornfeld, L, Rosenblat, M, et al., Pomegranate juice consumption reduces oxidative 
stress, atherogenic modifications to LDL, and platelet aggregation: studies in humans and in 

atherosclerotic apolipoprotein E-deficient mice, The American journal of clinical nutrition, 2000;71:1062-
1076. 

[63] Huen, K, Richter, R, Furlong, C, et al., Validation of PON1 enzyme activity assays for 

longitudinal studies, Clin Chim Acta, 2009;402:67-74. 

[64] Blatter Garin, MC, Abbott, C, Messmer, S, et al., Quantification of human serum paraoxonase by 

enzyme-linked immunoassay: population differences in protein concentrations, The Biochemical journal, 
1994;304 ( Pt 2):549-554. 

 



23 

 

 

Figure 1. Hazard ratios for incident cardiovascular disease by baseline values of loge paraoxonase-1 

using floating absolute risks 
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A, Unadjusted; B, adjusted for age and sex; C, adjustment as in B plus smoking status, history of 

diabetes, systolic blood pressure, and total cholesterol; D, adjustment as in C plus body mass index, 

alcohol consumption, glucose, loge triglycerides, estimated glomerular filtration rate (as calculated using 

the Chronic Kidney Disease Epidemiology Collaboration combined creatinine-cystatin C equation), loge 

urine albumin excretion, and loge total bilirubin; E, adjustment as in D plus high-density lipoprotein 

cholesterol; the size of the box is proportional to the inverse of the variance of hazard ratio 
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Figure 2. Hazard ratios for cardiovascular disease per 1 SD increase in baseline loge paraoxonase-1 

values, by several participant level characteristics 
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Hazard ratios were adjusted for age, sex, smoking status, history of diabetes, systolic blood pressure, and 

total cholesterol; CI, confidence interval (bars); CVD, cardiovascular disease; Estimated GFR, glomerular 

filtration rate (as calculated using the Chronic Kidney Disease Epidemiology Collaboration combined 

creatinine-cystatin C equation); HDL-C, high-density lipoprotein cholesterol; HR, hazard ratio; SD, 

standard deviation; *, P-value for interaction; cut-offs used for body mass index, systolic blood pressure, 

total cholesterol, HDL-C, triglycerides, estimated GFR, and total bilirubin  are median values. 
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Figure 3. Hazard ratios for incident coronary heart disease by baseline values of loge paraoxonase-1 

activity using floating absolute risks 
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A, Unadjusted; B, adjusted for age and sex; C, adjustment as in B plus smoking status, history of 

diabetes, systolic blood pressure, and total cholesterol; D, adjustment as in C plus body mass index, 

alcohol consumption, glucose, loge triglycerides, estimated glomerular filtration rate (as calculated using 

the Chronic Kidney Disease Epidemiology Collaboration combined creatinine-cystatin C equation), loge 

urine albumin excretion, and loge total bilirubin; E, adjustment as in D plus high-density lipoprotein 

cholesterol; the size of the box is proportional to the inverse of the variance of hazard ratio 
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Figure 4. Selection of studies included in the meta-analysis 
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Figure 5. Relative risks for cardiovascular disease per 1 SD higher baseline paraoxonase-1 in published 

prospective studies 
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Study acronyms are provided in Appendix Supplement 1. The summary estimates were calculated using 

random effects models; A, results were unadjusted or adjusted for age only; B, results were adjusted for 

established cardiovascular risk factors including high-density lipoprotein cholesterol; Size of data markers 

are proportional to the inverse of the variance of the relative risk; CI, confidence interval (bars); CVD, 

cardiovascular disease; RR, relative risk; SD, standard deviation 
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Table 1. Baseline participant characteristics 

 Overall (N=6,902) 

Mean (SD) or median 

(IQR) or n (%) 

Without CVD (N=6,172) 

Mean (SD) median (IQR) 

or n (%) 

With CVD (N=730) 

Mean (SD) or median 

(IQR) or n (%) 

    

Paraoxonase-1 (U/L) 53.5 (43.5-65.3) 53.8 (43.7-65.7) 50.7 (41.3-61.6) 

    

Questionnaire    

Males 3,321 (48.1) 2,836 (46.0) 485 (66.4) 

Age at survey (years) 48 (12) 47 (12) 59 (10) 

History of diabetes 211 (3.1) 148 (2.4) 63 (8.6) 

Current smokers 4,779 (69.2) 4,195 (68.0) 584 (80.0) 

Alcohol consumption    

    None 1,693 (24.5) 1,475 (23.9) 218 (29.9) 

    1-4 drinks per month 1,073 (15.6) 974 (15.8) 99 (13.6) 

    2-7 drinks per week 2,387 (34.6) 2,154 (34.9) 233 (31.9) 

    1-3 drinks per day 1,389 (20.1) 1,251 (20.3) 138 (18.9) 

    ≥ 4 drinks per day 360 (5.2) 318 (5.2) 42 (5.8) 

History of hypertension 690 (10.0) 514 (8.3) 176 (24.1) 

Regular use of anti-hypertensive medication 753 (10.9) 566 (9.2) 187 (25.6) 

Regular use of diabetic medication 67 (1.0) 42 (0.7) 25 (3.4) 

Regular use of lipid-lowering medication 173 (2.5) 121 (2.0) 52 (7.1) 

    

Physical measurements    

BMI (kg/m2) 26 (4) 26 (4) 27 (4) 

WHR 0.88 (0.09) 0.87 (0.09) 0.93 (0.09) 

SBP (mmHg) 128 (19) 126 (19) 144 (23) 

DBP (mmHg) 74 (10) 73 (9) 80 (10) 

    

Lipid markers    

Total cholesterol (mmol/l) 5.63 (1.12) 5.57 (1.11) 6.07 (1.04) 

HDL-C (mmol/l) 1.34 (0.40) 1.35 (0.40) 1.21 (0.38) 

Triglycerides (mmol/l) 1.13 (0.83-1.66) 1.11 (0.81-1.62) 1.40 (0.99-2.04) 

Apo A-I (g/l) 1.39 (0.30) 1.39 (0.30) 1.34 (0.29) 

Apo B (g/l) 1.02 (0.31) 1.01 (0.31) 1.15 (0.30) 

    

Metabolic, inflammatory, and liver markers    

hsCRP (mg/l) 1.21 (0.53-2.82) 1.13 (0.50-2.68) 2.10 (1.00-4.70) 

Glucose (mmol/l) 4.82 (1.09) 4.76 (0.95) 5.29 (1.82) 

Creatinine (µmol/l) 82 (73-91) 81 (73-90) 88 (77-99) 

Cystatine C (mg/dl) 0.79 (0.19) 0.78 (0.19) 0.89 (0.23) 

eGFR (ml/min/1.73 m2) 100.8 (39.0) 102.4 (39.7) 87.7 (29.6) 

Total bilirubin (µmol/l) 7 (5-9) 7 (5-9) 7 (5-9) 

UAE (mg/24 hours) 9.19 (6.25-16.59) 8.85 (6.14-15.26) 14.27 (8.13-38.70) 

    

Framingham 2008 10-year CVD risk    

    0%-< 10% 4,167 (60.4) 3,694 (59.9) 473 (64.8) 

    10%-< 20% 814 (11.8) 781 (12.7) 33 (4.5) 

    ≥ 20% 1,921 (27.8) 1,697 (27.5) 224 (30.7) 

    

RRS 10-year CVD risk    

    0%-< 10% 6,225 (90.2) 5,749 (93.2) 476 (65.2) 

    10%-< 20% 510 (7.4) 340 (5.5) 170 (23.3) 

    ≥ 20% 167 (2.4) 83 (1.3) 84 (11.5) 
 

Apo A-I, apolipoprotein A-I; Apo B, apolipoprotein B; BMI, body mass index; CVD, cardiovascular disease; hsCRP, high sensitivity C-reactive protein; DBP, 

diastolic blood pressure; eGFR, estimated glomerular filtration rate (as calculated using the Chronic Kidney Disease Epidemiology Collaboration combined 

creatinine-cystatin C equation); HDL-C, high-density lipoprotein cholesterol; IQR, interquartile range; RRS, Reynolds Risk Score; SBP, systolic blood pressure; 

UAE, urinary albumin excretion; WHR, waist-to-hip ratio 
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Table 2. Cross-sectional correlates of paraoxonase-1 activity 

 

Pearson correlation 

r (95% CI)† 

Percentage difference (95% CI) in paraoxonase-1 values 

per 1 SD higher or compared to reference category of 

correlate‡ 

   

Loge Paraoxonase-1 (U/L) - - 

   

Questionnaire   

Sex   

    Female - Ref 

    Male - -4% (-5, -3)*** 

Age at survey (years) -0.08 (-0.10, -0.06)*** -2% (-3, -2)*** 

History of diabetes   

    No - Ref 

    Yes - -6% (-10, -2)* 

Smoking status   

    Non-smokers - Ref 

    Current smokers - -1% (-3, 0) 

Alcohol consumption   

    Non-consumers - Ref 

    Current consumers - 6% (4, 8)*** 

History of hypertension   

    No - Ref 

    Yes - -2% (-4, 1) 

Regular use of anti-hypertensive medication   

    No - Ref 

    Yes - -2% (-5, 0) 

Regular use of diabetic medication   

    No - Ref 

    Yes - -14% (-20, -7)*** 

Regular use of lipid-lowering medication   

    No - Ref 

    Yes - 0% (-4, 5) 

   

Physical measurements   

BMI (kg/m2) 0.00 (-0.02, 0.02) 0% (-1, 1) 

WHR -0.02 (-0.04, 0.01)*** -1% (-2, 0) 

SBP (mmHg) 0.05 (0.02, 0.07) 2% (1, 3)*** 

DBP (mmHg) 0.05 (0.03, 0.08) 2% (1, 3)*** 

   

Lipid markers   

Total cholesterol (mmol/l) 0.12 (0.10, 0.14)*** 4% (3, 5)*** 

HDL-C (mmol/l) 0.18 (0.16, 0.20)*** 6% (6, 7)*** 

Log triglycerides (mmol/l) 0.08 (0.06, 0.10)** 3% (2, 3)*** 

Apo A-I (g/l) 0.17 (0.15, 0.20)*** 6% (5, 7)*** 

Apo B (g/l) 0.04 (0.02, 0.07) 1% (1, 2)** 

   

Metabolic and inflammatory markers   

Loge hsCRP (mg/l) -0.03 (-0.05, -0.01)** -1% (-2, -0)* 

Glucose (mmol/l) -0.04 (-0.07, -0.02)*** -1% (-2, -1)** 

Loge creatinine (µmol/l) 0.03 (0.00, 0.05)* 1% (0, 2)* 

Cystatine C (mg/dl) -0.05 (-0.08, -0.03)*** -2% (-3, -1)*** 

eGFR (ml/min/1.73 m2) 0.02 (-0.00, 0.04) 1% (-0, 1)** 

Loge total bilirubin (µmol/l) 0.01 (-0.02, 0.03) 0% (-1, 1) 

Loge UAE (mg/24 hours) 0.02 (-0.00, 0.04) 1% (-0, 1) 

   

Framingham 2008 10-year CVD risk   

    0%-< 20% - Ref 

    ≥ 20% - 2% (0, 5)* 

   

RRS 10-year CVD risk   

    0%-< 20% - Ref 

    ≥ 20% - -6% (-11, -1)* 
 

Apo A-I, apolipoprotein A-I; Apo B, apolipoprotein B; BMI, body mass index; hsCRP, high sensitivity C-reactive protein; CVD, cardiovascular disease; DBP, 

diastolic blood pressure; eGFR, estimated glomerular filtration rate (as calculated using the Chronic Kidney Disease Epidemiology Collaboration combined 

creatinine-cystatin C equation); HDL-C, high-density lipoprotein cholesterol; Ref, reference; RRS, Reynolds Risk Score; SD, standard deviation; SBP, systolic blood 

pressure; UAE, urinary albumin excretion; WHR, waist-to-hip ratio 
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Asterisks indicate the level of statistical significance: *, p<0.05; **, p<0.01; ***, p<0.001; †, Pearson correlation coefficients between loge paraoxonase-1 and the row variables; ‡, 

Percentage change in paraoxonase-1 values per 1 SD increase in the row variable (or for categorical variables, the percentage difference in mean paraoxonase-1 values for the category 

versus the reference) adjusted for age and sex;  
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Table 3. Associations of serum paraoxonase-1 activity with incident CVD, CHD and stroke 

Models CVD  CHD  Stroke  

 Hazard ratio (95% CI) P-value Hazard ratio (95% CI) P-value Hazard ratio (95% CI) P-value 

 6,902 participants and  

730 cases 

 6,902 participants and  

390 cases 

 6,902 participants and  

153 cases 

 

Model 1 0.83 (0.78 to 0.89) < 0.001 0.82 (0.75 to 0.90) < 0.001 0.79 (0.67 to 0.92) 0.002 

Model 2 0.90 (0.84 to 0.97) 0.004 0.89 (0.81 to 0.98) 0.016 0.87 (0.74 to 1.01) 0.068 

Model 3 0.92 (0.85 to 0.99) 0.020 0.90 (0.82 to 0.99) 0.029 0.89 (0.76 to 1.04) 0.142 

Model 4 0.93 (0.86 to 0.99) 0.037 0.91 (0.83 to 1.00) 0.058 0.91 (0.78 to 1.07) 0.257 

Model 5 0.95 (0.88 to 1.02) 0.153 0.96 (0.87 to 1.07) 0.471 0.89 (0.76 to 1.05) 0.158 

 

Hazard ratios are reported per 1 standard deviation increase in loge paraoxonase-1 activity; CHD, coronary heart disease; 

CVD, cardiovascular disease 

Model 1: Unadjusted 

Model 2: Age and sex 

Model 3: Age, sex, smoking status, history of diabetes, systolic blood pressure, and total cholesterol 

Model 4: Model 3 plus body mass index, alcohol consumption, fasting glucose, loge triglycerides, estimated glomerular 

filtration rate (as calculated using the Chronic Kidney Disease Epidemiology Collaboration combined creatinine-cystatin C 

equation), loge urinary albumin excretion, and loge total bilirubin 

Model 5: Model 4 plus high-density lipoprotein cholesterol 
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Table 4: Hazard ratios for cardiovascular disease with first two years of follow-up, participants on regular antihypertensive medication, and participants on 

regular lipid-lowering medication excluded 

 
 Events/Total Model 1  Model 2  Model 3  Model 4  Model 5  

  Hazard ratio (95% CI) P-value Hazard ratio (95% 

CI) 

P-value Hazard ratio (95% CI) P-value Hazard ratio (95% CI) P-value Hazard ratio (95% CI) P-value 

Excluding the first two 

years of follow-up 

720 / 6,891 0.83 (0.78 to 0.89) < 0.001 0.90 (0.84 to 0.96) 0.003 0.92 (0.85 to 0.98) 0.017 0.92 (0.86 to 0.99) 0.033 0.94 (0.88 to 1.02) 0.136 

Excluding participants 

on regular 

antihypertensive 

medication 

536 / 6,149 0.84 (0.77 to 0.91) < 0.001 0.89 (0.82 to 0.97) 0.007 0.90 (0.83 to 0.97) 0.010 0.90 (0.83 to 0.98) 0.018 0.93 (0.86 to 1.02) 0.117 

Excluding participants 

on regular lipid-

lowering medication 

670 / 6,729 0.83 (0.76 to 0.89) < 0.001 0.90 (0.83 to 0.96) 0.003 0.91 (0.84 to 0.98) 0.014 0.92 (0.85 to 0.99) 0.024 0.94 (0.87 to 1.02) 0.125 

 

Hazard ratios are reported per 1 standard deviation increase in loge paraoxonase-1 activity 

Model 1: Unadjusted 

Model 2: Age and sex 

Model 3: Age, sex, smoking status, history of diabetes, systolic blood pressure, and total cholesterol 

Model 4: Model 3 plus body mass index, alcohol consumption, fasting glucose, loge triglycerides, estimated glomerular filtration rate (as calculated using the Chronic Kidney Disease 

Epidemiology Collaboration combined creatinine-cystatin C equation), loge urinary albumin excretion, and loge total bilirubin 

Model 5: Model 4 plus high-density lipoprotein cholesterol 
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Table 5. Associations of high-density lipoprotein cholesterol with incident CVD, CHD and stroke 

Models CVD  CHD  Stroke  

 Hazard ratio (95% CI) P-value Hazard ratio (95% CI) P-value Hazard ratio (95% CI) P-value 

 6,902 participants and  

730 cases 

 6,902 participants and  

390 cases 

 6,902 participants and  

153 cases 

 

Model 1 0.68 (0.62 to 0.73) < 0.001 0.56 (0.49 to 0.63) < 0.001 0.90 (0.76 to 1.06) 0.205 

Model 2 0.69 (0.64 to 0.76) < 0.001 0.57 (0.50 to 0.64) < 0.001 0.95 (0.80 to 1.12) 0.507 

Model 3 0.83 (0.76 to 0.91) < 0.001 0.71 (0.62 to 0.80) < 0.001 1.12 (0.94 to 1.34) 0.202 

Model 4 0.84 (0.76 to 0.94) 0.002 0.67 (0.57 to 0.78) < 0.001 1.13 (0.91 to 1.39) 0.265 

Model 5 0.86 (0.77 to 0.96) 0.006 0.68 (0.58 to 0.80) < 0.001 1.16 (0.94 to 1.44) 0.161 

 

Hazard ratios are reported per 1 standard deviation increase in high-density lipoprotein cholesterol; CHD, coronary heart disease; 

CVD, cardiovascular disease 
Model 1: Unadjusted 

Model 2: Age and sex 

Model 3: Age, sex, smoking status, history of diabetes, systolic blood pressure, and total cholesterol 

Model 4: Model 3 plus body mass index, alcohol consumption, fasting glucose, loge triglycerides, estimated glomerular filtration 

rate (as calculated using the Chronic Kidney Disease Epidemiology Collaboration combined creatinine-cystatin C equation), loge 

urinary albumin excretion, and loge total bilirubin 
Model 5: Model 4 plus loge paraoxonase-1 

 

 

 
 

 

 
 

 

 

 

  

 


