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Abstract
Ceramide production takes place throughout the 

body and plays a key role in the maintenance of normal 
physiology. However, ceramide levels are altered during 
disease states, particularly considering the development 
of diabetes and dyslipidemia. 

Ceramide product ion i s  a l so  assoc ia ted wi th 
atherosclerotic plaque instability. Recent studies revealed 
that patients with unstable coronary artery disease (CAD) 
presented increased plasma ceramide levels (especially 
C16, C18, and C24:1). These molecules are currently 
considered emerging biomarkers of cardiovascular 
diseases (CVD), being used for predicting atherosclerotic 
plaque instability and adverse cardiovascular events 
independently from traditional risk factors. 

With the aim of describing and discussing the role of 
ceramides in the stratification of cardiovascular diseases, 
this narrative review contextualizes the importance of this 
biomarker in the present cardiology scenario.

Introduction
 Data from the World Health Organization (WHO) 

show that, out of the 50 million deaths recorded in the last 
decade, cardiovascular diseases (CVD) were responsible 
for a significant percentage: around 17 million people.1 
This mortality is particularly high in the acute phase 
following an acute myocardial infarction (AMI), with a

10%–15% recurrence of ischemic events within a year and 
cumulative rates of up to 50% in 10 years.2

Approximately 50% of the patients who undergo 
primary percutaneous coronary intervention have 
multivessel disease, usually manifested as a progressive 
chronic condition with high mortality rates. Currently, 
it is not possible to precisely prevent the recurrence of 
acute ischemic events, clearly demonstrating the need 
for biomarkers that may predict coronary atherosclerotic 
plaque instability.3

Recent studies have highlighted the pathophysiological 
role of classes of lipids other than LDL-cholesterol 
in atherosclerosis and AMI, including ceramides, 
sphingomyelin, phosphatidylcholines, and cholesterol 
esters.4,5 Ceramides participate in multiple pathways 
involved in cel lular  damage s ignal ing ,  l iberat ing 
proinflammatory cytokines that directly modulate 
apoptosis via the expression of proapoptotic proteins.6

Our group has worked, throught mass spectometry, 
among other molecular techniques, for developing a 
plasma biomarker capable of diagnosing atherosclerotic 
plaque instabi l i ty and predict ing reinfart ion and 
progression to Heart Failure (HF) in patients with Acute 
Coronary Syndrome (ACS).

Ceramides are lipid biomarkers with an emerging role 
in early diagnosis and risk stratification, acting as marker 
of primary and secondary cardiovascular (CV) events in 
patients with clinical and subclinical atherosclerosis who 
are susceptible to acute ischemic events.5,7

Ceramide: a brief review of the physiology of this new 
lipid biomarker

Ceramides and LDL-cholesterol are structural lipids 
that maintain membrane fluidity and integrity through the 
formation of selective pores, modulating the movement 
of compounds between intra and extracellular spaces. 
Ceramides are sphingolipids formed by a sphingosine 
molecule and a fatty acid, being key components in 
the formation of cellular membranes8 and acting as an
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important signaling intermediate in processes that regulate 
cell homeostasis, such as inflammation, apoptosis, and 
cellular stress response.9

Ceramides accumulate in the coronary atheroma,10 

and their glycosylated forms glucosylceramides and 
lactosylceramides (Figure 1) are abundant in the developing 
plaque.11,12 Moreover, data from our group showed that 
the myocardial tissue itself may produce ceramides in a 
direct response to ischemia and reperfusion.13

Ceramidase is an enzyme that cleaves fatty acids 
from ceramide for producing sphingosine, which is in 
turn phosphorylated by sphingosine-1-phosphatase for 
producing sphingosine-1-phosphate. Ceramide synthesis 
may occur through the hydrolysis of sphingomyelin 
(degradation), the salvage (recycling) pathway where 
sphingosine is phosphorylated, or the de novo pathway 
where dihydroceramides are desaturated.9

Ceramides: a link between atherosclerosis, diabetes, 
and dyslipidemia

Ceramides constitute approximately 30% of circulating 
LDL-cholesterol. An increase in ceramide concentration 
a l ters  cel l  membrane permeabi l i ty,  enabl ing the 
accumulation of LDL-cholesterol on blood vessel walls. 
This build-up amplifies the inflammatory process on 
vessel walls, promoting the apoptosis of vascular smooth 
muscle cells and endothelial dysfunction, which leads to 
atherosclerotic plaque instability and rupture14 (Figure 2). 

In addition to the atherosclerotic plaque, this build-up 
occurs in smooth and skeletal muscles, interfering with 
the expression of glucose transporter type 4 (GLUT4); 
this causes a defect in muscle glucose uptake and hinders 
glycogen synthesis.15 Ceramides also stimulate the

apoptosis of pancreatic β cells, directly reducing insulin 
production.16 Major et al.17 demonstrated that ceramides 
can mimic the cytotoxic effects of TNF-α, IL-1β, and 
IFN-γ in pancreatic β-cells, triggering inflammation and 
apoptosis.17 Ceramide accumulation in tissues results in 
metabolic dysfunction in multiple organs and diabetes 
complications. Figure 3 shows the main tissues affected 
by ceramides.18,19

Therefore, the measurement of these molecules 
helps the physician determine not only the degree of 
dyslipidemia and risk of atherosclerosis through LDL-
cholesterol levels, but also insulin resistance and β-cell 
apoptosis through ceramide levels. 

Clinical implications led to a patent of this biomarker 
in the United States and Europe, being currently available 
for clinical use at referral hospitals such as Mayo Clinic.20 

Are screening examinations necessary for the follow-
up of subclinical atherosclerosis?

There is a significant gap in the detection of subclinical 
atherosclerosis and the cost-effective triage and follow-up 
of this entity, with various noninvasive tests being routinely 
requested in populations at different levels of CV risk. 
This is a reality worldwide, and despite the increasing 
advances in noninvasive tests for detecting atherosclerosis, 
risk stratification remains imperfect.21 Considering the 
escalating costs of health care, this stereotyped medical 
practice should thus be reevaluated.

The association of clinical and imaging data for 
supporting the development of protocols that incorporate 
classical risk scores such as Framingham and Interheart 
has been proposed for improving CV risk stratification.

Figure 1 – Sphingolipid metabolic pathways.
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Figure 2 – Plasma ceramides and plaque rupture. Source: author’s collection.

Figure 3 – Effect of ceramides on different organs.
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However, these methods, when applied to the general 
population without a triage step, have limited capacity 
for assessing CV risk due to aspects related to logistics 
and costs.22

The Multi-Ethnic Study of Atherosclerosis (MESA) study, 
one of the most relevant in this area, brought important 
contributions for comprehending the development and 
progression of CVD from subclinical to clinical stage. In a 
sub analysis of the MESA study, a large protein biomarker 
panel was evaluated in the search for predictive markers 
of CVD progression. When compared to classical CV risk 
factors, protein biomarkers with various specific panels 
for inflammation, insulin resistance, lipids, hemostasia, 
fibrinolysis, oxidative damage, and endothelial stress, 
among others, had incremental predictive values for 
long-term adverse CV events that were only borderline 
(area under the receiver operating characteristic curve 
[AUC]: 0.768 vs 0.776, p = 0.003) and did not reach 
an incremental predictive value in the prediction of 
medium-term adverse CV events (AUC: 0.795 vs 0.796, 
p = 0.627). Considering these similar ROC curve values, 
new screening and risk stratification methods are thus 
required to improve early detection of plaque instability.23

Once developed, such a biomarker would enable 
interventions at the beginning of atherosclerotic plaque 
progression, being essential for avoiding the large 
additional costs of atherosclerosis’ symptomatic stage. 
These considerations are important and should be 
evaluated when developing platforms for population 
health screening and seeking adequate cost-effectiveness.

Should we measure ceramides and LDL-cholesterol?

Subclinical atherosclerosis precedes most CV events, 
and its detection may improve CV risk stratification.11,12 
However, an incompatibility has been reported between 
apparently benign conventional risk factor profiles and 
subclinical atherosclerosis detected by coronary artery 
calcification (CAC) or intima thickness measured at the 
carotid ultrasound.13,14

Studies have identified subclinical atherosclerosis in 
almost 60% of middle-aged individuals at low CV risk 
according to traditional risk scores, and multiple affected 
vessel sites were found in 41% of these individuals.15 These 
findings suggest that variables other than conventional 
CV risk factors may play relevant roles in atherogenesis.

Pat ients  with atherosclerosis  consis t  in a very 
heterogeneous population, with complex risk stratification, 
and should not be all considered as being at similar risk 
for acute events. The use of CV risk scores is currently 
recommended by guidelines as a stratification tool; 
however, due to limitations in predictive precision 
especially in patients at high CV risk, the optimization of 
risk tools by recalibrating scores or their association with 
biomarkers is frequently needed for a higher predictive 
accuracy in different populations.

LDL-cholesterol is a risk factor directly involved in 
the development of atherosclerotic plaque, therefore 
being an important therapeutic target in clinical practice. 
Dieting, lifestyle changes, and use of medications can 
result in significant and sustained reductions in plasma 
LDL-cholesterol levels. However, CVD are still one of 
the main causes of death worldwide,24 suggesting that 
conventional LDL-cholesterol control is not enough; the 
early detection and prevention of atherosclerotic plaque 
instability may thus open the way for significantly reducing 
disease progression.

Current guidelines endorse LDL-cholesterol control and 
the measurement of nonspecific inflammatory markers 
such as C-reactive protein (CRP) in CV risk stratification. 
However, the pathophysiology of atherosclerosis involves 
the complex intersection of dyslipidemia, inflammation, 
endothelial dysfunction, platelet activation, and other 
factors.25 Recent data demonstrate possible associations 
between each of these pathways and plasma ceramide 
levels, indicating an association and plausible causality of 
this biomarker in acute CVD and atherosclerotic plaque 
instability.

Moreover, plasma LDL-cholesterol does not precisely 
predict major adverse cardiac and cerebrovascular events 
(MACCE), requiring a thorough medical assessment and a 
series of noninvasive tests in clinical practice for following 
up on the progression of atherosclerotic plaques.26 On 
the other hand, plasma ceramide concentrations are 
increased in various conditions related to cardiac diseases, 
in addition to their biochemical role in the progression 
of atherosclerosis, which has also been studied by our 
group. Preliminary studies have showed an increase in 
ceramides in the acute phase of AMI and in vulnerable 
plaques in humans, correlating these findings with pre-
clinical data that showed the upregulation of ceramide-
producing enzymes in the myocardium, with an increase 
in plasma ceramide levels within the first 24 hours of an 
acute ischemic event.5

Ceramides are also associated with a higher risk of 
disease progression in patients with HF. Among 423 
patients with acute HF, plasma ceramide concentrations 
were independently associated with death and worsening 
of left ventricular function during hospitalization.27

Searching for evidence: ceramides and CV risk 
prediction

Primary prevention:

The FINRISK study was performed in patients with no 
previous history of CV events and showed that circulating 
levels of specific ceramides (16:0, 18:0, and 24:1) 
were significantly associated with subsequent major CV 
events when compared to individuals who remained 
asymptomatic. Significant univariate associations between 
ceramides and fatal events suggest they play a fundamental 
role in atherosclerotic plaque rupture in this population.7
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Still considering primary prevention, Petterson et al.28 

demonstrated that the proportion of ceramides C24:0/
C16:0 and the plasma concentration of ceramide C24:0 
were inversely associated with coronary risk factors such 
as age and smoking habits, in addition to the development 
of CAD and HF.28

CAD:
In a post-hoc analysis of the Systolic Blood Pressure 

Intervention Trial (SPRINT) study (N = 9631), Nguyen 
et al. demonstrated that plasma LDL-cholesterol levels 
were not associated with the primary composite outcome 
(myocardial infarction, stroke, acute decompensated HF, 
and CV death).29 In addition, when evaluating patients 
in secondary prevention of CV events (N = 1562), 
they observed that LDL-cholesterol was only marginally 
associated with the incidence of CV events (adjusted 
hazard ratio 1.005 [95% confidence interval, CI = 
1.002–1.009], p = 0.005 [1 mg/dl increase], with poor 
discrimination for MACE [AUC = 0.54, p = 0.087]).29

Although studies with PCSK9 inhibitors such as Odyssey 
Outcomes and Fourier30 reinforce the “the lower, the 
better” principle, meaning there is an association between 
low LDL-cholesterol levels and a low risk of clinical 
atherosclerosis, no perfect risk correlation is observed. In 
order to fill this gap, the measurement of metabolites with 
metabolomic techniques has been increasingly employed 
since it presents advantages over classical methods such 
as a more comprehensive analysis and the acquisition of 
a metabolic profile of the target tissue considering the 
disease of interest. 

An undirected metabolomic analysis identified 3 plasma 
ceramides that were significantly associated with CV 
mortality in a cohort with angiography-confirmed CAD. 
Ceramides associated with high CV mortality in this study 
were C16:0, C18:0, and C24:1, and their association was 
independent from age, body mass index (BMI), smoking 
habits, use of statins, triglycerides, LDL-cholesterol, and 
total cholesterol.14

Kaa senbrood  e t  a l . , 31  u s ing  the  Seconda ry 
Manifestations of Arterial Disease (SMART) risk score, 
attempted to improve the prediction of acute events 
in this group of patients.31 This risk score comprehends 
clinical and laboratory variables (total cholesterol, HDL-
cholesterol, estimated glomerular filtration rate [eGFR], 
CRP) and was tested in various cohorts; based on the 
obtained results, the authors suggested new algorithms 
for estimating CV risk in order to individually and more 
precisely stratify this population, demonstrating the 
possibility of improving risk scores by incorporating 
biomarkers.31

I n  t he  P revenc ión  con  D ie t a  Med i t e r r ánea 
(Mediterranean Diet Prevention, PREDIMED) study, a 
prospective cohort study with patients at high CV risk, 
ceramides C24:0, C22:0, and C16:0 were associated 
with CVD.4 The odds radios comparing the extreme 
quartiles of plasma ceramides C16:0, C22:0, C24:0, 
and C24:1 were 2.39 (1.49–3,83; p < 0.001), 1.91 

(1.21–3.01; p = 0.003), 1.97 (1.21–3.01; p = 0.004), 
and 1.73 (1.09–2.74; p = 0.011), respectively. In another 
prospective study with approximately 500 patients who 
underwent elective coronary angiography, Meeusen et al. 
reported that plasma C16:0, C18:0, and C24:1 levels were 
independently associated with increased risk of MACCE 
in a mean follow-up of 4 years.32 The risk associated 
with ceramides was also independent from traditional 
risk factors, including age, sex, BMI, smoking habits, and 
cholesterol. Moreover, the predictive value remained 
significant after additional adjustments for serum glucose 
and family history of CAD. These results suggest that, 
when plasma ceramide levels are high in patients with or 
without significant stenosis of the coronary artery, the risk 
of death is high in both groups.32

Another risk score involving ceramides is the Coronary 
Event Risk Test (CERT2), which was developed in the 
Western Norway Coronary Angiography Cohort (WECAC) 
study and validated by the Long-Term Intervention with 
Pravastatin in Ischaemic Disease (LIPID) and Langzeiterfolge 
der Kardiologischen Anschlussheilbehandlung (KAROLA) 
studies.33 Results showed that the CV risk estimation 
tool incorporating ceramide measurement could reliably 
stratify MACE in patients with stable CAD. Additional 
evidence obtained by the WECAC and LIPID studies 
demonstrated that these biomarkers alone were able to 
accurately stratify primary CV risk in patients with and 
without diabetes; in individuals with diabetes, the only 
significant predictors in this study were the CERT2 score 
and high-sensitivity troponin.

ACS

In the European Collaborative Project on Inflammation 
and Vascular Wall Remodeling in Atherosclerosis - 
Intravascular Ultrasound (favor verificar se está correto.) 
(ATHEROREMO-IVUS) study (N = 600 patients), Cheng 
et al. demonstrated that plasma C16:0, C18:0, and 
C24:1 levels were significantly associated with vulnerable 
coronary plaque in individuals with ACS. Increased plasma 
levels of these ceramides were also significantly associated 
with higher angiographic severity of coronary stenosis,14,34 
as well as a lower perfusion of the myocardial wall after 
stress in patients with established or suspected CAD who 
underwent myocardial perfusion scintigraphy.35,36 These 
findings suggest causality between increased ceramides in 
the atherosclerotic plaque and its instability or severity. 

Using optical coherence tomography (OCT) in patients 
with ST‐segment–elevation myocardial infarction (STEMI), 
Bo Yu et al. recently observed increased plasma C16:0, 
C18:0, and C24:0 levels when compared to individuals 
with no coronary disease or with stable CAD (p < 0.001, 
p < 0.001, p < 0.001, p < 0.001, respectively). This was  
the f i rs t  s tudy using OCT that proved a posit ive 
independent association between plasma ceramide 
concentrations and plaque rupture, suggesting that plasma 
ceramide concentrations may act as potential biomarkers 
of plaque rupture.37
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Conclusion
Plasma ceramides are elevated in patients with MACCE, 

and pre-clinical and clinical studies demonstrate an 
association between these lipids and atherosclerotic plaque 
instability.

Their measurement has incremental value for risk 
stratification, in addition to the classic risk factors both 
in primary and secondary CV prevention; consecutive 
measurements may have higher incremental predictive 
value than other biomarkers considering future adverse 
events. However, we still need further evidence from 
randomized studies to assess the impact of this marker on 
prognosis and of treatment escalation guided by plasma 
ceramide levels.

Author Contributions
Writing of the manuscript: Junqueira DLM; Critical 

revision of the manuscript for intellectual content: Stach 
A, Caixeta A, Sallum J, Yasaki E, Tsutsui J, Rizatti E, Rochitte 
CE, Ching-Jianhong, Jean-Paul K, Krieger JE, Richards AM, 
Chan MY, Carvalho LP.

Potential Conflict of Interest 
No potential conflict of interest relevant to this article 

was reported. 

Sources of Funding 
There were no external funding sources for this study. 

Study Association 
This study is not associated with any thesis or 

dissertation work.

Ethics approval and consent to participate 
This article does not contain any studies with human 

participants or animals performed by any of the authors.

Additional evidence of this association was obtained 
by Laasksonen et al.5 in a prospective cohort of patients 
with stable CAD; increased serum ceramide levels were 
observed in 81 out of 1580 patients (Table 1), who later 
presented MACE in 4.6 years of follow-up. This proportion 
was maintained even after adjustment for treatment with 
statins. Ceramides were predictive in both cases, with 
comparable odds ratios (OR) in patients using statins or not: 
1.68 (1.31–2.15) vs 1.7 (1.33–2.17). In this study, plasma 
LDL-cholesterol was not significantly predictive of MACE.5

Laasksonen et al.5 analyzed the Special Program 
University Medicine-Inflammation in Acute Coronary 
Syndromes (SPUM-ACS) study (N = 1637), performed with 
patients with ACS, where ceramides were also predictors of 
MACE regardless of CV risk. In 51 patients who died within 
a year of a cardiac event, plasma ceramides were found at 
significantly higher levels when compared to patients who 
survived during follow-up.5

Finally, De Carvalho et al.13 assessed patients with AMI 
in 2 cohorts of patients subjected to invasive stratification, 
comparing MACCE-free survival rates in high-risk patients 
as defined by the Global Registry of Acute Coronary Events 
(GRACE) score adjusted to the local population. In this 
study, the GRACE score was less capable of predicting 
event-free survival when compared to an association of 
12 plasma ceramides measured in the acute phase of 
AMI.13 This study included Chinese, Malay, and Indian 
people, ethnicities that represent a considerable proportion 
of the global population; external revalidation of the 
predictive value of these biomarkers was performed in a 
Caucasian population in New Zealand, demonstrating the 
development of a potentially universal biomarker. These 
data were also corroborated by the molecular biology 
analysis of atherosclerotic plaque biopsies obtained from 
patients subjected to heart surgery who had experienced or 
not recent infarctions, confirming the increase in ceramide 
production in patients with vulnerable atherosclerotic 
plaque.

The main studies evaluating the association between 
ceramides and risk of acute CV events are demonstrated 
on Table 2.

Table 1 – Relative risk scores involving ceramides in different cohorts

Score Category
BECAC (5-year risk)5 SPUM-ACS (1-year risk)5

Deaths (n) % Relative Risk Morte (n) %  Relative Risk

0-2 Low 15/549 2.7% 1.0 9/575 1.6% 1.0

3-6 Moderate 29/601 4.8% 1.8 16/611 2.6% 1.7

7-9 Increased 20/288 6.9% 2.5 9/270 3.3% 2.1

10-12 Higher 17/149 11.4% 4.2 17/181 9.4% 6.0

Source: adapted from Mayo Clinic. https://www.mayoclinic.org/

773



Arq Bras Cardiol. 2022; 118(4):768-777

Review Article

Junqueira et al.
Ceramides for Risk Stratification

Ta
bl

e 
2 

– 
M

ai
n 

st
ud

ie
s 

ev
al

ua
tin

g 
th

e 
as

so
ci

at
io

n 
be

tw
ee

n 
ce

ra
m

id
es

 a
nd

 ri
sk

 o
f a

cu
te

 c
ar

di
ov

as
cu

la
r e

ve
nt

s 
(b

y 
ye

ar
 o

f p
ub

lic
at

io
n)

Au
th

or
/r

ef
er

en
ce

St
ud

y 
ch

ar
ac

te
ris

tic
s

Pr
im

ar
y 

ou
tc

om
e

Ad
ju

st
m

en
t

M
ai

n 
re

su
lt

La
ak

so
ne

n 
et

 a
l.5  

Eu
ro

pe
an

 H
ea

rt
 J

ou
rn

al
 

20
16

;3
7,

 1
96

7-
19

76

Pr
os

pe
ct

iv
e 

co
ho

rt
 s

tu
dy

 w
ith

 N
 =

 1
58

0 
ad

ul
ts

 
(6

2 
ye

ar
s 

ol
d;

 5
9%

 m
al

e;
 B

M
I 

25
 k

g/
m

2;
 L

D
L-

ch
ol

es
te

ro
l 

2.
8 

m
m

ol
/l,

 t
rig

ly
ce

rid
es

 1
.4

m
m

ol
/l;

 
st

at
in

 
us

e 
62

.6
%

) 
w

ho
 

un
de

rw
en

t 
el

ec
tiv

e 
co

ro
na

ry
 a

ng
io

gr
ap

hy
 d

ue
 to

 s
ta

bl
e 

CA
D

 a
nd

 w
er

e 
re

cr
ui

te
d 

at
 th

e 
H

au
ke

la
nd

 U
ni

ve
rs

ity
 H

os
pi

ta
l i

n 
Be

rg
en

 (
BE

CA
C 

st
ud

y)
 w

ith
 4

.6
 y

ea
rs

 o
f 

fo
llo

w
-

up
, 

in
 a

dd
iti

on
 t

o 
16

37
 p

at
ie

nt
s 

(6
3 

ye
ar

s 
ol

d;
 

78
%

 m
al

e,
 B

M
I 

26
 k

g/
m

2,
 L

D
L-

ch
ol

es
te

ro
l 

2.
6 

m
m

ol
/l,

 tr
ig

ly
ce

rid
es

 1
 m

m
ol

/l,
 s

ta
tin

 u
se

 2
7.

2%
) 

w
ith

 a
n 

AC
S 

di
ag

no
si

s 
w

ho
 u

nd
er

w
en

t 
in

va
si

ve
 

tr
ea

tm
en

t i
n 

4 
Sw

is
s 

un
iv

er
si

ty
 h

os
pi

ta
ls

 (S
PU

M
-

AC
S 

st
ud

y)
, w

ith
 1

-y
ea

r 
fo

llo
w

-u
p

Ca
rd

io
va

sc
ul

ar
 d

ea
th

To
ta

l 
ch

ol
es

te
ro

l, 
tr

ig
ly

ce
rid

es
, 

H
D

L-
ch

ol
es

te
ro

l, 
LD

L-
ch

ol
es

te
ro

l, 
ag

e,
 

se
x,

 
sm

ok
in

g 
ha

bi
ts

, p
re

vi
ou

s 
ac

ut
e 

m
yo

ca
rd

ia
l 

in
fa

rc
tio

n,
 d

ia
be

te
s 

m
el

lit
us

, h
yp

er
te

ns
io

n,
 

pr
ev

io
us

 s
tr

ok
e

Ce
r 

(d
18

:1
/1

6:
0)

 
an

d 
Ce

r 
(d

18
:1

/2
4:

1)
 

w
er

e 
as

so
ci

at
ed

 
w

ith
 

an
 

in
cr

ea
se

d 
ris

k 
of

 
ca

rd
io

va
sc

ul
ar

 
de

at
h 

in
 

al
l 

co
ho

rt
s.

 
O

R 
Ce

r 
(d

18
:1

/1
6:

0)
/C

er
(d

18
:1

/2
4:

0)
 w

as
 4

.4
9 

(9
5%

 C
I, 

2.
24

–8
.9

8)
, 

1.
64

 (
1.

29
–2

.0
8)

, 
an

d 
1.

77
 (

1.
41

–
2.

23
) 

fo
r 

Co
ro

ge
ne

, 
SP

U
M

-A
CS

, 
an

d 
BE

CA
C 

st
ud

ie
s,

 r
es

pe
ct

iv
el

y

H
av

ul
in

na
 e

t a
l.7  

Ar
te

rio
sc

le
re

r 
Th

ro
m

b 
Va

sc
 B

io
l 2

01
6;

36
: 2

42
4-

24
30

Po
pu

la
tio

na
l c

oh
or

t s
tu

dy
 w

ith
 N

 =
 8

10
1 

he
al

th
y 

pa
tie

nt
s 

(4
8 

ye
ar

s 
ol

d;
 4

7%
 m

al
e,

 B
M

I 2
6 

kg
/m

2,
 

LD
L-

ch
ol

es
te

ro
l 

3.
3 

m
m

ol
/l,

 
tr

ig
ly

ce
rid

es
 

1.
3 

m
m

ol
/l)

 fr
om

 F
IN

RI
SK

 2
00

2

M
aj

or
 c

ar
di

ac
 a

nd
 

ce
re

br
ov

as
cu

la
r 

ad
ve

rs
e 

ev
en

ts

To
ta

l c
ho

le
st

er
ol

, 
H

D
L-

ch
ol

es
te

ro
l, 

ar
te

ria
l 

pr
es

su
re

, 
di

ab
et

es
 m

el
lit

us
, 

an
d 

sm
ok

in
g 

ha
bi

ts

Ce
r 

(d
18

:1
/1

6:
0)

, 
Ce

r 
(d

18
:1

/1
8:

0)
, 

an
d 

Ce
r 

(d
18

:1
/2

4:
1)

 l
ev

el
s 

w
er

e 
si

gn
ifi

ca
nt

ly
 h

ig
he

r 
in

 
pa

tie
nt

s 
w

ith
 a

dv
er

se
 c

ar
di

ov
as

cu
la

r p
ro

gr
es

si
on

 
w

he
n 

co
m

pa
re

d 
to

 
as

ym
pt

om
at

ic
 

in
di

vi
du

al
s.

 
Se

ru
m

 
co

nc
en

tra
tio

ns
 

of
 

hi
gh

-r
is

k 
ce

ra
m

id
es

 
pr

ed
ic

tin
g 

ca
rd

io
va

sc
ul

ar
 d

ea
th

 in
 p

at
ie

nt
s 

w
ith

 
CA

D
 w

er
e 

al
so

 h
ig

he
r 

in
 F

IN
RI

SK
 M

AC
E 

ca
se

s 
w

he
n 

co
m

pa
re

d 
to

 
as

ym
pt

om
at

ic
 

in
di

vi
du

al
s,

 
as

 f
ol

lo
w

s:
 C

er
 (

d1
8:

1/
16

:0
), 

Ce
r 

(d
18

:1
/1

8:
0)

, 
an

d 
Ce

r 
(d

18
:1

/2
4:

1)
 1

1.
4%

, 2
1.

3%
, a

nd
 1

7.
0%

, 
re

sp
ec

tiv
el

y 
(p

 <
 0

.0
01

 fo
r 

al
l)

W
an

g 
et

 a
l.4  C

irc
ul

at
io

n 
20

17
; 1

35
: 2

02
8-

20
40

Co
ho

rt
 st

ud
y n

es
te

d 
in

 th
e 

PR
ED

IM
ED

 ra
nd

om
ize

d 
st

ud
y 

w
ith

 N
 =

 9
80

 p
ar

tic
ip

an
ts

 (
68

 y
ea

rs
 o

ld
; 

45
%

 m
al

e,
 B

M
I 

30
 k

g/
m

2,
 L

D
L-

ch
ol

es
te

ro
l 

3.
4  

m
m

ol
/l,

 
tr

ig
ly

ce
rid

es
 

1.
6 

m
m

ol
/l)

, 
in

cl
ud

in
g 

23
0 

ca
se

s 
of

 C
VD

 a
nd

 7
67

 r
an

do
m

ly
 s

el
ec

te
d 

pa
rt

ic
ip

an
ts

. 
Th

e 
su

b 
co

ho
rt

 
in

cl
ud

ed
 

37
 

ov
er

la
pp

in
g 

CV
D

 c
as

es
. 

Tw
o 

pa
rt

ic
ip

an
ts

 w
ith

 
un

de
te

ct
ab

le
 

pl
as

m
a 

ce
ra

m
id

e 
co

nc
en

tra
tio

ns
 

w
er

e 
ex

cl
ud

ed
. F

ol
lo

w
-u

p:
 4

.5
 y

ea
rs

M
AC

E

IA
ge

, 
se

x,
 

BM
I, 

fa
m

ily
 

hi
st

or
y 

of
 

pr
em

at
ur

e 
CA

D
, 

sm
ok

in
g 

ha
bi

ts
, 

hi
st

or
y 

of
 h

yp
er

te
ns

io
n,

 d
ys

lip
id

em
ia

, 
an

d 
ty

pe
 2

 
di

ab
et

es
. 

Am
on

g 
th

e 
hi

gh
-r

is
k 

ce
ra

m
id

es
 i

de
nt

ifi
ed

, 
th

e 
up

pe
r 

qu
ar

til
es

  
of

 p
la

sm
a 

Ce
r 

(d
18

:1
/1

6:
0)

, 
Ce

r 
(d

18
:1

/2
2:

0)
, 

Ce
r 

(d
18

:1
/2

4:
0)

, 
an

d 
Ce

r 
(d

18
:1

/2
4:

1)
 

le
ve

ls
 

w
er

e 
as

so
ci

at
ed

 
w

ith
 

an
 

ad
ve

rs
e 

ca
rd

io
va

sc
ul

ar
 

ou
tc

om
e.

 
Th

e 
m

ul
tiv

ar
ia

bl
e 

ha
za

rd
 

ra
tio

s 
co

m
pa

rin
g 

th
e 

ex
tr

em
e 

qu
ar

til
es

 o
f p

la
sm

a 
C:

16
, C

22
:0

, C
24

:0
, 

an
d 

C2
4:

1 
co

nc
en

tra
tio

ns
 w

er
e 

2.
39

 (
1.

49
–3

.8
3,

 
p 

< 
0.

00
1)

, 
1.

91
 (

1.
21

–3
.0

1,
 p

 =
 0

.0
03

), 
1.

97
 

(1
.2

1–
3.

01
, 

p 
= 

0.
00

4)
, 

an
d 

1.
73

 (
1.

09
–2

.7
4,

 
p 

= 
0.

01
1)

, r
es

pe
ct

iv
el

y.

774



Arq Bras Cardiol. 2022; 118(4):768-777

Review Article

Junqueira et al.
Ceramides for Risk Stratification

D
e 

Ca
rv

al
ho

 e
t a

l.13
 

JA
CC

 B
as

ic
 T

ra
ns

l S
ci

 
20

18
;3

:1
63

-1
75

Pr
os

pe
ct

iv
e 

lo
ng

itu
di

na
l 

st
ud

y 
w

ith
 

N
 

= 
32

7 
pa

tie
nt

s 
fr

om
 a

 p
rim

ar
y 

co
ho

rt
 (5

7 
ye

ar
s 

ol
d;

 9
0%

 
m

al
e,

 B
M

I 2
6 

kg
/m

2,
 L

D
L-

ch
ol

es
te

ro
l 3

.1
 m

m
ol

/l,
 

tr
ig

ly
ce

rid
es

 1
.2

 m
m

ol
/l)

 a
nd

 1
19

 p
at

ie
nt

s 
in

 th
e 

va
lid

at
io

n 
co

ho
rt

 (
66

 y
ea

rs
 o

ld
; 

72
%

 m
al

e,
 B

M
I 

29
 

kg
/m

2,
 

LD
L-

ch
ol

es
te

ro
l 

3.
2 

m
m

ol
/l)

 
w

ith
 

AC
S 

w
ho

 u
nd

er
w

en
t 

in
va

si
ve

 s
tra

tif
ic

at
io

n 
w

ith
 

pl
as

m
a 

m
ea

su
re

m
en

ts
 p

er
fo

rm
ed

 b
ef

or
e 

an
d 

af
te

r 
st

ra
tif

ic
at

io
n;

 1
-y

ea
r 

fo
llo

w
-u

p.

M
aj

or
 c

ar
di

ac
 a

nd
 

ce
re

br
ov

as
cu

la
r 

ad
ve

rs
e 

ev
en

ts
G

R
AC

E

Am
on

g 
th

e 
hi

gh
-r

is
k 

ce
ra

m
id

es
 

pr
ev

io
us

ly
 

id
en

tif
ie

d,
 

th
e 

pl
as

m
a 

Ce
r 

(d
18

:1
/1

6:
0)

, 
Ce

r 
(d

18
:1

/1
8:

0)
, 

an
d 

Ce
r 

(d
18

:1
/2

4:
1)

 l
ev

el
s 

w
er

e 
as

so
ci

at
ed

 w
ith

 a
dv

er
se

 c
ar

di
ov

as
cu

la
r 

ev
en

ts

M
ee

us
en

 e
t a

l.32
 

Ar
te

rio
sc

le
r 

Th
ro

m
b 

Va
sc

 B
io

l. 
20

18
; 3

8:
 

19
33

-1
93

9 

Cr
os

s-
se

ct
io

na
l s

tu
dy

: 4
95

 p
ar

tic
ip

an
ts

 (6
0 

ye
ar

s 
ol

d;
 6

2%
 m

al
e,

 B
M

I 
28

kg
/m

2,
 L

D
L-

ch
ol

es
te

ro
l 

3.
1 

m
m

ol
/l,

 t
rig

ly
ce

rid
es

 1
.7

 m
m

ol
/l,

 s
ta

tin
 u

se
 

28
.5

%
) 

be
fo

re
 n

on
ur

ge
nt

 c
or

on
ar

y 
an

gi
og

ra
ph

y.
 

Fo
llo

w
-u

p:
 4

 y
ea

rs

M
AC

E 
(m

yo
ca

rd
ia

l 
in

fa
rc

tio
n,

 p
er

cu
ta

ne
ou

s 
in

te
rv

en
tio

n,
 m

yo
ca

rd
ia

l 
re

va
sc

ul
ar

iza
tio

n 
su

rg
er

y,
 

st
ro

ke
, o

r 
de

at
h)

.

Ag
e,

 
se

x,
 

BM
I, 

hy
pe

rt
en

si
on

, 
sm

ok
in

g 
ha

bi
ts

, 
LD

L-
ch

ol
es

te
ro

l, 
H

D
L-

ch
ol

es
te

ro
l, 

tr
ig

ly
ce

rid
es

, 
gl

yc
em

ia
, 

fa
m

ily
 h

is
to

ry
 o

f 
CA

D

Am
on

g 
th

e 
hi

gh
-r

is
k 

ce
ra

m
id

es
 

pr
ev

io
us

ly
 

id
en

tif
ie

d,
 

pl
as

m
a 

Ce
r 

(d
18

:1
/1

6:
0)

, 
Ce

r 
(d

18
:1

/1
8:

0)
, 

an
d 

Ce
r 

(d
18

:1
/2

4:
1)

 l
ev

el
s 

w
er

e 
as

so
ci

at
ed

 w
ith

 a
dv

er
se

 c
ar

di
ov

as
cu

la
r 

ev
en

ts
. 

Ad
ju

st
ed

 h
az

ar
d 

ra
tio

s 
pe

r 
st

an
da

rd
 d

ev
ia

tio
n 

(9
5%

 C
I) 

w
er

e 
1.

50
 (

1.
16

–1
.9

3)
 f

or
 C

er
 (

16
:0

), 
1.

42
 (

1.
11

–1
.8

3)
 fo

r 
Ce

r 
(1

8:
0)

, a
nd

 1
.4

3 
(1

.0
8–

1.
89

) 
fo

r 
Ce

r 
(2

4:
1)

Pe
te

rs
on

 e
t a

l.28
 J

 A
m

 
H

ea
rt

 A
ss

oc
. 2

01
8;

7:
 

e0
07

93
1

Co
m

m
un

ity
-b

as
ed

 s
tu

dy
: 2

64
2 

pa
rt

ic
ip

an
ts

 fr
om

 
th

e 
Fr

am
in

gh
am

 H
ea

rt
 S

tu
dy

 (
FH

S;
 6

6 
ye

ar
s 

ol
d;

 4
6%

 m
al

e,
 B

M
I 

28
 k

g/
m

2,
 L

D
L-

ch
ol

es
te

ro
l 

2.
7 

m
m

ol
/l,

 t
rig

ly
ce

rid
es

 1
.3

 m
m

ol
/l,

 s
ta

tin
 u

se
 

42
.7

%
) 

an
d 

31
34

 p
ar

tic
ip

an
ts

 f
ro

m
 th

e 
St

ud
y 

of
 

H
ea

lth
 i

n 
Po

m
er

an
ia

 (
SH

IP
; 

54
 y

ea
rs

 o
ld

, 
48

%
 

m
al

e,
 B

M
I 2

8 
kg

/m
2,

 L
D

L-
ch

ol
es

te
ro

l 5
.5

 m
m

ol
/l,

 
tr

ig
ly

ce
rid

es
 1

.8
 m

m
ol

/l,
 s

ta
tin

 u
se

 1
4.

5%
) 

w
er

e 
fo

llo
w

ed
 u

p 
fo

r 
6 

an
d 

8 
ye

ar
s,

 r
es

pe
ct

iv
el

y

M
AC

E 
(fa

ta
l a

nd
 n

on
-f

at
al

 
ca

rd
io

va
sc

ul
ar

 e
ve

nt
s)

Ag
e,

 
se

x,
 

BM
I, 

hy
pe

rt
en

si
on

, 
di

ab
et

es
 

m
el

lit
us

, 
sm

ok
in

g 
ha

bi
ts

, 
an

ti-
hy

pe
rt

en
si

ve
s,

 
to

ta
l 

ch
ol

es
te

ro
l/H

D
L-

ch
ol

es
te

ro
l 

ra
tio

, 
tr

ig
ly

ce
rid

es
, 

an
d 

lip
id

-
lo

w
er

in
g 

dr
ug

s

Am
on

g 
th

e 
hi

gh
-r

is
k 

ce
ra

m
id

es
 

pr
ev

io
us

ly
 

id
en

tif
ie

d,
 o

nl
y 

Ce
r 

(d
18

:1
/2

4:
0)

 w
er

e 
as

so
ci

at
ed

 
w

ith
 a

dv
er

se
 c

ar
di

ov
as

cu
la

r 
ou

tc
om

es
. 

In
 t

he
 

m
et

a-
an

al
ys

is
 o

f b
ot

h 
co

ho
rt

s 
an

d 
af

te
r a

dj
us

tin
g 

ris
k 

fa
ct

or
s 

fo
r 

CA
D

, 
C2

4:
0/

C1
6:

0 
ra

tio
s 

 w
er

e 
in

ve
rs

el
y 

as
so

ci
at

ed
 w

ith
 C

AD
 (

ha
za

rd
 r

at
io

 p
er

 
m

ea
n 

st
an

da
rd

 d
ev

ia
tio

n 
in

cr
ea

se
, 0

.7
9;

 9
5%

 C
I, 

0.
71

–0
.8

9;
 p

 <
 0

.0
00

1)
 a

nd
 in

ve
rs

el
y 

as
so

ci
at

ed
 

w
ith

 H
F 

(h
az

ar
d 

ra
tio

, 
0.

78
; 

95
%

 C
I, 

0.
61

–1
,0

0;
 

p 
= 

0.
04

6)
.

H
ilv

o 
et

 a
l.33

 E
ur

op
ea

n 
H

ea
rt

 J
ou

rn
al

 2
01

9,
 in

 
pr

es
s 

Lo
ng

itu
di

na
l s

tu
dy

; 3
 la

rg
e 

co
ho

rt
 s

tu
di

es
: 3

78
9 

pa
tie

nt
s 

(6
2 

ye
ar

s 
ol

d;
 7

2%
 m

al
e,

 L
D

L-
ch

ol
es

te
ro

l 
2.

9 
m

m
ol

/l,
 t

rig
ly

ce
rid

es
 1

.5
 m

m
ol

/l,
 s

ta
tin

 u
se

 
72

.6
%

) 
fr

om
 

th
e 

W
es

te
rn

 
N

or
w

ay
 

Co
ro

na
ry

 
An

gi
og

ra
ph

y 
Co

ho
rt

 
(W

EC
AC

); 
59

91
 

pa
tie

nt
s 

(6
5 

ye
ar

s 
ol

d;
 8

3%
 m

al
e,

 L
D

L-
ch

ol
es

te
ro

l 
3.

9 
m

m
ol

/l,
 

tr
ig

ly
ce

rid
es

 
1.

6 
m

m
ol

/l,
 

st
at

in
 

us
e 

49
.9

%
) 

fr
om

 t
he

 L
on

g-
Te

rm
 I

nt
er

ve
nt

io
n 

w
ith

 
Pr

av
as

ta
tin

 in
 I

sc
ha

em
ic

 D
is

ea
se

 (
LI

PI
D

) 
st

ud
y;

 
an

d 
10

23
 p

at
ie

nt
s 

(6
2 

ye
ar

s 
ol

d;
 8

4%
 m

al
e,

 L
D

L-
ch

ol
es

te
ro

l 
3 

m
m

ol
/l,

 t
rig

ly
ce

rid
es

 1
.6

 m
m

ol
/l,

 
st

at
in

 
us

e 
75

.6
%

) 
fr

om
 

th
e 

La
ng

ze
ite

rf
ol

ge
 

de
r 

Ka
rd

io
lo

gi
sc

he
n 

An
sc

hl
us

sh
ei

lb
eh

an
dl

un
g 

(K
AR

O
LA

) 
st

ud
y.

 F
ol

lo
w

-u
p:

 6
 y

ea
rs

M
AC

E 
(c

om
po

si
te

 e
nd

po
in

t 
in

cl
ud

in
g 

de
at

h 
du

e 
to

 C
V 

ev
en

ts
, M

I, 
an

d 
st

ro
ke

 )

IA
ge

, 
se

x,
 t

re
at

m
en

t 
w

ith
 s

ta
tin

s 
(W

EC
AC

, 
KA

RO
LA

), 
di

ab
et

es
 m

el
lit

us
, h

yp
er

te
ns

io
n,

 
cu

rr
en

t 
sm

ok
in

g 
ha

bi
t, 

pr
ev

io
us

 
M

I, 
pr

ev
io

us
 

st
ro

ke
, 

st
ra

tif
ie

d 
ac

co
rd

in
g 

to
 

vi
ta

m
in

 
B 

in
te

rv
en

tio
n 

(W
EC

AC
) 

an
d 

tr
ea

tm
en

t g
ro

up
 (

LI
PI

D
).

A 
si

m
pl

e 
ris

k 
sc

or
e,

 b
as

ed
 o

n 
ce

ra
m

id
es

 a
nd

 
ph

os
ph

at
id

yl
ch

ol
in

es
 w

ith
 t

he
 b

es
t 

pr
og

no
st

ic
 

ch
ar

ac
te

ris
tic

s,
 w

as
 d

ev
el

op
ed

 b
y 

th
e 

W
EC

AC
 

st
ud

y 
an

d 
va

lid
at

ed
 

in
 

th
e 

ot
he

r 
2 

co
ho

rt
s.

 
Th

is
 s

co
re

 w
as

 h
ig

hl
y 

si
gn

ifi
ca

nt
 f

or
 p

re
di

ct
in

g 
m

or
ta

lit
y 

du
e 

to
 

CV
D

 
(m

ul
ti-

ad
ju

st
ed

 
ha

za
rd

 
ra

tio
s 

[9
5%

 C
I] 

pe
r 

st
an

da
rd

 d
ev

ia
tio

n 
w

er
e 

1.
44

 
[1

.2
8–

1.
63

] 
at

 t
he

 W
EC

AC
, 

1.
47

 [
1.

34
–1

.6
1]

 a
t 

th
e 

LI
PI

D
 s

tu
dy

, 
an

d 
1.

69
 [

1.
31

– 
2.

17
] 

at
 t

he
 

KA
RO

LA
 

st
ud

y)
. 

M
or

eo
ve

r, 
a 

co
m

bi
na

tio
n 

of
 

th
e 

ris
k 

sc
or

e 
w

ith
 h

ig
h-

se
ns

iti
vi

ty
 t

ro
po

ni
n 

T 
in

cr
ea

se
d 

ha
za

rd
 r

at
io

s 
to

 1
.6

3 
(1

.4
4–

1.
85

) 
an

d 
2.

04
 (

1.
57

–2
.6

4)
 i

n 
th

e 
W

EC
AC

 a
nd

 K
AR

O
LA

 
co

ho
rt

s,
 r

es
pe

ct
iv

el
y.

BE
CA

C:
 B

er
ge

n 
Co

ro
na

ry
 A

ng
io

gr
ap

hy
 C

oh
or

t; 
D

AC
: 

do
en

ça
 a

rt
er

ia
l 

co
ro

na
ria

na
; 

FI
N

RI
SK

: 
po

pu
la

tio
n-

ba
se

d 
ris

k 
fa

ct
or

 s
ur

ve
y 

; 
IC

95
%

: 
in

te
rv

al
o 

de
 c

on
fia

nç
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