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Abstract
Cardiovascular death is the leading cause of mortality 
for patients with type 2 diabetes mellitus. The etiology 

of cardiovascular disease in diabetes may be divided 
into hyperglycemia per se  and factors operating through 
components of metabolic syndrome (MetS). Hyper
glycemia causes direct injury to vascular endothelium 
and possibly on cardiac myocytes. MetS is a cluster of 
risk factors like obesity, hyperglycemia, hypertension 
and dyslipidemia. The incidence of this syndrome is 
rising globally. Glucagon-like peptide-1 receptor agonists 
(GLP-1RA) are a group of drugs, which address all 
components of this syndrome favorably. Experimental 
evidence suggests that they have favorable actions on 
myocardium as well. Several compounds belonging to 
GLP-1RA class are in market now and a large number 
awaiting their entry. Although, originally this class of 
drugs emerged as a treatment for type 2 diabetes me
llitus, more recent data generated revealed beneficial 
effects on multiple metabolic parameters. We have 
studied literature published between 2000 and 2016 to 
look into effects of GLP-1RA on components of MetS. 
Results from recently concluded clinical trials suggest that 
some of the molecules in this class may have favorable 
effects on cardiovascular outcome. 
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Core tip: The incidence of metabolic syndrome (MetS) 
is on the rise globally. This will have a negative impact 
on cardiovascular outcome. Whereas most of the anti-
hyperglycemic agents have neutral or negative effects on 
components of MetS, glucagon-like peptide-1 receptor 
agonists drugs favorably address all components of MetS. 
By doing so, they may have a cardio protective role. 
We have reviewed recent literature to give an updated 
account on the topic. Results from recently concluded 
clinical trials suggest that some of the molecules in 
this class may have favorable effects on cardiovascular 
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INTRODUCTION
In 1977, Haller[1] used the term “metabolic syndrome 
(MetS)” for association of obesity, diabetes mellitus, lipid 
disorder, hyperuricemia, and hepatic steatosis which 
increase the risk of atherosclerosis.

 In 1988, Reaven[2] observed clustering of risk factors 
for coronary heart disease and stroke - like central 
obesity, hypertension, hyperglycemia and dyslipidemia, 
which may have a direct relationship with insulin re
sistance and termed the cluster, MetS X. This is also 
known as insulin resistance syndrome or simply, MetS. 

The prevalence of diabetes and obesity is on the rise 
globally. In 2002, the prevalence of MetS in the United 
States was 34% in the adult population[3]. This will have 
an impact on cardiovascular mortality and morbidity.

Some authorities have suggested other components 
like non-alcoholic fatty liver disease (NAFLD), Micro
albuminuria, high levels of C-reactive protein (CRP) and 
polycystic ovary syndrome (PCOS), as parts of MetS[4].

Recent figures in the United States estimate that 
there has been a reduction in the prevalence of hyper
tension and dyslipidemia, but an increase is noted in 
central obesity and hyperglycemia in the year 2010, 
when compared with figures of the year 1999-2000[5].

As defined by the 2009 Joint Scientific statement, the 
qualifying criteria for MetS demands the presence of any 
three or more of the following biological thresholds: (1) 
waist circumference ≥ 102 cm (male adults) and ≥ 88 
cm (female adults); (2) fasting plasma glucose ≥ 5.55 
mmol/L (100 mg/dL); (3) blood pressure of 130/85 
mmHg; (4) triglycerides 1.69 mmol/L (≥ 150 mg/dL); 
and (5) high-density lipoprotein-cholesterol (HDL-C) 1.03 
mmol/L (< 40 mg/dL) (male adults) and 1.29 mmol/L 
(< 50 mg/dL) (female adults). Prescription drug use was 
estimated for lipid-modifying agents, anti-hypertensive, 
and anti-hyperglycemic medications[5,6].

The National Health and Nutrition Examination Survey 
(NHANES) in 1999 and 2010 (in 2-year survey waves) 
estimated the prevalence of MetS in adult population (≥ 
20 years of age). As per the results from 1999-2000 and 
2009-2010: There was a reduction in the age-adjusted 
prevalence of MetS (based on biologic thresholds) by 
2.6% (from 25.5% to 22.9%). Further perusal of the 
different components of MetS during this period revealed 
the prevalence of hypertriglyceridemia to be decreased 
by 9.2% (33.5% to 24.3%), as did the hypertension by 
8.3% (32.3% to 24.0%). Nevertheless the prevalence 
of hyperglycemia increased by 7% (12.9% to 19.9%), 

as did elevated waist circumference by 10.7% (45.4% 
to 56.1%). These trends varied considerably by sex 
and race/ethnicity. Changes in the prevalence of hyper
tension, suboptimal triglycerides, and high-density 
lipoprotein-cholesterol have corresponded with increases 
in anti-hypertensives and drugs for dyslipidemia, re
spectively[6].

As regards to obesity, the prevalence is on the rise. 
Results from the 2011-2012 NHANES indicate that 
among United States adults aged 20 and over, 33.9% 
are overweight (BMI 25.0-29.9), 35.1% are obese (BMI 
30.0-34.9), and 6.4% are extremely obese (BMI ≥ 35.0), 
The survey indicated wide variation of obesity in terms of 
age, sex and ethnicity[7]. 

Native glucagon-like peptide-1 (GLP-1) is a gut hor
mone, produced by L-cells of distal ileum and colon in 
response to entry of nutrients, and has a very short half-
life of about 2 min. GLP-1 is rapidly destroyed by the 
circulating enzyme dipeptidyl peptidase-Ⅳ (DPP-Ⅳ). 
GLP-1 receptors have been found in various tissues like 
pancreatic islet cells, the gastrointestinal tract, nervous 
system, cardiovascular system, kidneys and lungs. 

Glucagon-like peptide-1 receptor agonists (GLP-
1RA) are structurally similar to native GLP-1, but resist 
degradation by the enzyme DPP-Ⅳ. GLP-1RA is a new 
class of injectable drugs, emerged for treatment of type 
2 diabetes, but has also shown beneficial effects on 
weight, blood pressure and lipid parameters. 

Traditionally GLP-1RAs were developed as an in
jectable formulation, as they were rapidly degraded by 
the gastrointestinal enzymes when administered orally[8]. 
However this scenario is expected to change in the near 
future, with oral semaglutide preparing to hit the market. 
It was strongly debated, how a complex protein structure 
could escape the onslaught from GI juices. In the oral 
preparation of semagutide, a new carrier termed Sodium 
N-[8-(2-hydroxybenzoyl) Amino] Caprylate (SNAC) is co-
packaged to facilitate its absorption from the gut. SNAC 
helps in increasing the solubility of semaglutide, as well 
as increases its permeability across cell membrane by 
increasing the local (gastric mucosa) pH[9]. 

We have searched PubMed, Cochrane Library, EM
BASE and Google for articles on GLP-1RA, published 
between 2000 and 2016, and we have found uniformly 
beneficial effects of GLP-1RA on cardiovascular system, 
obesity, hyperglycemia, hypertension and lipids. These 
effects of GLP-1RA have been discussed in the following 
paragraphs. So, this class of drug may have a favorable 
effect on cardiovascular mortality and morbidity. 

Several GLP-1RA are already in the market and 
some are in the process of development. Below is a list 
of GLP-1RA: (1) Exenatide (Byetta) FDA approval in 
2006; (2) Liraglutide (Victoza) FDA approval in 2010; 
(3) Exenatide Long Acting (Bydureon) FDA approval in 
2012; (4) Lixisenatide (Lyxumia) EU approval in 2013; (5) 
Albiglutide (Tanzeum - United States; Eperzan - EU) FDA 
approval in 2014; (6) Dulaglutide (Trulicity) FDA approval 
in 2014; (7) Taspoglutide - development has been halted 
due to injection site skin reaction and gastrointestinal 
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side effects; and (8) Semaglutide - injectable and oral - 
undergoing clinical trials.

Fixed ratio combination of GLP-1RA and basal insulin 
are also available treatment option for patients with inade
quate glycemic control: (1) Insulin Degludec/Liraglutide 
(Xultophy) EU approval in 2014; and (2) Insulin Glargine/
Lixisenatide (Lixilan) Regulatory submission to USFDA in 
2015.

Insulin Glargine/Lixisenatide combination has been 
studied in two pivotal Phase Ⅲ trials; LixiLan-L and 
LixiLan-O, which included 1906 patients with type 2 
diabetes. The results of these trials show that LixiLan 
significantly lowers HbA1c compared to both insulin 
glargine and lixisenatide. LixiLan-L included 736 patients, 
whose type 2 diabetes was not adequately controlled on 
basal insulin alone or combined to 1-2 oral antidiabetic 
agents. At the end of 30 wk, mean HbA1c declined from 
8.1% to 6.3% with LixiLan and from 8.0% to 6.5% with 
glargine. With LixiLan, 84.4% achieved an HbA1c of < 
7.0% compared to 78.3% with glargine. There was also 
1.2 kg of weight loss with LixiLan compared to a gain 
of 0.4 kg with glargine. In addition, there was no diffe
rence in rates of hypoglycemia with LixiLan compared to 
glargine[10,11]. 

GLP-1RA - ANTIHYPERGLYCEMIC EFFECT
The antihyperglycemic effect of GLP-1RA is substantial. 
The action is mediated by: (1) glucose dependent insulin 
secretion by the pancreatic beta cells; (2) suppression 
of glucagon by the alpha cells; and (3) slowing of gastric 
emptying[12].

In several clinical trials, with or without metformin, 
the GLP-RA(s) achieved HbA1c reduction between 
0.9%-1.6%. There have been significant reductions of, 
both fasting and post-prandial plasma glucose levels (vide 
infra).

Treatment with exenatide 10 mg, twice daily over 
30 wk to patients with type 2 diabetes, produced mean 
reductions in HbA1c of 0.9%-1.0%, compared to 
placebo, when added to metformin, a sulfonylurea or 
combination of both[13].

In another 26 wk controlled trial, extended-release 
exenatide injection once weekly, produced a mean HbA1c 
reduction of 1.6%, as opposed to reduction of 0.9% by 
exenatide twice daily (P < 0.0001)[14].

In a trial comparing exenatide twice daily vs liraglu
tide once daily, greater post-breakfast plasma glucose 
lowering was seen with the former while greater fasting 
plasma glucose was seen with the latter. There was 
equivalent impact on post-lunch plasma glucose ex
cursion[15].

In another study, adding liraglutide to failing met
formin and sulfonylurea therapy, resulted in superior 
reduction in HbA1c (-1.33%) vs basal insulin glargine 
(-1.09%), and this difference was statistically significant 
(P = 0.0015)[16]. 

In a head-to-head trial comparing glycemic efficacy 

of albiglutide once weekly vs liraglutide once daily, 
the latter was found to be more powerful. Patients 
with type 2 diabetes, inadequately controlled with oral 
antihyperglycemic agents, were randomized to receive 
either albiglutide 30 mg once-weekly (n = 422) or 
liraglutide uptitrated from 0.6 mg daily to 1.8 mg once 
daily (n = 419). At the end of 32 wk, there was HbA1c 
reduction of 0.78% in the albiglutide group and 0.99% 
in the liraglutide group; treatment difference was 0.21%. 
However, gastrointestinal side effects were less in the 
albiglutide group and injection-site reaction was less in 
liraglutide group[17]. 

Another head-to-head trial (AWARD-1) compared 
the efficacy and safety of dulaglutide against exenatide. 
Patients with type 2 diabetes, receiving metformin (1.5 
to 3.0 g) and pioglitazone (30-45 mg) were randomized 
to four groups of treatment: Dulaglutide 1.5 mg weekly, 
dulaglutide 0.75 mg weekly, exenatide 10 µg daily, or 
placebo (placebo-controlled period: 26 wk). Mean base
line HbA1c was 8.1%. Change of HbA1c from baseline 
to the end of study was -1.51% ± 0.06% for dulaglutide 
1.5 mg, -1.30% ± 0.06% for dulaglutide 0.75 mg, 
-0.99% ± 0.06% for exenatide, and -0.46% ± 0.08% 
for placebo. Dulaglutide, at both doses, was superior to 
placebo at 26 wk (P < 0.001) and exenatide at 26 and 
52 wk (P < 0.001). More number of patients reached 
HbA1c targets with dulaglutide 1.5 mg and 0.75 mg than 
with placebo and exenatide (all P < 0.001). Incidence of 
hypoglycemia, at 26 and 52 wk, was lower in patients 
receiving dulaglutide 1.5 mg than in the exenatide 
group; no dulaglutide-treated patients reported severe 
hypoglycemia. The common gastrointestinal adverse 
events for dulaglutide were transient, mild to moderate 
nausea, vomiting, and diarrhea[18].

The first phase 3a trial results of semaglutide, a once-
weekly administered GLP-1RA were announced recently 
in July, 2015. In this placebo controlled trial, semaglu
tide was administered in once-weekly doses of 0.5 mg 
and 1.0 mg, as monotherapy for 30 wk in 388 type 2 
diabetes patients, previously on exercise and diet. The 
trial results showed that from a mean baseline HbA1c 
of 8.1%, with doses of 0.5 and 1.0 mg of semaglutide, 
achieved reduction in HbA1c of 1.5% and 1.6%, 
respectively, compared to no change in the placebo group. 
Seventy four percent and 73% of the people treated with 
0.5 mg and 1.0 mg semaglutide, respectively, achieved 
the HbA1c target below 7%, compared with 25% of the 
people treated with placebo[19].

The large amount of data accumulated with the 
use of different GLP-1RA shows a significant reduction 
in blood glucose values, with a greater drop seen with 
higher baseline values of HbA1c, in a dose-dependent 
manner[12].

GLP-1RA: EFFECTS ON SYSTOLIC AND 
DIASTOLIC BLOOD PRESSURE
In short term clinical trials (approximately 26 wk), on 
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patients with type 2 diabetes and hypertension, GLP-
1RA(s) have produced a reduction of 1-7 mmHg of sys
tolic blood pressure (SBP), whereas reduction in diastolic 
blood pressure (DBP) was variable.

A meta-analysis of 16 randomized controlled trials, 
with 3443 subjects in the GLP-1RA therapeutic arm and 
2417 subjects in the control arm, studied effects on 
blood pressure. The GLP-1RA exenatide, reduced SBP 
significantly in comparison to both placebo and insulin 
glargine, with mean differences of -5.24 and -3.46 
mmHg, respectively (P < 0.00001 for both). In the 
exenatide-treated group, mean DBP reduction was 5.91 
mmHg, compared with the placebo group, -0.99 mmHg 
(P < 0.00001). The meta-analysis studied changes in 
systolic blood pressure. Results showed a mean reduction 
of 5.60 mmHg and 2.38 mmHg in the 1.2 and 1.8 mg 
treatment arms with liraglutide respectively, as compared 
to placebo and glimepiride arms (P < 0.00001; P = 0.05 
respectively).

In the 1.8-mg-treated group, liraglutide significantly 
reduced SBP, compared to placebo and glimepiride 
treatment, with mean differences of -4.49 and -2.62 
mmHg, respectively (P < 0.00001, and P < 0.00001, 
respectively)[20].

In a study duration of 26 wk, the SBP reduction 
achieved with exenatide, 10 μg twice daily and liraglutide, 
1.8 mg daily were found to be similar (-2.0 mmHg vs 
-2.5 mmHg, respectively; P = 0.6409). An additional 14 
wk follow-up of the subjects in a partial cross-over design 
revealed no significant difference in the SBP reduction 
(ΔSBP of 3.8 mmHg, when patients were switched from 
exenatide to liraglutide and (ΔSBP of 2.2 mmHg for 
patients, who continued on liraglutide).

It is interesting to note that blood pressure changes 
took place before loss of weight was observed-so the 
effect on blood pressure was independent of weight 
loss[15].

GLP-1RA: EFFECTS ON LIPIDS
GLP-1RAs have variable effects on different components 
of lipid profile, the highest being on the triglycerides. 
Nevertheless, beneficial effects in the LDL cholesterol 
and HDL cholesterol may also be noted.

Both exenatide and liraglutide resulted in a signi
ficantly greater reduction in triglycerides. After 26 wk, 
there was a significantly greater reduction of triglyceride 
with liraglutide, 1.8 mg daily as compared to exenatide 
(-0.22 to -0.40 mmol/L; P = 0.0485) [15].

In a study from Greece, 20 obese type 2 diabetes 
patients were randomized to receive, either liraglutide 
or exenatide treatment and underwent a standardized 
meal tolerance test, early in the morning, after 10 h 
fast at baseline and after a two-week treatment period. 
Both exenatide and liraglutide, were equally effective 
in lowering postprandial lipemia, after the first admini
stration and after 2 wk of treatment[21].

 In a recent prospective study, the impact of GLP-1 
analogs on carotid intima media thickness (CIMT) was 

assessed using lipid sub-fractions as surrogates. As MetS 
predisposes an individual to high cardiovascular risk, a 
reference to this study, may be relevant, to the topic 
under discussion. Adding liraglutide to type 2 diabetes 
patients, already on metformin and low CV risk, resulted 
in statistically significant (P < 0.001) improvement 
in total cholesterol and triglyceride (10% drop from 
baseline), LDL-cholesterol (19% reduction from baseline) 
and increase in HDL-C (18% increment from baseline). 
There was a significant decrease in CIMT from baseline, 
however, this effect was found to be independent of 
changes in plasma glucose or lipids[22].

What remains to be determined from long-term 
prospective trials is, whether these modest improve
ments in lipids will translate into cardiovascular benefit or 
not.

GLP-1RA: EFFECTS ON 
MICROALBUMINURIA
In a study of 16 wk duration on patients with type 2 
diabetes, comparing GLP-1RA exenatide with glimepiride, 
improvement of glucose control was similar, but a 24-h 
urinary albumin was reduced by 40% in exenatide 
group, compared to 5% reduction in glimepiride group. 
Apart from that, urinary transforming growth factor-
beta and type Ⅳ collagen in the exenatide group were 
also significantly reduced, compared to, no change in 
glimepiride-treated group[23].

Both exendin-4 (exenatide) and liraglutide ame
liorated albuminuria, decreased oxidative stress and 
inflammatory cytokines, in a rat model of diabetic nephro
pathy. In the exendin-4 study, glomerular macrophage 
infiltration was prevented by suppression of ICAM-1 
production on glomerular endothelial cells and by in
hibition of pro-inflammatory cytokine release from 
macrophages[24].

Clinical experiences with liraglutide from real-life 
scenario demonstrated significant improvements in 
urinary albumin excretion rates, as well as decline in 
eGFR. In an Indian data on type 2 diabetic patients, with 
mean duration of diabetes of approximately 12 years 
and baseline clinical albuminuria, there was statistically 
significant reduction in urinary albumin excretion rate (P 
< 0.05), after 12 wk of treatment with liraglutide[25].

GLP-1RA: EFFECT ON BODY WEIGHT
The mechanisms linking appetite to weight gain has 
both peripheral sensory inputs and central response. 
GLP-1RA(s) have consistently demonstrated weight loss 
in all the clinical trials. Nausea and gastrointestinal slow
ing were initially postulated as the major mechanisms. 
However, weight loss was documented independent of 
gastrointestinal effects. In addition, weight loss was seen 
with liraglutide despite tachyphylaxis at gastric level. 
Hence, GLP-1RA(s) are responsible for weight loss by 
mechanisms, interfering both at central and peripheral 
sites. Recent studies using structural and functional 
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imaging techniques have demonstrated, reduced activity 
in the limbic system of the brain, as well as improved 
hypothalamic connectivity, leading to early satiety and 
modification of feeding behavior[26-28].

A recent study, comparing the effects of metformin 
monotherapy vs liraglutide monotherapy vs combination 
(COMBI) of both, in patients with polycystic ovary synd
rome, documented impressive results as far as weight loss 
and reduction in waist circumference were concerned. 
Mean weight loss with COMBI was greatest, 6.5 ± 2.8 kg 
followed by liraglutide 3.8 ± 3.7 kg and only about 1.2 
± 1.4 kg with metformin. It is interesting to note that 
there was a significant reduction in waist circumference in 
the liraglutide arm (3.2 ± 2.9 cm) and in the COBMI arm 
(5.5 ± 3.8 cm) (Tables 1 and 2). Seventeen patients with 
PCOS recruited in this study had MetS (6 in metformin 
group, 4 in COMBI and 7 in liraglutide group). MetS 
persisted in all the 6 women in metformin arm at the 
end of the trial whereas it resolved in 3 women in both 
liraglutide and COMBI groups[29]. 

Two different doses of liraglutide, 1.8 mg or 3 mg 
daily, were tried in the SCALE Diabetes trial in patients 
with type 2 diabetes and obesity or overweight. A total 
of 846 patients were randomized to receive liraglutide 3 
mg daily or liraglutide 1.8 mg daily or placebo in addition 
to lifestyle intervention. Mean baseline weight was 
105.7 kg with liraglutide (3.0-mg dose arm), 105.8 kg 
with liraglutide (1.8-mg dose arm), and 106.5 kg with 
placebo. Mean weight loss was 6.4 kg with liraglutide 
(3.0-mg dose), 5.0 kg with liraglutide (1.8-mg dose), 
and 2.2 kg with placebo[30]. 

The results of SUSTAIN 1 trail are highly encouraging 
in terms of body weight reduction. The absolute weight 
reduction with 0.5 mg and 1.0 mg semaglutide are 3.8 kg 
and 4.6 kg as compared to 1 kg weight loss in the placebo 
arm respectively[19].

GLP-1RA AND HEPATIC AND MUSCLE 
INSULIN RESISTANCE
In a study, the effect of exenatide on muscle glucose 
uptake and hepatic glucose production (HGP) was 
studied in non-diabetic (control) and streptozotocin plus 
high fat diet induced diabetic rats. With hyperinsulinemic-
euglycemic clamp, glucose uptake into gastrocnemius 
muscles was measured. In the diabetic rats, exenatide 
reduced the basal production of glucose (94.70 ± 13.46 
µmol/kg per minute vs 121.07 ± 16.55 µmol/kg per 
minute, P < 0.01). This was effect of exenatide on HGP. 

Also, there was increased glucose uptake into muscle 
(0.24 ± 0.02 µmol/g per minute vs 0.17 ± 0.02 µmol/g 
per minute, P < 0.01) - an effect on increased muscle 
insulin sensitivity. These effects of exenatide were absent 
in the non-diabetic rats[31].

GLP-1RA AND NON-ALCOHOLIC FATTY 
LIVER DISEASE
As mentioned earlier in the Introduction, some authorities 
have suggested NAFLD to be a component of MetS. In 
an interesting review article from Italy, the authors have 
shown strong correlation of hepatic fat deposition and 
MetS. They have also commented that, NAFLD is the 
hepatic component of MetS[32]. 

In another review article, recently published, the 
authors concluded NAFLD as a risk factor for type 2 
diabetes (28 longitudinal studies) and also for MetS (19 
longitudinal studies). As regards to being a part of MetS, 
the issue has been complicated by documentation of high 
grade steatosis not associated with insulin resistance. 
On the contrary, a low-grade fatty liver was found to be 
genetic angle to this story and a direct cause and effect 
relationship, is not yet evident. The authors concluded 
that, NAFLD could be considered as a precursor to MetS, 
instead of a component of the same[32,33]. 

Liraglutide was found to be effective in improving 
NAFLD and non-alcoholic steato-hepatitis (NASH). In 
a study conducted in Japan, the effect of liraglutide on 
NAFLD was compared to sitagliptin and pioglitazone. 
Treatment with liraglutide, significantly reduced liver 
enzymes, HbA1c and body weight[34].

The effect of liraglutide on NASH, was studied in the 
recently published LEAN (Liraglutide safety and efficacy in 
patients with non-alcoholic steatohepatitis) trial. Patients 
were assessed with histology prior to, and at end of study 
(48 wk). More patients in the 1.8 mg liraglutide arm 
achieved histological resolution, compared to the placebo 
arm. However, this was a study in a very small group of 
patients (26 patients in each arm). Hence a study on a 
larger population of patients with longer duration needs 
to be done to come to a definitive conclusion[35]. 

GLP-1RA AND CORONARY HEART 
DISEASE
We have seen that, GLP-1RA have favorable actions on 
components of MetS. Some studies have looked into 

BMI (kg/m2) Body weight (kg) WC (cm)

Metformin 36.6 ± 3.5 103.2 ± 6.3 122.3 ± 7.0
Liraglutide 39.3 ± 4.2   108.9 ± 15.1 124.9 ± 9.9
COMBI 37.6 ± 5.1   105.5 ± 20.6   121.9 ± 17.7

Table 1  Body weight parameters: Baseline[24]

COMBI: Combination of liraglutide and metformin; WC: Waist circum
ference; BMI: Body mass index.

BMI (kg/m2) Body weight (kg) WC (cm)

Metformin 36.1 ± 3.8  102 ± 6.8 120.7 ± 7.8
Liraglutide 37.6 ± 5.1 105.1 ± 13.8 121.7 ± 9.6
COMBI 35.5 ± 5.5   99.0 ± 21.2   116.4 ± 18.4

Table 2  Post-treatment (3-mo) body weight parameters[24]

COMBI: Combination of liraglutide and metformin; WC: Waist circum
ference; BMI: Body mass index.

Chatterjee S et al . Favorable effects of GLP-1RA on metabolic syndrome
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their direct effects on coronary artery disease and left 
ventricular function.

In a study from South Korea, 58 patients with 
ST-segment elevation myocardial infarction and 
thrombolysis were put on either exenatide twice daily 
or placebo. After six months, there was significant 
reduction of infarct size in the exenatide group, 
compared to the placebo group. There was also 
improvement of left ventricular function in the exenatide 
group, in comparison to placebo[36].

In a recently published meta-analysis of 37 clinical 
trials with different GLP-1RA, of duration from 24 wk 
to 208 wk, compared with placebo, or pioglitazone 
or dipeptidyl peptidase-4 inhibitors, a favorable effect 
on major adverse cardiovascular event (MACE) was 
observed with GLP-1RA(s). In placebo-controlled trials, 
Mantel-Haenzel odds ratio for MACE for exenatide, 
liraglutide and taspoglutide was 0.45 (0.20-1.02), 0.60 
(0.22-1.62) and 0.50 (0.03-8.06), respectively; number 
of trials 6, 5 and 1 respectively; P = 0.055, 0.31 and 0.62 
respectively for the three GLP-1RA(s)[37].

The result of “Evaluation of Lixisenatide in Acute 
Coronary Syndrome (ELIXA)” study was slightly dis
appointing. The study recruited patients with type 
2 diabetes who had a myocardial infarction or who 
had been hospitalized for unstable angina within the 
previous 180 d, to receive either lixisenatide or placebo 
(1:1 randomization), in addition to locally determined 
standards of care. The primary composite end points 
were cardiovascular death, myocardial infarction, stroke, 
or hospitalization for unstable angina. A total number of 
6068 patients were randomized and were followed for a 
median of 25 mo. A primary end-point event occurred 
in 406 patients (13.4%) in the lixisenatide group and in 
399 (13.2%) in the placebo group [hazard ratio (HR) for 
lixisenatide, 1.02; 95%CI: 0.89-1.17], which showed 
the non-inferiority of lixisenatide to placebo (P < 0.001) 
but did not show superiority. There was no significant 
between-group difference in the rate of hospitalization for 
heart failure (HR in the lixisenatide group, 0.96; 95%CI: 
0.75-1.23) or the rate of death (HR = 0.94; 95%CI: 
0.78-1.13). Lixisenatide treatment was not associated 
with a higher rate of severe hypoglycemia, pancreatitis, 
pancreatic neoplasms, or allergic reactions, compared to 
placebo. The ELIXA study also showed that addition of a 
GLP-1RA, lixisenatide, did not increase risk of myocardial 
infarction or hospitalization due to heart failure, in such 
high-risk patients with type 2 diabetes[38].

Another trial “Liraglutide Effect and Action in Dia
betes: Evaluation of cardiovascular outcome Results 
(LEADER)” was started in September, 2010. The trial 
enrolled 9340 type 2 diabetes subjects with high risk 
of cardiovascular disease till April 2012. LEADER is a 
multicenter, international, randomized, double-blind, 
placebo-controlled clinical trial. The primary end point 
is the composite outcome of the first occurrence of car
diovascular death, nonfatal myocardial infarction, or 
nonfatal stroke. The result of LEADER trial will throw light 
regarding the cardiovascular safety of liraglutide relative 

to the current standard of usual care[39].
On March 04, 2016, in a press release, Novo Nor

disk, manufacturer of liraglutide, informed the top-line 
result of LEADER trial. Treatment with liraglutide has 
demonstrated, significant reduction of cardiovascular risk 
in all three components of primary endpoint. The details 
of the trial results will be presented in the 76th Scientific 
Session of the American Diabetes Association in June 
2016[40]. 

Once weekly injectable GLP-1RA semaglutide, that 
has recently completed its Phase 3a clinical trials, has also 
shown significant reduction in the risk of major adverse 
cardiovascular events, in its long-term cardiovascular 
safety SUSTAIN-6 trial. This was announced very recently 
by its manufacturer on 28 April 2016. SUSTAIN 6 is a 
2-year trial to evaluate cardiovascular and other long-
term outcomes with semaglutide in approximately 3300 
people with type 2 diabetes[41]. 

A recently published meta-analysis looked into the 
cardiometabolic efficacy and adverse effects of once-
weekly GLP-1RAs, in adults with type 2 diabetes. The 
authors studied results of clinical trials with albiglutide, 
dulaglutide, once-weekly exenatide, and taspoglutide and 
looked into cardiometabolic (primary outcome, fasting 
plasma glucose and HbA1c) or safety outcome. Results 
of a total number of 34 trials were studied. All once-
weekly GLP-1RAs reduced HbA1c and fasting plasma 
glucose. Taspoglutide 20 mg, once-weekly exenatide, 
and dulaglutide 1.5 mg, have also shown a reduction in 
body weight. The greatest difference in HbA1c reduction 
was found between dulaglutide 1.5 mg, and taspoglutide 
10 mg (-0.4%); for fasting plasma glucose, once-weekly 
exenatide and albiglutide (-12.6 mg/dL), and for weight 
reduction, taspoglutide 20 mg, and dulaglutide 0.75 mg 
(-1.5 kg). Once-weekly exenatide increased heart rate 
compared with albiglutide and dulaglutide (1.4 to 3.2 
beats/min). The risk for hypoglycemia was similar for all; 
use of taspoglutide 20 mg weekly was associated with 
the highest risk for nausea (odds ratio, 1.9 to 5.9)[42].

POSSIBLE MECHANISMS OF ACTION: 
GLP-1 RECEPTOR DEPENDENT OR 
INDEPENDENT
Endogenous GLP-1 can act through the GLP-1 receptors 
present on the endothelium, endocardium, cardiomyo
cytes and vascular smooth muscle cells. Once degraded 
by DPP-4 the intact GLP-1 (7-36) gets degraded to 
metabolites some of which like GLP-1 (9-36) can act 
independent of the GLP-1 receptor and induce vaso
dilation via the cGMP pathway[43]. 

However exogenous GLP-1RA being resistant to the 
action of DPP-4 enzyme acts exclusively through the 
GLP-1 receptor and induce the metabolic and vascular 
effects. Amongst the various injectable GLP-1RAs, 
liraglutide is the only one, which is partially resistant to 
the degrading effect of DPP-4, due to the fatty acid side 
chain of the molecule, which attaches to plasma albumin 
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and protects the cleavage site[44]. As a result we can 
expect both GLP-1R dependent and independent effects 
on cardio-metabolic parameters from this molecule. 
GLP-1 (9-36) has been documented to have GLP-1R 
independent effects in reducing blood pressure as well as 
improving cardiac function post ischemia[45]. It is worth 
speculating whether, this additional mechanistic property 
was responsible for the differential CV results between 
ELIXA and LEADER trials. 

CONCLUSION
MetS has a strong connection with cardiovascular 
morbidity and mortality. Most of the conventional 
antihyperglycemic agents address plasma glucose 
excursions without having any additional impact on 
the other components of MetS. Some, like insulin, 
sulphonylureas and thiazolidinediones actually worsen 
certain components of MetS. The introduction of GLP-1 
receptor analogs changed the picture. In addition to 
reducing plasma glucose, we came across, a group 
of drugs, which could also reduce body weight, blood 
pressure, lipids and improve urinary albumin excretion. 
The drugs have shown a trend toward favorable effects 
on coronary artery disease and left ventricular function. 
The entire composite included under the umbrella of 
MetS can now be tackled more effectively with one 
single antihyperglycemic agent. Results from recently 
concluded clinical trials indicate that some the drugs in 
this class may reduce cardiovascular risk in patients with 
type 2 diabetes.

REFERENCES
1	 Haller H. [Epidermiology and associated risk factors of hyper

lipoproteinemia]. Z Gesamte Inn Med 1977; 32: 124-128 [PMID: 
883354]

2	 Reaven GM. Banting lecture 1988. Role of insulin resistance in 
human disease. Diabetes 1988; 37: 1595-1607 [PMID: 3056758 
DOI: 10.2337/diabetes.37.12.1595]

3	 Ford ES, Giles WH, Dietz WH. Prevalence of the metabolic 
syndrome among US adults: findings from the third National 
Health and Nutrition Examination Survey. JAMA 2002; 287: 
356-359 [PMID: 11790215 DOI: 10.1001/jama.287.3.356]

4	 Hanley AJ, Williams K, Festa A, Wagenknecht LE, D’Agostino 
RB, Haffner SM. Liver markers and development of the metabolic 
syndrome: the insulin resistance atherosclerosis study. Diabetes 2005; 
54: 3140-3147 [PMID: 16249437 DOI: 10.2337/diabetes.54.11.3140]

5	 Alberti KG, Eckel RH, Grundy SM, Zimmet PZ, Cleeman 
JI, Donato KA, Fruchart JC, James WP, Loria CM, Smith SC. 
Harmonizing the metabolic syndrome: a joint interim statement of 
the International Diabetes Federation Task Force on Epidemiology 
and Prevention; National Heart, Lung, and Blood Institute; 
American Heart Association; World Heart Federation; International 
Atherosclerosis Society; and International Association for the 
Study of Obesity. Circulation 2009; 120: 1640-1645 [PMID: 
19805654 DOI: 10.1161/CIRCULATIONAHA.109.192644]

6	 Beltrán-Sánchez H, Harhay MO, Harhay MM, McElligott S. 
Prevalence and trends of metabolic syndrome in the adult U.S. popu
lation, 1999-2010. J Am Coll Cardiol 2013; 62: 697-703 [PMID: 
23810877 DOI: 10.1016/j.jacc.2013.05.064]

7	 Survey Methods and Analytic Guidelines. Available from: URL: 
http://www.cdc.gov/nchs/nhanes/survey_methods.htm

8	 Brunton S. GLP-1 receptor agonists vs. DPP-4 inhibitors for type 
2 diabetes: is one approach more successful or preferable than the 
other? Int J Clin Pract 2014; 68: 557-567 [PMID: 24499291 DOI: 
10.1111/ijcp.12361]

9	 Emisphere’s SNAC Carrier Achieves Provisional GRAS Status 
for Use with Nutrients Added to Foods and Dietary Supplements. 
[accessed 2016 Apr 26]. Available from: URL: http://ir.emisphere.
com/releasedetail.cfm?releaseid=381129

10	 Venkat MV, Regier EE, Close KL. American Diabetes Association 
74th Annual Scientific Sessions (ADA 2014). J Diabetes 2014; 6: 
491-495 [DOI: 10.1111/1753-0407.12219]

11	 Rosenstock J, Diamant M, Silvestre L, Souhami E, Zhou T, 
Fonseca V. Benefits of a fixed-ratio formulation of once-daily 
insulin glargine/lixisenatide (LixiLan) vs glargine in type 2 
diabetes (T2DM) Inadequately Controlled on Metformin. Diabetes 
2014; 63 Suppl 1: A1-A102 [DOI: 10.2337/db14-1-388]

12	 Fineman MS, Cirincione BB, Maggs D, Diamant M. GLP-1 based 
therapies: differential effects on fasting and postprandial glucose. 
Diabetes Obes Metab 2012; 14: 675-688 [PMID: 22233527 DOI: 
10.1111/j.1463-1326.2012.01560.x]

13	 DeFronzo RA, Ratner RE, Han J, Kim DD, Fineman MS, Baron 
AD. Effects of exenatide (exendin-4) on glycemic control and 
weight over 30 weeks in metformin-treated patients with type 2 
diabetes. Diabetes Care 2005; 28: 1092-1100 [PMID: 15855572 
DOI: 10.2337/diacare.28.5.1092]

14	 Blevins T, Pullman J, Malloy J, Yan P, Taylor K, Schulteis C, 
Trautmann M, Porter L. DURATION-5: exenatide once weekly 
resulted in greater improvements in glycemic control compared 
with exenatide twice daily in patients with type 2 diabetes. J Clin 
Endocrinol Metab 2011; 96: 1301-1310 [PMID: 21307137 DOI: 
10.1210/jc.2010-2081]

15	 Buse JB, Rosenstock J, Sesti G, Schmidt WE, Montanya E, Brett 
JH, Zychma M, Blonde L. Liraglutide once a day versus exenatide 
twice a day for type 2 diabetes: a 26-week randomised, parallel-
group, multinational, open-label trial (LEAD-6). Lancet 2009; 374: 
39-47 [PMID: 19515413 DOI: 10.1016/S0140-6736(09)60659-0]

16	 Russell-Jones D, Vaag A, Schmitz O, Sethi BK, Lalic N, Antic S, 
Zdravkovic M, Ravn GM, Simó R. Liraglutide vs insulin glargine 
and placebo in combination with metformin and sulfonylurea 
therapy in type 2 diabetes mellitus (LEAD-5 met+SU): a rando
mised controlled trial. Diabetologia 2009; 52: 2046-2055 [PMID: 
19688338 DOI: 10.1007/s00125-009-1472-y]

17	 Pratley RE, Nauck MA, Barnett AH, Feinglos MN, Ovalle F, 
Harman-Boehm I, Ye J, Scott R, Johnson S, Stewart M, Rosenstock 
J. Once-weekly albiglutide versus once-daily liraglutide in patients 
with type 2 diabetes inadequately controlled on oral drugs 
(HARMONY 7): a randomised, open-label, multicentre, non-inferio
rity phase 3 study. Lancet Diabetes Endocrinol 2014; 2: 289-297 
[PMID: 24703047 DOI: 10.1016/S2213-8587(13)70214-6]

18	 Wysham C, Blevins T, Arakaki R, Colon G, Garcia P, Atisso C, 
Kuhstoss D, Lakshmanan M. Efficacy and safety of dulaglutide 
added onto pioglitazone and metformin versus exenatide in type 
2 diabetes in a randomized controlled trial (AWARD-1). Dia­
betes Care 2014; 37: 2159-2167 [PMID: 24879836 DOI: 10.2337/
dc13-2760]

19	 Novo Nordisk successfully completes first phase 3a trial with 
semaglutide in people with type 2 diabetes. [accessed 2016 Feb 
5]. Available from: URL: https://www.novonordisk.com/bin/get
PDF.1934243.pdf

20	 Wang B, Zhong J, Lin H, Zhao Z, Yan Z, He H, Ni Y, Liu D, Zhu 
Z. Blood pressure-lowering effects of GLP-1 receptor agonists 
exenatide and liraglutide: a meta-analysis of clinical trials. Diabetes 
Obes Metab 2013; 15: 737-749 [PMID: 23433305 DOI: 10.1111/
dom.12085]

21	 Voukali M, Kastrinelli I, Stragalinou S, Tasiopoulou D, Paras
kevopoulou P, Katsilambros N, Kokkinos A, Tentolouris N, 
Ioannidis I. Study of postprandial lipaemia in type 2 diabetes 
mellitus: exenatide versus liraglutide. J Diabetes Res 2014; 2014: 
304032 [PMID: 25165723 DOI: 10.1155/2014/304032]

22	 Rizzo M, Chandalia M, Patti AM, Di Bartolo V, Rizvi AA, 

Chatterjee S et al . Favorable effects of GLP-1RA on metabolic syndrome



448 October 15, 2016|Volume 7|Issue 18|WJD|www.wjgnet.com

Montalto G, Abate N. Liraglutide decreases carotid intima-media 
thickness in patients with type 2 diabetes: 8-month prospective 
pilot study. Cardiovasc Diabetol 2014; 13: 49 [PMID: 24559258 
DOI: 10.1186/1475-2840-13-49]

23	 Zhang H, Zhang X, Hu C, Lu W. Exenatide reduces urinary 
transforming growth factor-β1 and type IV collagen excretion 
in patients with type 2 diabetes and microalbuminuria. Kidney 
Blood Press Res 2012; 35: 483-488 [PMID: 22687869 DOI: 
10.1159/000337929]

24	 Kodera R, Shikata K, Kataoka HU, Takatsuka T, Miyamoto S, 
Sasaki M, Kajitani N, Nishishita S, Sarai K, Hirota D, Sato C, 
Ogawa D, Makino H. Glucagon-like peptide-1 receptor agonist 
ameliorates renal injury through its anti-inflammatory action 
without lowering blood glucose level in a rat model of type 1 
diabetes. Diabetologia 2011; 54: 965-978 [PMID: 21253697 DOI: 
10.1007/s00125-010-2028-x]

25	 Ghosal S. Using liraglutide in combination with insulin therapy for 
type 2 diabetic patients: An early clinical experience data. Diabetes 
2011; 60 Suppl 1: A235-A352 [DOI: 10.2337/db11-868-1281]

26	 Meier JJ. GLP-1 receptor agonists for individualized treatment 
of type 2 diabetes mellitus. Nat Rev Endocrinol 2012; 8: 728-742 
[PMID: 22945360 DOI: 10.1038/nrendo.2012.140]

27	 Min DK, Tuor UI, Koopmans HS, Chelikani PK. Changes in 
differential functional magnetic resonance signals in the rodent 
brain elicited by mixed-nutrient or protein-enriched meals. 
Gastroenterology 2011; 141: 1832-1841 [PMID: 21802388 DOI: 
10.1053/j.gastro.2011.07.034]

28	 Schlögl H, Kabisch S, Horstmann A, Lohmann G, Müller K, 
Lepsien J, Busse-Voigt F, Kratzsch J, Pleger B, Villringer A, 
Stumvoll M. Exenatide-induced reduction in energy intake is 
associated with increase in hypothalamic connectivity. Diabetes 
Care 2013; 36: 1933-1940 [PMID: 23462665 DOI: 10.2337/
dc12-1925]

29	 Jensterle Sever M, Kocjan T, Pfeifer M, Kravos NA, Janez A. 
Short-term combined treatment with liraglutide and metformin 
leads to significant weight loss in obese women with polycystic 
ovary syndrome and previous poor response to metformin. Eur J 
Endocrinol 2014; 170: 451-459 [PMID: 24362411 DOI: 10.1530/
EJE-13-0797]

30	 Davies MJ, Bergenstal R, Bode B, Kushner RF, Lewin A, Skjøth 
TV, Andreasen AH, Jensen CB, DeFronzo RA. Efficacy of 
Liraglutide for Weight Loss Among Patients With Type 2 Diabetes: 
The SCALE Diabetes Randomized Clinical Trial. JAMA 2015; 
314: 687-699 [PMID: 26284720 DOI: 10.1001/jama.2015.9676]

31	 Wu H, Sui C, Xu H, Xia F, Zhai H, Zhang H, Weng P, Han B, 
Du S, Lu Y. The GLP-1 analogue exenatide improves hepatic 
and muscle insulin sensitivity in diabetic rats: tracer studies in 
the basal state and during hyperinsulinemic-euglycemic clamp. 
J Diabetes Res 2014; 2014: 524517 [PMID: 25580440 DOI: 
10.1155/2014/524517]

32	 Tarantino G, Finelli C. What about non-alcoholic fatty liver 
disease as a new criterion to define metabolic syndrome? World 
J Gastroenterol 2013; 19: 3375-3384 [PMID: 23801829 DOI: 
10.3748/wjg.v19.i22.3375]

33	 Lonardo A, Ballestri S, Marchesini G, Angulo P, Loria P. 
Nonalcoholic fatty liver disease: a precursor of the metabolic 
syndrome. Dig Liver Dis 2015; 47: 181-190 [PMID: 25739820 
DOI: 10.1016/j.dld.2014.09.020]

34	 Ohki T, Isogawa A, Iwamoto M, Ohsugi M, Yoshida H, Toda N, 
Tagawa K, Omata M, Koike K. The effectiveness of liraglutide in 
nonalcoholic fatty liver disease patients with type 2 diabetes mellitus 

compared to sitagliptin and pioglitazone. ScientificWorldJournal 
2012; 2012: 496453 [PMID: 22927782 DOI: 10.1100/2012/496453]

35	 Armstrong MJ, Gaunt P, Aithal GP, Barton D, Hull D, Parker 
R, Hazlehurst JM, Guo K, Abouda G, Aldersley MA, Stocken D, 
Gough SC, Tomlinson JW, Brown RM, Hübscher SG, Newsome 
PN. Liraglutide safety and efficacy in patients with non-alcoholic 
steatohepatitis (LEAN): a multicentre, double-blind, randomised, 
placebo-controlled phase 2 study. Lancet 2016; 387: 679-690 
[PMID: 26608256 DOI: 10.1016/S0140-6736(15)00803-X]

36	 Woo JS, Kim W, Ha SJ, Kim JB, Kim SJ, Kim WS, Seon 
HJ, Kim KS. Cardioprotective effects of exenatide in patients 
with ST-segment-elevation myocardial infarction undergoing 
primary percutaneous coronary intervention: results of exenatide 
myocardial protection in revascularization study. Arterioscler 
Thromb Vasc Biol 2013; 33: 2252-2260 [PMID: 23868944 DOI: 
10.1161/ATVBAHA.113.301586]

37	 Monami M, Dicembrini I, Nardini C, Fiordelli I, Mannucci 
E. Effects of glucagon-like peptide-1 receptor agonists on car
diovascular risk: a meta-analysis of randomized clinical trials. 
Diabetes Obes Metab 2014; 16: 38-47 [PMID: 23829656 DOI: 
10.1111/dom.12175]

38	 Sjöholm A. Impact of glucagon-like peptide-1 on endothelial 
function. Diabetes Obes Metab 2009; 11 Suppl 3: 19-25 [PMID: 
19878258 DOI: 10.1111/j.1463-1326.2009.01074.x]

39	 Deacon CF. Potential of liraglutide in the treatment of patients 
with type 2 diabetes. Vasc Health Risk Manag 2009; 5: 199-211 
[PMID: 19436648 DOI: 10.2147/VHRM.S4039]

40	 Victoza® Significantly Reduced the Risk of Major Adverse 
Cardiovascular Events in the LEADER Trial. [accessed 2016 May 
11]. Available from: URL: http://www.prnewswire.com/news-
releases/victoza-significantly-reduced-the-risk-of-major-adverse-
cardiovascular-events-in-the-leader-trial-300231181.html 

41	 Semaglutide significantly reduces the risk of major adverse 
cardiovascular events in the SUSTAIN 6 trial. [accessed 2016 
May 9]. Available from: URL: https://globenewswire.com/news-
release/2016/04/28/834013/0/en/Semaglutide-significantly-
reduces-the-risk-of-major-adverse-cardiovascular-events-in-the-
SUSTAIN-6-trial.html

42	 Noyan-Ashraf MH, Momen MA, Ban K, Sadi AM, Zhou YQ, 
Riazi AM, Baggio LL, Henkelman RM, Husain M, Drucker DJ. 
GLP-1R agonist liraglutide activates cytoprotective pathways 
and improves outcomes after experimental myocardial infarction 
in mice. Diabetes 2009; 58: 975-983 [PMID: 19151200 DOI: 
10.2337/db08-1193]

43	 Pfeffer MA, Claggett B, Diaz R, Dickstein K, Gerstein HC, 
Køber LV, Lawson FC, Ping L, Wei X, Lewis EF, Maggioni AP, 
McMurray JJ, Probstfield JL, Riddle MC, Solomon SD, Tardif JC. 
Lixisenatide in Patients with Type 2 Diabetes and Acute Coronary 
Syndrome. N Engl J Med 2015; 373: 2247-2257 [PMID: 26630143 
DOI: 10.1056/NEJMoa1509225]

44	 Marso SP, Poulter NR, Nissen SE, Nauck MA, Zinman B, Daniels 
GH, Pocock S, Steinberg WM, Bergenstal RM, Mann JF, Ravn 
LS, Frandsen KB, Moses AC, Buse JB. Design of the liraglutide 
effect and action in diabetes: evaluation of cardiovascular outcome 
results (LEADER) trial. Am Heart J 2013; 166: 823-830.e5 [PMID: 
24176437 DOI: 10.1016/j.ahj.2013.07.012]

45	 Zaccardi F, Htike ZZ, Webb DR, Khunti K, Davies MJ. Benefits 
and Harms of Once-Weekly Glucagon-like Peptide-1 Receptor 
Agonist Treatments: A Systematic Review and Network Meta-
analysis. Ann Intern Med 2016; 164: 102-113 [PMID: 26642233 
DOI: 10.7326/M15-1432]

P- Reviewer: Cheng JT, Lyerly Jr G, Raghow R, Tarantino G    
S- Editor: Kong JX    L- Editor: A    E- Editor: Li D  

Chatterjee S et al . Favorable effects of GLP-1RA on metabolic syndrome



                                      © 2016 Baishideng Publishing Group Inc. All rights reserved.

Published by Baishideng Publishing Group Inc
8226 Regency Drive, Pleasanton, CA 94588, USA

Telephone: +1-925-223-8242
Fax: +1-925-223-8243

E-mail: bpgoffice@wjgnet.com
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx

http://www.wjgnet.com


	WJD-7-441
	WJDv7i18-Back Cover

