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Abstract
Background
Low-grade systemic inflammation is considered to participate in the progression of type 2 diabetes (T2D) and in diabetic complications.

Methods
To determine if circulating leukocytes were abnormally regulated in T2D patients, 8-color flow-cytometry (FACS) analysis was performed in a cross-sectional study of 37 T2D patients and 16 controls. Data obtained from the FACS analysis were compared to coronary flow reserve (CFR), assessed by Rb82-PET-imaging, to uncover inflammatory signatures associated with impaired CFR.

Results
Presence of T2D was associated with T cell attenuation characterized by reduced overall T cell, Th17, IL-21R+, Treg’s and TLR4+ T cells, while the monocyte population showed enhanced TLR4 expression. Further, our data revealed reduced M1-like CD11c expression in T2D which was associated with impaired CFR. In contrast, we show, for the first time in T2D, increased TLR4 expression on CD8 T cells, increased Treg cell number and Treg maturation and reduced IL-21R expression on CD8 T cells to be functionally associated with impaired CFR.

Conclusions
Our demonstration that HbA1c inversely correlates to several T cell populations suggests that T cells may play disease modulating roles in T2D. Further, the novel association between impaired CFR and regulatory T cells and IL-21R+ T cells imply an intricate balance in maintaining tissue homeostasis in vascular diabetic complications.
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Background
Inflammation is a fundamental biological process not only with the role to enable host protection against pathogens, but also to stimulate and modulate repair and healing when cellular damage occurs. During an inflammatory event, once the initial insult is contained, the primary objective is to restore tissue homeostasis. Failure to appropriately resolve an inflammatory stimulus can result in persistent immune system activation, which can cause tissue damage and disease. Immune cells are the primary effectors of most inflammatory reactions [1]. Evidence suggests that type 2 diabetes (T2D) can be characterized as an inflammatory disease [2]. The vast majority of patients with T2D are overweight to obese, and obesity has been linked to insulin resistance, hyperglycaemia, hyperlipidaemia and elevated inflammatory circulating factors [3]. Elevated levels of acute-phase proteins (e.g. C-reactive protein) as well as several cytokines (e.g. IL-6 and TNFα) are present in patients with T2D and are shown to be modulated during disease progression [4, 5]. Patients with T2D are at high risk of cardiovascular disease [6], and inflammatory processes play an important role in the development of cardiovascular disease [7]. Coronary flow reserve (CFR) is an important physiological parameter in the coronary circulation that reflects the function of large epicardial arteries and the microcirculation. Impaired CFR has previously been described as a powerful, independent correlate to higher cardiac mortality among patients with diabetes [8].
IL-21R positive T cells have been shown to exhibit non-redundant roles in several systemic inflammatory conditions e.g. rheumatoid arthritis [9, 10]. TLR4 is classically associated with myeloid cells and with function as signalling receptor through which the cells sense bacterial infections [11]. Recently, expression and activation of TLR4 on various lymphoid cells, e.g. CD4+ T cells, was demonstrated, and has been suggested to act as a negative regulator of the immune response limiting the excessive inflammation [12, 13].
The present study investigated if altered leukocyte sub-populations were present in peripheral blood in patients with T2D compared to healthy controls. Further, the association between leukocyte sub-populations and impaired coronary microcirculation (assessed by CFR) was determined to identify potential novel biomarkers or functional explanations so far not known in T2D subjects.

Methods
Study population
From April to December 2013, we conducted a cross-sectional study at Steno Diabetes Center with the aim to assess the value of cardiac positron emission tomography/computed tomography (PET/CT) for non-invasive estimation of microvascular function and structure [14]. A total of 60 consecutive patients with T2D (defined according to the WHO criteria) and 30 non-diabetic controls were included. Participants were aged between 35 and 80 years, with the ability to understand and give informed consent. Participants were excluded if one of the following characteristics were present: (1) history of coronary heart disease or other cardiovascular disease (including stroke) or symptoms from the heart, assessed from patient files and thorough interviews and questionnaires; (2) asthma or chronic obstructive pulmonary disease requiring treatment; (3) kidney disease other than diabetic nephropathy; (4) end-stage renal disease; (5) office blood pressure >200/110 mmHg; (6) second or third degree atrioventricular block; or (7) pregnancy or lactating.
In this per-protocol specified sub-study, 37 of the patients with T2D and 16 of the non-diabetic control persons were included. The inclusion of the participants was based on time of the day for the drawing of the fresh blood sample at Steno Diabetes Center, to allow the flow cytometric analyses to be completed on the same day. Hence, only participants with a drawing of the blood performed before 12 p.m. were included.
Power calculation was performed for the primary study [14] and not for this sub-study. Analyses presented in this manuscript were hypothesis generating, and based on existing literature we anticipated that our sample size was sufficient.
The study was conducted in compliance with the Declaration of Helsinki. All participants gave informed written consent and the study protocol was approved by The Research Ethics Committee, Capital Region of Denmark.

Clinical measurements
HbA1c was measured by high-performance liquid chromatography and plasma creatinine by an enzymatic method (Hitachi 912, Roche Diagnostics, Germany).
Current smoking was defined as one or more cigarettes/cigars/pipes a day. Weight and height of each participant were measured, and body mass index was calculated as body weight in kilograms divided by height in meter squared.

Hybrid cardiac positron emission tomography (PET)/computed tomography (CT) imaging
A dynamic, gated cardiac PET study was performed using a hybrid PET/CT scanner in 3D mode (Siemens Biograph™ mCT 128, Siemens, Germany) following administration of 1100 MBq 82Rb (Cardiogen∙82®, Bracco Diagnostics Inc., USA). Myocardial Blood Flow was calculated automatically with Siemens Syngo MBF 2.3® (Siemens Medical Solutions, USA), using one-compartment tracer kinetic models for 82Rb, including regional uptake and clearance parameters, blood to myocardium spill-over and partial volume corrections, and the extraction curve from Lortie et al. [15]. Maximal hyperemia was induced with adenosine infused at 140 μg/kg/min for 6 min. Participants abstained from all caffeine or methylxanthine containing substances for at least 18 h prior to the cardiac PET scan.

Flow cytometry analysis
Flow cytometric analysis was performed according to standard procedures and samples acquired on a FACSFortessa equipped with blue, red and violet laser followed by data analysis using FACSdiva software (BD Biosciences). Briefly, to inhibit unspecific binding cells were blocked with anti-CD16 (BD Biosciences) and anti-CD32 (BD Pharmingen). This was followed by surface staining of 7-amino-actinomycin D (7-AAD) (Biolegend), CD45 (Biolegend), CD3 (eBioscience), CD4 (Biolegend), CD8 (BD), CD19 (eBioscience) IL-21R (BD Pharmingen), ICOS (eBioscience), CXCR5 (BD), CCR6 (Biolegend), CD14 (BD), CD16 (Biolegend), CD11c (Biolegend), CD163 (Biolegend), TLR4 (Biolegend), CD68 (Biolegend), CD25 (Biolegend), CD127 (BD), CTLA-4 (Bioscience), FoxP3 (Biolegend), GITR (Biolegend).
To determine total cell number in the whole blood samples, total cell count analysis was performed using 123 count beads (eBioscience) according to manufactures description.
Mean fluorescence intensity (MFI) was determined using the geometric mean value after staining with the marker antibody. To verify specificity, a control with a threefold higher concentration of an isotype control antibody was used both in healthy control subjects and in the patients. The MFI after isotype control was similar between healthy and patient samples and hence the value used and shown is the uncorrected MFI value obtained after each marker antibody.
Th17 cells were determined by identifying CD3+ CD4+ CCR6+ cells that upon first 1 h activation with 50 ng/ml PMA and 1 mg/ml ionomycin in (RPMI+ 10 % FCS and P/S, Sigma) and then an additional 5 h in the presence of 10 mg/ml BrefeldinA were positive for IL-17 (eBio64DEC17, eBioscience) after fixation and permeabilization.

Statistical analysis
Based on their graphical distribution and the results of the Shapiro-Wilk test [(p < 0.05); indicating a non-normal distribution], the skewed variables were log-transformed using the natural (ln) logarithm prior to the t test and linear regression analysis. Differences between patients and controls were assessed by independent samples t test for continuous and χ2 for categorical variables.
First, we evaluated the unadjusted levels of the cell markers in the patients and controls.
Next, analysis of covariance compared levels of the cell markers between the patients and controls, and multivariate linear regression analysis was used to assess the independently association with HbA1c and the different cell markers in the total population (n = 53) and CFR in the patients (n = 37). We took the following confounders into account: age, sex, body mass index and smoking. Due to bias of indication, we did not include variables for medical treatment, blood pressure or cholesterol. The adjusted analyses of CFR additionally included diabetes duration. A 2-tailed p < 0.05 was considered statistical significant. Statistical analyses were performed using SAS software (version 9.3; SAS Institute, NC, USA).


Results
Cohort description
The total cohort (n = 53) included 67.9 % male and mean (±SD) age was 62.0 ± 9.3 years. Characteristics of participants in the two groups are shown in Table 1. Age and sex distribution did not differ significant between the groups (p ≥ 0.58). However, the patients had higher body mass index compared to the controls (p < 0.001).Table 1Clinical characteristic of the participants


	 	Controls (n = 16)
	Patients (n = 37)
	P

	Female, n (%)
	6 (38)
	11 (30)
	0.58

	Age (years)
	61.4 ± 9.7
	62.4 ± 9.4
	0.74

	Diabetes duration (years)
	–
	13.2 [8.0–23.0]
	–

	Body mass index (kg/m2)
	25.7 ± 3.0
	31.7 ± 4.6
	<0.001

	HbA1c (mmol/mol)
	36.5 ± 1.5
	55.1 ± 11.9
	<0.001

	Smokers, n (%)
	1 (6.3)
	11 (30)
	0.06


Data represent percentage (%) or mean ± SD. P values denote differences between controls and patients and were assessed by t test. Diabetes duration was non-normal distributed and is represented as mean [IQR]



                        
The cohort (n = 53) was similar to the total population in the main study (n = 90) in relation to age (p = 0.96), sex (p = 0.50), body mass index (p = 0.20) and smoking (p = 0.54).

The number of Th17 lymphocytes is reduced, while the TfH cells are increased in T2D patients
The total number of circulating whole blood cells is known to be increased in obese subjects [16]. Detailed analysis in T2D patients is yet to be carefully evaluated and linked to risk parameters. Hence, we determined if the number of T and B cells was modulated in our T2D patient cohort using the gating strategy shown in Additional file 1: Figure S1 and Fig. 1.[image: A12933_2016_378_Fig1_HTML.gif]
Fig. 1Circulating lymphocyte populations in diabetic patients and healthy controls. A representative gating strategy for T cell subsets is shown after first identifying the cells using gating strategy in Additional file 1: Figure S1. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section




                        
The frequency of viable cells in the peripheral blood was similar in healthy and T2D patients determined as frequency of 7AAD exclusion (data not shown). On a cellular level, T2D patients was shown to have significantly (p = 0.008) lower total number of CD4+ T cells compared to healthy subjects (433 ± 24 and 579 ± 58 CD4+ T cells/µl blood respectively) (Fig. 2a). In contrast, no difference between the T2D patients and healthy subjects was discovered on CD8 T cell level (Fig. 2b). On a CD4 subset level, significant reduction of Th17 cells and a significant increase of TfH cells were observed (Fig. 2c, d). No difference between the T2D patients and healthy subjects was discovered on B cells level (Fig 2e). When adjusting for age, sex, body mass index and smoking the statistical difference between healthy and T2D patients on the CD4 level and the reduction of Th17 cells remained significant (p ≤ 0.003; Table 2).[image: A12933_2016_378_Fig2_HTML.gif]
Fig. 2Circulating lymphocyte populations in diabetic patients and healthy controls. The number of CD4 T cells (a), CD8 T cells (b), Th17 T cells (c), TfH T cells (d) and B cells (e) is shown. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section. Each dot represents one individual and the horizontal line represents the mean value in each group. P values represent difference between groups assessed by t test




                           Table 2Circulating biomarkers in T2D patients vs. controls and in relation to Hba1c as continuous variable in adjusted analyses


	Variable
	Direction
	Controls (n = 16) vs. patients (n = 37)
	Hba1c (n = 53)

	Circulating lymphocytes

	 CD4Tcell_number
	−
	
                              0.003
                            
	0.09

	 CD8tcell_number
	+
	0.45
	0.40

	 B cells (number) CD19 #Events
	−
	0.37
	0.36

	 Th17CCR6IL21R_number
	−
	
                              0.004
                            
	
                              0.024
                            

	 TfH CXCR5+CCR6+ICOS+ (number)
	+
	
                              0.031
                            
	0.76

	Circulating monocytes

	 Mac_number (CD68)
	−
	0.45
	0.49

	 M0 Mac number (CD14+CD16−)
	+
	0.16
	0.74

	 M1 Mac number (C14dimCD16+)
	−
	
                              0.006
                            
	0.72

	 M2 Mac number (CD14+CD16+)
	−
	0.75
	0.66

	 Mac CD11c_MFI (CD68)
	−
	0.93
	0.24

	 M0 CD14+CD16−CD11c)
	−
	0.93
	0.20

	 M1 CD14dimCD16+CD11c)
	+
	
                              0.031
                            
	0.88

	 M2 CD14+CD16+CD11c)
	−
	0.65
	0.92

	IL-21R on leukocytes in peripheral blood

	 CD4Tcell_IL21R_number
	−
	
                              <0.0001
                            
	
                              0.003
                            

	 CD8Tcell_IL21R_number
	−
	
                              0.0009
                            
	
                              0.048
                            

	 B cell_IL21R_number
	−
	0.14
	0.18

	 MacIL21R_number
	−
	
                              0.003
                            
	0.40

	 CD4Tcell_IL21R_MFI
	−
	
                              <0.0001
                            
	
                              0.0001
                            

	 CD8Tcells_IL21R_MFI
	−
	
                              0.004
                            
	
                              0.006
                            

	 B cell IL21R (MFI)
	−
	
                              0.023
                            
	0.076

	 CD68 IL21R APC-A Mean
	−
	0.38
	0.62


Values represent the p values after adjustment for age, sex, body mass index, and smoking. Significant values are highlighted in italics

                                    MFI mean fluorescence intensity
+ indicates higher values in patients and with increasing Hba1c; − indicates higher values in controls and with decreasing Hba1c



                        
Taken together, these results reveal that a reduction of the total number of CD4+ T cells and of Th17 cells is present in T2D, and that the reduction in this T2D cohort is independent of age, sex, body mass index and smoking.

Circulating M1-like monocytes are reduced in T2D patients and lower CFR is associated with reduced expression of CD11chigh on monocytes
Low grade inflammation is characterized by an enhanced number of M1-like macrophages in adipose tissue and skeletal muscle. The total number of circulating monocytes is not significantly modulated in patients at risk to develop T2D [17], while pre-clinical models of T2D have demonstrated that the monocyte population undergoes a repolarization from an initial M1-like phenotype into a M2-like phenotype in established disease [18]. To address if patients with established T2D display an altered profile of circulating monocyte polarization profile compared to healthy subjects associated with CFR, we performed analysis of peripheral blood in our T2D patient cohort. Using the gating strategy in Additional file 1: Figure S1 and Fig. 3 monocyte subsets were identified.[image: A12933_2016_378_Fig3_HTML.gif]
Fig. 3Total number of circulating monocyte populations in diabetic patients and healthy controls. Representative dot-plot and scatter-plots of CD14 vs CD16 and their expression of CD11c is shown after first identifying the cells using gating strategy in Additional file 1: Figure S1. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section




                        
Healthy subjects and T2D patients in our cohort both had approximately 300 monocytes/μl blood (Fig. 4a). Analysis of the monocyte compartment using the CD14 and CD16 expression profile as functional markers of M1- and M2-like polarization [19, 20] uncovered a disease specific regulation of the polarization signature (Fig. 4b–d). The undifferentiated CD14+CD16− M0-like monocytes, show a moderate reduction in T2D blood compared to healthy subjects (257 ± 9 and 294 ± 20/µl respectively), while the M2-like CD14+CD16+ cells show no difference between the groups (Fig. 4b, c). Most interestingly, the M1-like CD14dimCD16+ monocytes, showed a strong and highly significant reduction (p < 0.001) in the T2D patients compared to the healthy subjects (30 ± 2 vs 44 ± 3/µl respectively) (Fig. 4d). No difference between groups was observed after adjusting for age, sex, body mass index, and smoking (p ≥ 0.16; Table 2). In contrast, a significant difference remained between healthy and T2D patients also after adjustment in the M1-like subset of monocytes (p = 0.006; Table 2). To further evaluate the reduction of M1-like monocytes, expression of the M1-associated cell marker CD11c on the monocyte subsets was performed. As expected, no modulation of CD11c expression on the M2- and M0-like monocyte subsets or on the total monocyte population was identified (Fig. 5a–c). In sharp contrast, the remaining CD14dimCD16+ M1-like monocytes showed a highly significant increase of CD11c surface expression suggesting that although the cell population as such is reduced the remaining cells have augmented capacity to respond in a pro-inflammatory manner (Fig. 5d). When performing adjustment for age, sex, body mass index and smoking, this increase of CD11c surface expression remained significant (p = 0.031; Table 2).[image: A12933_2016_378_Fig4_HTML.gif]
Fig. 4Total number of circulating monocyte populations in diabetic patients and healthy controls. The number of CD68+ monocytes (a), M0-like CD14+CD16− monocytes (b), M2-like CD14+CD16+ monocytes (c) and M1-like CD14dimCD16+ monocytes (d) is shown. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section. Each dot represents one individual and the horizontal line represents the mean value in each group. P values represent difference between groups assessed by t test




                           [image: A12933_2016_378_Fig5_HTML.gif]
Fig. 5CD11c expression levels on monocyte subpopulations in diabetic patients and healthy controls. The CD11c expression on CD68+ monocytes (a), M0-like CD14+CD16− monocytes (b), M2-like CD14+CD16+ monocytes (c) and M1-like CD14dimCD16+ monocytes (d) is shown. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section. Each dot represents one individual and the horizontal line represents the mean value in each group. P values represent difference between groups assessed by t test




                        
In adjusted models, the CFR was higher with higher surface expression of CD11c both on total CD68+ monocytes and on the M2-like CD14+CD16+ sub-population (p ≤ 0.038; Table 4).
Taken together, the results demonstrate that no significant change is noted on the overall circulating monocyte count in peripheral blood in T2D patients although a small reduction of M1-like monocytes is noted which show an enhanced M1-like polarization. However, most interestingly high expression of the M1-like marker CD11c was correlated to high CFR indicating that M1-like monocyte may be associated with improved cardiac status in diabetic patients.

Circulating IL-21R+ T cells and monocytes are reduced in T2D patients while high CFR is associated with high numbers of IL-21R+ CD8 T cells
Cytokine receptor activation of leukocyte is essential and determines polarization and effector cell function. In obese subjects it has been demonstrated that IL-21 responsive cells are accumulated in adipose tissue where they are hypothesized to contribute to the metabolic disease progression by fuelling the inflammatory pathways [21]. To determine if a similar IL-21R modulation was present in T2D patients we evaluated the IL-21R surface expression levels (Fig. 6e) and the total number of IL21R+ cells and correlated that to the CFR.[image: A12933_2016_378_Fig6_HTML.gif]
Fig. 6IL-21R expression level on leukocyte populations in diabetic patients and healthy controls. The IL-21R expression on CD4+ T cells (a), CD8+ T cells (b), B cells (c) and CD68+ monocytes (d) is shown. Representative histogram analysis of IL-21R expression on CD19+, CD68+, CD4+ and CD8+ cells compared to the isotype antibody signal (e) that were first identified using the gating strategy from Figs. 1, 2 and Additional file 1: Figure S1. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section. Each dot represents one individual and the horizontal line represents the mean value in each group. P values represent difference between groups assessed by t test




                        
The expression level of IL-21R on the circulating CD4+ T cells was highly significantly reduced (p < 0.0001) compared to healthy controls (Fig. 6a, e). A similar, but less pronounced reduction of IL-21R expression level was demonstrated on CD8+ T cells and B cells (p = 0.0017 and p = 0.0029 respectively) (Fig. 6b, c, e). In contrast, monocytes expressed low and non-modulated levels of IL-21R regardless disease (Fig. 6d, e). This reduced IL-21R expression level resulted in a twofold reduction of the number of IL-21R CD4+ and CD8+ T cells in the T2D patients (Additional file 1: Figure S1A, B). Interestingly, no modulation was demonstrated on the number of IL-21R positive B cells in T2D patients, whereas a moderate reduction of IL-21R monocytes was determined (Additional file 2: Figure S2C, D).
The reduction of IL-21R expression level and total number of IL-21R positive cells in the T2D cohort remained highly significant in the CD4+ and CD8+ subsets also after adjustment for age, sex, body mass index and smoking (p ≤ 0.004; Table 2). In fact, the reduction of IL-21R level on CD4+ and CD8+ T cells and the number of CD4+-IL-21R positive cells was demonstrated to be a direct continuous variable for increased HbA1c (p ≤ 0.048; Table 2).
The CFR was higher in patients that had a high number of IL-21R expressing CD8+ T cells (p = 0.0024; Table 4). No association was noted on IL-21R+CD4 T cell or CD68+ monocyte level (Table 4).
Taken together, with increasing HbA1c a strong reduction of IL-21R+ T cells and IL-21R expression level was evident. Further the positive correlation between high CFR and elevated CD8+IL-21R T cells suggests that these IL-21R+ T cells may be associated with better cardiac function in diabetes.

The number of TLR4 lymphocytes is reduced in T2D patients, but inversely correlated with high CFR
TLR4 expression on B cells and T cells has been associated with immunosuppressive effect [22, 23]. Further, TLR4 expressing B cells are associated with increasing body mass index and an inverse correlation exists between the number of TLR4 T cells and fasting plasma glucose in pre-diabetic as risk [24]. To determine if TLR4 expression level is modulated in patients with T2D and associated with CFR, we performed flow cytometric analysis of the blood in our T2D cohort using the gating strategy from Additional file 1: Figure S1 and Fig. 7e.[image: A12933_2016_378_Fig7_HTML.gif]
Fig. 7TLR4 expression level on leukocyte populations in diabetic patients and healthy controls. The TLR4 expression on CD4+ T cells (a), CD8+ T cells (b), B cells (c) and CD68+ monocytes (d) is shown. Representative dot plot analysis of TLR4 expression on CD19, CD68, CD4 and CD8+ cells (e) that were first identified using the gating strategy from Figs. 1, 2 and Additional file 1: Figure S1. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section. Each dot represents one individual and the horizontal line represents the mean value in each group. P values represent difference between groups assessed by t test




                        
The expression level of TLR4 on CD4+ and CD8+ T cell was not significantly modulated as a population (Fig. 7a, b). However, in both the CD4+ and in the CD8+ population, six individuals showed highly elevated expression of TLR4 compared to the remaining population in the T2D cohort which was not observed in the healthy subjects (Fig. 7a, b). No significant change in the TLR4 expression on B cells was demonstrated (Fig. 7c). However, the TLR4 expression level on monocytes in the blood was significantly increased in T2D patients compared to healthy subjects (Fig. 7d). In sharp contrast to the expression level of TLR4, the total number of circulating TLR4+ CD4+, CD8+ T cells and B cells was significantly reduced in the T2D cohort (Additional file 3: Figure S3A–C). The circulating monocytes expressing TLR4 was however not increased (Additional file 3: Figure S3D).
In fact, the reduced number of TLR4 CD4+ and CD8+ T cells remained even after adjustment for age, sex, body mass index and smoking (p ≤ 0.016; Table 3).Table 3Circulating biomarkers in T2D patients vs. controls and in relation to Hba1c as continuous variable in adjusted analyses


	Variable
	Direction
	Controls (n = 16) vs. patients (n = 37)
	Hba1c (n = 53)

	TLR4 on leukocytes in peripheral blood

	 CD4 T cell TLR4 (MFI)
	−
	0.064
	0.85

	 CD8+ T cell TLR4 (MFI)
	−
	0.17
	0.87

	 B cell TLR4 (MFI)
	−
	
                              0.023
                            
	0.076

	 Mac TLR4 (MFI)
	+
	
                              0.017
                            
	0.58

	 CD4cell_TLR4_number
	−
	
                              <0.0001
                            
	
                              0.006
                            

	 CD8Tcell__TLR4_number
	−
	
                              0.016
                            
	
                              0.019
                            

	 BcellsTLR4_number
	−
	
                              0.0005
                            
	0.075

	 MacTLR4_number
	+
	0.23
	0.90

	Regulatory T cells and expression of FoxP3 in T cells

	 Treg CD25+CD127− (number)
	−
	
                              0.002
                            
	
                              0.016
                            

	 Treg CD25+CD127−FoxP3 (number)
	−
	
                              0.039
                            
	0.16

	 Treg CD25+CD127−GITR+ (number)
	−
	
                              0.005
                            
	
                              0.012
                            

	 TregCD25CD127FoxP3_MFI
	−
	0.29
	0.076


Values represent the p-values after adjustment for age, sex, body mass index, and smoking. Significant values are highlighted in italics

                                    MFI Mean fluorescence intensity
+ indicates higher values in patients and with increasing Hba1c; − indicates higher values in controls and with decreasing Hba1c



                        
The CFR was higher with reduced surface expression of TLR4 on CD8+ T cells (p = 0.037; Table 4). There was no correlation between CFR and TLR4 expression on CD4+ T cells or on monocytes (Table 4).Table 4Circulating biomarkers in T2D patients in relation to coronary flow reserve in adjusted analyses


	Variable
	Direction
	Coronary flow reserve (n = 37)

	Circulating monocytes

	 Mac_number (CD68)
	+
	0.23

	 M0 Mac number (CD14+ CD16−)
	+
	0.75

	 M1 Mac number (C14dimCD16+)
	+
	0.42

	 M2 Mac number (CD14+CD16+)
	+
	0.32

	 Mac CD11c_MFI (CD68)
	+
	
                              0.038
                            

	 M0 CD14+CD16−CD11c)
	+
	0.066

	 M1 CD14dimCD16+CD11c)
	+
	0.13

	 M2 CD14+CD16+CD11c)
	+
	
                              0.037
                            

	IL-21R on leukocytes in peripheral blood

	 CD4Tcell_IL21R_number
	+
	0.23

	 CD8Tcell_IL21R_number
	+
	
                              0.002
                            

	 B cell_IL21R_number
	+
	0.72

	 MacIL21R_number
	−
	0.59

	 CD4Tcell_IL21R_MFI
	+
	0.093

	 CD8Tcells_IL21R_MFI
	+
	0.41

	 B cell IL21R (MFI)
	+
	0.83

	 CD68 IL21R APC-A mean
	−
	0.68

	TLR4 on leukocytes in peripheral blood

	 CD4 T cell TLR4 (MFI)
	+
	0.17

	 CD8+ T cell TLR4 (MFI)
	−
	
                              0.037
                            

	 B cell TLR4 (MFI)
	−
	0.60

	 Mac TLR4 (MFI)
	+
	0.75

	 CD4cell_TLR4_number
	+
	0.97

	 CD8Tcell__TLR4_number
	−
	0.32

	 BcellsTLR4_number
	+
	0.22

	 MacTLR4_number
	+
	0.36

	Regulatory T cells and expression of FoxP3 in T cells

	 Treg CD25+CD127− (number)
	−
	0.88

	 Treg CD25+CD127−FoxP3 (number)
	−
	
                              0.029
                            

	 Treg CD25+CD127−GITR + (number)
	−
	0.31

	 TregCD25CD127FoxP3_MFI
	−
	
                              0.001
                            


Values represent the p values after adjustment for age, sex, body mass index, smoking and diabetes duration. Significant values are highlighted in italics

                                    MFI Mean fluorescence intensity
+ indicates higher values with increasing coronary flow reserve; − indicates lower values with increasing coronary flow reserve



                        
Taken together, although individual subjects showed enhanced expression level of TLR4 on the T cells, the number of TLR4+ -T cells and B cells in the T2D cohort was significantly decreased. Further, the data demonstrate that the reduced expression of TLR4 on T cells was correlated with enhanced CFR suggesting that TLR4 lymphocytes may be related to cardiac functions in diabetes.

Attenuated presence of regulatory T cells in T2D patients and inverse association between Treg presence and CFR
Aberrant inflammation is present in several autoimmune diseases with enhanced activity in e.g. rheumatoid arthritis as well as reduced activity in certain tumours [25]. Recently this was demonstrated to relate to a reduced presence and activity of regulatory lymphocytes in autoimmune diseases and inversely an augmented activity of regulatory cells in tumours. To determine if regulatory T cells were modulated in our T2D cohort and associated with CFR, flow cytometric analysis of various Treg sub-populations in the peripheral blood was performed using gating strategy from Figs. 1 and 8e.[image: A12933_2016_378_Fig8_HTML.gif]
Fig. 8Circulating regulatory populations in diabetic patients and healthy controls. The number of Tregs (CD4+CD25+CD127−) T cells (a), FoxP3high Tregs (CD4+CD25+ CD127−) T cells (b), CTLA4high Tregs (CD4+CD25+ CD127−FoxP3high) T cells (c) and FoxP3 MFI on Tregs (CD4+CD25+ CD127−) T cells (d). Representative dot plot analysis of Treg sub-populations (CD3+CD4+CD25+CD127−; CD3+CD4+CD25+CD127−FoxP3+; CD3+CD4+CD25+CD127−FoxP3+CTLA4+) (e) that were first identified using the gating strategy from Figs. 1, 2 and Additional file 1: Figure S1. A total of 2 ml blood was analysed and the total number of each cell population was calculated as described in the “Methods” section. Each dot represents one individual and the horizontal line represents the mean value in each group. P values represent difference between groups assessed by t test. MFI mean fluorescence intensity




                        
The mean number of regulatory T cells (CD3+CD4+CD25highCD127neg) phenotype was 52 ± 4 cells per µl blood in healthy controls (Fig. 8a). A highly significant 26 ± 3 % reduction (p < 0.001) of the number of CD25highCD127neg Tregs was present in the T2D patients (Fig. 8a). While on average 8.3 ± 0.9 cells/µl blood co-expressed the regulatory transcription factor FoxP3 in healthy subjects, a significant (p = 0.016) 33 % reduction to 5.6 ± 0.4 cells/µl blood was evident in T2D patients (Fig. 8b). Further detailed analysis of the FoxP3+ cells revealed that 4.4 ± 0.4 cells/µl blood in healthy subjects also co-expressing CTLA4 while only 2.7 ± 0.3 cells/µl (p = 0.006; 38 % reduction) were CTLT4+ in T2D patients (Fig. 8c). To evaluate if the Tregs present in the blood had different transcriptional machinery associated with regulatory functions in healthy and diabetic subjects, the expression level of the transcription factor FoxP3 was determined. The results clearly demonstrate that T cells in healthy subjects have a significantly higher expression level of FoxP3 than in T2D subjects in our cohort (Fig. 8d).
When adjusted for age, sex, body mass index and smoking the results remained significant (p ≤ 0.039; Table 3), except for the expression level of FoxP3 on the CD25+CD127− cells (p = 0.29; Table 3).
Intriguingly and in sharp contrast, in adjusted analyses, the CFR was higher with reduced number of regulatory T cells (p = 0.029; Table 4). This inverse correlation was even more pronounced with highly significantly lower expression of FoxP3 in the regulatory T cells in patients with high CFR (p = 0.001; Table 4).
Taken together, this demonstrates that the number of regulatory cells is highly significantly reduced in T2D patients and that the remaining T cells show an attenuated differentiation towards a regulatory phenotype. Most importantly, high CFR was associated with low presence of regulatory T cells, suggesting that regulatory T cells might be linked to progression of cardiac complications in patients with T2D.


Discussion
In the present study we show that presence of diabetes is associated with a general T cell attenuation characterized by reduced overall T cell, Th17, IL-21R+, Treg’s and TLR4+ T cell count, while the monocyte population shows enhanced TLR4 expression. Further, our data revealed a reduced M1-like CD11c expression on our T2D cohort which was functionally associated with lower CFR. In contrast, we show for the first time in a T2D cohort increased TLR4 expression on CD8 T cells, increased Treg cell number and Treg maturation and reduced IL-21R expression on CD8 T cells to be functionally associated with impaired CFR. Even with early and multifactorial treatment, T2D patients show an enhanced incidence of cardiovascular complications. Presence of low grade systemic and local tissue inflammation is now a well-established characteristic and strong evidence exists linking vascular diabetic complications to inflammatory pathways [26]. However, to the best of our knowledge, we are the first to evaluate the relation between systemic inflammatory signature and CFR in T2D patients. These findings might provide important novel information potentially guiding future therapeutic approaches to reduce the burden of cardiovascular complications in T2D patients.
Signalling through the IL-21 receptor promotes proliferation and contributes to effector mechanisms like viral elimination and antibody switch [27]. Interestingly, our T2D cohort demonstrated a significantly reduced expression level of IL-21R on circulating T cells compared to healthy subjects. Fabrizi et al. recently demonstrated an increase of IL-21R mRNA transcripts in adipose tissue in obese compared to healthy subjects [21]. Through local regulation of IRF4, these adipose immigrating IL-21R+ T cells performed immunoregulation which reduced the activity of Treg cells in the adipose tissue fuelling the low grade inflammation [21]. These IL-21R+ T cells migrated to the obesity adipose tissue through specific chemokine patterns not identified in the study by Fabrizi et al. [21]. A similar tissue homing of IL-21R T cells in diabetic patients has previously been shown to be dependent on the activity of CCR9 for gut-homing [28]. Due to both the gut-homing (CCR9 dependent) and adipose tissue homing (undefined) the net-result in the systemic compartment will be a reciprocal decrease of IL-21R+ circulating cells which is in accordance with and strengthen our novel observations. Furthermore, we recently demonstrated in a cohort of 20 subjects at risk to develop diabetes an inverse correlation of the frequency of IL-21R+ T cells with increased body mass index [17]. Thus, our novel findings in established T2D extend our previous observations in patients at risk of developing T2D that the systemic presence of IL-21R+ CD4 T cells is reduced in obesity, pre-diabetes and T2D. Based on the Fabrizi and the McGuire data this may be a direct consequence of altered migratory patterns [21, 28]. Hence, circulating IL-21R+ T cells might act as a novel biomarker allowing identification of patients with metabolic syndromes.
Interestingly, on a CD4 subset level, a significant increase of TfH cells was observed in T2D patients with HbA1c. As these cells migrate through CXCR5, the accumulation in the systemic compartment may indicate absence of or reduced levels of local chemokine production of CXCL13. Interaction with CXCR5/CXCL13 is essential for the organization and establishment of lymphoid tissues [29]. In human visceral leishmaniasis infections reduce lymphoid tissue production of CXCL13 results in impaired B/T cell interaction leading to sub-optimal adoptive immunity [30]. Hence it is tempting to speculate that the reduced numbers of circulating T cells in our cohort may be associated with a similar mechanism.
Patients with a reduced number of systemic IL-21R+ CD8 T cells presented with a significantly lower CFR, indicative of impaired coronary microcirculation and hence a worse cardiovascular prognosis. This phenomenon was not observed on CD4+ T cell level in the cohort. Discrepancies in tissue accumulation have previously been described in viral pre-clinical models and in human HIV patients [31, 32]. With the distinct expression profile of IL-21R+ on CD4 and CD8 cells it is intriguing to speculate that IL-21R+ effector CD8 T cells rather than contributing to disease progression delivers yet to be identified signals protecting the vasculature in T2D. IL-21 and IL-21R inhibition has been frequently debated in the literature, where both higher and lower levels have been linked to atherosclerosis [33]. Our novel finding with impaired CFR in patients with a reduced number of circulating CD8-IL21R+ T cells add additional important knowledge currently lacking in the understanding of the cardiovascular complications associated with T2D potentially aiding in the contradictory data around IL-21 in vasculature complications. Consequently, low IL-21R on circulating CD8 T cells may be considered to be a good biomarker to identify patients with increased risk of having impaired CFR.
M1 macrophages have been linked to low-grade inflammation, insulin resistance and weight gain [34]. Tissue recruited monocytes differentiate into an M1 macrophage phenotype and their accumulation leads to an imbalance between M1 and M2 macrophages locally in the tissue [34]. Increased pro-inflammatory cytokine production from M1 macrophages and/or reduced anti-inflammatory signals from the M2 macrophages promote adipose tissue dysfunction and impairs glucose tolerance in the early stages of diabetes [1]. In contrast, in late-stage established diabetes the macrophages exhibit a polarization profile closely associated with remodelling M2-like macrophages in mice [18, 20]. This disease-dependent maturation and polarization of the inflammatory response may directly contribute to the excessive tissue fibrosis which is the hallmark of diabetic complications [18, 35]. Herein we now extend our previous pre-clinical observations and demonstrate that macrophages associated with pro-inflammation (M1-like) are significantly reduced in circulation also in clinical samples from T2D patients. The pro-inflammatory M1-like cells may have accumulated in adipose and skeletal muscle contributing to the insulin resistance resulting in a reciprocal loss in the systemic compartment [36]. The observation that the remaining peripheral monocytes in patients with reduced CFR show lower expression of CD11c, i.e. classical M1-like monocytes, is intriguing. These cells are associated with production of pro-inflammatory cytokines but not with repair and remodelling mechanisms [37]. Further, CD11c on monocytes has been shown essential for monocyte adherence and migration into atherosclerotic plaques in pre-clinical models [38]. The discrepancies between the pre-clinical macrovascular diseases and the clinical microvascular disorder could be due to analyses in different disease segments and at different locations. With our demonstration that the overall M1-like monocytes are reduced in number, but the remaining monocytes express elevated CD11c indicates that low CD11c expression could be used as a functional biomarker to identify patients with impaired CFR.
Regulatory T cells control adaptive immune responses by suppressing T cells, NK cells, NKT cells, B cells and dendritic cells [39]. Regulatory T cells and subsets of CD4+ Th2 cells are known to secrete anti-inflammatory and homeostatic cytokines with the ability to inhibit and modulate macrophage recruitment and activation state [40]. Previous studies have shown that in obese adipose tissue, the regulatory T cells were diminished leaving these patients at risk to progress into diabetes [41]. In line with this, we demonstrate that the number of circulating regulatory cells is reduced in patients with T2D compared to healthy controls. Further, the remaining T cells showed an attenuated differentiation towards a regulatory phenotype. Similar reductions have been described in other chronic diseases often associated with immune deficiency (e.g. HIV) where it is strongly associated with a poor prognosis and active progression of disease development [42].
Transforming growth factor beta (TGF-β) is a crucial pleiotropic cytokine associated with the development of Tregs and Th17 cells [43]. In our cohort of patients with T2D, we showed a reduction of both Tregs and Th17. This suggests that neither the pro-inflammatory Th17 nor the regulatory Tregs may be suitable functional biomarkers of T2D as they are both down-regulated in the same disease stage. In sharp contrast, they may be good disease and functional biomarkers for coronary diabetic complications as they both are strongly associated with impaired coronary microcirculation. Most interestingly, enhanced numbers of Tregs as well as the elevated expression level of FoxP3 on the regulatory T cells was associated with impaired coronary microcirculation in our cohort. TGF-β promotes tissue remodelling and is highly associated with the development of Tregs [44]. In healthy subjects this is in balance; accordingly, injury induces a pro-inflammatory response which after a short period is turned down by locally produced TGF-β that promotes Tregs leading to repair [44]. In contrast, in patients with chronic disease excessive TGF-β is produced in the “termination phase”. This leads to polarization towards M2-like macrophages, tissue remodelling, stiffening of tissues and in the end of this cascade to atherosclerosis [45]. In our T2D cohort, patients with increased Tregs had a lower CFR, indicative of impaired coronary microcirculation. Our data might suggest that augmented down-regulation is associated with excessive locally produced TGF-β leading to stiffening of the tissue. Hence, the balance is disturbed which may favour remodelling rather than normal tissue repair.
Along the same line, TLR4 expression on CD8 T cells was lower in patients with reduced CFR. This is highly interesting as TLR4 expressing lymphocytes has been described as regulators of the immune responses by providing signals that terminate pro-inflammation, while TLR4 expressing macrophages classically is known as potentiators of pro-inflammation [46]. The detrimental role of TLR4 in atherosclerosis through monocytes and macrophages is well established [47]. Our novel finding that reduced TLR4 on CD8 lymphocytes correlates to an impaired coronary microcirculation in T2D patients is a novel and potentially important finding placing immune-modulating CD8 T cells in a novel tissue protecting role. Thus, caution should be taken when considering therapies inhibiting TLR4 in vascular diabetic complications as this might risk to further worsen the coronary microcirculation by inhibiting the TLR4+CD8 T cells.
Matrougui et al. [48] elegantly showed that injections with Tregs in hypotensive mice lead to reduced macrophage activation and infiltration, lower TNFa levels and improved coronary arteriolar endothelium-dependent relaxation. Hence while Tregs may play a protective role in the development of coronary arteriolar endothelial dysfunction in hypertension, our data suggest that in chronic diabetic induced disease increased Tregs may actually correlate to impaired coronary microcirculation.
Recent findings also depict the role of inflammation and immune dysregulation on coronary microvascular function. A study, including patients with non-obstructive coronary artery disease, demonstrated an independent relationship between higher levels of soluble urokinase-type plasminogen activator receptor (suPAR), a surrogate of systemic inflammation and immune function, and lower CFR [49].
Multiple factors can be involved in impairment of CFR including hyperglycemia, insulin resistance, endothelial dysfunction and increased cardiac sympathetic activity [50]. Moreover, recent cross sectional studies have shown lower CFR to be associated with decreased aortic distensibility [51] and left ventricular diastolic dysfunction [52] in asymptomatic patients with type 2 diabetes. Treatment of diabetic hyperglycemia may improve CFR [50]. However, in a short-term (10 weeks) study, the GLP-1 analogue liraglutide did not have any significant effect on CFR (assessed by Doppler flow echocardiography) in patients with type 2 diabetes [53]. These conflicting results might be explained by short observation times and selection criteria.
Strengths and limitations
A major strength of this study is the use and combination of two advanced procedures; FACS analyses and assessment of CFR by cardiac Rb82 PET/CT (a sensitive marker of coronary microcirculation (currently considered the gold standard) [50] in a clinical relevant setting including both T2D patients and healthy controls. Despite these strengths, limitations merit considerations. As the aim of this study was hypothesis generating and thought provoking, we investigated a long series of markers. Further, due to the demanding procedures applied, the number of included participants is relatively low leading to limited power.


Conclusions
Herein we describe for the first time novel insights linking inflammatory signatures to the CFR. A pattern emerged suggesting low presence of Tregs, FoxP3 expression and TLR4+CD8 T cells together with enhanced of IL21R+ CD8 T cells and CD11c M1-like monocytes in peripheral blood to be associated with high CFR. Our data imply that low CFR seems to be associated with an attenuated inflammatory signature in combination with elevated regulatory activity. Our data provide important clues about inflammation-diabetes-CFR that may be useful when designing novel therapeutic agents filling the current unmet medical need as well as providing novel non-invasive functional biomarkers useful to identify patients at risk to develop severe T2D complications.

Authors’ contributions
BJvS conceived and designed the research, acquired the data, performed statistical analysis and wrote the first draft of the manuscript. AR conceived and designed the research, acquired the data, performed all flow cytometric analysis and wrote the first draft of the manuscript. RB made critical revision of the manuscript for key intellectual content. PR conceived and designed the research, acquired the data, handled funding and supervision and made critical revision of the manuscript for key intellectual content. PH and AK contributed to design of the study, acquired and analysed the CFR data, made critical revision of the manuscript. TWH conceived and designed the research, acquired the data, performed statistical analysis and made critical revision of the manuscript for key intellectual content. All authors read and approved the final manuscript.
Acknowledgements
The authors thank Bodil Bosmann Jørgensen, Søren Refsgaard Lindskog and Helena Cucak for excellent technical assistance with the flow cytometric analysis.

Competing interests
Steno Diabetes Center, where BJvS, PR and TWH are employed, receives part of its core funding from unrestricted grants from Novo Nordisk Foundation and Novo Nordisk, and is owned by Novo Nordisk. BJvS reports having given lectures for Novo Nordisk, all fees given to Steno Diabetes Center. AR and RB are employees of Novo Nordisk A/S. PR reports having given lectures for Novo Nordisk, all fees given to Steno Diabetes Center, and has equity interest in Novo Nordisk.



                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Kraakman MJ, Murphy AJ, Jandeleit-Dahm K, Kammoun HL. Macrophage polarization in obesity and type 2 diabetes: weighing down our understanding of macrophage function? Front Immunol. 2014;5:470.CrossRefPubMedPubMedCentral

2.
Donath MY, Shoelson SE. Type 2 diabetes as an inflammatory disease. Nat Rev Immunol. 2011;11(2):98–107.CrossRefPubMed

3.
Wellen KE, Hotamisligil GS. Inflammation, stress, and diabetes. J Clin Invest. 2005;115(5):1111–9.CrossRefPubMedPubMedCentral

4.
Pradhan AD, Manson JE, Rifai N, Buring JE, Ridker PM. C-reactive protein, interleukin 6, and risk of developing type 2 diabetes mellitus. JAMA. 2001;286(3):327–34.CrossRefPubMed

5.
Mirza S, Hossain M, Mathews C, Martinez P, Pino P, Gay JL, et al. Type 2-diabetes is associated with elevated levels of TNF-alpha, IL-6 and adiponectin and low levels of leptin in a population of Mexican Americans: a cross-sectional study. Cytokine. 2012;57(1):136–42.CrossRefPubMedPubMedCentral

6.
Grundy SM, Benjamin IJ, Burke GL, Chait A, Eckel RH, Howard BV, et al. Diabetes and cardiovascular disease: a statement for healthcare professionals from the American Heart Association. Circulation. 1999;100(10):1134–46.CrossRefPubMed

7.
Libby P. Inflammation in atherosclerosis. Nature. 2002;420(6917):868–74.CrossRefPubMed

8.
Murthy VL, Naya M, Foster CR, Gaber M, Hainer J, Klein J, et al. Association between coronary vascular dysfunction and cardiac mortality in patients with and without diabetes mellitus. Circulation. 2012;126(15):1858–68.CrossRefPubMedPubMedCentral

9.
Parrish-Novak J, Dillon SR, Nelson A, Hammond A, Sprecher C, Gross JA, et al. Interleukin 21 and its receptor are involved in NK cell expansion and regulation of lymphocyte function. Nature. 2000;408(6808):57–63.CrossRefPubMed

10.
Deenick EK, Tangye SG. Autoimmunity: IL-21: a new player in Th17-cell differentiation. Immunol Cell Biol. 2007;85(7):503–5.CrossRefPubMed

11.
Beutler B, Hoebe K, Du X, Ulevitch RJ. How we detect microbes and respond to them: the Toll-like receptors and their transducers. J Leukoc Biol. 2003;74(4):479–85.CrossRefPubMed

12.
Caramalho I, Lopes-Carvalho T, Ostler D, Zelenay S, Haury M, Demengeot J. Regulatory T cells selectively express toll-like receptors and are activated by lipopolysaccharide. J Exp Med. 2003;197(4):403–11.CrossRefPubMedPubMedCentral

13.
Liu G, Zhao Y. Toll-like receptors and immune regulation: their direct and indirect modulation on regulatory CD4+CD25+T cells. Immunology. 2007;122(2):149–56.CrossRefPubMedPubMedCentral

14.
von Scholten BJ, Hasbak P, Christensen TE, Ghotbi AA, Kjaer A, Rossing P, et al. Cardiac Rb PET/CT for fast and non-invasive assessment of microvascular function and structure in asymptomatic patients with type 2 diabetes. Diabetologia. 2015;59(2):371–8.CrossRef

15.
Hagemann CE, Ghotbi AA, Kjaer A, Hasbak P. Quantitative myocardial blood flow with Rubidium-82 PET: a clinical perspective. Am J Nuclear Med Mol Imaging. 2015;5(5):457–68.

16.
Rimmele T, Kaynar AM, McLaughlin JN, Bishop JV, Fedorchak MV, Chuasuwan A, et al. Leukocyte capture and modulation of cell-mediated immunity during human sepsis: an ex vivo study. Crit Care. 2013;17(2):R59.CrossRefPubMedPubMedCentral

17.
Cucak H, Vistisen D, Witte D, Philipsen A, Rosendahl A. Reduction of specific circulating lymphocyte populations with metabolic risk factors in patients at risk to develop type 2 diabetes. PLoS One. 2014;9(9):e107140.CrossRefPubMedPubMedCentral

18.
Cucak H, Grunnet LG, Rosendahl A. Accumulation of M1-like macrophages in type 2 diabetic islets is followed by a systemic shift in macrophage polarization. J Leukoc Biol. 2014;95(1):149–60.CrossRefPubMed

19.
Skrzeczynska-Moncznik J, Bzowska M, Loseke S, Grage-Griebenow E, Zembala M, Pryjma J. Peripheral blood CD14 high CD16+ monocytes are main producers of IL-10. Scand J Immunol. 2008;67(2):152–9.CrossRefPubMed

20.
Thomsen LRA. Polarization of Macrophages in Metabolic Diseases. J Clin Cellular Immunol. 2015;6(313).

21.
Fabrizi M, Marchetti V, Mavilio M, Marino A, Casagrande V, Cavalera M, et al. IL-21 is a major negative regulator of IRF4-dependent lipolysis affecting Tregs in adipose tissue and systemic insulin sensitivity. Diabetes. 2014;63(6):2086–96.CrossRefPubMed

22.
Gonzalez-Navajas JM, Fine S, Law J, Datta SK, Nguyen KP, Yu M, et al. TLR4 signaling in effector CD4+ T cells regulates TCR activation and experimental colitis in mice. J Clin Invest. 2010;120(2):570–81.CrossRefPubMedPubMedCentral

23.
Zanin-Zhorov A, Cohen IR. Signaling via TLR2 and TLR4 directly down-regulates T cell effector functions: the regulatory face of danger signals. Front Immunol. 2013;4:211.CrossRefPubMedPubMedCentral

24.
Cucak H, Mayer C, Tonnesen M, Thomsen LH, Grunnet LG, Rosendahl A. Macrophage contact dependent and independent TLR4 mechanisms induce beta-cell dysfunction and apoptosis in a mouse model of type 2 diabetes. PLoS One. 2014;9(3):e90685.CrossRefPubMedPubMedCentral

25.
Franks AL, Slansky JE. Multiple associations between a broad spectrum of autoimmune diseases, chronic inflammatory diseases and cancer. Anticancer Res. 2012;32(4):1119–36.PubMedPubMedCentral

26.
Hartge MM, Unger T, Kintscher U. The endothelium and vascular inflammation in diabetes. Diabetes Vasc Dis Res. 2007;4(2):84–8.CrossRef

27.
Spolski R, Leonard WJ. Interleukin-21: a double-edged sword with therapeutic potential. Nat Rev Drug Discov. 2014;13(5):379–95.CrossRefPubMed

28.
McGuire HM, Vogelzang A, Ma CS, Hughes WE, Silveira PA, Tangye SG, et al. A subset of interleukin-21+ chemokine receptor CCR9+ T helper cells target accessory organs of the digestive system in autoimmunity. Immunity. 2011;34(4):602–15.CrossRefPubMed

29.
Ansel KM, Ngo VN, Hyman PL, Luther SA, Forster R, Sedgwick JD, et al. A chemokine-driven positive feedback loop organizes lymphoid follicles. Nature. 2000;406(6793):309–14.CrossRefPubMed

30.
Silva JS, Andrade AC, Santana CC, Santos LQ, Oliveira CI, Veras PS, et al. Low CXCL13 expression, splenic lymphoid tissue atrophy and germinal center disruption in severe canine visceral leishmaniasis. PLoS One. 2012;7(1):e29103.CrossRefPubMedPubMedCentral

31.
Rankin AL, Guay H, Herber D, Bertino SA, Duzanski TA, Carrier Y, et al. IL-21 receptor is required for the systemic accumulation of activated B and T lymphocytes in MRL/MpJ-Fas(lpr/lpr)/J mice. J Immunol. 2012;188(4):1656–67.CrossRefPubMedPubMedCentral

32.
Parmigiani A, Alcaide ML, Freguja R, Pallikkuth S, Frasca D, Fischl MA, et al. Impaired antibody response to influenza vaccine in HIV-infected and uninfected aging women is associated with immune activation and inflammation. PLoS ONE. 2013;8(11):e79816.CrossRefPubMedPubMedCentral

33.
Erbel C, Dengler TJ, Wangler S, Lasitschka F, Bea F, Wambsganss N, et al. Expression of IL-17A in human atherosclerotic lesions is associated with increased inflammation and plaque vulnerability. Basic Res Cardiol. 2011;106(1):125–34.CrossRefPubMed

34.
Heilbronn LK, Campbell LV. Adipose tissue macrophages, low grade inflammation and insulin resistance in human obesity. Curr Pharm Des. 2008;14(12):1225–30.CrossRefPubMed

35.
Cucak H. Nielsen Fink L, Hojgaard Pedersen M, Rosendahl A. Enalapril treatment increases T cell number and promotes polarization towards M1-like macrophages locally in diabetic nephropathy. Int Immunopharmacol. 2015;25(1):30–42.CrossRefPubMed

36.
Pillon NJ, Bilan PJ, Fink LN, Klip A. Cross-talk between skeletal muscle and immune cells: muscle-derived mediators and metabolic implications. Am J Physiol Endocrinol Metab. 2013;304(5):E453–65.CrossRefPubMed

37.
Wentworth JM, Naselli G, Brown WA, Doyle L, Phipson B, Smyth GK, et al. Pro-inflammatory CD11c+ CD206+ adipose tissue macrophages are associated with insulin resistance in human obesity. Diabetes. 2010;59(7):1648–56.CrossRefPubMedPubMedCentral

38.
Wu H, Gower RM, Wang H, Perrard XY, Ma R, Bullard DC, et al. Functional role of CD11c + monocytes in atherogenesis associated with hypercholesterolemia. Circulation. 2009;119(20):2708–17.CrossRefPubMedPubMedCentral

39.
Sakaguchi S, Yamaguchi T, Nomura T, Ono M. Regulatory T cells and immune tolerance. Cell. 2008;133(5):775–87.CrossRefPubMed

40.
Wu CC, Sytwu HK, Lu KC, Lin YF. Role of T cells in type 2 diabetic nephropathy. Exp Diabetes Res. 2011;2011:514738.CrossRefPubMedPubMedCentral

41.
Nishimura S, Manabe I, Nagasaki M, Eto K, Yamashita H, Ohsugi M, et al. CD8+ effector T cells contribute to macrophage recruitment and adipose tissue inflammation in obesity. Nat Med. 2009;15(8):914–20.CrossRefPubMed

42.
Dejaco C, Duftner C, Grubeck-Loebenstein B, Schirmer M. Imbalance of regulatory T cells in human autoimmune diseases. Immunology. 2006;117(3):289–300.CrossRefPubMedPubMedCentral

43.
Sallusto F, Lanzavecchia A. Heterogeneity of CD4+ memory T cells: functional modules for tailored immunity. Eur J Immunol. 2009;39(8):2076–82.CrossRefPubMed

44.
Wan YY, Flavell RA. ‘Yin-Yang’ functions of transforming growth factor-beta and T regulatory cells in immune regulation. Immunol Rev. 2007;220:199–213.CrossRefPubMedPubMedCentral

45.
Hirata Y, Tabata M, Kurobe H, Motoki T, Akaike M, Nishio C, et al. Coronary atherosclerosis is associated with macrophage polarization in epicardial adipose tissue. J Am Coll Cardiol. 2011;58(3):248–55.CrossRefPubMed

46.
West AP, Koblansky AA, Ghosh S. Recognition and signaling by toll-like receptors. Annu Rev Cell Dev Biol. 2006;22:409–37.CrossRefPubMed

47.
Li H, Sun B. Toll-like receptor 4 in atherosclerosis. J Cell Mol Med. 2007;11(1):88–95.CrossRefPubMedPubMedCentral

48.
Matrougui K, Abd Elmageed Z, Kassan M, Choi S, Nair D, Gonzalez-Villalobos RA, et al. Natural regulatory T cells control coronary arteriolar endothelial dysfunction in hypertensive mice. Am J Pathol. 2011;178(1):434–41.CrossRefPubMedPubMedCentral

49.
Mekonnen G, Corban MT, Hung OY, Eshtehardi P, Eapen DJ, Al-Kassem H, et al. Plasma soluble urokinase-type plasminogen activator receptor level is independently associated with coronary microvascular function in patients with non-obstructive coronary artery disease. Atherosclerosis. 2015;239(1):55–60.CrossRefPubMed

50.
Huang R, Abdelmoneim SS, Nhola LF, Basu R, Basu A, Mulvagh SL. Relationship between glycosylated hemoglobin A1c and coronary flow reserve in patients with type 2 diabetes mellitus. Expert Rev Cardiovasc Ther. 2015;13(4):445–53.CrossRefPubMed

51.
Yuksel Kalkan G, Gur M, Eksi Haydardedeoglu F, Kirim S, Baykan AO, Kuloglu O, et al. The association between aortic distensibility and coronary flow reserve in newly diagnosed diabetic patients. Echocardiography. 2015;32(2):205–12.CrossRefPubMed

52.
Kawata T, Daimon M, Miyazaki S, Ichikawa R, Maruyama M, Chiang SJ, et al. Coronary microvascular function is independently associated with left ventricular filling pressure in patients with type 2 diabetes mellitus. Cardiovasc Diabetol. 2015;14:98.CrossRefPubMedPubMedCentral

53.
Faber R, Zander M, Pena A, Michelsen MM, Mygind ND, Prescott E. Effect of the glucagon-like peptide-1 analogue liraglutide on coronary microvascular function in patients with type 2 diabetes—a randomized, single-blinded, cross-over pilot study. Cardiovasc Diabetol. 2015;14:41.CrossRefPubMedPubMedCentral




OEBPS/A12933_2016_378_Fig5_HTML.gif
o CD68-CD11c (MFI)

CD14+CD16+ CD11c (MFI)

80000

60000

40000

20000

150000

100000

50000-

120

ns

Healthy

Healthy

CD14+CD16- CD11c (MFI) &

CD14dimCD16+ CD1c (MFI) Q-

60000-

40000:

20000-

200000

150000-

100000-

50000

ns

120 Healthy

p=0.0290

20 Healthy





OEBPS/sidebar.gif





OEBPS/A12933_2016_378_Fig8_HTML.gif
Treg CD25+CD127- (cell / ul) ®

Treg CD25+CD127-FoxP3+CTLA4+ ©

o

CD25

20 Healthy

o

ul)

Treg CD25+CD127-FoxP3
(cel

p=0.016

b

20

d
600
= a0
%
@
3 200
A
ol
20 Healthy 0 Healthy
Regulatory T cells
Regulatory T cells (CD3+CD4+CD25+CD127-FoXP3+CTLAG+)
(CD3+CDA+CD25+CD127-) 5
b
<
3
2
5]

Regulatory T cells

*(CD3+CDA4+CD25+CD127-
FoxP3+)

CD127

FoxP3





OEBPS/A12933_2016_378_Fig2_HTML.gif
b 1000

@ 4000
ns.
3 oo g oo
s 3
2 oo 600
: - 8w
] g
2 200 g w0
8
o Diabetic Healthy
B Heathy
p=0.039 p=0.0314
c = d s
. .
“
3 g °®
s H
2 = s
= B
NEY =
E E
LTy 2
0 0
20 Healiny 0 Hoalthy
e

©D19 /1 blood






OEBPS/contact.gif





OEBPS/A12933_2016_378_Fig4_HTML.gif
Healthy

Healthy

T20

™

a 8 § & ° ®©sg 3 g g °

(1n /51190) 596eYAOIOEN -9LAD+PLAD  (in /511e0) saBeudoIoB +94OWIPHLAD

Healthy
a
Healthy

ns

20
20

©g 5 8 8 ° 0% %8 8 8 ¢
(in / s1190) sebeydossep +91.02+71AD

(in/ sne2) seBeydoioew 890





OEBPS/A12933_2016_378_Fig3_HTML.gif
068

€D14CD16

CD1497CD16*

CD14*CD16*

N

Relative count
2

D68

D16
W wt

W

CD14#7CD16"

conecote:

0 w* W et
014
3
g
&
&
&
co11c Isotype
g &
[
S
[
co11c Isotype
P &
& &
® &
#
o #
Coite Isotype
8 3
bS 3
ps g
S k3
CD11c Isotype





OEBPS/A12933_2016_378_Fig7_HTML.gif
300
a b 400
£ 200 g 300
: H
200
o ]
é 100 4 E e’ a
Uaizsesssst e G 100 @ PR
s
o o
20 Health —
eatihy T20 Healthy
800,
C 200 ns d 0298
—_ s
= £
T 150 e Y
2 s
3 % 400
% 100 B
o 2
8 20
3 S
S 50
ol
0 Hoalthy
T20 Healthy
e
TLRa* TLRa*
Beells 4T cells
g 5 |®
3 8
TLR4 TLR4
n i TIRG
LR 08 T cell
monocytes | ’
@
2
8 @ S,
IS}

TLR4 TLR4





OEBPS/A12933_2016_378_Fig6_HTML.gif
400

300

200

100.

CD4IL21R (MF1)

C 500
00
300
200

100

co19

co68

o4

co8

Healthy

Healthy

CD8IL21R (VFI)

a

COES-IL21R (MFI)

o

0017

Healthy

Healthy

I21R

Tsotype

121k

Tsotype

A

121k

Isotype

A

Isotype





OEBPS/A12933_2016_378_Fig1_HTML.gif
10*

CCR6
W

CD25

9 102

D8 Teells

2
cp3

Th7-cells

TiHcells

CTLA4

Tregcells

FoxP3





