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ABSTRACT: A number of genes on human chromosome 20 have been implicated in susceptibility to diabetic retinopathy
(DR) in type 2 diabetes (T2D) patients. This study investigated the association between genetic variants on chromosome 20
and DR development in T2D patients in a Taiwanese population. Unrelated subjects with T2D, without DR (n = 575) and
with DR (n = 174), were genotyped for single nucleotide polymorphisms (SNPs) using Illumina BeadChips and genotypes
compared between these 2 groups. Seven SNPs on chromosome 20 demonstrated associations with DR, with p-values <

1× 10−6. After controlling for diabetic duration and haemoglobin A1C, rs761207 and rs6031415, in junctophilin 2 (JPH2),
remained associated to DR and increased the risk for DR development 1.43-fold (95% confidence interval (CI) = 1.04–
1.98) and 1.42-fold (95% CI = 1.02–1.97), respectively. These SNPs were also associated with non-proliferative DR. The
results implicate that genetic variants of JPH2 are associated with the pathogenesis of DR, particularly in the earlier non-
proliferative phase. Given that JPH2 is an essential regulator of calcium flux and that vascular endothelial growth factor,
which has previously been implicated in DR, is a mediator of calcium entry, calcium release, and endothelial permeability,
our finding indicates that JPH2 is a plausible new candidate gene for DR development.
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INTRODUCTION

Diabetes mellitus (DM) is a metabolic disorder that
has reached epidemic proportions worldwide, and its
incidence is increasing rapidly. Over 95% of DM
cases are attributed to type 2 diabetes mellitus (T2D),
which is characterized by abnormal hepatic glucose
output, insulin resistance, and impaired insulin pro-
duction1. Genetic factors are also thought to strongly
influence the development of T2D2.

The severe complications of diabetes mostly in-
volve macro- and micro-vascular disease. Diabetic

retinopathy (DR) is the most common micro-vascular
complication of diabetes and is a leading cause of
blindness in working-age individuals3–5. DR involves
2 stages, viz., an earlier non-proliferative (NPDR) and
a later proliferative retinopathy (PDR) stage. In PDR,
new, abnormal vessels develop in the retina and lead to
neovascularization within the retina and vitreous gel.

Previous studies indicate that there are many risk
factors for the development of DR, which include poor
glycaemic control, longer diabetic duration, hyperten-
sion, hyperlipidemia, and albuminuria6–10. Although
the underlying mechanisms of DR have not been
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Fig. 1 Potential candidate genes for diabetic retinopathy
on the long arm of chromosome 20. These include E2F1,
ASIP, TGM2, KCNS1, and HNH4A. In this study, JPH2 was
implicated in the pathogenesis of diabetic retinopathy.

clarified, the pathogenesis of the condition is believed
to be complex and multifactorial. In addition, there is
increasing evidence implicating genetic factors in the
susceptibility to DR, which are independent of known
risk factors, and which may contribute to variation in
the onset and severity of DR11–13.

To date, genome-wide linkage studies have sug-
gested the presence of potential candidate genes for
DR on the long arm of chromosome 2014. Moreover
(Fig. 1), the genes KCNS1 (encoding the potassium
voltage-gated channel, delayed-rectifier, subfamily S,
member 1), on chromosome 20q13.12, and TGM2
(encoding transglutaminase 2), on the chromosome
20q11.23, are known to be involved in retinal biology
or retinal disease15, 16. Other genes in the region,
including E2F1 (encoding E2F transcription factor 1),
ASIP (encoding agouti signalling protein), on chro-
mosome 20q11.22, and HNF4A (encoding hepatocyte
nuclear factor-4), located on chromosome 20q13.12
and which has been implicated in type 1 maturity-
onset diabetes of the young, may be associated with
various aspects of insulin resistance or T2D17, 18. In
addition, the putative non-insulin-dependent diabetes
mellitus 3 (NIDDM 3) locus has also been mapped to
chromosome 20q12-13.119–21.

Given that so much evidence indicates the pres-
ence of more than one DR susceptibility gene on
chromosome 2019, 22, we assessed whether chromo-
some 20 was also associated with DR development in
T2D Taiwanese subjects.

MATERIALS AND METHODS

Subjects

Subjects in this study were recruited from the China
Medical University Hospital (CMUH), Taichung, Tai-
wan. The study was approved by the CMUH in-
stitutional review board, and informed consent was

obtained from all participants in the study. In total,
749 unrelated individuals, over the age of 20 years,
with T2D were recruited for the study. Subjects were
diagnosed using the American Diabetic Association
Criteria and individuals with type 1 diabetes, ges-
tational diabetes, or maturity-onset diabetes of the
young, were excluded.

All T2D subjects underwent a complete ophthal-
mologic examination, including corrected visual acu-
ity, fundoscopic examination, and fundus photogra-
phy. Retinopathy status was obtained from the treating
ophthalmologist and graded according to the scales
for severity of clinical diabetic retinopathy proposed
by the American Academy of Ophthalmology23. A
detailed questionnaire was designed to collect infor-
mation regarding gender, age at diagnosis of diabetes,
and ocular history. For each subject, systolic and di-
astolic blood pressure, waist and hip circumferences,
body mass index, and haemoglobin A1C (HbA1c)
levels were determined.

DNA extraction and genotyping

Genomic DNA was extracted from peripheral blood
mononuclear cells using a PUREGENE DNA isola-
tion kit (Gentra Systems, Minneapolis, MN, USA)
according to the manufacturer’s instructions. Geno-
typing, using Illumina HumanHap550-Duo Bead-
Chips (San Diego, CA, USA), was performed by
deCODE genetics, Inc., Reykjavı́k, Iceland. The
HumanHap550-Duo BeadChip contained roughly
14 269 SNPs located on chromosome 20, which
were selected based on a novel tag SNP approach.
Genotype calling was performed using the standard
procedure implemented in BeadStudio, with default
parameters suggested by the platform manufacturer.

Quality control of the genotype data was per-
formed by examining several summary statistics. The
total successful call rate and minor allele frequency
in the study group were also calculated for each
SNP. SNPs were excluded if they showed one of
the following: (i) no polymorphism; (ii) a total call
rate of < 95%; or (iii) a minor allele frequency of <
5%. Genotyping validation was performed using the
Sequenom iPLEX assay (SEQUENOM MassARRAY
system, Sequenom, San Diego, CA, USA).

Statistical analysis

Diabetic retinopathy association analysis was carried
out to compare allele frequency and genotype distri-
bution between subjects with and without DR, using
three single-point methods: genotype (chi squared
test or Fisher’s exact test), allele (chi squared test or
Fisher’s exact test), and trend (Cochran-Armitage test)
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Table 1 Summary of SNPs associated with diabetic retinopathy in type 2 diabetes.

dbSNP ID Chromo- Position Related gene Risk allelea Risk allele frequency p-valueb − log10(p)
some (bases) (non-risk allele) (with DR/without DR) (best model)

rs761207 20q 42 192 248 JPH2 A(G) 0.25/0.18 4.60× 10−7 (A) 6.34
rs6031415 20q 42 202 723 JPH2 A(G) 0.24/0.17 2.24× 10−7 (T) 6.65
rs761206 20q 42 208 871 JPH2 A(C) 0.16/0.12 9.57× 10−7 (T) 6.02
rs6013574 20q 50 996 467 near TSHZ2 T(C) 0.08/0.06 7.95× 10−8 (A) 7.10
rs6097170 20q 51 002 357 near TSHZ2 G(A) 0.09/0.06 8.22× 10−8 (T) 7.09
rs715064 20q 59 084 122 near LOC100506470 C(T) 0.11/0.07 3.03× 10−10 (T) 9.52
rs3746780 20q 60 811 731 NTSR1 C(T) 0.07/0.05 6.54× 10−7 (T) 6.18

a Risk allele: the allele with higher frequency in subjects with DR compared with subjects without DR.
b p-value of the most significant statistic obtained from these 3 models: genotype (G), allele (A), and trend (T) models.

models for each SNP. The most significant test statis-
tic obtained from these 3 models was selected. SNPs
with p-values < 10−6 (α = 0.05/14 269× 3, SNPs on
the chromosome 20 times 3 models), established as a
cut-off by the Bonferroni correction for multiple com-
parison, were considered to be significantly associated
with the DR.

Characteristics and clinical data of subjects with
and without DR were compared by Student’s t-test,
for continuous variables, and by chi squared test, for
categorical variables. Odds ratios (ORs) and 95%
confidence intervals (CIs) were determined by multi-
ple logistic regression and were adjusted for diabetes
duration and HbA1c level. Statistical analysis was
done using the statistical package for the social sci-
ences software package, v18.0 (SPSS Inc., Chicago,
IL, USA). Linkage disequilibrium analysis (D′ and
r2) between any two loci were performed using the
HAPLOVIEW program, v4.124. D′ and r2 are the two
most common measures of linkage disequilibrium. D′

is determined by dividing the coefficient of linkage
disequilibrium (D) by its maximum possible value,
given the allele frequencies at the two loci; r2 is equal
to D2 divided by the product of the allele frequencies
at the two loci.

RESULTS

Characteristics and clinical profiles of the study
subjects

Of the 749 T2D subjects enrolled in the study, 174
subjects were diagnosed with DR; 102 of these (59%)
had non-proliferative diabetic retinopathy (NPDR)
and 72 (41%) had proliferative diabetic retinopathy
(PDR). The mean age at diagnosis of T2D of the
subjects was 50.2± 9.2 years in patients without a di-
agnosis of DR, and 47.7± 9.3 years in those with DR
(p < 0.01). The mean duration of diabetes in subjects
without DR was 8.3± 6.5 years, but 14.8± 8.3 years
in those with DR (p < 0.001). The mean HbA1c level

of the subjects without DR was 7.7± 1.4%, and that
in subjects with DR was 8.3± 6.5% (p < 0.001)25.

DR-associated SNPs on chromosome 20

The DR-associated SNPs were selected from those on
chromosome 20 showing −log10(p-value) > 6 under
the most significant test statistic obtained from any
of the 3 statistical models. As shown in Table 1, of
the approximately 14 269 SNPs on chromosome 20,
7 SNPs reached this threshold; these SNPs were
all located on the long arm (q arm) of chromo-
some 20. The SNP showing the strongest associ-
ation with DR (rs715064) was located on chromo-
some 20q.13.33 [−log10(p-value) = 9.52]. This SNP
is located in an intergenic region near hypothetical
protein LOC100506470. Another 6 associated SNPs
(rs761207, rs6031415, and rs761206) are located in
the JPH2 (junctophilin 2) gene, while SNP rs3746780
is located in the NTSR1 (neurotensin receptor 1) gene.
SNPs rs6013574 and rs6097170 are both located in
an intergenic region near TSHZ2 (teashirt zinc finger
homeobox 2) gene. The genotypic frequency of
susceptibility-associated SNPs in T2D subjects with
DR and without DR is presented in Table 2.

Association of DR-associated SNPs adjustment for
diabetes duration and HbA1c levels

As DR can vary with the duration of diabetes and the
status of glycaemic control, multiple logistic regres-
sion analysis of DR susceptibility-associated SNPs
was performed in subjects with and without DR, after
controlling for the diabetes duration and HbA1c levels
(Table 3). After this adjustment, two SNPs in the
JPH2 gene remained significantly associated with DR
under the trend model. The risk allele A of rs761207
was associated with a 1.43-fold increase in DR risk
(OR, 1.43; 95% CI, 1.04–1.98), while the risk allele A
of rs6031415 was associated with a 1.42-fold increase
in DR risk (OR, 1.42; 95% CI, 1.02–1.97).
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Table 2 Genotypic frequency of susceptibility-associated SNPs in type 2 diabetes subjects with retinopathy and without
retinopathy.

dbSNP ID Related gene Risk allele SNP allele Subjects Genotypic frequency

(non-risk allele) 1/2 1/1 1/2 2/2

rs761207 JPH2 A(G) A/G DR 12 (6.9) 62 (35.6) 100 (57.5)
without DR 17 (3.0) 171 (29.9) 384 (67.1)

rs6031415 JPH2 A(G) A/G DR 11 (6.3) 61 (35.1) 102 (58.6)
without DR 14 (2.4) 169 (29.5) 390 (68.1)

rs761206 JPH2 A(C) A/C DR 5 (2.9) 45 (25.9) 124 (71.3)
without DR 6 (1.0) 121 (21.2) 445 (77.8)

rs6013574 near TSHZ2 T(C) T/C DR 3 (1.7) 22 (12.6) 149 (85.6)
without DR 0 (0) 66 (11.5) 507 (88.5)

rs6097170 near TSHZ2 G(A) G/A DR 3 (1.7) 24 (13.8) 147 (84.5)
without DR 0 (0) 66 (11.5) 507 (88.5)

rs715064 near LOC100506470 C(T) C/T DR 1 (0.6) 36 (20.7) 137 (78.7)
without DR 2 (0.3) 81 (14.1) 491 (85.5)

rs3746780 NTSR1 C(T) C/T DR 1 (0.6) 22 (12.6) 151 (86.8)
without DR 0 (0) 58 (10.1) 515 (89.9)

Table 3 Adjusted odds ratios of diabetic retinopathy susceptibility-associated SNPs in type 2 diabetic subjects, under an
adjusted additive genetic model.

Nearest gene dbSNP ID Risk allele T2D subjects

(non-risk allele) With DR vs. without DR With NPDR vs. without DR With PDR vs. without DR

aORa (95%CI) p valueb aOR (95%CI) p value aOR (95%CI) p value

JPH2 rs761207 A(G) 1.43 (1.04–1.98) 0.029 1.55 (1.05–2.28) 0.029 1.43 (0.91–2.25) 0.121
JPH2 rs6031415 A(G) 1.42 (1.02–1.97) 0.039 1.59 (1.07–2.38) 0.023 1.36 (0.85–2.16) 0.197
JPH2 rs761206 A(C) 1.37 (0.96–2.01) 0.113 1.52 (0.97–2.41) 0.069 1.27 (0.73–2.21) 0.408
TSHZ2 rs6013574 T(C) 1.40 (0.83–2.38) 0.212 1.65 (0.91–3.02) 0.101 1.07 (0.48–2.40) 0.864
TSHZ2 rs6097170 G(A) 1.49 (0.88–2.51) 0.140 1.79 (0.99–3.22) 0.054 1.07 (0.48–2.40) 0.864
LOC100506470 rs715064 C(T) 1.50 (0.94–2.41) 0.092 1.93 (1.13–3.30) 0.016 1.09 (0.54–2.22) 0.809
NTSR1 rs3746780 C(T) 1.23 (0.70–2.19) 0.474 1.08 (0.52–2.23) 0.844 1.42 (0.67–3.04) 0.361

a aOR: Adjusted odds ratio after controlling diabetic duration and HbA1c.
b Adjusted p-values after controlling diabetic duration and HbA1c.

Association of DR-associated SNPs in DR subjects
with non-proliferative DR or proliferative DR

We subsequently classified the T2D subjects with DR
into NPDR and PDR, according to the DR severity
scales (Table 3). We used the same trend model
to analyse the DR susceptibility-associated SNPs in
subjects with NPDR versus those without DR, or with
PDR versus those without DR. The results showed
that 3 SNPs significantly associated with DR in the
NPDR group, but none did so in the PDR group. Two
of the significant SNPs were those associated with DR
per se above, located in the JPH2 gene, while one was
located in an intergenic region near the hypothetical
protein LOC100506470. In the NPDR group, the risk
alleles (A in both cases) of rs761207 and rs6031415 in
JPH2 were associated with a 1.55-fold (95% CI, 1.05–
2.28) and 1.59-fold (95% CI, 1.07–2.38) increase, and
the risk allele C of rs715064, near LOC100506470,
was associated with 1.93-fold (95% CI, 1.13–3.30)
increase.

Haplotype analysis of SNPs in the JPH2 gene

Subsequently, we performed haplotypes analysis of
these 3 SNPs, rs761207, rs6031415, and rs761206,
in the JPH2 gene (Table 4). This demonstrated that
the latter 2 SNPs form a single haplotype block.
These SNPs were in strong linkage disequilibrium
with each other (D′ = 0.94; r2 = 0.558). Three JPH2
haplotypes, comprising rs6031415 and rs761206, with
frequencies of more than 1%, accounted for approxi-
mately 99% of all haplotypes in both subjects with DR
and those without DR. As shown in Table 4, the fre-
quency of the A-A haplotype (rs6031415-rs761206)
was significantly higher in subjects with DR than in
those without DR. Compared with the most com-
mon G-C haplotype, the A-A haplotype exhibited a
1.53-fold increase in DR risk (OR = 1.53, 95% CI =
1.08–2.26).

DISCUSSION

Here, we report the results of a study designed to
identify genetic variants on chromosome 20 that in-
fluence DR development in Taiwanese subjects with
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Table 4 Distribution of JPH2 haplotype frequencies in T2D
subjects with DR and without DR.

Haplotypea T2D subjects OR (95% CI)

with DR (%) without DR (%)

G-C 75.7 82.2 1.00 (reference)
A-A 15.5 11.0 1.53 (1.08–2.26)
A-C 8.4 6.2 1.46 (0.93–2.29)

a Order of SNPs comprising the JPH2 haplotypes:
rs6031415-rs761206.

T2D. We identified 7 SNPs on this chromosome
that showed significant association with DR. We also
showed, for the first time, that a strong association
exists between JPH2 and DR, particularly in the
early NPDR phase, which is independent of diabetic
duration and glycaemic control status in the multiple
logistic regression models.

SNP rs3746780 is located in a gene that encodes
NTSR1; this G-protein-coupled receptor is a high
affinity neurotensin receptor with 7 transmembrane-
spanning regions that activates a phosphatidylinositol-
calcium second messenger system26, 27. Two SNPs,
rs6013574 and rs6097170, are located in an intergenic
region near the TSHZ2 gene. TSHZ2 encodes a
Teashirt-family zinc finger protein, which is a tran-
scriptional regulator and is involved in developmental
processes28, 29. Nevertheless, these SNPs are not
significantly associated with DR after controlling for
diabetes duration and HbA1c levels; thus the role
of these genes in DR pathogenesis awaits further
clarification.

Two SNPs remained significantly associated with
DR, independent of diabetic duration and HbA1c
levels, viz., rs761207 and rs6031415; these SNPs are
both located in JPH2 on chromosome 20q13.12. JPH2
is a member of the junctophilin family and is the
predominant isoform of this protein in cardiac tissue,
but is also expressed, along with JPH1, in skeletal
muscle30. JPH2 plays a key role in the organization of
junctional membrane complexes (JMCs), which are a
common feature of all excitable cell types, by link-
ing the membrane of the endoplasmic/sarcoplasmic
reticulum to the plasma membrane; thus it mediates
cross-talk between the cell surface and intracellular
ion channels31. JPH2 is believed to keep the plasma
membrane and endoplasmic/sarcoplasmic reticulum
at a fixed distance within the JMC, which is essential
for proper Ca2+-induced Ca2+-release during cellular
signalling. Moreover, previous studies have shown
that knock-out of JPH2 in mice causes embryonic
lethality, due to the wider gap size of the JMCs and
deficient [Ca2+]i-transients in cardiomyocytes31.

Another link between Ca2+ flux and DR has
recently been noted, with the finding that vascular
endothelial growth factor (VEGF)-induced vascular
permeability is dependent on Ca2+ influx. Diabetic
microvascular changes in the retina lead to hypoxia,
which stimulates production of VEGF, a regulator of
angiogenesis and microvascular permeability32 that
is believed to play a significant role in the devel-
opment of DR33. VEGF stimulates angiogenesis34,
through endothelial cell migration, tube formation,
and proliferation, which is mediated, at least in part,
through VEGF-receptor-mediated Ca2+-influx into the
endothelial cell35. Given that VEGF is a mediator
of Ca2+-entry and -release in endothelia, modifying
vascular permeability36, 37, it seems reasonable that
JPH2, an essential regulator of Ca2+-transients, is a
plausible candidate gene for DR development.

One other SNP, rs715064, was found to be associ-
ated only with NPDR; it is located in an intergenic re-
gion around the hypothetical protein LOC100506470.
However, it is uncertain whether this locus is, in fact,
involved in DR, or whether this association is merely a
reflection of linkage disequilibrium between this SNP
and other functional loci.

In the present study, we did not confirm the
previously reported list of potential candidate genes
for DR on chromosome 20q14, perhaps because of
differences in ethnicity or analysis strategies between
the studies. However, it is interesting that JPH2 is
located in the region of chromosome 20q13.12, near
KCNS1 and HNF4A, which were previously impli-
cated in DR (Fig. 1). This suggests that the long
arm of chromosome 20 may harbour a number of
genes conferring susceptibility to DR. Here, subjects
without DR had a shorter mean duration of diabetes
and a lower mean HbA1c level compared with those
with DR. This may be considered to be a limitation
to our study. However, by adjusting for these factors
in the multiple regression analyses, any influences
these factors may have had on the results has been
accounted for. The other limitation of this study is
the sample size of proliferative DR subjects. The
similarities in the odds ratios between patients with
non-proliferative DR and proliferative DR suggest that
the apparent differences in association between these
two groups might result from the smaller number of
patients in the proliferative DR group. Future studies
with a larger number of subjects are needed to confirm
these findings.

In conclusion, we have shown for the first time
that the JPH2 gene influences the risk of develop-
ing DR in the Taiwanese population. Although this
finding requires further study for confirmation in a
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different cohort or a larger sample size, it is interesting
to speculate that our findings may indicate a novel
pathway in the pathogenesis of DR.

Acknowledgements: Dr Y-C Huang and Ms. H-Y Lin
contributed equally to this work. The authors would like
to acknowledge the National Research Programme for Ge-
nomic Medicine from National Science Council, Taiwan,
and the National Clinical Core for Genomic Medicine at
Academia Sinica (grant number: NSC96-3112-B-001-010)
for providing support of the statistical analysis, genotyping
performance, and subject recruitment and project manage-
ment. This study was supported by China Medical Univer-
sity, Taichung, Taiwan (CMU99-COL-31), and the National
Science Council, Taipei, Taiwan (NSC99-2314-B-039-035-
MY2).

REFERENCES

1. DeFronzo RA (1988) Lilly lecture 1987. The triumvi-
rate: beta-cell, muscle, liver. A collusion responsible
for NIDDM. Diabetes 37, 667–87.

2. Kahn CR (1994) Banting Lecture. Insulin action, dia-
betogenes, and the cause of type II diabetes. Diabetes
43, 1066–84.

3. Caldwell RB, Bartoli M, Behzadian MA, El-Remessy
AEB, Al-Shabrawey M, Platt DH, Caldwell RW
(2003) Vascular endothelial growth factor and dia-
betic retinopathy: pathophysiological mechanisms and
treatment perspectives. Diabetes Metabol Res Rev 19,
442–5.

4. Moss SE, Klein R, Klein BEK (1998) The 14-year
incidence of visual loss in a diabetic population. Oph-
thalmology 105, 998–1003.

5. Taylor HR, Keeffe JE (2001) World blindness: a 21st
century perspective. Br J Ophthalmol 85, 261–6.

6. Cikamatana L, Mitchell P, Rochtchina E, Foran S,
Wang JJ (2007) Five-year incidence and progression of
diabetic retinopathy in a defined older population: the
Blue Mountains Eye Study. Eye 21, 465–71.

7. Jerneld B, Algvere P (1986) Relationship of duration
and onset of diabetes to prevalence of diabetic retinopa-
thy. Am J Ophthalmol 102, 431–7.

8. Leske MC, Wu SY, Hennis A, Hyman L, Nemesure
B, Yang L, Schachat AP, Barbados Eye Study Group
(2005) Hyperglycemia, blood pressure, and the 9-year
incidence of diabetic retinopathy: the Barbados Eye
Studies. Ophthalmology 112, 799–805.

9. Looker HC, Krakoff J, Knowler WC, Bennett PH,
Klein R, Hanson RL (2003) Longitudinal studies of
incidence and progression of diabetic retinopathy as-
sessed by retinal photography in Pima Indians. Dia-
betes Care 26, 320–6.

10. Stratton IM, Adler AI, Neil HA, Matthews DR, Manley
SE, Cull CA, Hadden D, Turner RC, et al (2000) Asso-
ciation of glycaemia with macrovascular and microvas-

cular complications of type 2 diabetes (UKPDS 35):
prospective observational study. BMJ 321, 405–12.

11. Hallman DM, Huber JC Jr, Gonzalez VH, Klein BEK,
Klein R, Hanis CL (2005) Familial aggregation of
severity of diabetic retinopathy in Mexican Americans
from Starr County, Texas. Diabetes Care 28, 1163–8.

12. Rema M, Saravanan G, Deepa R, Mohan V (2002)
Familial clustering of diabetic retinopathy in South
Indian type 2 diabetic patients. Diabet Med 19, 910–6.

13. Uhlmann K, Kovacs P, Boettcher Y, Hammes HP,
Paschke R (2006) Genetics of diabetic retinopathy. Exp
Clin Endocrinol Diabetes 114, 275–94.

14. Hallman DM, Boerwinkle E, Gonzalez VH, Klein
BEK, Klein R, Hanis CL (2007) A genome-wide link-
age scan for diabetic retinopathy susceptibility genes
in Mexican Americans with type 2 diabetes from Starr
County, Texas. Diabetes 56, 1167–73.

15. Priglinger SG, May CA, Neubauer AS, Alge CS,
Schönfeld CL, Kampik A, Welge-Lussen U (2003)
Tissue transglutaminase as a modifying enzyme of
the extracellular matrix in PVR membranes. Investig
Ophthalmol Vis Sci 44, 355–64.

16. Salinas M, Duprat F, Heurteaux C, Hugnot JP, Lazdun-
ski M (1997) New modulatory α subunits for mam-
malian ShabK+ channels. J Biol Chem 272, 24371–9.

17. Fajas L, Landsberg RL, Huss-Garcia Y, Sardet C, Lees
JA, Auwerx J (2002) E2Fs regulate adipocyte differen-
tiation. Dev Cell 3, 39–49.

18. Yamagata K, Furuta H, Oda N, Kaisaki PJ, Menzel S,
Cox NJ, Fajans SS, Signorini S, et al (1996) Mutations
in the hepatocyte nuclear factor-4α gene in maturity-
onset diabetes of the young (MODY1). Nature 384,
458–60.

19. Ghosh S, Watanabe RM, Hauser ER, Valle T, Mag-
nuson VL, Erdos MR, Langefeld CD, Balow J Jr,
et al (1999) Type 2 diabetes: evidence for linkage on
chromosome 20 in 716 Finnish affected sib pairs. Proc
Natl Acad Sci Unit States Am 96, 2198–203.

20. Ji L, Malecki M, Warram JH, Yang Y, Rich SS,
Krolewski AS (1997) New susceptibility locus for
NIDDM is localized to human chromosome 20q. Di-
abetes 46, 876–81.

21. Zouali H, Hani EH, Philippi A, Vionnet N, Beckmann
JS, Demenais F, Froguel P (1997) A susceptibility locus
for early-onset non-insulin dependent (type 2) diabetes
mellitus maps to chromosome 20q, proximal to the
phosphoenolpyruvate carboxykinase gene. Hum Mol
Genet 6, 1401–8.

22. Permutt MA, Wasson JC, Suarez BK, Lin J, Thomas
J, Meyer J, Lewitzky S, Rennich JS, et al (2001) A
genome scan for type 2 diabetes susceptibility loci in
a genetically isolated population. Diabetes 50, 681–5.

23. Wilkinson CP, Ferris FL 3rd, Klein RE, Lee PP, Agardh
CD, Davis M, Dills D, Kampik A, et al (2003) Proposed
international clinical diabetic retinopathy and diabetic
macular edema disease severity scales. Ophthalmology
110, 1677–82.

www.scienceasia.org

http://www.scienceasia.org/2013.html
http://dx.doi.org/10.1002/dmrr.415
http://dx.doi.org/10.1002/dmrr.415
http://dx.doi.org/10.1002/dmrr.415
http://dx.doi.org/10.1002/dmrr.415
http://dx.doi.org/10.1002/dmrr.415
http://dx.doi.org/10.1002/dmrr.415
http://dx.doi.org/10.1016/S0161-6420(98)96025-0
http://dx.doi.org/10.1016/S0161-6420(98)96025-0
http://dx.doi.org/10.1016/S0161-6420(98)96025-0
http://dx.doi.org/10.1136/bjo.85.3.261
http://dx.doi.org/10.1136/bjo.85.3.261
http://dx.doi.org/10.1038/sj.eye.6702771
http://dx.doi.org/10.1038/sj.eye.6702771
http://dx.doi.org/10.1038/sj.eye.6702771
http://dx.doi.org/10.1038/sj.eye.6702771
http://dx.doi.org/10.1016/j.ophtha.2004.11.054
http://dx.doi.org/10.1016/j.ophtha.2004.11.054
http://dx.doi.org/10.1016/j.ophtha.2004.11.054
http://dx.doi.org/10.1016/j.ophtha.2004.11.054
http://dx.doi.org/10.1016/j.ophtha.2004.11.054
http://dx.doi.org/10.2337/diacare.26.2.320
http://dx.doi.org/10.2337/diacare.26.2.320
http://dx.doi.org/10.2337/diacare.26.2.320
http://dx.doi.org/10.2337/diacare.26.2.320
http://dx.doi.org/10.2337/diacare.26.2.320
http://dx.doi.org/10.1136/bmj.321.7258.405
http://dx.doi.org/10.1136/bmj.321.7258.405
http://dx.doi.org/10.1136/bmj.321.7258.405
http://dx.doi.org/10.1136/bmj.321.7258.405
http://dx.doi.org/10.1136/bmj.321.7258.405
http://dx.doi.org/10.2337/diacare.28.5.1163
http://dx.doi.org/10.2337/diacare.28.5.1163
http://dx.doi.org/10.2337/diacare.28.5.1163
http://dx.doi.org/10.2337/diacare.28.5.1163
http://dx.doi.org/10.1046/j.1464-5491.2002.00820.x
http://dx.doi.org/10.1046/j.1464-5491.2002.00820.x
http://dx.doi.org/10.1046/j.1464-5491.2002.00820.x
http://dx.doi.org/10.1055/s-2006-924260
http://dx.doi.org/10.1055/s-2006-924260
http://dx.doi.org/10.1055/s-2006-924260
http://dx.doi.org/10.2337/db06-1373
http://dx.doi.org/10.2337/db06-1373
http://dx.doi.org/10.2337/db06-1373
http://dx.doi.org/10.2337/db06-1373
http://dx.doi.org/10.2337/db06-1373
http://dx.doi.org/10.1167/iovs.02-0224
http://dx.doi.org/10.1167/iovs.02-0224
http://dx.doi.org/10.1167/iovs.02-0224
http://dx.doi.org/10.1167/iovs.02-0224
http://dx.doi.org/10.1167/iovs.02-0224
http://dx.doi.org/10.1074/jbc.272.39.24371
http://dx.doi.org/10.1074/jbc.272.39.24371
http://dx.doi.org/10.1074/jbc.272.39.24371
http://dx.doi.org/10.1016/S1534-5807(02)00190-9
http://dx.doi.org/10.1016/S1534-5807(02)00190-9
http://dx.doi.org/10.1016/S1534-5807(02)00190-9
http://dx.doi.org/10.1038/384458a0
http://dx.doi.org/10.1038/384458a0
http://dx.doi.org/10.1038/384458a0
http://dx.doi.org/10.1038/384458a0
http://dx.doi.org/10.1038/384458a0
http://dx.doi.org/10.1073/pnas.96.5.2198
http://dx.doi.org/10.1073/pnas.96.5.2198
http://dx.doi.org/10.1073/pnas.96.5.2198
http://dx.doi.org/10.1073/pnas.96.5.2198
http://dx.doi.org/10.1073/pnas.96.5.2198
http://dx.doi.org/10.2337/diabetes.46.5.876
http://dx.doi.org/10.2337/diabetes.46.5.876
http://dx.doi.org/10.2337/diabetes.46.5.876
http://dx.doi.org/10.2337/diabetes.46.5.876
http://dx.doi.org/10.1093/hmg/6.9.1401
http://dx.doi.org/10.1093/hmg/6.9.1401
http://dx.doi.org/10.1093/hmg/6.9.1401
http://dx.doi.org/10.1093/hmg/6.9.1401
http://dx.doi.org/10.1093/hmg/6.9.1401
http://dx.doi.org/10.1093/hmg/6.9.1401
http://dx.doi.org/10.2337/diabetes.50.3.681
http://dx.doi.org/10.2337/diabetes.50.3.681
http://dx.doi.org/10.2337/diabetes.50.3.681
http://dx.doi.org/10.2337/diabetes.50.3.681
http://dx.doi.org/10.1016/S0161-6420(03)00475-5
http://dx.doi.org/10.1016/S0161-6420(03)00475-5
http://dx.doi.org/10.1016/S0161-6420(03)00475-5
http://dx.doi.org/10.1016/S0161-6420(03)00475-5
http://dx.doi.org/10.1016/S0161-6420(03)00475-5
www.scienceasia.org


ScienceAsia 39 (2013) 173

24. Barrett JC, Fry B, Maller J, Daly MJ (2005) Haploview:
analysis and visualization of LD and haplotype maps.
Bioinformatics 21, 263–5.

25. Huang YC, Lin JM, Lin HJ, Chen CC, Chen SY, Tsai
CH, Tsai FJ (2011) Genome-wide association study of
diabetic retinopathy in a Taiwanese population. Oph-
thalmology 118, 642–8.

26. Laurent P, Clerc P, Mattei MG, Forgez P, Dumont X,
Ferrara P, Caput D, Rostene W (1994) Chromosomal
localization of mouse and human neurotensin receptor
genes. Mamm Genome 5, 303–6.

27. Le F, Groshan K, Zeng XP, Richelson E (1997) Char-
acterization of the genomic structure, promoter re-
gion, and a tetranucleotide repeat polymorphism of the
human neurotensin receptor gene. J Biol Chem 272,
1315–22.

28. Caubit X, Tiveron MC, Cremer H, Fasano L (2005)
Expression patterns of the three Teashirt-related genes
define specific boundaries in the developing and post-
natal mouse forebrain. J Comp Neurol 486, 76–88.
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