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Abstract 

BACKGROUND: Patients with rheumatoid arthritis (RA) are at increased risk of cardiovascular disease (CVD). 
Lipid changes related to inflammation have been described in RA. Methotrexate (MTX) treatment is effective in 
controlling inflammation and decreasing the CRP (C-reactive protein) values. 

AIM: To examine the disease activity, CRP and Apo B values in the detection of new patients with active and 
untreated RA, and impact of MTX therapy on their levels after 6 months and one year of treatment, and the 
correlation between their values in this period.  

METHODS: 80 patients with active and newly discovered RA patients who meet the American Rheumatology 
Association (ARA) 1987 revised criteria were treated with disease-modifying anti-inflammatory drugs (DMARDs) 
according to the protocol for treatment.  

RESULTS: After a year of therapy RA patients achieved significant decrease in the DAS28 (disease activity 
score) (p < 0.01 and p < 0.001), and CRP values (p < 0.001). Levels of Apo B values at the 12 months were 
nonsignificantly higher compared to the results obtained at the beginning of the study (p < 0.001). After 6 and 12 
months there was a weak nonsignificant negative correlation about the values of CRP and Apo B at baseline and 
after 12 months (r = –0.15 and r = -0.12 p > 0.05).  

CONCLUSION: Use of MTX therapy at RA patients had a reduced effect on disease activity and inflammation, 

but the nonsignificance effect on the values of Apo B lipoproteins. 

 
 
 
 
 
 
 

Introduction 

 

Rheumatoid arthritis (RA), a chronic 
inflammatory joint disease of unknown aetiology, 
affects approximately one per cent of the general 
population. Estimated standardised mortality ratio’s 
associated with RA range from 1.3 to 3.0. This 
increased mortality is largely attributable to CVD, 
particularly coronary atherosclerosis. The 
cardiovascular morbidity found in RA patients appears 
to be increased by twofold or more compared to the 
general population (age and sex-matched) [1], [2], [3], 
[4], [5]. 

Autoimmunity and inflammation play a major 
role in the development of atherosclerotic plaque 
formation in many rheumatological conditions 
including RA. The mechanisms underlying these 
changes include the interplay of inflammation and 
autoantibody formation. Thus treatment options to 
reduce CVD risk amongst these conditions share a 
common theme, with the use of DMARDs paramount 
to all [3], [5], [6]. 

Atherosclerosis is an inflammatory condition, 
with high inflammatory level implicated for developing 
CVD. Inflammatory markers such as IL-6, CRP and 
fibrinogen are associated with a high frequency of 
cardiovascular events. In particular, CRP has received 
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large attention due to its ability to independently 
predict cardiovascular events in the general 
population, which may in part, be due to its ability to 
directly contribute to the onset of CVD [7], [8], [9]. 

In RA patients, inflammatory markers such as 
the CRP and erythrocyte sedimentation rate are 
elevated and remain greater even in periods of low 
disease activity when compared to the general 
population. In patients with inflammatory arthritis who 
were followed up for 10 years, CRP levels 
independently predicted CVD mortality. The 
similarities between the inflammatory process of RA 
and atherosclerosis are remarkable. In both diseases, 
concentrations of IL-6, CRP and TNF-α are elevated, 
and both have similar patterns of activation for T-cells 
and macrophages [8], 10], [11]. 

Apolipoproteins are found on the surface of 
lipoproteins and regulate lipid metabolism. The 
apolipoproteins that are of clinical interest are apo B 
and apolipoprotein A1 (Apo A1). Apo B is found on 
LDL particles and is responsible for the clearance of 
LDL cholesterol through the LDL receptor pathway 
[12]. 

Apolipoprotein-related Mortality Risk 
(AMORIS) study investigated the use of apo B, Apo 
A1, and the apo B: apo A1 ratio at predicting fatal 
myocardial infarction (MI). The study followed 75 553 
Swedish men and women from 1985 to 1996. The 
authors found that apo B and the apo B: apo A1 ratio 
were both strongly predictive of increased risk of fatal 
MI in both men and women. Furthermore, they found 
that apo B was a stronger predictor of the risk of fatal 
MI than LDL cholesterol. However, apo B, although a 
strong predictor of coronary heart disease, is not 
currently recommended as the primary target of 
therapy and there is not enough evidence to justify 
apo B replacing LDL cholesterol as the preferred 
target of therapy by National Cholesterol Education 
Program Expert Panel on Detection, Evaluation, and 
Treatment of High Cholesterol in Adults (NCEP/ATP 
III) guidelines [1], [13], [14], [15]. 

Traditional synthetic DMARDs, such as MTX, 
Sulfasalazine and Hydroxychloroquine, have a 
protective role against CV risk. The mechanisms by 
which DMARD use influences CV risk are poorly 
understood, but lend support to the hypothesis that 
reducing inflammation is important in reducing CV 
risk. Of the traditional DMARDs, MTX is the most 
widely used and is known as the anchor drug in RA, 
yet the mechanisms underlying its anti-inflammatory 
properties are not fully understood [17]. 

Given the high level of systemic inflammatory 
burden that characterises RA, which is regarded as a 
key CV risk factor, alongside an increased prevalence 
of traditional risk factors, EULAR recommendations 
highlight the importance of adequate disease control 
to lower CV risk. The vulnerability of the carotid 
plaque is influenced by RA disease activity, and 
remission may alleviate this threat. Therefore, 

effective CV risk management will likely comprise not 
only adequate treatment of conventional risk factors 
but also tight and sustained disease activity control 
[6], [7], [18]. 

The purpose of this study is to examine the 
disease activity, CRP and Apo B values in the 
detection of new patients with active and untreated 
RA, and impact of MTX therapy on their levels at the 
same patients after 6 months and one year of 
treatment, and correlation between their values in this 
period. 

 

 

Material and Methods 

 

Inclusion criteria for patients 

Eighty consecutive, unselected patients who 
were referred to the outpatient rheumatology clinic at 
the Clinical Center in Skopje were investigated. All 
patients fulfilled the American College of 
Rheumatology (ACR) 1987 criteria for RA, had an 
early disease with disease duration of less than one 
year without prior use of DMARDs and or systemic 
steroids [24]. 

 

Exclusion criteria for patients 

Smokers or patients suffering from conditions 
that affect the lipid profile, such as diabetes mellitus, 
hypothyroidism, liver or kidney disease, Cushing's 
syndrome, Carcinoma, obesity (body mass index > 
30) and a history of familial dyslipidemia, were 
excluded. Also, patients receiving medications 
affecting lipid metabolisms, such as lipid-lowering 
drugs, beta-blockers, oral contraceptives, estrogen, 
progestin, thyroxin and vitamin E, were excluded from 
the study [9]. 

Thirty healthy, non-smoking volunteers also 
participated in the study and were used as a control 
group and fulfilled the same exclusion criteria reported 
for the patient group. None of the subjects 
participating in the control group had a history of CVD. 
The control group was proportionally matched for age 
and sex to the patient group. All controls reported no 
significant changes in their body weight for at least 
three months before entry to the study. All patients 
and controls gave informed consent, and the study 
protocol was approved by the Institutional Ethics 
Committee [21]. 

 

Study design 

Patients were treated with methotrexate 
(MTX; 0.2-0.6 mg/kg/week; mean ± standard deviation 
15.5 ± 1.3). Disease activity was assessed by 
measuring the disease activity for 28 joint indices 
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score (DAS-28), while the clinical response was 
evaluated according to the ACR 50% response 
criteria. All patients were followed up every month for 
the first three months, and every three months after 
that. During the follow-up period, a questionnaire 
concerning changes in dietary habits was carefully 
fulfilled by all patients. The body weight was also 
measured appropriately in each visit. 

 

Blood sampling and laboratory monitoring 

Overnight fasting blood samples were 
obtained at baseline, 6 and after 12 months follow-up 
from both untreated RA patients and the control 
group. Serum apolipoprotein B was measured by 
immune-nephelometry with the aid of a Behring 
Nephelometer BN100 and reagents (antibodies and 
calibrators) from Behring Diagnostics GmbH 
(Liederbach, Germany). C-reactive protein (CRP) was 
measured by nephelometry. 

 

Statistical analysis 

Statistical analysis was performed using 
Statistica software, ver 7.1. Due to the distribution 
which was not normal (according to Kolmogorov-
Smirnov test), the variable differences were tested 
using non-parametric tests (Wilcoxon Matched Pair 
Test or Friedman ANOVA test – Chi-Square). The 
correlation between parameters was analysed using 
the Pearson correlation coefficient. Significance was 
set up at p < 0.05. 

 

 

Results 

 

Patients and control groups who participated 
in our study were allocated several parameters such 
as: age, sex BMI (Body mass index), duration of 
illness, MHAQ, morning stiffness, the affected joints, 
swollen joints, VAS index, global doctor assessment, 
sedimentation rate of erythrocytes, CRP, and 
rheumatoid factor (RF). These parameters show 
disease activity in early studies (Table 1). 

Table 1: Patients and controls characteristics 

 RA (n = 80) Controls (n = 30) 

Age (year) 45.7 ± 9.8 45.2 ± 9.8 
Sex: M/F 80 F 6/24 
BMI (kg/m²) 22.3 ± 2.6 21.8 ± 2.2 
Duration of disease (month) 6.2 ± 16.6  
MHAQ (1-4) 1.5 ± 0.5  
Morning stiffness 111.4 ± 133.2  
Affected Joints 7.8 ± 7.1  
Swollen joints 5.2 ± 3.7  
VAS (0-10) 7.0 ± 2.1  
Global doctors’ assessment 4.5 ± 2.3  
Sedimentation rate(mm/h) 45.5 ± 30.3  
CRP (mg/1) 21.69 ± 29.4  
RF (positive/negative) 64/16  

BMI: Body Mass Index; MHAQ: Question modified to improve health 
VAS: visual analog (pain) score; CRP: C-reactive protein; RF: Rheumatoid factor. 

 

During the study, 80 patients with newly 
discovered active and untreated RA were treated with 
Methotrexate. These 80 patients were selected 
according to those who have responded to the 
therapy. The patients who did not respond to the 
therapy (7 in number) were excluded from the study. 

Figure 1 shows the DAS28 (Disease Activity 
Score in 28 joints) index at the beginning, after 6 and 
12 months of therapy. 

 

Figure 1: Disease activity score 28 (DAS28) at baseline, at 6, and 
12 months during the treatment 

 

At DAS28 score after 6 months for p < 0.01 
there are significant differences in relation beginning, 
6 and 12 months, the difference is significant (p < 
0.001), and also in the relation beginning/12 month 
there is also a significant difference. 

Table 2: Descriptive statistics / RA patients 

 Valid N Mean Confidence 
-95,00% 

Confidence 
+95,00% 

Minimum Maximum Std.Dev. 

CRP 0 m. 80 21.69 17.93 25.44 1.80 63.00 15.98 
CRP 6 m. 80 20.51 12.00 29.01 1.00 307.00 36.19 
CRP 12 m. 80 12.31 9.50 15.11 0.00 62.00 11.95 
Apo B 0m. 80 1.79 1.67 1.92 0.70 3.30 0.53 
Apo B 6 m. 80 1.79 1.67 1.92 0.60 3.50 0.54 
Apo B 12 m. 80 1.83 1.71 1.95 0.70 3.50 0.52 

CRP levels at baseline, at 6 months, and 12 months. 

 

As for CRP, there was a significant 
consecutive decrease from baseline, both at 6 and at 
12 months (for both variables, between each of time-
points; Friedman ANOVA; p < 0.001) (Table 3). 

Table 3: CRP levels at baseline, at 6 months, and 12 month 

 Average Rank Sum of Ranks Mean Std.Dev. 

CRP 0 m. 2.44 175.50 21.69 15.98 
CRP 6 m. 2.08 150.00 20.51 36.19 
CRP 12 m. 1.48 106.50 12.31 11.95 

Friedman ANOVA; Chi Sqr. (N = 80, df = 2) = 36.07, p = 0.000 

 

For Z = 5.16 and p < 0.001 (p = 0.000) 
average values of CRP after 12 months (x = 12.31 
mg/l) of therapy are significantly lower according to 
the values of CRP at the beginning (x = 21.69 mg//l) 
(Table 4). 

Table 4: CRP / CRP beginning & CRP 12 m 

Wilcoxon Matched Pairs Test 

 Valid T Z p-level 

CRP 0m. & CRP 12 m 80 361.50 5.16 0.000 

Apolipoprotein B (Apo B) levels at baseline, at 6 months, and at 12 months. 
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As for Apo B, there was no significant 
consecutive difference from baseline, both at 6 and at 
12 months (for both variables, between each of time-
points; Friedman ANOVA; p < 0.001) (Table 5). 

Table 5: Apo B levels at baseline, at 6 months, and 12 months 

 Average Rank Sum of Ranks Mean Std.Dev. 

Apo B 0 m. 1.90 136.50 1.79 0.53 
Apo B 6 m. 1.97 141.50 1.79 0.54 
Apo B 12 m. 2.14 154.00 1.83 0.52 

Friedman ANOVA; Chi Sqr. (N = 80, df = 2) = 2.80, p = 0.25. 

 

For Z = 0.94 and p > 0.05 (p = 0.35) average 
values of Apo B after 12 months (x = 1.83 g/l) of 
therapy were nonsignificantly higher according to the 
values of Apo B at the beginning (x = 1.79 g/l) (Table 
6). 

Table 6: Apo B / Apo B beginning & Apo B 12 m. 

 Wilcoxon Matched Pairs Test  

 Valid T Z p-level 

Apo B 0 m. & Apo B 12 m. 80 871.00 0.94 0.35 

Correlation in relation to CRP/Apo B. 

 

Comparing the results of CRP and Apo B at 
baseline, after 6 and 12 months we found a weak 
nonsignificant negative correlation about the values of 
CRP and Apo B at baseline and after 12 months (r = –
0.15 and r = -0.12, p > 0.05). In other words, the 
elevation of CRP by 1 mg/l was accompanied by a 
decrease of Apo B values by 0.005 g/l (Figure 2).  

  

Figure 2: Correlation of CRP and Apo B levels at baseline (left); 
Correlation of CRP and Apo B levels at 12 months (right) 

 

As for the relationship at 6 months, we found 
a moderately poor and weak insignificant correlation 
(p > 0.05). 

 

 

Discussion 

 

Our findings support the view that present 
chronic inflammation at RA patients affects the 
endothelium, and that, in association with 
atherosclerosis, it may be the mechanism that at least 
partly explains the increased mortality and morbidity 
occurring in patients with RA. Our goal was to 
determine the disease activity, values of CRP and 
Apo B lipoproteins in patients with active RA and 
DMARD-naïve RA patients before treatment and after 

6 and 12 months of treatment with DMARDs, 
respectively with MTX. The patients with active RA 
had nonsignificantly increased levels of Apo B after 6 
and 12 months of treatment with MTX. On the other 
hand, the values of acute phase reactant-CRP were 
lower after 6 months and one year of treatment. This 
suggests that moderate increasing levels of Apo B 
lipoproteins were accompanied by a decrease of 
inflammation at the end of the study.  

Several studies have suggested that CRP has 
direct effects on the vessel wall promoting 
atherosclerosis. An association between high-grade, 
chronic CRP elevation and subclinical atherosclerosis 
in patients with RA has been reported. Additionally, a 
higher risk of CV events in patients with RA with 
chronic inflammation expressed by persistently 
increased CRP serum levels has been found, 
although high-sensitive C-reactive protein is shown to 
have a strong relationship with recurrent events of 
CVD in several randomised clinical trials [21], [22], 
[23]. 

The clinical importance of dyslipidemia 
concerning CV events or death in RA is unclear. Even 
though there is observational data that suggests that 
there is no significant difference between RA and non-
RA subjects in the risk imparted by hyperlipidemia 
[21], it could be possible that non-traditional CVD risk 
factors, or other lipid parameters besides those found 
in cholesterol profiles, explain a greater proportion of 
CVD risk than in non-RA patients [24]. It has been 
proposed that the non-fasting apoB/apoA1 ratio was 
superior to any of the cholesterol ratios for estimation 
of the risk of acute myocardial infarction [25]. Some 
have suggested that the elevation in lipids after RA 
therapy might be offset by a reduction of more 
atherogenic molecules [26] such as apo B and apoA-I 
or total cholesterol. 

Importance of apo B is because of apo B 
presence in very low‐density lipoproteins (VLDL), 

intermediate‐density lipoproteins (IDL), large buoyant 

LDL and small dense LDL (sd‐LDL), with one 
molecule of Apo B in each of these atherogenic 
particles. Therefore, total apo B reflects the total 
number of potentially atherogenic particles and in the 
AMORIS study was find that apo B has a stronger 
relationship with risk of fatal MI and other CV events 

than does non‐HDL C [12], [15], [16]. Also, the report 
of the Uppsala Longitudinal Study of Adult Men 
(ULSAM), about these risk values correspond well 
with those found in the AMORIS study [27]. Same 
conclusions have been confirmed by many other 

studies (The EPIC‐Norfolk study, Nurses’ Health 
study, THROMBO study, GRIPS and Caerphilly 
studies, etc.) [12]. 

Katherine P. Liao report for a nonsignificant 
increase of apo B values and no significant correlation 
between change in CRP and apo B levels (r = 0.14, P 
= 0.20) and the atherogenic indices after treatment of 
RA patients [28]. At Sana P. study both Apo A1 and 
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Apo B are significantly lower in cases than in controls. 
Elevated Apo B levels indicate an increased risk of 
cardiovascular disease, but in their study, Apo B was 
23% decreased in cases when compared to controls 
[29]. In a similar study, Magarò M et al. have also 
shown Apo A1 and Apo B to be significantly lower in 
RA patients. They have also shown reduced levels of 
albumin in these patients which perhaps indicate a 
reduced rate of synthesis of proteins by the liver 
reflected in the decreased levels of the apoproteins 
[30]. A study by Eva Hurt Camejo et al., showed an 
Apo B decrease by 7 %, while other lipoproteins were 
in the normal range in the RA patients and similar to 
those in the controls [31]. 

According to the use of antirheumatic drugs in 
RA, tumour necrosis factor inhibitors and MTX are 
associated with a decreased risk of all CVEs while 
corticosteroids and NSAIDs are associated with an 
increased risk. Targeting inflammation with tumour 
necrosis factor inhibitors or methotrexate may have 
positive cardiovascular effects in RA [32]. In about 10 
comparative trials, a combination of MTX and a TNF-
alpha antagonist was more effective than MTX 
monotherapy on functional status and symptoms, 
especially in initially severe RA. In practice, MTX is 
the first-line antirheumatic drug and [33] MTX does 
not have any effect on the lipid profile of RA and 
Westlake et al., suggested that MTX use is associated 
with a reduced risk of CVD events in patients with RA. 
This may be important early in the disease course. 
The mechanism for this possible benefit cannot be 
fully determined from the current literature but, is likely 
to be multi-factorial. As disease control continues to 
improve in RA, future studies need to address the 
impact of MTX and other synthetic and biologics 
DMARDs on CVD, which remains the leading cause 
of death and a significant comorbidity in these patients 
[34] As we have presented in our study MTX was the 
initial treatment as a monotherapy but also chosen by 
most rheumatologists, which is in accordance with the 
EULAR and ACR guidelines [35]. 

Therefore, the expert opinion is: identifying 
the RA phenotype at greatest risk of CVD, 
understanding the interplay of increased traditional 
risk factors, common inflammatory processes and RA-
specific factors, and personalised use of DMARDs 
according to disease phenotype and comorbidity to 
reduce this risk are key areas for future research [32]. 

Limitations of Study: The sample size was 
small to allow for a generalisation of the results. The 
long-term effects of the treatment on lipids and 
disease activity can be deciphered only through 
further follow up. 

In conclusion, we examined the impact of 
Methotrexate on disease activity, values of C-reactive 
protein and the Apolipoprotein B at patients with 
Rheumatoid Arthritis. Eighty patients with active and 
newly discovered RA after a year of therapy achieved 
a significant decrease in the DAS28 (disease activity 

score) and CRP values. Changes in Apo B levels 
between the start and the end of the study were with 
nonsignificant differences. Levels of Apo B at the 12 
months were nonsignificantly higher compared to the 
results obtained at the beginning of the study. Use of 
MTX therapy at RA patients had a reduced effect on 
disease activity and inflammation, but nonsignificance 
effect on the values of Apo B lipoproteins. 

 

 

References 

 

1. Nurmohamed MT. Atherogenic lipid profiles and its management 
in patients with rheumatoid arthritis. Vasc Health Risk Manag. 
2007; 3(6):845-852. 

2. Lems WF, Dijkmans BAC. Rheumatoid arthritis: clinical aspects 
and its variants. In: Firestein GS, Panayi GS, Wollheim FA, editors. 
Rheumatoid arthritis: new frontiers in pathogenesis and treatment. 
New York: Oxford University Press, 2000:213-25. 

 

3. Van Doornum S, McGoll G, Wicks IP. Accelerated 
atherosclerosis: an extraarticular feature of rheumatoid arthritis. 
Arthritis Rheum. 2002; 46:862-73. https://doi.org/10.1002/art.10089 
PMid:11953961  

 

4. Solomon DH, Karlson EW, Rimm EB, et al. Cardiovascular 
morbidity and mortality in women diagnosed witch rheumatoid 
arthritis. Circulation. 2003; 107:1303-7. 
https://doi.org/10.1161/01.CIR.0000054612.26458.B2 
PMid:12628952  

 

5. Tracey E Toms, Vasileios F Panoulas, and George D Kitas. 
Dyslipidaemia in Rheumatological Autoimmune Diseases. Open 
Cardiovasc Med J. 2011; 5: 64-75. 
https://doi.org/10.2174/1874192401105010064 PMid:21660202 
PMCid:PMC3109701 

 

6. Aamer Saando. Endothelial disfunction in RA. eTheses 
Repository etheses.bham.ac.uk/1293/1/ Sandoo10PhD.pdf  

7. Galarraga B, Khan F, Kumar P, Pullar T, Belch JJ. C-reactive 
protein: the underlying cause of microvascular dysfunction in 
rheumatoid arthritis. Rheumatology (Oxford). 2008; 47:1780-1784. 
https://doi.org/10.1093/rheumatology/ken386 PMid:18854346  

 

8. Sattar N, McCarey DW, Capell H, McInnes IB. Explaining how 
"high-grade" systemic inflammation accelerates vascular risk in 
rheumatoid arthritis. Circulation. 2003; 108:2957-2963. 
https://doi.org/10.1161/01.CIR.0000099844.31524.05 
PMid:14676136  

 

9. Vaudo G, Marchesi S, Gerli R, Allegrucci R, Giordano A, Siepi 
D, Pirro M, Shoenfeld Y, Schillaci G, Mannarino E: Endothelial 
dysfunction in young patients with rheumatoid arthritis and low 
disease activity. Ann Rheum Dis. 2004, 63:31-35. 

 

10. Kerekes G, Szekanecz Z, Der H, Sandor Z, Lakos G, Muszbek 
L, Csipo I, Sipka S, Seres I, Paragh G, Kappelmayer J, Szomjak E, 
Veres K, Szegedi G, Shoenfeld Y, Soltesz P. Endothelial 
dysfunction and atherosclerosis in rheumatoid arthritis: a 
multiparametric analysis using imaging techniques and laboratory 
markers of inflammation and autoimmunity. J Rheumatol. 2008; 
35:398-406. 

 

11. Stamatelopoulos KS, Kitas GD, Papamichael CM, 
Chryssohoou E, Kyrkou K, Georgiopoulos G, Protogerou A, 
Panoulas VF, Sandoo A, Tentolouris N, Mavrikakis M, Sfikakis PP: 
Atherosclerosis in Rheumatoid Arthritis Versus Diabetes: a 
comparative study. Arterioscler Thromb Vasc Biol. 2009; 29:1702-
8. https://doi.org/10.1161/ATVBAHA.109.190108 

 

12. Walldius G1, Jungner I. The apoB/apoA-I ratio: a strong, new 
risk factor for cardiovascular disease and a target for lipid-lowering 
therapy--a review of the evidence. J Intern Med. 2006; 259(5):493-
519. https://doi.org/10.1111/j.1365-2796.2006.01643.x 

 

https://doi.org/10.1002/art.10089
https://doi.org/10.1161/01.CIR.0000054612.26458.B2
https://doi.org/10.2174/1874192401105010064
https://doi.org/10.1093/rheumatology/ken386
https://doi.org/10.1161/01.CIR.0000099844.31524.05
https://doi.org/10.1161/ATVBAHA.109.190108
https://doi.org/10.1111/j.1365-2796.2006.01643.x


Clinical Science 
_______________________________________________________________________________________________________________________________ 
 

_______________________________________________________________________________________________________________________________ 

1298                                                                                                                                                                                              https://www.id-press.eu/mjms/index 

 

PMid:16629855  

13. Choy E, Ganeshalingam K, Semb AG, Szekanecz Z, 
Nurmohamed M. Cardiovascular risk in rheumatoid arthritis: recent 
advances in the understanding of the pivotal role of inflammation, 
risk predictors and the impact of treatment. Rheumatology 
(Oxford). 2014; 53(12):2143-2154. 
https://doi.org/10.1093/rheumatology/keu224 PMid:24907149 
PMCid:PMC4241890 

 

14. National Cholesterol Education Program (NCEP) Expert Panel 
on Detection, Evaluation, and Treatment of High Blood Cholesterol 
in Adults (Adult Treatment Panel III) Third Report of the National 
Cholesterol Education Program (NCEP) Expert Panel on Detection, 
Evaluation, and Treatment of High Blood Cholesterol in Adults 
(Adult Treatment Panel III) final report. Circulation. 2002; 
106:3143-421. https://doi.org/10.1161/circ.106.25.3143 

 

15. Semb AG, Kvien TK, Aastveit AH, et al. Lipids, myocardial 
infarction and ischaemic stroke in patients with rheumatoid arthritis 
in the Apolipoprotein-related Mortality RISk (AMORIS) Study. Ann 
Rheum Dis. 2010; 69:1996-2001. 
https://doi.org/10.1136/ard.2009.126128 PMid:20551156  

 

16. Nair N. Should We Measure Apolipoproteins to Evaluate 
Coronary Heart Disease Risk? Cardiology. 2012.  

17. Clinical Correlations. The NYU Langone Online Journal of 
Medicine. 2012.  

18. Jonathan L. Marks and Christopher J. Edwards. Protective 
effect of methotrexate in patients with rheum. arthritis and 
cardiovascular comorbidity. Ther Adv Musculoskelet Dis. 2012; 
4(3):149-157. https://doi.org/10.1177/1759720X11436239 

 

19. Mok CC. EULAR recommendations for the management of 
rheumatoid arthritis: what is new in 2017 and its applicability in our 
local setting. Hong Kong Bulletin on Rheumatic Diseases. 2017; 
17(2):47-52. https://doi.org/10.1515/hkbrd-2017-0009 

 

20. Arida A, Protogerou AD, Kitas GD, Sfikakis PP. Systemic 
Inflammatory Response and Atherosclerosis: The Paradigm of 
Chronic Inflammatory Rheumatic Diseases. Int J Mol Sci. 2018; 
19(7). https://doi.org/10.3390/ijms19071890 

 

21. Hensel B, Bruckert E. Lipid profile and cardiovascular risk in 
patients with rheumatoid arthritis: effect of the disease and drug 
therapy. Ann Endocrinol (Paris). 2010; 71:257-63. 

 

22. Gonzalez-Gay MA, Gonzalez-Juanatey C, Pineiro A, Garcia-
Porrua C, Testa A, et al. High-grade C-reactive protein elevation 
correlates with accelerated atherogenesis in patients with 
rheumatoid arthritis. J Rheumatol. 2005; 32:1219-23. 

 

23. Galarraga B, Khan F, Kumar P, Pullar T, Belch JJ. C-reactive 
protein: the underlying cause of microvascular dysfunction in 
rheumatoid arthritis. Rheumatology. 2008; 47:1780-4. 
https://doi.org/10.1093/rheumatology/ken386 PMid:18854346  

 

24. López-Mejías R, et al. Influence of elevated-CRP level-related 
polymorphisms in non-rheumatic Caucasians on the risk of 
subclinical atherosclerosis and cardiovascular disease in 
rheumatoid arthritis. Sci Rep. 2016; 6:31979. 
https://doi.org/10.1038/srep31979 PMid:27534721 
PMCid:PMC4989194 

 

25. Solomon DH, Kremer J, Curtis JR, Hochberg MC, Reed G, 
Tsao P, et al. Explaining the cardiovascular risk associated with 
rheumatoid arthritis: traditional risk factors versus markers of 
rheumatoid arthritis severity. Ann Rheum Dis. 2010; 69(11):1920-5. 
https://doi.org/10.1136/ard.2009.122226 PMid:20444756 
PMCid:PMC2963658 

 

26. Walldius G, Jungner I. The apoB/apoA-I ratio: a strong, new 
risk factor for cardiovascular disease and a target for lipid-lowering 
therapy--a review of the evidence. J Intern Med. 2006; 259(5):493-

 

519. https://doi.org/10.1111/j.1365-2796.2006.01643.x 
PMid:16629855  

27. Jamnitski A, Visman IM, Peters MJ, Dijkmans BA, Voskuyl AE, 
Nurmohamed MT. Beneficial effect of 1-year etanercept treatment 
on the lipid profile in responding patients with rheumatoid arthritis: 
the ETRA study. Ann Rheum Dis. 2010; 69(11):1929-33. 
https://doi.org/10.1136/ard.2009.127597 PMid:20498216  

 

28. Dunder K, Lind L, Zethelius B, Berglund L, Lithell H. Evaluation 
of a scoring scheme, including proinsulin and the apolipoprotein 
B/apolipoprotein AI ratio, for the risk of acute coronary events in 
middle‐aged men: Uppsala Longitudinal Study of Adult Men 
(ULSAM). Am Heart J. 2004; 148: 596-601. 
https://doi.org/10.1016/j.ahj.2004.03.021 PMid:15459588  

 

29. Liao KP, Playford MP, Frits M, Coblyn JS, Iannaccone C, 
Weinblatt ME, Shadick NS, Mehta NN. The association between 
reduction in inflammation and changes in lipoprotein levels and 
HDL cholesterol efflux capacity in rheumatoid arthritis. Journal of 
the American Heart Association. 2015; 4(2):e001588. 
https://doi.org/10.1161/JAHA.114.001588 

 

30. Parveen S, Jacob R, Rajasekhar L, Srinivasa C and Mohan IK. 
Serum Lipid Alterations in Early Rheumatoid Arthritis Patients on 
Disease Modifying Anti Rheumatoid Therapy. Indian J Clin 
Biochem. 2017; 32(1):26-32. https://doi.org/10.1007/s12291-016-
0566-9 PMid:28149009 PMCid:PMC5247364 

 

31. Magaro M, Altomonte L, Zoli A, Mirone L, Ruffini MP. Serum 
lipid pattern and apolipoproteins in active rheumatoid arthritis. Z 
Rheumatol. 1991; 50:168-170. 

 

32. Hurt-Camejo E, Paredes S, Masana L, Camejo G, Sartipy P, 
Rosengren B, et al. Elevated levels of small, low density lipoprotein 
with high affinity for arterial matrix components in patients with 
rheumatoid arthritis: possible contribution of phospholipase A2 to 
this atherogenic profile. Arthritis Rheum. 2001; 44:2761-2767. 
https://doi.org/10.1002/1529-0131(200112)44:12<2761::AID-
ART463>3.0.CO;2-5 

 

33. Roubille C, Richer V, Starnino T. at al. The effects of tumour 
necrosis factor inhibitors, methotrexate, non-steroidal anti-
inflammatory drugs and corticosteroids on cardiovascular events in 
rheumatoid arthritis, psoriasis and psoriatic arthritis: a systematic 
review and meta-analysis. Ann Rheum Dis. 2015; 74(3):480-9. 
https://doi.org/10.1136/annrheumdis-2014-206624 PMid:25561362 
PMCid:PMC4345910 

 

34. [No authors listed] Rheumatoid arthritis: choice of antirheumatic 
treatment. Methotrexate first. Prescrire Int. 2010; 19(105):30-4.  

35. Westlake SL, Colebatch AN, Baird J at al. The effect of 
methotrexate on cardiovascular disease in patients with 
rheumatoid arthritis: a systematic literature review. Rheumatology 
(Oxford). 2010; 49(2):295-307. 
https://doi.org/10.1093/rheumatology/kep366 PMid:19946022  

 

36. Świerkot J, Batko B, Wiland P, Jędrzejewski M, Stajszczyk M. 
Methotrexate treatment for rheumatoid arthritis in Poland: 
Retrospective analysis of patients in routine clinical practice. 
Reumatologia. 2018; 56(1):3-9. 
https://doi.org/10.5114/reum.2018.74741 PMid:29686436 
PMCid:PMC5911651 

 

37. Giollo A, Bissell LA, Buch MH. Cardiovascular outcomes of 
patients with rheumatoid arthritis prescribed disease modifying 
anti-rheumatic drugs: a review. Expert Opin Drug Saf. 2018; 
17(7):697-708. https://doi.org/10.1080/14740338.2018.1483331 
PMid:29871535  

 

 

https://doi.org/10.1093/rheumatology/keu224
https://doi.org/10.1161/circ.106.25.3143
https://doi.org/10.1136/ard.2009.126128
https://doi.org/10.1177/1759720X11436239
https://doi.org/10.1515/hkbrd-2017-0009
https://doi.org/10.3390/ijms19071890
https://doi.org/10.1093/rheumatology/ken386
https://doi.org/10.1038/srep31979
https://doi.org/10.1136/ard.2009.122226
https://doi.org/10.1111/j.1365-2796.2006.01643.x
https://doi.org/10.1136/ard.2009.127597
https://doi.org/10.1016/j.ahj.2004.03.021
https://doi.org/10.1161/JAHA.114.001588
https://doi.org/10.1007/s12291-016-0566-9
https://doi.org/10.1007/s12291-016-0566-9
https://doi.org/10.1002/1529-0131(200112)44:12%3c2761::AID-ART463%3e3.0.CO;2-5
https://doi.org/10.1002/1529-0131(200112)44:12%3c2761::AID-ART463%3e3.0.CO;2-5
https://doi.org/10.1136/annrheumdis-2014-206624
https://doi.org/10.1093/rheumatology/kep366
https://doi.org/10.5114/reum.2018.74741
https://doi.org/10.1080/14740338.2018.1483331

