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Abstract

Chronic inflammatory disorders have been associated with accelerated atherosclerosis and increased 
cardiovascular (CV) risk. Recent evidence suggests that erosive hand osteoarthritis (EOA) has considerable 
inflammation; therefore, we examined the presence of subclinical atherosclerosis and endothelial dysfunc-
tion in EOA. Twenty-four patients with EOA and 24 age- and sex-matched healthy individuals without clini-
cal OA were included in the study. No subject had a history of CV disease. Intima-media thickness (IMT) 
and atheromatous plaques in the common carotid and common femoral arteries were measured by Doppler 
ultrasonography. The endothelium-dependent, flow-mediated dilatation (FMD) and endothelium-indepen-
dent, sublingual glyceryl trinitrate (NTG)-induced dilatation (NMD) of the brachial artery were assessed. 
The EOA patients had significantly elevated systolic and diastolic blood pressure (p<0.001 for both). The 
10-year risk of general CV disease, as predicted with the Framingham Risk Score, was similar in patients 
and controls (p=0.18). IMT of both common carotid and common femoral artery were increased in EOA 
(p=0.01 and p<0.01, respectively), but the frequency of atherosclerotic plaques was not increased. There 
was no difference in FMD and NMD between the two groups, but the difference between FMD and NMD 
was increased in EOA. In conclusion, this small controlled study showed an association between EOA and 
subclinical atherosclerosis that cannot be fully attributed to traditional CV risk factors, as assessed by the 
Framingham score. These results suggest that chronic, low-grade inflammation is implicated in atheroscle-
rosis in EOA. (Int J Biomed Sci 2013; 9 (4): 217-223)
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INTRODUCTION

Erosive hand osteoarthritis (EOA) is a subset of hand 
osteoarthritis (HOA) which is defined by erosions in inter-
phalangeal (IP) joints on plain radiographs and occurs pri-
marily in postmenopausal women (1). Traditionally, osteo-
arthritis (OA) has been considered a degenerative disorder 
of the aging population. However, synovial inflamma-
tion has been frequently described in early and advanced 
knee or hip OA (2, 3) and inflammation is increasingly 
recognized as an important factor in the pathophysiology 
of this disease (4, 5). Newer imaging modalities, such as 
ultrasound and MRI, revealed frequent local inflammation 
in HOA (6, 7).  The inflammatory component is more 
evident in EOA (1, 8, 9).  Systemic low-grade inflamma-
tion, as exemplified by elevated serum C-reactive protein, 
has been reported in EOA (10). 

A growing body of evidence supports that endotheli-
al dysfunction and atherosclerosis are significantly more 
prevalent in patients with chronic inflammatory disor-
ders, compared to age-matched controls (11). This has 
been convincingly demonstrated in rheumatoid arthritis, 
a prototype of chronic inflammatory diseases, which is 
associated with increased cardiovascular (CV) risk (12).   
Therefore, we sought to investigate the occurrence of ath-
erosclerosis and endothelial dysfunction in patients with 
EOA compared to normal controls. 

METHODS 

Selection and description of participants
Patients participating in the study were followed at the 

Rheumatology outpatient clinic of the University Gen-
eral Hospital of Larissa. All fulfilled the 1990 American 
College of Rheumatology criteria for the classification of 
HOA (13).  In addition, they exhibited IP joint central 
area erosions in the form of “gull-wing” or “saw-teeth” 
on plain radiography and classified as having EOA. A 
second group of age- and sex-matched individuals served 
as healthy controls, with no hand pain or clinical signs of 
hand osteoarthritis, such as Heberden’s and Bouchard’s 
nodes, or 1st carpometacarpal joint squaring. In addition, 
they had no history or clinical signs and symptoms of 
osteoarthritis in other joints. All participants, in both 
groups, had no history of CV disease, such as an acute 
coronary syndrome, stroke or peripheral arterial disease. 
History of diabetes mellitus (DM), hypertension (HT), 
hyperlipidemia (HL) and smoking, and any relevant 
medication were recorded.

The study protocol was approved by the Institutional 
Scientific and Ethical Committee, all participants gave a 
written informed consent, and the study was conducted 
according to good clinical practice.

Technical information
Ultrasonographic (US) examination was performed by 

a single trained and senior vascular surgeon (GA). Com-
mon carotid and common femoral artery intima-media 
thickness (IMT), were measured using high resolution 
B-mode ultrasonography, using a 12 L, 5 Hz linear trans-
ducer (GE Logic equipment), according to recently pub-
lished recommendations (14). Measurements were con-
ducted twice for both the right and the left artery, and the 
mean values were recorded.  IMT was used as a marker of 
preclinical atherosclerosis, as common carotid artery IMT 
is an early atherosclerotic index and a strong predictor of 
cardiovascular end-points, such as stroke and coronary 
events (15, 16). 

The presence and type of atheromatous plaques was 
recorded for both sites.  A plaque was defined as a focal 
structure encroaching into the lumen, of at least 0.5 mm, 
or 50% of the surrounding IMT. Alternatively, a plaque 
should demonstrate thickness >1.5 mm, measured from 
the media-adventitia to the media-lumen interface (14). 
Carotid plaques were characterized as type 1-5, depending 
on the echogenicity and homogeneity of the plaque (17). 
This characterization has clinical implications, as type 1 
and 2 plaques carry a high risk for complications, type 3 
and 4 plaques carry a low risk, and type 5 calcified plaques 
carry an undetermined risk (18). 

Two definitions were used for subclinical atheroscle-
rosis: plaque formation and a common carotid artery IMT 
>1 mm. The cut-off of 1 mm was used because this level 
is associated with coronary artery disease and increased 
CV risk (18). As common carotid artery IMT is a better 
surrogate for CV risk than common femoral artery IMT, 
risk analyses were performed using carotid artery mea-
surements. 

An US “biopsy score” (USBS) has been assessed in 
all subjects (19). This is a non-invasive procedure for the 
detection and grading of early carotid and femoral artery 
atherosclerosis. Subjects were graded into A-F classes, ac-
cording to vessel wall characteristics: (A) normal (intima 
media and adventitia clearly separated), 0 points; (B) in-
terface disruption, 2 points; (C) intima-media granulation, 
4 points; (D) plaque without hemodynamic disturbance, 6 
points; (E) asymptomatic plaque causing stenosis, 8 points; 
(F) plaque causing stenosis and symptoms, 10 points.  The 
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points for the two carotid and two femoral arteries were 
added, giving a numerical score ranging from 0 to 40. 
Classes D-E are associated with higher risk of ischemic 
cardiovascular or cerebrovascular events and higher risk 
of mortality than classes A-C (20). 

Endothelial function was assessed by measuring flow-
mediated endothelium-dependent dilatation (FMD). The 
end-diastolic diameter of both brachial arteries was mea-
sured at rest and within 15 sec after release of a sphygmo-
manometer cuff inflated at a pressure of at least 50 mmHg 
above the subject’s systolic blood pressure (BP) for 3 min-
utes (21).  Similar measurements were conducted 5 min-
utes after administration of 0.4 mg of glyceryl trinitrate 
(NTG) sublingually for the assessment of endothelium-in-
dependent dilatation (NMD) (21). Vasodilatation was ex-
pressed as the difference between the two measurements. 
FMD reflects endothelial dysfunction and is mediated by 
the release of nitric oxide from arterial endothelial cells. It 
is predictive of CV events, and is related to both the pres-
ence and extent of coronary atherosclerosis (22).  

As the vasodilator potential is not the same across in-
dividuals, NMD can be used as a means of measuring the 
maximum obtainable vascular wall reaction to a vasodila-
tory stimulus (23). Therefore, we calculated the difference 
between NMD and FMD and compared the means be-
tween the two groups of individuals. In this way, FMD is 
opposed not just to the baseline brachial artery diameter, 
but also to the maximum dilatation obtained by adminis-
tration of NTG. Apart from baseline diameter, dilatation 
is influenced by hypertension and vasoactive anti-hy-
pertensive drugs. All differences were expressed as nu-
merical values (in mm), rather than percentage of change 
from baseline value. Expressing the vasodilator effect as 
the percentage of the baseline value is more suitable for 
measurements in the same individual before and after an 
intervention (23). 

All assessments were conducted in a quiet, dark room 
and subjects were examined in the supine position.  Pa-
tients remained at the supine position for at least 10 min-
utes before the examination.

Serum total cholesterol, high density lipoprotein 
(HDL), low density lipoprotein (LDL) and triglycerides 
were measured by standard methods. The cut-off values 
for total cholesterol, LDL and HDL are in accordance with 
the Third Report of the National Cholesterol Education 
Program (NCEP) (24).

The Framingam 10-year risk of CVD was estimated 
according to published method (25). This algorithm incor-
porates age, sex, systolic blood pressure, smoking, blood 

pressure treatment and LDL and HDL levels and provides 
an estimate of the 10-year risk of clinical CVD. The Fram-
ingham risk score provides the risk that is attributed to 
traditional CVD risk factors. 
 
Statistics

Qualitative variables were compared with the Fischer’s 
exact test and the chi-square test, as appropriate. Compari-
sons between means were carried out with the Student’s 
t-test and the Mann-Whitney U, as appropriate. Statistical 
analysis has been performed using the SPSS, version 13, 
software (SPSS Inc. Chicago, USA). 

For each group the risk of preclinical atherosclerosis 
was separately assessed with regard to age, sex, history 
of hypertension, hyperlipidaemia, diabetes and smoking, 
total cholesterol (whether >240 or not), LDL (whether >160 
or not), HDL (whether <50 or not), systolic blood pressure 
(whether > or <135 mmHg, which is the upper normal 
limit, according to international guidelines) and diastolic 
blood pressure (whether > or <90 mmHg), and regular use 
of vasoactive and hypolipidaemic agents (β-blockers, cal-
cium channel blockers, angiotensin converting enzyme in-
hibitors, angiotensin II receptor antagonists, diuretics and 
statins), with the Fisher’s exact test and the Mann-Whitney 
U test.   

RESULTS

Demographics and lipids
The two groups were comparable for all demographic 

variables. No significant difference was found in the fre-
quency of diabetes mellitus, hypertension, hyperlipidae-
mia and smoking status between EOA patients and con-
trols. Similarly, no difference was found in the rate of 
prescription of vasoactive and hypolipidemic medications 
between the two groups (Table 1). Fourteen of the EOA 
patients (58%) were receiving hydroxychloroquine (HCQ). 

Serum lipid concentrations were available for 23 of 
the 24 subjects in the EOA group and all subjects in the 
control group. There was a non-significant trend towards 
increased serum lipid concentrations for total cholesterol, 
LDL and triglycerides in the EOA group (Table 2). EOA 
patients had significantly elevated systolic (160 ± 32.9 
mmHg [mean ± SD]) and diastolic (99.9 ± 20.4 mmHg) 
blood pressure (BP) at the time of examination, compared 
to the controls (systolic BP = 143.4 ± 32.1 mmHg, diastolic 
BP = 83.42 ± 11.9 mmHg) (p<0.001 for both) (Table 2). 

The Framingam 10-year risk of CVD was calculated 
for 23 of the 24 participants in the EOA group, as 1 patient 
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lacked serum lipid determinations. Patients with EOA had 
a non-significant trend towards an increased Framingham 
risk score (mean=23.9% 10-year risk of CVD), compared 
to the control group (mean=17.3% 10-year risk of CVD, 
p=0.18) (Table 3). 

Ultrasonography
EOA was associated with a marginally significant in-

crease in the risk of IMT>1mm (OR=3.33, 95% CI 1.02-
10.9, p=0.043) (Table 4). Common carotid artery IMT was 
significantly elevated in the EOA group, compared to the 
control group (p=0.012). Similarly, common femoral ar-
tery IMT was elevated in the EOA compared to the control 
group (p<0.01) (Table 3).  Fifteen EOA patients (62.5%) 
had carotid and/or femoral artery atherosclerotic plaques, 
identified by high-resolution B-mode ultrasonography, 

compared to 13 controls (54.2%) with atherosclerotic 
plaques, but this difference was not statistically significant 
(p=0.77). For each type of plaque, the difference between 
the two groups was not statistically significant (data not 
shown). One patient in the EOA group had occluded in-
ternal carotid artery. All other plaques were not hemo-
dynamically significant. EOA was not associated with an 
increased risk of plaque, compared to controls. 

The total USBS was higher in the EOA group com-
pared to the controls (p=0.03) (Table 3). As classes D-F 
are associated with higher risk of ischemic events, we 
compared the number of subjects in each group that had at 
least one class D-F plaque. A non-significant trend in favor 
of the EOA group was found (Table 3). For each group the 
risk of subclinical atherosclerosis did not correlate with 
any demographic characteristic, lipids, blood pressure, or 

Table 1. Demographic characteristics of patients with EOA and normal controls

Parameter EOA (n=24) Controls (n=24) p

Age, mean (SD) 62.5 (6.6) 60.7 (5.8) 0.33

Sex (Female) 22 22 0.99

History-Hypertension, n (%) 16 (66.6) 12 (50) 0.38

Hyperlipidemia, n (%) 7 (29.2) 13 (54.2) 0.14

Diabetes mellitus, n (%) 0 (0) 2 (8.3) 0.49

Smoking, n (%) 3 (12.5) 4 (16.7) 0.99

Treatment-statin, n (%) 4 (16.7) 8 (33.3) 0.32

ACE inhibitor, n (%) 6 (25) 3 (12.5) 0.46

Beta blocker, n (%) 2 (8.3) 6 (25) 0.244

AT II receptor blockers, n (%) 5 (20.8) 3 (12.5) 0.46

Diuretics, n (%) 6 (25) 5 (20.8) 0.74

Hydroxychloroquine, n (%) 14 (58.3) 0 (0) <0.0001

SD, standard deviation; ACE, angiotensin converting enzyme; AT II, Angiotensin II; NS, non-significant.

Table 2. Serum lipid profiles and blood pressure measurements in patients with EOA and normal controls

Variable EOA (n=24) Controls (n=24) P

Cholesterol (mg/dL), mean (SD) 237.6 (49.5) 230 (35.4) 0.55

HDL (mg/dL), mean (SD) 59.4 (14.3) 59.1 (13.1) 0.94

LDL (mg/dL), mean (SD) 157.5 (48.8) 147 (33.3) 0.37

Triglycerides (mg/dL), mean (SD) 141.8 (75.2) 124.4 (56) 0.63

Systolic BP (mmHg), mean (SD) 160 (32.9) 143.4 (32.1) <0.001

Diastolic BP (mmHg), mean (SD) 99.9 (20.4) 83.42 (11.9) <0.001
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medications, thus no effect modifiers were found. There-
fore, no multivariate analysis was required

Flow-mediated and nitroglycerine induced vasodilatation
Twenty-two individuals in both groups received glyc-

eryl trinitrate for the assessment of endothelium-inde-
pendent vasodilatation. Four individuals did not receive 
glyceryl trinitrate because of aortic valve stenosis (one 
individual) and hypotension (3 individuals). No difference 
was found between the two groups in both flow-mediated, 
endothelium-dependent vasodilatation and nitroglycer-
ine-induced, endothelium-independent vasodilatation. 
However, the difference between FMD and NMD was 
significantly greater in EOA patients compared to healthy 
controls (p=0.026) (Table 3). Neither NMD nor FMD was 
correlated with systolic or diastolic BP.

DISCUSSION

In this controlled study we found evidence of subclini-
cal atherosclerosis and endothelial dysfunction in EOA. 
This is in agreement with a recent Rotterdam population-
based study in persons aged >55 years that investigated 

carotid atherosclerosis and found an association with dis-
tal IP OA in women (26). Similarly, a population-based 
study in Iceland found hand OA in elderly women to be 
associated with carotid and coronary atherosclerosis (27). 
In the Framingham Heart study, an association was found 
between spinal facet joint OA and abdominal aortic cal-
cifications, a surrogate for CV disease, after adjustment 
for epidemiologic factors associated with traditional CV 
risk factors (28). Also, patients with generalized OA had 
significantly increased popliteal artery wall thickness, as-
sessed by MRI (29). However, other studies have not found 
association of hand OA with arterial stiffness (30) or ab-
dominal aortic calcification (31). 

Previous studies showed increased incidence of CV 
events and increased mortality in patients with OA com-
pared to the general population (32-34). The enhanced CV 
risk in OA could be, at least in part, explained by the high 
prevalence of co-morbidities and traditional CV risk fac-
tors among older subjects with OA. Indeed, in the large 
population of the third National Health and Nutrition Ex-
amination Survey, 40% of the OA patients had hyperten-
sion, 11% had diabetes and 32% had high total cholesterol, 
compared with 25%, 6% and 24%, respectively, of the US 

Table 3. Intima media thickness and flow-mediated and nitroglycerine-mediated vasodilatation in patients with EOA and normal controls

Variable EOA (n=24) Controls (n=24) P

Framingham risk score (10-year CVD rate, mean, SD) 23.9 (14.7) 18.8 (11.2) 0.18

Intima-media thickness, common carotid artery (mm), mean (SD) 0.91 (0.17) 0.82(0.19) 0.012

Intima-media thickness, common femoral artery (mm), mean (SD) 0.7 (0.19) 0.6 (0.2) <0.01

Ultrasound Biopsy Score, mean (SD) 14 (3.3) 12 (2.8) 0.03

Ultrasound Biopsy Score, no of patients with at least one Class D-F plaque (%) 15 (62.5) 13 (54.2) 0.77

Δ Brachial artery diameter- reactive hyperemia (flow-mediated vasodilatation-FMD) 
(mm), mean (SD)

0.36 (0.39) 0.36 (0.44) 0.92

Δ Brachial artery diameter after glyceryl Trinitrate administration (NMD) (mm), 
mean (SD)

0.62 (0.49) 0.45 (0.48) 0.057

Δ Brachial artery diamener FMD-NMD 0.348 (0.2) 0.1 (0.49) 0.026

Table 4. Risk of subclinical atherosclerosis in EOA patients and normal controls

Lesion EOA (n=24) Controls (n=24) OR

IMT>1mm, n (%) 16 (66.7) 9 (37.5) OR=3.33 (95% CI 1.02-10.9)

p=0.043 (chi-square test)

P=0.08 (Fischer’s exact test)

Plaque, n (%) 15 (62.5) 13 (54.2) OR=1.41 (95% CI 0.46-4.46)

P=0.77
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general population without arthritis (35). The Ulm study, 
in OA patients undergoing hip or knee surgery, showed a 
positive correlation of hypercholesterolaemia with wide-
spread joint involvement (36). In our study, EOA did not 
exhibit a significant increase in the 10-year risk of CVD, as 
predicted by the Framingham Risk Score, which is based 
on the contribution of traditional CV risk factors.  

 We found an increased intima-media thickness (sub-
clinical atherosclerosis) in patients with EOA that could 
not be attributed to traditional CV risk factors, as assessed 
by the 10-year Framingham risk score. Moreover, patients 
with EOA exhibited evidence of endothelial dysfunction, 
as estimated by the difference between FMD and NMD, 
that could not be attributed to differences in systolic or 
diastolic blood pressure.

The link between OA and atherosclerosis could be ex-
plained by shared pathogenetic mechanisms. Inflamma-
tion appears to play a role in OA and EOA in particular (1, 
5, 8-10). Chronic inflammation also promotes endothelial 
cell activation and endothelial dysfunction (11). Inflamma-
tory mediators, such as tumor necrosis factor-α (TNF-α), 
interleukin (IL)-6 and IL-1, up-regulated in OA (5), par-
ticipate in the pathophysiology of atherosclerosis (37, 38). 
C-reactive protein, elevated in EOA (10), is associated 
with atherosclerosis and is predictive of future ischemic 
events (39, 40).  Osteoprotegerin (OPG), part of the Recep-
tor Activator Nuclear Factor κ-Β (RANK)/RANK ligand 
system, inhibits osteoclastogenesis, and thus bone resorp-
tion, is up-regulated in hand OA (41). Elevated serum OPG 
levels have been associated with coronary artery disease 
and stroke and have been proposed as an independent risk 
factor for CV disease and associated mortality (42). Adi-
ponectin may be a link between EOA and atherosclerosis. 
High adiponectin levels are associated with a decreased 
risk of radiographic progression in hand OA (43). Low 
levels of adiponectin are associated with obesity and CV 
disease. Adiponectin reduces lipid accumulation in mac-
rophage foam cells. Macrophages transduced with adipo-
nectin gene exhibit decreased uptake of oxidized low-den-
sity lipoprotein and increased HDL-mediated cholesterol 
efflux (44). However, the precise molecular basis of both 
disorders is still evading us.

A limitation of our study is the small sample size, 
and therefore, our results should be confirmed in a larg-
er study. However, US examinations were performed by 
a single, experienced assessor, ruling out inter-observer 
variations. In addition, 14 out of 24 EOA patients (58.3%) 
were receiving HCQ for a mean period of 23.5 months. 
HCQ might have improved vascular function in our study 

population, since it has been shown to exert a mild protec-
tive effect against atherosclerosis in patients with systemic 
lupus erythematosus (45). This means that the difference 
between the two populations would have been more sig-
nificant, in the absence of HCQ. 

In conclusion, in this small, cross-sectional, controlled 
study, we found evidence of subclinical atherosclerosis 
and endothelial dysfunction in patients with EOA.  

CONFLICT OF INTEREST

The authors declare that no conflicting interests exist.

REFERENCES
 

1. Punzi L, Ramonda R, Sfriso P. Erosive osteoarthritis. Best Pract. Res. 
Clin. Rheumatol. 2004; 18: 739.

2. Smith MD, Triantafillou S, Parker A, et al. Synovial membrane 
inflammation and cytokine production in patients with early 
osteoarthritis. J. Rheumatol. 1997; 24: 365.

3. Sakkas LI, Scanzello CR, Katsetos CD, et al. T cells and T-cell cyto-
kine transcripts in the synovial membrane in patients with osteoarthri-
tis. Clin. Diagn. Lab. Immunol. 1998; 5: 430.

4. Sakkas L, Platsoucas C. The role of T-cells in the pathogenesis of 
osteoarthritis. Arthritis. Rheum. 2007; 56: 409.

5. Kapoor M, Martel-Pelletier J, Lajeunesse D, et al. Role of 
proinflammatory cytokines in the pathophysiology of osteoarthritis. 
Nat. Rev. Rheumatol. 2011; 7: 33.

6. Tan AL, Grainger A, Tanner S, et al. High-resolution magnetic 
resonance imaging for the assessment of hand osteoarthritis. Arthritis. 
Rheum. 2005; 52: 2355.

7. Keen H, Wakefield R, Grainger A, et al. An ultrasonographic study of 
osteoarthritis of the hand: synovitis and its relationship to structural 
pathology and symptoms. Arthritis. Rheum. 2008; 59: 1756.

8. Vlychou M, Koutroumpas A, Malizos K, Sakkas LI. Ultrasonographic 
evidence of inflammation is frequent in hands of patients with erosive 
osteoarthritis. Osteoarthritis. Cartilage. 2009; 17: 1283.

9. Wittoek R, Carron P, Verbruggen G. Structural and inflammatory 
sonographic findings in erosive and non-erosive osteoarthritis of the 
interphalangeal joints. Ann. Rheum. Dis. 2010; 69: 2173.

10. Punzi L, Ramonda R, Oliviero F, et al. Value of C reactive protein in 
the assessment of erosive osteoarthritis of the hand. Ann. Rheum. Dis. 
2005; 64: 955.

11. Kaplan MJ. Management of cardiovascular disease risk in chronic 
inflammatory disorders. Nat. Rev. Rheumatol. 2009; 5: 208.

12. Kitas GD, Gabriel SE. Cardiovascular risk in rheumatoid arthritis:state 
of the art and future perspectives. Ann. Rheum. Dis. 2011; 70: 8.

13. Altman R, Alarcón G, Appelrouth D, et al. The American College 
of Rheumatology criteria for the classification and reporting of 
osteoarthritis of the hand. Arthritis. Rheum. 1990; 33: 1601.

14. Touboul PJ, Hennerici MG, Meairs S, et al. Mannheim carotid intima-
media thickness consensus (2004-2006). An update on behalf of the 
Advisory Board of the 3rd and 4th Watching the Risk Symposium, 
13th and 15th European Stroke Conferences, Mannheim, Germany, 
2004, and Brussels, Belgium, 2006. Cerebrovasc. Dis. 2007; 23: 75.

15. O'Leary DH, Polak JF, Kronmal RA, et al. Carotid-artery intima and 
media thickness as a risk factor for myocardial infarction and stroke in 
older adults. N. Engl. J. Med. 1999; 340: 14.



Atherosclerosis in erosive OA

www.ijbs.org    Int  J  Biomed  Sci    vol. 9  no. 4    December  2013 223

16. Lorenz MW, Markus HS, Bots ML, et al. Prediction of clinical 
cardiovascular events with carotid intima-media thickness: a 
systematic review and meta-analysis. Circulation. 2007; 115: 459.

17. Geroulakos G, Ramaswami G, Nicolaides A, et al. Characterization of 
symptomatic and asymptomatic carotid plaques using high-resolution 
real-time ultrasonography. Br. J. Surg. 1993; 80: 1274.

18. Komorovsky R, Desideri A. Carotid ultrasound assessment of patients 
with coronary artery disease: a useful index for risk stratification. 
Vasc. Health Risk Manag. 2005; 1: 131.

19. Belcaro G, Laurora G, Cesarone MR, et al. Noninvasive ultrasonic 
biopsy: evaluation of early arteriosclerotic lesions progression in nor-
mal asymptomatic, hyperlipidemic, and diabetic subjects. Angiology. 
1993; 44: 93.

20. Belcaro G, Barsotti A, Nicolaides AN. “Ultrasonic biopsy”--a non-in-
vasive screening technique to evaluate the cardiovascular risk and to 
follow up the progression and the regression of arteriosclerosis. Vasa. 
1991; 20: 40.

21. Corretti MC, Anderson TJ, Benjamin EJ, et al. Guidelines for the 
ultrasound assessment of endothelial-dependent flow-mediated 
vasodilation of the brachial artery: a report of the International 
Brachial Artery Reactivity Task Force. J. Am. Coll. Cardiol. 2002; 39: 
257.

22. Kuvin JT, Karas RH. Clinical utility of endothelial function testing: 
ready for prime time? Circulation. 2003; 107: 3243.

23. Moens AL, Goovaerts I, Claeys MJ, Vrints CJ. Flow-mediated 
vasodilation: a diagnostic instrument, or an experimental tool? Chest. 
2005; 127: 2254.

24. Expert panel on Detection, Evaluation and Treatment of High Blood 
Pressure in Adults (Adult treatment panel III), Executive summary, 
National Cholesterol Education Program, National Heart, Lung and 
Blood Institute, National Institutes of Health, NIH publication No. 
01-3670, May 2011.

25. D'Agostino RB Sr, Vasan RS, Pencina MJ, et al. General cardiovascular 
risk profile for use in primary care: the Framingham Heart Study. 
Circulation. 2008; 117: 743.

26. Hoeven TA, Kavousi M, Clockaerts S, et al. Association of 
atherosclerosis with presence and progression of osteoarthritis: the 
Rotterdam Study. Ann. Rheum. Dis. 2012 (In Press).

27. Jonsson H, Helgadottir GP, Aspelund T, et al. Hand osteoarthritis in 
older women is associated with carotid and coronary atherosclerosis: 
the AGES Reykjavik study. Ann. Rheum. Dis. 2009; 68: 1696.

28. Suri P, Katz JN, Rainville J, et al. Vascular disease is associated with 
facet joint osteoarthritis. Osteoarthritis Cartilage. 2010; 18: 1127.

29. Kornaat PR, Sharma R, van der Geest RJ, et al. Positive association 
between increased popliteal artery vessel wall thickness and 
generalized osteoarthritis: is OA also part of the metabolic syndrome? 
Skeletal Radiol. 2009; 38: 1147.

30. Saleh AS, Najjar SS, Muller DC, et al. Arterial stiffness and hand 

osteoarthritis: a novel relationship? Osteoarthritis Cartilage. 2007; 15: 
357.

31. Karasik D, Kiel DP, Kiely DK, et al. Abdominal aortic calcification 
and exostoses at the hand and lumbar spine: the Framingham Study. 
Calcif. Tissue Int. 2006; 78: 1.

32. Cerhan JR, Wallace RB, el-Khoury GY, et al. Decreased survival with 
increasing prevalence of full-body, radiographically defined osteoar-
thritis in women. Am. J. Epidemiol. 1995; 141: 225.

33. Haara MM, Mannonen P, Kroger H, et al. Osteoarthritis of finger joints 
in Finns aged 30 or over: prevalence, determinants, and association 
with mortality. Ann. Rheum. Dis. 2003; 61: 151.

34. Nuesch E, Dieppe P, Reichenbach S, et al. All cause and disease spe-
cific mortality in patients with knee or hip osteoarthritis:population 
based cohort study. BMJ. 2011; 342: d1165.

35. Singh G, Miller JD, Lee FH, et al. Prevalence of Cardiovascular Dis-
ease Risk Factors Among US Adults With Self-Reported Osteoarthri-
tis: Data from the Third National Health and Nutrition Examination 
Survey. Am. J. Manag. Care. 2002; Suppl 8: S383.

36. Stürmer T, Sun Y, Sauerland S, et al. Serum cholesterol and osteoar-
thritis. The baseline examination of the Ulm Osteoarthritis Study. J. 
Rheumatol. 1998; 25: 1827.

37. Hansson GK. Inflammation, atherosclerosis, and coronary artery dis-
ease. N. Engl. J. Med. 2005; 352: 1685.

38. Kleemann R, Zadelaar S, Kooistra T. Cytokines and atherosclerosis: 
a comprehensive review of studies in mice. Cardiovasc Res. 2008; 79: 
360.

39. Cao JJ, Arnold AM, Manolio TA, et al. Association of carotid artery 
intima-media thickness, plaques, and C-reactive protein with future 
cardiovascular disease and all-cause mortality: the Cardiovascular 
Health Study. Circulation. 2007; 116: 32.

40. Haverkate E, Thompson SG, Pyke S, et al. Production of C-reactive 
protein and risk of coronary events in stable and unstable angina. Lan-
cet. 2007; 349: 462.

41. Pantsulaia I, Kalichman L, Kobyliansky E. Association between radio-
graphic hand osteoarthritis and RANKL, OPG and inflammatory 
markers. Osteoarthritis Cartilage. 2010; 18: 1448.

42. Kiechl S, Schett G, Wenning G, et al. Osteoprotegerin is a risk factor 
for progressive atherosclerosis and cardiovascular disease. Circula-
tion. 2004; 109: 2175.

43. Yusuf E, Ioan-Facsinay A, Bijsterbosch J, et al. Association between 
leptin, adiponectin and resistin and long-term progression of hand 
osteoarthritis. Ann. Rheum. Dis. 2011; 70: 1282.

44. Tian L, Luo N, Klein RL, et al. Adiponectin reduces lipid accumula-
tion in macrophage foam cells. Atherosclerosis. 2009; 202: 152.

45. Roman MJ, Shanker B-A, Davis A, et al. Prevalence and Correlates of 
Accelerated in Systemic Lupus Erythematosus. N. Engl. J. Med. 2003; 
349: 2399.


