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The incidence of cardiovascular diseases (CVD) is increased in rheumatoid arthritis (RA)
patients. It remains unclear whether the load of RA increases cardiovascular (CV) risk especially in female and in younger RA patients. In the present study we aim to analyse the influence of age and gender on CV risk in RA relative to the general population, using metaanalysis of direct comparative studies.
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Systematic literature search was performed in MEDLINE for studies reporting on occurrence of CV events in RA as compared to the general population, stratified for gender and/
or age. Quality was appraised using the Newcastle-Ottawa scale. Meta-analysis was performed on rate ratios using inverse variance methods.

Results
There were 1372 records screened and 13 studies included. RA females and males have a
similar higher risk (95%CI) to develop stroke with RR 1.35 (1.30–1.40) and RR 1.31 (1.21–
1.43); coronary artery disease with RR 1.65 (1.54–1.76) versus RR 1.55 ((1.41–1.69) in
men; cardiovascular disease with RR 1.56 (1.49–1.62) versus 1.50 (1.41–1.60). The highest incidence of CV events was observed in the youngest patients, RR 2.59 (1.77–3.79),
whereas older patients had the lowest relative risk when compared to the general population, RR 1.27 (1.16–1.38).

Conclusion
The relative risk of RA patients for CVD is age dependent, but does not depend on gender:
the relative risk on CVD appears to be equally raised for males and females, while relatively
young RA patients (<50 years) have the highest, and older patients the lowest relative risk.
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Introduction
It is well-known that CV risk in RA is increased, and that the ‘excess’ risk of CVD in RA is not
explained by ‘traditional’ risk factors [1–4]. RA itself may lead to an increased risk of CVD,
presumably through systemic inflammation. In the general population, CV risk is higher in
males compared to females, and CV risk increases with age [5]. However, no study has confirmed this dogma in RA population yet. It may therefore be that the load of RA modulates the
impact of age and gender on CV risk in RA following other determinants as compared to the
general population. Indeed, some data suggest that men and women with RA are not equally
affected by inflammation with respect to CV risk factors. In line with this, we have previously
shown that HDL-2 subfraction is mostly declined in RA women, whereas no differences have
been observed in men with RA [6]. It has been demonstrated that early menopause is a risk factor for developing RA [7] and a recent study showed that RA patients with a history of early
menopause before disease onset have an increased risk of CVD [8]. Moreover, due to active
inflammation, RA women are predisposed to reach menopause earlier in life, augmenting their
CV risk [9,10]. Finally, low-grade inflammation and a disturbed metabolism, as it is the case in
diabetes mellitus, may augment the CV risk much more in women (relative risk 3 to 8 times
higher) than in men (relative risk 2 to 3 times higher) as compared to the general population
[11]. Therefore, the question arises whether and in how far, such differences would translate
into a different distribution of the relative risk of CVD in RA based on gender and age, compared to the general population. Knowledge about this distribution of the excess CVD risk over
age and gender may eventually contribute to improved risk prediction in RA.
The objective of the present study is to analyse the influence of age and gender on CV relative risk in RA patients as compared to the general population, using meta-analysis of direct
comparative studies.

Patients and Methods
This is a systematic literature search with meta-analysis of cohort studies. A systematic literature search of the MEDLINE (via PubMed) database (1980 to December 2013) was performed
to identify studies reporting on the relative risk of cardiovascular events in RA patients, as compared to people from the general population, stratified by gender and/or age. Results were
pooled in meta-analysis, stratified by age and gender and CV outcome.

Search
The search strategy was performed together with a librarian, using Rheumatoid Arthritis
(MESH or title/abstract), combined with: stroke, myocardial infarction, cardiovascular diseases, cerebrovascular accident, (MESH or title/abstract) combined with: men, women or male,
female (MESH and title/abstract), and a limitation to English language. Reference lists of systematic reviews were screened for potential eligible studies.

Study selection
One author (C.P.) screened all titles and abstracts of the search result for potential inclusion.
Two authors (C.P. and S.B.) then independently read the full text of the selected studies for
inclusion, according to the in- and exclusion criteria. Disagreements were resolved by consensus. If consensus was not reached, another author (J.F.) was asked to read the study and a final
decision was made by consensus.
Studies were included if: the relative risk of CV events was assessed in a cohort of RA
patients in comparison with a control cohort from the general population; if the CV outcome

PLOS ONE | DOI:10.1371/journal.pone.0157360 June 16, 2016

2 / 12

Age and CVD in RA

included myocardial infarction and/or stroke, or mortality due to CV events; if CV risk was
separately reported for males and females and/or for different age groups. Studies were
excluded if no comparison between RA patients and controls was made or could be made from
the data available, if data were not stratified by age and/or gender, if less than 100 patients were
included; if it were reviews or meta-analyses; if written in a language other than English.

Data extraction and quality assessment
One investigator (J.F.) systematically extracted the following data from each study for all age
groups and gender by type of outcome: standardized mortality ratio, standardized morbidity
ratio, or incidence rate ratio, their components, group size, 95% confidence interval, standard
error, or p-value. All included studies were analyzed in meta-analysis for the CV outcomes presented. However, not all studies contributed data for the same CV outcomes (e.g. if data were
present on coronary artery disease but not for stroke) and some studies had data on multiple
outcomes (e.g. on coronary artery disease as well as on stroke) or combined outcomes (e.g. coronary artery disease and/or stroke). In S1 Table it can be seen for which study which data were
present.
To indicate the risk of bias, all selected studies were assessed for quality at study level by two
reviewers (J.F. and C.P.) independently using the Newcastle-Ottawa Scale; cohort studies can
receive a maximum of 4 points (‘stars’) for Selection, 2 points for Comparability, and 3 points
for Outcome [12]. Disagreement in quality assessment was solved by discussion.

Data synthesis and statistical analysis
Extracted data were combined for meta-analysis using Review Manager (RevMan 5.3) software
(Cochrane Collaboration). Available estimates of relative risk were combined using the inverse
variance method in a random effects model [13]. Forest plots were constructed to summarize
the relative risk estimates and their 95% CIs, comparing the risk of RA patients with the risk in
people from the general population, by age groups and gender, for each type of cardiovascular
outcome. Heterogeneity across studies was assessed using I2.

Results
Study selection
We identified 1372 unique references through searching the literature databases (Fig 1). Based
on screening of title and/or abstract, 60 references were selected for full-text review. There were
47 studies excluded for the following reasons: cross-sectional study (5); case-control study (1);
no control group from general population (13); no appropriate data on age/sex comparison
(26); no data on cardiovascular disease (1); no full-text available (1). Consequently, 13 studies
were eligible for meta-analysis (Table 1): eight including stroke, seven including myocardial
infarction (CAD), eleven including a combination of stroke and CAD, or CVD in general, and
four included cardiovascular death as outcomes [14–26].

Quality appraisal
Of the 13 included studies (Table 2), 9 received maximal scores for all three domains: selection,
comparability, and outcome; while 1 study lost 1 point in the selection domain because it was
not reported that the outcome (CVD) always occurred after onset of RA, 2 of confounding factors other than age and gender, and 4 studies lost one point in the outcome domain, mostly
because of no statement on subjects being lost to follow-up.
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Fig 1. Flow diagram of the published articles evaluated for inclusion in this meta-analysis.
doi:10.1371/journal.pone.0157360.g001

Influence of gender on CV events
In 12 of the 13 included studies, CVD risk of RA patients was compared to people from the
general population for males and females separately, one study reported only about females
(see S1 Table for details). Nearly all studies showed a higher relative risk on stroke and CAD
for both male and female patients with RA (Fig 2). Using these studies, the overall relative risk
for patients with RA, in comparison to people from the general population, was 1.34 for stroke,
1.61 for CAD, and 1.53 for combined CVD events (Fig 2A–2C) and 1.57 for CVD mortality.
Both RA females and males had a similar relative risk (p = 0.57) to develop stroke when compared to the general population: RR 1.35 (95% CI 1.30–1.40) for females and RR 1.31 (95% CI
1.21–1.43) for males, respectively (Fig 2A). For the relative risk of developing coronary artery
diseases (CAD) the results appear similar to those of stroke (Fig 2B). Females with RA had a
RR of 1.65 (95% CI 1.54–1.76) while men with RA had a RR of 1.55 (95% CI 1.41–1.69), which
again is not significantly different (p = 0.27). Heterogeneity was low (I2 < 25%) to moderate (I2
< 50%) in all analyses above. When CVD was used as combined outcome measure, women
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Table 1. Sample size, female percentages and mean age of RA patients participating in the studies included in this meta-analysis.
Study (cohort)

Sample size (n)
RA

Non-RA

1 779

478 627

Female

Age

71%

57.7(14.0)a

14

Semb et al. (AMORIS study, Sweden)

15

Turreson et al. (Malmo inhabitants, Sweden)

1 022

207 846

74%

n.a.

16

Lindhardsen et al. (Danish nationwide cohort)

18 247

4 164 088

70%

59.2(14.1)

17

Lindhardsen et al. (Danish nationwide cohort)

9 921

3 978 821

71%

56.4(15.5)

18

Solomon et al. (British Columbia inhabitants)

25 385

252 976

71%

n.a.

19

Norton et al. (Early RA Study—ERAS; UK)

1 460

n.a.

66%

55.3(14.6)

20

Holmqvist et al. (National Patient Register and Swedish Population Register; Sweden)

39 065

171 965

73%

n.a.

21

Bergström et al. (1978 cohort, Malmo Sweden)b

148

n.a.

79%

46.3(14.2)

21

Bergström et al. (1995 cohort, Malmo Sweden)

161

n.a.

78%

48.3(16.4)

22

Goodson et al. (The Norfolk Arthritis Register—NOAR; UK)

575

n.a.

68%

57(45–68)

23

Wållberg-Jonsson et al. (Vasterbotten, Sweden)

606

n.a.

68%

56(17–83)a

24

Myllykangas-Luosujärvi et al. (Finnish nationwide)

1666

n.a.

71%

n.a.

25

Watson et al. (General Practice Research Database—GPRD; UK)

11 633

2 373 551

70%

n.a.

26

Thomas et al. (Scottish inpatient records)

41 344

n.a.

69%

n.a.

Studies are described by reference number and ﬁrst author name; Age: mean (SD) in years; n.a. = not available; the studies without control non-RA
groups used age and gender-speciﬁc mortality rates obtained from their national statistics ofﬁces (reference 19, 21, 22, 23, 24, 26).
age for female group;

a
b

in the study of Bergström et al. there were two cohorts investigated: from 1978 and 1995.

doi:10.1371/journal.pone.0157360.t001

and men with RA also have a similar increased risk: RR 1.56 (95% CI 1.49–1.62) in women and
RR 1.50 (95% CI 1.41–1.60) in men, respectively (Fig 2C). Finally, mortality due to CVD was
increased in RA patients, in women: RR 1.51 (95% CI 1.19–1.92) and in men: RR 1.44 (95% CI
0.97–2.14), (p = 0.84 for the gender comparison), and overall: RR 1.57 (95% CI 1.39–1.79),
p < 0.00001. However, heterogeneity among these three (males) and four (females) studies was
high (I2 > 95%) in total and after stratification for gender (no forest plots shown).
Table 2. Critical appraisal using the Newcastle-Ottawa Quality Assessment Scale.
[Ref]

Study

Selection

Comparability

Outcome

24

Myllykangas, 1995

✰✰✰✰

✰

✰✰

23

Wallberg, 1997

✰✰✰

✰

✰✰

22

Goodson, 2002

✰✰✰✰

✰✰

✰✰✰

26

Thomas, 2003

✰✰✰✰

✰✰

✰✰✰

25

Watson, 2003

✰✰✰✰

✰✰

✰✰✰

15

Turesson, 2004

✰✰✰✰

✰✰

✰✰✰

18

Solomon, 2006

✰✰✰✰

✰✰

✰✰✰

21

Bergström, 2009

✰✰✰✰

✰✰

✰✰

14

Semb, 2010

✰✰✰✰

✰✰

✰✰

17

Lindhardsen, 2011

✰✰✰✰

✰✰

✰✰✰

20

Holmqvist 2012

✰✰✰✰

✰✰

✰✰✰

16

Lindhardsen, 2012

✰✰✰✰

✰✰

✰✰✰

19

Norton, 2013

✰✰✰✰

✰✰

✰✰✰

The Newcastle-Ottawa Quality Assessment Scale for cohort studies awards a maximum of four points for ‘selection’, two points for ‘comparability’ and
three points for ‘exposure’ [10].
doi:10.1371/journal.pone.0157360.t002
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Fig 2. The effect of gender on different CV events. Similar risk of stroke (A), coronary artery disease (B)
and CVD in general (C) among women and men with RA.
doi:10.1371/journal.pone.0157360.g002
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Influence of age on CV events
There were five studies in which CVD relative risks were stratified by age group (S1 Table),
reporting on CVD (1 study), stroke (2 studies), CAD (1 study) and mortality in females (1
study) and we pooled the results of these six studies to analyze the influence of age on the relative risk for CVD in patients with RA as compared to people from the general population (Fig
3). In the previous analyses there appeared to be no statistically or clinically relevant differences
in relative risk between RA males and RA females. Therefore, and as only 3 studies had stratified their results by age-as-well-as-gender, the data of males and females were pooled. The
included studies usually used different age limits to define age groups in comparing RA
patients with people from the general population. Given the data, it was possible to pool
according to three age categories: younger than 50 years, between 50 and 65 years, and older
than 65 years, respectively.
As shown in Fig 3, the relative risk for CVD was highest in the youngest RA patients: RR
2.59 (95% CI 1.77–3.79), whereas older RA patients had the lowest relative risk when compared
to the general population: RR 1.27 (95% CI 1.16–1.38). There appeared to be a significant age
effect (p < 0.00001) while at the same time heterogeneity was considerable (I2>50%) within
age groups and for the overall effect.

Discussion
According to the results of this meta-analysis, the well-known increased risk for cardiovascular
disease of RA patients, as compared to the general population, is dependent on age, but does
not depend on gender. That is to say, the relative risk on CV disease appears to be equal for
males and females, the relative risk was just only slightly, non-significantly, higher in females.
It also appeared that the relative risk on CVD in RA was age dependent, with relatively young
RA patients (<50 years) bearing the highest relative risk and the elder RA patients (>65 years)
having the lowest relative risk. Consequently, it appears that RA increases the risk on CVD in
all patients, but the relative risk is largest in younger patients, for males and females alike. Due
to lack of information and due to heterogeneity between studies, we were not able to pool absolute risks in this meta-analysis. Notably, relative risks are better generalizable than absolute
risks and risk differences. For that same reason, it was refrained from calculating a numberneeded-to-screen, a number-needed-to-treat analogue, from the inverse of the risk differences
[27]. From the quality appraisal it appeared that the quality of the studies is quite high. A main
finding was that for two studies (references 23 and 24), it was not clear whether or not residual
confounding beyond age and gender was present, which was reflected in the quality appraisal
score. Because of this uncertainty and high overall quality it may be regarded that the risk of
bias for the results of the meta-analysis is quite low.
Having increased CV risk has bearings on CV prevention in RA. However, CV risk calculators used in the general population are of a limited utility in RA. They mostly underestimate
the CV risk, especially in the group of patients originally classified as having a low or intermediate risk [3]. The results of the present study are the first that can offer a simple explanation
for this discrepancy: risk of CVD in the RA population is distributed differently with regard to
age, as compared to the general population. Therefore, it is likely that the true risk on CVD is
misjudged especially in younger RA patients. The European League Against Rheumatism
(EULAR) has previously developed specific recommendations in order to better estimate the
CV risk in RA. Accordingly, a multiplying factor of 1.5 is applied to each RA patient having at
least two of the following features: a disease duration longer 10 years, extra-articular manifestations or RF/aCCP positivity [28]. Yet, the performance of this adapted risk calculator is still
limited for RA patients [3]. Moreover, other factors may limit the utility of such a score: extra-
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Fig 3. The effect of age on a”pooled” CVD outcome in patients with RA. The groups are stratified based on the age in three subgroups: <50
years, 50–65 years and >65 years, respectively.
doi:10.1371/journal.pone.0157360.g003

articular features are more and more sporadic given the new treatment strategies and possibilities, while disease duration and serology is not firmly associated with higher risk [29, 30]. We
recently attempted to recalibrate the SCORE risk algorithm by re-weighing the included traditional CVD risk factors and to adapt it by adding other potential predictors to the existing
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SCORE variables [4]. Even this adaptation did not provide sufficient improvement in the calculation of the risk for future CVD events in these patients.
Therefore, instead of searching for new cardiovascular risk factors specific for RA (inflammatory markers, etc), improving the evaluation of CV risk in this group of patients might have
perhaps a simpler solution. Based on the results of the present analysis we suggest that age
must gain a different weight and meaning in RA with respect to the future risk of developing
CV events. There may be at least two strategies to translate this into practice. The first one
implies the change of age’s weight in the current CV risk calculators, in order to redistribute
patients from lower to higher risk categories. This would result into a larger number of RA
patients entitled to receive primary prevention measures/therapies. This strategy may however
lead to over-diagnosis, over-treatment and might raise the costs unnecessary. Yet, no data is
available to confirm or infirm this strategy. We currently undergo a study to look for the costeffectiveness of screening for CV risk factors using various risk calculators in a primary prevention setting. One such calculator is recommended by the Dutch National Guidelines for CV
risk management, and suggest adding 15 years to the age of all RA patients [31]. If our study
will provide evidence for a cost-effective strategy despite adding 15 years to the age of patients,
this will support our suggestion of modifying age’s weight in the current algorithms. The second approach through which the results from the present study might improve the identification of RA patients with high CV risk, would take into account the natural course of
atherosclerosis, as main determinant of CVD in RA. Accordingly, in RA patients due to the
chronic inflammation atherosclerosis is likely to develop earlier at younger ages as compared
to general population and further evolves at accelerated levels [32, 33]. Therefore, there is very
likely a window of opportunity in younger RAs to treat atherosclerosis in order to prevent
CVD at older ages. This is also supported by recent observations of altered lipid profiles before
disease onset [34]. Consequently, the second strategy may be the use of an extra measurement
(besides the current risk calculator), e.g. carotid artery ultrasound, coronary artery calcification
index etc, in order to identify atherosclerosis in younger RA patients with low CV risk according to current risk algorithms. Previous studies have shown that such an approach might be followed by a relevant redistribution of patients from lower to higher risk categories [35].
Therefore, as alternative strategy, we suggest that young RA patients ending up in the low CV
risk group should receive further investigations on the presence/absence of atherosclerosis.
Interpreting the evidence from observational studies requires caution. Some of the included
studies had a retrospective design, which may contribute to bias. However, all included studies
were of reasonable to good quality, according to the quality ratings using the Newcastle-Ottawa
Quality Assessment Scale. To their strength, most of the studies used national or regional registries for diseases and all retrieved the RA sample and the general population sample from the
same source population. Most studies used incidence rate ratios to compare occurrence of
CVD in RA and general populations, but some used standardized mortality rations or standardized morbidity ratios. Using the inverse variance method for meta-analysis may compensate for these differences. For most of the included studies, the age and gender association with
CVD was not the primary objective, which was why not all of them showed results stratified by
age and gender. However, all existing studies providing these data have been included in the
analysis, and therefore our results are likely to be the most representative on this topic. The
most important limitation we regard, is the fact that not all the studies investigated the same
CV end-points, while some studies used a combined CV outcome, which led to a relative low
number of studies included in analysis per type of event (stroke, CAD, etc).
To corroborate the results of this meta-analysis, the analyses could be repeated, stratified by
age and gender, for specified outcomes, in several large databases, after which the results may
be combined in meta-analysis. Maybe even individual patient data meta-analysis can be used.
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Conclusions
Male and female patients with RA have a similar relative risk on CVD. Interestingly, in the
youngest RA patients the relative risk on CVD is highest, independently of gender. These
results may help to raise clinical attention to the risk groups, especially the younger RA
patients, to improve the accuracy of predicting CV risk in RA and eventually diminish the incidence of and death due to CVD in this population.

Supporting Information
S1 Table. Cardiovascular disease outcomes by sex and age in Rheumatoid Arthritis cohort
studies.
(DOCX)

Acknowledgments
We are grateful for the help of Alice Tillema, librarian, for her assistance with the literature
search.

Author Contributions
Conceived and designed the experiments: JF CP. Performed the experiments: JF SMRKB. Analyzed the data: JF SB CP. Contributed reagents/materials/analysis tools: JF. Wrote the paper: JF
SMRKB SB CP.

References
1.

Wolfe F, Mitchell DM, Sibley JT, Fries JF, Bloch DA, Williams CA et al. The mortality in rheumatoid
arthritis. Arthritis Rheum. 1994; 37:481–94. PMID: 8147925

2.

Maradit-Kremers H, Crowson CS, Nicola PJ, Ballman KV, Roger VL, Jacobsen SJ et al. Increased
unrecognized coronary heart disease and sudden deaths in rheumatoid arthritis: a population-based
cohort study. Arthritis Rheum. 2005; 52:402–411. PMID: 15693010

3.

Arts EE, Popa C, Den Broeder AA, Semb AG, Toms T, Kitas GD et al. Performance of four current risk
algorithms in predicting cardiovascular events in patients with early rheumatoid arthritis. Ann Rheum
Dis. 2015; 74:668–74. doi: 10.1136/annrheumdis-2013-204024 PMID: 24389293

4.

Arts EE, Popa CD, Den Broeder AA, Donders R, Sandoo A, Toms T et al. Prediction of cardiovascular
risk in rheumatoid arthritis: performance of original and adapted SCORE algorithms. Ann Rheum Dis
2015 Feb 17 [Epub ahead of print]

5.

Bello N, Mosca L. Epidemiology of coronary heart disease in women. Prog Cardiovasc Dis. 2004;
46:287–95. PMID: 14961452

6.

Arts E, Fransen J, Lemmers H, Stalenhoef A, Joosten L, van Riel P et al. High-density lipoprotein cholesterol subfractions HDL2 and HDL3 are reduced in women with rheumatoid arthritis and may augment the cardiovascular risk of women with RA: a cross-sectional study. Arthritis Res Ther 2012; 14:
R116. doi: 10.1186/ar3842 PMID: 22584154

7.

Pikwer M, Bergström U, Nilsson JÅ, Jacobsson L, Turesson C. Early menopause is an independent
predictor for rheumatoid arthritis. Ann Rheum Dis 2012; 71:378–81 doi: 10.1136/ard.2011.200059
PMID: 21972241

8.

Pfeifer EC, Crowson CS, Amin S, Gabriel SE, Matteson EL. The influence of early menopause on cardiovascular risk in women with rheumatoid arthritis. J Rheumatol 2014; 41:1270–5. doi: 10.3899/
jrheum.131234 PMID: 24882842

9.

Chae CU, Derby CA. The menopausal transition and cardiovascular risk. Obstet Gynecol Clin North
Am. 2011; 38:477–88. doi: 10.1016/j.ogc.2011.05.005 PMID: 21961715

10.

Bove R. Autoimmune diseases and reproductive aging. Clin Immunol. 2013; 149:251–64 doi: 10.1016/
j.clim.2013.02.010 PMID: 23522436

11.

Hu FB, Stampfer MJ, Solomon CG, Liu S, Willett WC, Speizer FE et al. The impact of diabetes mellitus
on mortality from all causes and coronary heart disease in women: 20 years of follow-up. Arch Intern
Med. 2001; 161:1717–23. PMID: 11485504

PLOS ONE | DOI:10.1371/journal.pone.0157360 June 16, 2016

10 / 12

Age and CVD in RA

12.

Deeks JJ, Dinnes J, D'Amico R, Sowden AJ, Sakarovitch C, Song F et al. Evaluating non-randomised
intervention studies. Health Technol Assess 2003; 7:iii–x, 1–173

13.

Deeks JJ, Altman DG, Bradburn MJ. Statistical methods for examining heterogeneity and combining
results from several studies in meta-analysis. In: Egger M, Smith GD, Altman DG (Eds.) ‘Systematic
reviews in health care’ BMJ Books.

14.

Semb AG, Kvien TK, Aastveit AH, Jungner I, Pedersen TR, Walldius G 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. doi: 10.1136/ard.2009.126128 PMID:
20551156

15.

Turesson C, Jarenros A, Jacobsson L. Increased incidence of cardiovascular disease in patients with
rheumatoid arthritis: results from a community based study. Ann Rheum Dis. 2004; 63:952–5 PMID:
15051620

16.

Lindhardsen J, Ahlehoff O, Gislason GH, Madsen OR, Olesen JB, Svendsen JH et al. Risk of atrial
fibrillation and stroke in rheumatoid arthritis: Danish nationwide cohort study. BMJ. 2012; 344:e1257
doi: 10.1136/bmj.e1257 PMID: 22403267

17.

Lindhardsen J, Ahlehoff O, Gislason GH, Madsen OR, Olesen JB, Torp-Pedersen C et al. The risk of
myocardial infarction in rheumatoid arthritis and diabetes mellitus: a Danish nationwide cohort study.
Ann Rheum Dis. 2011; 70:929–34. doi: 10.1136/ard.2010.143396 PMID: 21389043

18.

Solomon DH, Goodson NJ, Katz JN, Weinblatt ME, Avorn J, Setoguchi S et al. Patterns of cardiovascular risk in rheumatoid arthritis. Ann Rheum Dis. 2006; 65:1608–12. PMID: 16793844

19.

Norton S, Koduri G, Nikiphorou E, Dixey J, Williams P, Young A. A study of baseline prevalence and
cumulative incidence of comorbidity and extra-articular manifestations in RA and their impact on outcome. Rheumatology (Oxford). 2013; 52:99–110.

20.

Holmqvist M, Gränsmark E, Mantel A, Alfredsson L, Jacobsson LT, Wallberg-Jonsson S et al. Occurrence and relative risk of stroke in incident and prevalent contemporary rheumatoid arthritis. Ann
Rheum Dis. 2013; 72:541–6 doi: 10.1136/annrheumdis-2012-201387 PMID: 22610975

21.

Bergström U, Jacobsson LT, Turesson C. Cardiovascular morbidity and mortality remain similar in two
cohorts of patients with long-standing rheumatoid arthritis seen in 1978 and 1995 in Malmö, Sweden.
Rheumatology (Oxford). 2009; 48:1600–5

22.

Goodson NJ, Wiles NJ, Lunt M, Barrett EM, Silman AJ, Symmons DP. Mortality in early inflammatory
polyarthritis: cardiovascular mortality is increased in seropositive patients. Arthritis Rheum. 2002;
46:2010–9. PMID: 12209502

23.

Wallberg-Jonsson S, Ohman ML, Dahlqvist SR. Cardiovascular morbidity and mortality in patients with
seropositive rheumatoid arthritis in Northern Sweden. J Rheumatol. 1997; 24:445–51. PMID: 9058647

24.

Myllykangas-Luosujärvi R, Aho K, Kautiainen H, Isomäki H. Cardiovascular mortality in women with
rheumatoid arthritis. J Rheumatol. 1995; 22:1065–7. PMID: 7674232

25.

Watson DJ, Rhodes T, Guess HA. All-cause mortality and vascular events among patients with rheumatoid arthritis, osteoarthritis, or no arthritis in the UK General Practice Research Database. J Rheumatol. 2003; 30:1196–202. PMID: 12784389

26.

Thomas E, Symmons DP, Brewster DH, Black RJ, Macfarlane GJ. National study of cause-specific
mortality in Rheumatoid Arthritis, Juvenile Chronic Arthritis, and other rheumatic conditions: a 20 year
followup study. J Rheumatol. 2003; 30:958–65. PMID: 12734889

27.

Ebrahim S. Numbers needed to treat derived from meta-analyses: pitfalls and cautions. In: “Systematic
Previews in Health Care. Meta-analysis in context”. Egger M, Smith GD, Altman DG (eds.). 2nd ed.
BMJ Books, London 2001

28.

Peters MJ, van Halm VP, Voskuyl AE, Smulders YM, Boers M, Lems WF et al. Does rheumatoid arthritis equal diabetes mellitus as an independent risk factor for cardiovascular disease? A prospective
study. Arthritis Rheum. 2009; 61:1571–1579. doi: 10.1002/art.24836 PMID: 19877093

29.

Arts EE, Fransen J, den Broeder AA, Popa CD, van Riel PL. The effect of disease duration and disease
activity on the risk of cardiovascular disease in rheumatoid arthritis patients. Ann Rheum Dis. 2015;
74:998–1003 doi: 10.1136/annrheumdis-2013-204531 PMID: 24458537

30.

Radovits BJ, Popa-Diaconu DA, Popa C, Eijsbouts A, Laan RF, van Riel PL et al. Disease activity as a
risk factor for myocardial infarction in rheumatoid arthritis. Ann Rheum Dis. 2009; 68:1271–6. doi: 10.
1136/ard.2008.089862 PMID: 18701555

31.

Peters MJ, Symmons DP, McCarey D, Dijkmans BA, Nicola P, Kvien TK et al. EULAR evidence-based
recommendations for cardiovascular risk management in patients with rheumatoid arthritis and other
forms of inflammatory arthritis. Ann Rheum Dis. 2010; 69:325–31. doi: 10.1136/ard.2009.113696
PMID: 19773290

PLOS ONE | DOI:10.1371/journal.pone.0157360 June 16, 2016

11 / 12

Age and CVD in RA

32.

Kiechl S, Willeit J. The Natural course of atherosclerosis. Part I: incidence and progression. Arterioscler
Thromb Vasc Biol 1999; 19:1484–90. PMID: 10364079

33.

Van Doornum S, McColl G, Wicks IP. Accelerated atherosclerosis: an extraarticular feature of rheumatoid arthritis? Arthritis Rheum 2002; 46:862–73. PMID: 11953961

34.

Myasoedova E, Crowson CS, Kremers HM, Fitz-Gibbon PD, Therneau TM, Gabriel SE. Total cholesterol and LDL levels decrease before rheumatoid arthritis. Ann Rheum Dis 2010; 69:1310–4. doi: 10.
1136/ard.2009.122374 PMID: 19854708

35.

Corrales A, González-Juanatey C, Peiró ME, Blanco R, Llorca J, González-Gay MA. Carotid ultrasound
is useful for the cardiovascular risk stratification of patients with rheumatoid arthritis: results of a population-based study. Ann Rheum Dis 2014; 73:722–7 doi: 10.1136/annrheumdis-2012-203101 PMID:
23505241

PLOS ONE | DOI:10.1371/journal.pone.0157360 June 16, 2016

12 / 12

