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A Comprehensive Approach for
the Rheumatologist
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Inflammatory arthritis (I1A) is associated with an increased risk of atherosclerotic cardiovascular
disease (ASCVD) and contributes to significant morbidity and mortality. Early identification and
treatment of conventional cardiovascular disease (CVD) risk factors are pivotal in mitigating ASCVD
risk among the IA population. Equally crucial is the proactive management of inflammatory disease,
necessitating a thorough discussion of the risks and benefits, particularly regarding the use of
some advanced therapeutic agents indicated for IA, which may carry an increased risk of CVD in

high-risk subgroups.

This article reviews the current evidence for optimal CVD screening in IA. We underscore the
importance of a holistic approach that incorporates conventional risk assessment tools, biomarkers,
imaging techniques, and interdisciplinary cooperation.

Section 1: The Scope of the Problem-
Epidemiology, Mechanisms,

and Gaps in Conventional
Cardiovascular Disease Care

Rheumatoid arthritis (RA), psoriatic arthritis
(PsA), and ankylosing spondylitis (AS) are the
most common types of inflammatory arthritis
(1A), affecting up to 5% of Canadians. The use of
highly effective disease-modifying antirheumatic
drugs (DMARDs), especially when administered
early and aggressively, can effectively curb
inflammation, safeguard against joint damage,
and prevent disability. However, IA conditions are
not confined to causing joint inflammation, and
their systemic nature can extend to other organ
systems, including the cardiovascular system. This
involvement encompasses various cardiovascular
diseases, including arrhythmias, valvular disease,
pericarditis, myocarditis, and heart failure. Notably,
epidemiological research reveals a 1.5- to 2-fold
increased risk of incident atherosclerotic
cardiovascular disease (ASCVD) events in
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those with IA when compared to the general
population, and CVD-related death continues to
be the primary cause of premature mortality in
IA patients.’

This heightened risk of ASCVD in IA stems
from the pathophysiological mechanisms
intertwining inflammation and vascular
dysfunction. The inflammatory hypothesis
of ASCVD underscores the role of chronic
inflammation as a pivotal player in atherogenesis,
promoting endothelial dysfunction, plaque
formation, and eventually plaque rupture,
leading to total arterial occlusion. Inflammatory
cytokines, such as tumour necrosis factor-alpha
(TNF-a) and interleukin-6 (IL-6), contribute
to systemic inflammation and accelerate
atherosclerosis progression.?

Patients with poorly controlled IA, or those
who have experienced a long disease duration
with several episodes of active disease, are at a
high risk for adverse CVD outcomes. In addition,
factors such as male sex, older age, elevated
inflammatory marker levels, and erosive disease
are predictors of accelerated CVD." For RA
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specifically, factors such as high titre rheumatoid
factor or anti-citrullinated peptide antibody
(ACPA) and the presence of extra-articular
manifestations are also associated with a higher
risk of ASCVD.? Studies exploring the contribution
of IA characteristics suggest that up to 30% of the
ASCVD risk may be attributed to disease specific
variables and may be modified with aggressive
treatment of the underlying IA.* However, this
highlights the point that most of the ASCVD risk
stems from non-IA factors. Traditional CVD risk
factors, including hypertension, dyslipidemia,
cigarette smoking, and diabetes have increased
prevalence in patients with |IA. Patients with PsA
and AS are more frequently male and have a higher
burden of metabolic syndrome than patients

with RA.* These same metabolic risk factors are
frequently underdiagnosed and undertreated

in individuals with IA, further exacerbating their
cardiovascular vulnerability. A number of barriers
to optimal screening and control of metabolic risk
factors have been identified.> Patients with 1A
often receive focused care primarily targeting their
joint symptoms, leading to inadequate attention to
their CVD risk factors. Additionally, symptoms of
IA may overshadow other comorbidities, leading
to an under-recognition and underestimation of
their significance. Furthermore, rheumatology
providers may lack comfort in determining the best
screening modalities to use, and they may also
lack the time and resources to serially screen IA
patients for metabolic conditions. Rheumatologists
may also not be equipped to medically manage
these comorbidities or provide advice on lifestyle.
Additionally, there is the issue of potentially
encroaching on each other’s roles, and it remains
uncertain whether this task should fall under the
purview of the primary care physician, other health
care providers, or the rheumatologist.® Thus, the
synergistic effect of systemic inflammation and
suboptimal management of traditional risk factors
increases the ASCVD risk, which emphasizes

the importance of a comprehensive CVD risk
assessment and management strategies in this
high-risk population.
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Section 2: Improving CVD Screening-
Who? When? and How?

Several publications support enhanced
CVD screening in patients with IA. First, they
recognize that IA represents an above average
at-risk population, with some suggesting that IA be
considered a CVD risk-equivalent akin to diabetes.’
Second, the majority of guidelines support that
the rheumatologist (despite some of the barriers
cited above) has a central role in the evaluation of
CVD risk.

One of the earliest recommendations
came from the European League Against
Rheumatism (EULAR). In 2009, EULAR formulated
10 recommendations for CVD risk management
in patients with chronic inflammatory rheumatic
diseases.® This guideline recommends a risk
assessment for CVD in all patients with systemic
autoimmune rheumatic diseases, including IA, at
least once every 5 years, and reconsideration after
major changes to their DMARD therapy .2 If the
patient is found to be at low risk after the initial
screening, then a 5-year routine risk assessment
is reasonable, unless there is a significant change
in clinical status. If the initial screening puts the
patient in a low-intermediate or intermediate risk
category, then an earlier reassessment of risk
may be considered. For those patients who are
found to be at a high CVD risk based on the initial
evaluation, institution of specific treatments to
lower the ASCVD risk such as statin therapy or
antihypertensive therapy would be indicated,
along with follow up as needed to ensure targets
of therapy have been reached.®

However, accurate ASCVD risk stratification
in patients with IA can be challenging. The
commonly used ASCVD risk calculators such as
the Framingham Risk Score (FRS) including a
Canadian calculator, the Systematic Coronary
Risk Evaluation (SCORE), and the American
College of Cardiology/American Heart Association
(ACC/AHA) ASCVD Risk Calculator provide a
shapshot assessment incorporating various
traditional risk factors including age, sex, smoking
status, blood pressure, lipid profile, and diabetes.®
The benefits of these tools include familiarity,
as many healthcare providers (particularly
primary care) have these tools integrated into
their electronic medical records. In addition,
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they involve simple calculations based on readily
available patient data. These tools also provide
a systematic method to stratify patients into
different risk categories (low, moderate, and high),
to aid in guiding treatment decisions for primary
prevention interventions. However, when these
tools are applied to 1A, they may not accurately
reflect the cumulative exposure to dynamic risk
factors in patients with a chronic, remitting and
relapsing condition, and most do not account for
systemic inflammation or incorporate inflammatory
markers. Furthermore, most of these tools have
not been validated in populations with 1A, which
can lead to inaccurate risk estimations. Lastly,
traditional risk assessment tools do not account
for risk factors that behave paradoxically in the
presence of inflammation. For example, lipid levels
may appear falsely favourable in the inflammatory
milieu but start rising with better control of the
underlying inflammation, known as the so-called
‘lipid paradox’. These lipid levels are best assessed
when inflammation is well controlled.™

Efforts to include non-traditional risk factors,
disease-specific parameters, multipliers, and
biomarkers have not yet been as successful at
improving risk estimates in this population.® In
the absence of validated disease-specific risk
estimators, most societies continue to recommend
the use of national guidelines for CVD risk
estimation. The 2017 EULAR update recommended
using a multiplication factor of 1.5 for all patients
with RA, which is based on a consensus opinion.8
This is in contrast to the 2009 EULAR guidelines
that had recommended a multiplication factor
of 1.5 for patients with RA who met specific
criteria, which included a longer disease duration
>10 years, rheumatoid factor (RF)/ACPA positivity,
and the presence of extra-articular manifestations.
This recommendation was based on the
concern that using the selective approach would
underestimate the risk.8™

Despite these recommendations, multiple
studies have demonstrated that using the general
risk predictors often results in an underestimate
and at times an overestimate of cardiovascular risk
in 1A, and that applying the multiplication factor
does not significantly improve risk prediction.®23
Newer approaches that incorporate non-invasive
imaging of subclinical atherosclerosis such
as coronary artery calcium (CAC) scoring
show promise for a more accurate ASCVD risk
stratification in individuals in whom the ASCVD risk
level remains unclear.™ The presence of coronary
calcifications on cardiac CT scans is a strong

Canadian Rheumatology Today | Vol. 1, Issue 2, Summer 2024

predictor of ASCVD risk. Further, increases in CAC
scores are directly proportional to increases in the
risk of ASCVD. Generally, a CAC score >100 is an
indication for intensive CV risk reduction. The use
of other biomarkers, including the evaluation of
Lipoprotein(a) [Lp(a)], an LDL-like atherogenic lipid
molecule shown to be causally related to ASCVD,
can be helpful in further stratifying patients into
appropriate risk categories.™

There are currently no specific Canadian
guidelines for CVD screening in IA. Nevertheless,
a set of CVD quality indicators tailored for RA
was developed by Barber et al. in collaboration
with rheumatologists, cardiologists, and
patient representatives.” These include
communicating the above-average risk for CVD
in 1A to primary care providers, conducting
regular CVD risk assessments in the same
patient over time, addressing modifiable risk
factors such as smoking, obesity, hypertension,
diabetes, and dyslipidemia, and promoting
healthy lifestyle recommendations (Table 1)."®
Notably, the guidelines also underscore the
importance of minimizing corticosteroid and
non-steroidal anti-inflammatory drug (NSAID)
use, a consideration not typically addressed in
conventional CVD primary prevention guidelines.
A follow-up study that evaluated the ease of
applying these quality indicators in clinical
practice found several gaps in CVD care. The
quality indicators that focused on screening
for risk factors or formal CVD risk estimation
showed a poor performance, but documentation
for the intent to taper steroids/NSAIDs was
universally high among rheumatologists.’® As
expected, rheumatologists may feel more at
ease managing IA, but may be less inclined to
address or take action on conventional CVD risk
factors. These findings highlight the necessity for
quality improvement initiatives to close this gap,
including enhanced coordination of care among
rheumatology, primary care, and cardiology.
Each specialty possesses unique expertise,
and collaborative efforts are essential to ensure
comprehensive and effective management.

Section 3: Management of Traditional
CVD Risk Factors-What Rheumatologists
Can Learn About Treatment Targets

The importance of a heart healthy lifestyle
including total smoking cessation, adherence to
a heart-healthy diet, weight management, and
regular physical activity should be emphasized to
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all patients. Providing a recommendation for total
smoking cessation at every visit, and a referral to
smoking cessation programs for individuals who
feel ready to quit smoking should be considered
at each clinical encounter. Adherence to a diet
rich in vegetables, fruits, legumes, nuts, whole
grains, and fish along with reduced amounts of
dietary cholesterol, particularly saturated and
trans fats, refined carbohydrates, and sodium

is recommended to reduce ASCVD risk. The
Mediterranean diet can improve both CV risks
(cholesterol, blood pressure) and can also slightly
improve inflammatory arthritis so it can be

suggested to patients with IA and CVD risk factors.

Patients should engage in at least
150 minutes per week of moderate-intensity
exercise, or 75 minutes per week of
vigorous-intensity aerobic physical activity to
reduce ASCVD risk.” Achieving these physical
activity targets can be particularly challenging for
individuals with IA due to joint limitations; thus,
activities such as swimming or other water-based
sports, which are generally easier on the joints,
should be considered.

The current EULAR recommendation for
the management of individual CVD risk factors
in 1A, including hypertension and dyslipidemia,
is to follow the recommendations set for the
general population. For patients with dyslipidemia
who are at a high ASCVD risk, the typical
recommendation is to reduce LDL-cholesterol to
<2.0 mmol/L in the primary prevention setting
and to <1.8 mmol/L in the secondary prevention
setting, with the use of optimal dosing of statins
as first-line therapy (especially rosuvastatin
or atorvastatin), and additional lipid lowering
therapies as needed, such as ezetimibe or
proprotein convertase subtilisin/kexin type 9
(PCSK-9) inhibitors." The specific targets of
therapy for hypertension vary somewhat between
different sets of guidelines set for the general
population, however, in general, a target blood
pressure of 130/80 mmHg is recommended for
individuals at a high ASCVD risk. This target
is usually achieved with the use of angiotensin
converting enzyme inhibitors/angiotensin receptor
blockers, calcium channel blockers, or diuretics
as typical first-line agents. Individuals who have
diabetes as an additional risk factor should
undergo careful evaluation with their primary care
physician or endocrinologist to achieve the best
possible glycemic control to prevent microvascular
and macrovascular complications.
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Section 4: The Role of
DMARDs/Biologics in ASCVD
Risk Reduction

DMARDSs and biologics offer potential
benefits beyond the joints and have been shown to
lower ASCVD risk. However, achieving aggressive
control of inflammation is imperative to unlock
these cardioprotective effects. There is substantial
evidence supporting the cardioprotective
properties of methotrexate and TNF inhibitors
(TNFi), which have been associated with a
reduced risk of myocardial infarction, stroke, and
heart failure (HF) development among patients
with IA."® Methotrexate and cytokine inhibitors
have made headlines for their ability to lower
the CVD risk, possibly even in non-rheumatic
populations (for biologics such as IL-1i), by
targeting the pivotal role that inflammation plays in
CVD development.2°

In contrast, the use of NSAIDs can
have undesirable CVD effects, including
hypertension, myocardial infarction, stroke, and
HF. Glucocorticoid use is similarly associated
with a variety of adverse CVD effects including
hypertension, fluid retention, premature
atherosclerosis, myocardial infarction, arrhythmias,
and HF. NSAIDs and glucocorticoids should be
prescribed with extreme caution, especially
for those with known CVD or multiple CVD risk
factors. All guidelines, irrespective of patient age,
recommend limiting the dose and duration to
prevent CVD events and the multiple other adverse
effects associated with these medications.852

Furthermore, while certain biologics such
as tocilizumab may lead to anticipated increases
in lipid levels due to their mechanism of action,
the interplay between lipids and inflammation in
this scenario is intricate. During active disease
states, lipid levels paradoxically tend to be low.
Although lipid levels may rise as disease control
improves, not all of this increase is driven by
highly atherogenic particles. Indeed, biologics may
have a favourable impact on “good cholesterol”
by enhancing the structure and function of
high-density lipoprotein (HDL), while concurrently
reducing the levels of other “bad” CVD
biomarkers such as serum amyloid A and Lp(a).??
Consequently, the timing of lipid assessment
becomes critical, and is typically performed at
baseline and then approximately 12 weeks after
treatment initiation, or upon reaching a state of
low disease activity. Should lipid levels remain
elevated or concerning despite adequate disease
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control, adherence to national guidelines for
dyslipidemia management is recommended

over withholding potentially effective biologic
therapy.'™ Moreover, newer lipoprotein markers
(Lp(a), Apolipoprotein B), are less susceptible to
inflammation-induced fluctuations, and offer a
more dependable means of CVD risk assessment
in patients undergoing biologic treatment.
However, interpretation and treatment based on
these parameters likely warrants collaboration
with a cardiologist or another experienced health
care provider. Additionally, a head-to-head CVD
outcomes trial in active RA patients failing MTX
demonstrated that CV events were not different
between etanercept (a TNFi) and tocilizumab.??

The ORAL Surveillance study sparked
significant controversy regarding the safety
of Janus kinase inhibitors (JAKi). The study
observed an increased number of major adverse
CVD events (MACE) and malignancies in
JAKi-treated patients compared to TNFi-treated
patients over the age of 50 years with at least
one CVD risk factor.?* This finding substantially
changed many rheumatology practices and
prescribing patterns due to the implementation of
warnings on all JAKi, and concerns of a potential
“class effect”, despite the study being conducted
only on tofacitinib.

A number of post-hoc analyses of the ORAL
Surveillance study indicate an elevated MACE risk
in RA patients with prior CVD events or multiple
risk factors, which include males, older age
(>65 years), and current smokers.?>2¢ In contrast,
trials of baricitinib and upadacitinib have not
shown a distinctly increased risk of MACE at the
doses approved for RA treatment, compared to
TNFi or placebo.?® Real-world data suggests that
this overall risk remains generally low, however,
there are trends toward higher CVD event rates in
patients who are similar to those included in the
ORAL Surveillance study.

Overall, the risks from JAKi treatment are
clearly influenced by the baseline CVD risk,
and documentation of this risk can aid clinical
decision making and counselling. This risk is also
influenced by multiple factors, which include the
following: the specific indication for using the JAK
(disease severity, extra-articular manifestations),
other known comorbidities, previous response to
therapy, the availability of alternative treatments,
the type and dose of the JAKi chosen, and other
risk-benefit considerations, including the ability to
minimize the use of NSAIDs and corticosteroids.?
When faced with limited treatment options,
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prioritizing effective inflammation control should
be paramount, even in the face of potential risks
associated with JAKi therapy. To address this
challenge, we recommend implementing regular
and focused screening when considering any

IA treatment changes. Additionally, for high-risk
patients, a proactive referral to a cardiologist for
a comprehensive evaluation and management can
ensure optimal CVD care alongside IA treatment
strategies. Thus, personalized assessment

and monitoring are crucial to optimize

treatment outcomes while minimizing potential
adverse effects with JAKi or any advanced
therapeutic (Table 1).

Section 5: Interdisciplinary Collaboration:
The Emergence of Cardio-Rheumatology

The emerging discipline of
‘Cardio-Rheumatology’ represents a collaborative
multidisciplinary approach to addressing the
complexities involved in the cardiovascular care
of patients with underlying systemic inflammatory
disease. Despite the high degree of awareness
about this elevated risk among rheumatologists,
a high percentage of patients with IA remain
underdiagnosed and undertreated with regards to
CVD risk factors, and a lack of care coordination
has been identified by rheumatologists and
primary care providers as a large barrier to
optimized CVD risk management.?” As such, a
dedicated cardiac assessment of these patients
with the use of advanced biomarkers and
imaging modalities, including CAC scoring, can
help with the early identification and treatment
of CVD and associated risk factors. Knowledge
about the effect of medications, including
anti-inflammatory therapies, corticosteroids,
and DMARDs, on the cardiovascular system
is crucial. Cardiologists in these clinics review
this aspect very carefully to ensure optimal
patient care. For example, considering the CVD
safety signals brought forward by the ORAL
Surveillance trial, a more careful ASCVD risk
stratification might be required for a subset of
patients being considered for targeted synthetic
disease-modifying antirheumatic drug (tsDMARD)
therapy. This can inform risk/benefit discussions
and potentially lead to more aggressive risk
management approaches in those who require
the use of such medications. A number of other
benefits of coordinated care have been identified,
including the importance of patient education
and advancing research opportunities to include
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CVD risk assessment with emphasis on
disease specific attributes and role of
inflammation in risk prediction

Knowledge of anti-inflammatories,
corticosteroids, csDMARDs, bDMARDs and
JAKi on short- and long-term CVD risk

Prescribing and monitoring of primary and
secondary cardioprotective therapies

|y
-
Ml

Multimodality cardiac imaging to help with
diagnosis, prognostication and monitoring

Building the community and bridges between

cardiology, rheumatology and primary care

Advocating for IA patients to be considered for

clinical trials of CVD therapies and management

Figure 1. How cardio-rheumatology models of care can improve overall CVD risk stratification and management in IA;

adapted from Weber et al.?°

this underrepresented population in clinical
trials (Figure 1).

To date, a number of cardio-rheumatology
clinics have emerged in Europe and North
America. To our knowledge, the University of
Toronto hosts the first and largest such program
in Canada. Established in 2017, the program aims
to improve primary CVD prevention for patients
with 1A. Close to 700 patients have undergone
screening at this program which involves nurses,
rheumatologists, cardiologists, and radiologists.

Using newer lipoprotein parameters and coronary
CT scans, we have significantly enhanced the risk

38

assessment in most patients. Notably, nearly half
of asymptomatic |IA patients have been identified
as eligible for statin/lipid-lowering therapies
according to Canadian dyslipidemia guidelines.?®
Moreover, this initiative boasts strong patient
acceptance and relies on readily accessible tests
and procedures that cardiologists can request
and act upon. We view this as a scalable model
that can be replicated in other centres and
community hospitals and may help close the
previously identified care gaps.
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Conclusion
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cardiovascular care offered to all patients living
with rheumatic diseases.

Correspondence

Bindee Kuriya, MD, SM, FRCPC
Email: Bindee.Kuriya@sinaihealth.ca

Financial Disclosures

B.K.: Advisory Board: AbbVie, Pfizer
S.A.: None declared.

Canadian Rheumatology Today | Vol. 1, Issue 2, Summer 2024

1.  Heslinga M, Nielen MMJ, Smulders Y, Simsek S,
Nurmohamed MT. Amplified prevalence and
incidence of cardiovascular disease in patients with
inflammatory arthritis and coexistent autoimmune
disorders. Rheumatology (Oxford). 2020. doi:10.1093/
rheumatology/kez650

2. Mason JC, Libby P. Cardiovascular disease in patients
with chronic inflammation: mechanisms underlying
premature cardiovascular events in rheumatologic
conditions. Eur Heart J. 2015;36(8):482-489c.
doi:10.1093/eurheartj/ehu403

3. Hajiesmaeili Y, Tamhankar P, Stranges S, Barra L.
Factors associated with incident cardiovascular
disease in patients with rheumatoid arthritis: a
scoping review. Autoimmun Rev. 2024;23(5):103539.
doi:10.1016/j.autrev.2024.103539

4. Crowson CS, Rollefstad S, Ikdahl E, Kitas GD,
van Riel PLCM, Gabriel SE, et al. Impact of
risk factors associated with cardiovascular
outcomes in patients with rheumatoid arthritis.

Ann Rheum Dis. 2018;77(1):48-54. doi:10.1136/
annrheumdis-2017-211735

5. Bartels CM, Roberts TJ, Hansen KE, Jacobs EA,
Gilmore A, Maxcy C, et al. Rheumatologist and
primary care management of cardiovascular disease
risk in rheumatoid arthritis: patient and provider
perspectives. Arthritis Care Res (Hoboken). 2015.
doi:10.1002/acr.22689

6. Chodara AM, Wattiaux A, Bartels CM. Managing
cardiovascular disease risk in rheumatoid arthritis:
clinical updates and three strategic approaches. Curr
Rheumatol Rep. 2017;19(4):16. doi:10.1007/s11926-
017-0643-y

7. Agca R, Hopman LHGA, Laan KJC, van Halm VP,
Peters MJL, Smulders YM, et al. Cardiovascular event
risk in rheumatoid arthritis compared with type 2
diabetes: a 15-year longitudinal study. J Rheumatol.
2020;47(3):316-324. doi:10.3899/jrheum.180726

8. Agca R, Heslinga SC, Rollefstad S, Heslinga M, Mclnnes
IB, Peters MJ, et al. EULAR recommendations
for cardiovascular disease risk management in
patients with rheumatoid arthritis and other forms
of inflammatory joint disorders: 2015/2016 update.
Ann Rheum Dis. 2017;76(1):17-28. d0i:10.1136/
annrheumdis-2016-209775

9. Colaco K, Ocampo V, Ayala AP, Harvey P, Gladman
DD, Piguet V, et al. Predictive utility of cardiovascular
risk prediction algorithms in inflammatory rheumatic
diseases: a systematic review. J Rheumatol.
2020;47(6):928-938. d0i:10.3899/jrheum.190261

10. Gonzalez-Gay MA, Gonzalez-Juanatey C. Inflammation
and lipid profile in rheumatoid arthritis: bridging an
apparent paradox. Ann Rheum Dis. 2014;73(7):1281-
1283. doi:10.1136/annrheumdis-2013-204933

11. 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(2):325-331. doi:10.1136/ard.2009.113696

39



Screening and Management of Atherosclerotic Cardiovascular Disease in Inflammatory Arthritis

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

40

Navarini L, Margiotta DPE, Caso F, Currado D, Tasso M,
Angeletti S, et al. Performances of five risk algorithms
in predicting cardiovascular events in patients with
psoriatic arthritis: an Italian bicentric study. PLoS
One. 2018;13(10):e0205506. doi:10.1371/journal.
pone.0205506

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. 2016;75(4):674-680. doi:10.1136/
annrheumdis-2014-206879

Misra DP, Hauge EM, Crowson CS, Kitas GD, Ormseth
SR, Karpouzas GA. Atherosclerotic cardiovascular risk
stratification in the rheumatic diseases: an integrative,
multiparametric approach. Rheum Dis Clin North Am.
2023;49(1):19-43. d0i:10.1016/j.rdc.2022.07.004

Barber CE, Marshall DA, Alvarez N, Mancini GB, Lacaille
D, Keeling S, et al. Development of cardiovascular
quality indicators for rheumatoid arthritis: results
from an international expert panel using a novel
online process. J Rheumatol. 2015;42(9):1548-1555.
doi:10.3899/jrheum.141603

Barber CE, Esdaile JM, Martin LO, Faris P, Barnabe
C, Guo S, et al. Gaps in Addressing cardiovascular
risk in rheumatoid arthritis: assessing performance
using cardiovascular quality indicators. J Rheumatol.
2016;43(11):1965-1973. d0i:10.3899/jrheum.160241

Canada HaSFo. Canadian Physical Activity Guidelines
Canadian Sedentary Behaviour Guidelines [Available
from: https://www.heartandstroke.ca/healthy-living/
stay-active.

Pearson GJ, Thanassoulis G, Anderson TJ, Barry
AR, Couture P, Dayan N, et al. 2021 Canadian
Cardiovascular Society Guidelines for the
management of dyslipidemia for the prevention of
cardiovascular disease in the adult. Can J Cardiol.
2021. doi:10.1016/j.cjca.2021.03.016

Roubille C, Richer V, Starnino T, McCourt C, McFarlane
A, Fleming P, et 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-
489. doi:10.1136/annrheumdis-2014-206624

Ridker PM. Closing the loop on inflammation and
atherothrombosis: why perform the CIRT and
CANTOS trials? Trans Am Clin Climatol Assoc.
2013;124:174-190.

Avouac J, Fogel O, Hecquet S, Daien C, Elalamy |, Picard
F, et al. Recommendations for assessing the risk of
cardiovascular disease and venous thromboembolism
before the initiation of targeted therapies for chronic
inflammatory rheumatic diseases. Joint Bone Spine.
2023;90(5):105592. d0i:10.1016/j.jbspin.2023.105592

22.

23.

24.

25.

26.

27.

28.

29.

Liao KP, Playford MP, Frits M, Coblyn JS, lannaccone
C, Weinblatt ME, et al. The association between
reduction in inflammation and changes in lipoprotein
levels and HDL cholesterol efflux capacity in
rheumatoid arthritis. J Am Heart Assoc. 2015;4(2).
doi:10.1161/JAHA.114.001588

Giles JT, Sattar N, Gabriel S, Ridker PM, Gay S, Warne
C, Musselman D, Brockwell L, Shittu E, Klearman M,
Fleming TR. Cardiovascular Safety of Tocilizumab
Versus Etanercept in Rheumatoid Arthritis: A
Randomized Controlled Trial. Arthritis Rheumatol.
2020 Jan;72(1):31-40. doi: 10.1002/art.41095. PMID:
31469238.

Ytterberg SR, Bhatt DL, Connell CA. Cardiovascular and
Cancer Risk with Tofacitinib in Rheumatoid Arthritis.
Reply. N Engl J Med. 2022;386(18):1768. doi:10.1056/
NEJMc2202778

Yang V, Kragstrup TW, McMaster C, Reid P, Singh
N, Haysen SR, et al. Managing Cardiovascular and
cancer risk associated with JAK inhibitors. Drug Saf.
2023;46(11):1049-1071. doi:10.1007/s40264-023-
01333-0

Misra DP, Pande G, Agarwal V. Cardiovascular
risks associated with Janus kinase inhibitors:
peering outside the black box. Clin Rheumatol.
2023;42(2):621-632. doi:10.1007/s10067-022-06415-
5

Navarro-Millan |, Cornelius-Schecter A, O'Beirne
RJ, Morris MS, Lui GE, Goodman SM, et al. Views
of primary care physicians and rheumatologists
regarding screening and treatment of hyperlipidemia
among patients with rheumatoid arthritis. BMC
Rheumatol. 2020;4:14. doi:10.1186/s41927-020-0112-
5

Kuriya B, Akhtari S, Movahedi M, Udell JA,

Lawler PR, Farkouh ME, et al. Statin use for

primary cardiovascular disease prevention is

low in inflammatory arthritis. Can J Cardiol.
2022;38(8):1244-1252. doi:10.1016/j.cjca.2022.04.002

Weber B, Garshick M, Liao KP, Di Carli M. Sore,

Hot, and at Risk: The Emerging Specialty of
Cardio-Rheumatology. J Am Heart Assoc.
2023;12(11):e027846. doi:10.1161/JAHA.122.027846

Vol. 1, Issue 2, Summer 2024 | Canadian Rheumatology Today



