
EDITORIAL  Atherosclerosis in ankylosing spondylitis 409

Taken together, these findings support the 
claim that subclinical atherosclerosis is common 
in patients with AS. They also highlight the role 
of both traditional cardiovascular risk factors 
and a proinflammatory state, in the context of 
a chronic disease, in the development of athero‑
sclerosis in these patients. With respect to this, 
Ozdowska et al1 described that AS patients with 
atherosclerotic plaques had higher levels of to‑
tal cholesterol, low‑density lipoprotein (LDL) 
cholesterol, and triglycerides than those with‑
out plaques, with no differences in high‑density 
lipoprotein (HDL) cholesterol levels. Moreover, 
the atherogenic index was higher in AS patients 
with plaques than in those without.1 

Interestingly, the first recommendations pro‑
posed by the European League Against Rheuma‑
tism (EULAR) task force supported the use of 
the atherogenic index (total cholesterol/HDL cho‑
lesterol) rather than total cholesterol in the strati‑
fication of the cardiovascular risk of patients with 
rheumatoid arthritis (RA), another inflammato‑
ry joint disease associated with increased cardio‑
vascular mortality.5 Chronic inflammation leads 
to oxidative changes that alter HDL cholesterol 
structure and reduce apolipoprotein A‑I in pa‑
tients with active RA.6 The levels of paraoxonase 1, 
an antioxidant enzyme associated with HDL cho‑
lesterol, are lower in patients with RA when com‑
pared with healthy controls. The presence of in‑
flammation leads to impairment of the normal 
anti‑inflammatory, antioxidative, and cardiopro‑
tective function of HDL cholesterol that turns out 
to be proinflammatory.7 Moreover, lipids in pa‑
tients with inflammatory joint diseases have par‑
adoxical associations with the risk of cardiovascu‑
lar disease since lower levels of total cholesterol 
and LDL cholesterol are associated with increased 
risk of cardiovascular events in these patients.8

In the present issue of Polish Archives of Internal 
Medicine (Pol Arch Intern Med), Ozdowska et al1 re‑
port an increased prevalence of subclinical coro‑
nary atherosclerosis in patients with ankylosing 
spondylitis (AS). They found that the frequen‑
cy of coronary atherosclerotic plaques assessed 
by coronary computed tomography angiography 
was higher in young patients with AS and with‑
out diabetes than in matched controls.1 Although 
the number of individuals included in the study 
was relatively small,1 their results are in line with 
previous data from a study using carotid ultra‑
sound (another noninvasive way of assessing ath‑
erosclerotic disease), which showed an increased 
carotid‑intima media wall thickness and a higher 
frequency of carotid plaques in patients with AS 
compared with controls.2,3 It is of great relevance 
since epidemiological studies have confirmed that 
AS is associated with augmented risk of cardio‑
vascular disease and mortality.4

Ozdowska et al1 revealed an association of cor‑
onary plaques with the presence of dyslipidemia 
and arterial hypertension in patients with AS. 
The duration of disease from onset of AS symp‑
toms and the erythrocyte sedimentation rate 
at disease diagnosis were the best predictors of 
carotid plaques detected by carotid ultrasound in 
a series of 64 patients who fulfilled the 1984 mod‑
ified New York diagnostic criteria for AS.2 Also, in 
a set of 149 consecutive patients without history 
of cardiovascular disease that fulfilled the Assess‑
ment of SpondyloArthritis international Society 
classification criteria for axial spondyloarthritis 
(115 of them also fulfilled definitions for AS ac‑
cording to the 1984 modified New York criteria), 
the subgroup of patients with carotid plaques 
had a longer disease duration than those with‑
out plaques when they were studied by carotid 
ultrasound.3
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One of the main points of concern for clinicians 
who treat patients with inflammatory arthritis is 
to identify individuals at high risk of cardiovascu‑
lar events. Both the first and the 2015/2016 up‑
dated EULAR evidence‑based recommendations 
for cardiovascular risk management in patients 
with RA and other inflammatory joint diseas‑
es, such as psoriatic arthritis and AS, strongly 
support the use of algorithms to stratify the car‑
diovascular risk of these patients.5,9 Risk charts 
used to assess cardiovascular risk in the general 
population, such as the Framingham Risk Score, 
Reynolds equation, and Systematic COronary 
Risk Evaluation (SCORE), can be applied to deter‑
mine the cardiovascular risk of patients with in‑
flammatory rheumatic diseases.9 However, these 
risk function charts often underestimate the ac‑
tual cardiovascular risk of patients with these 
conditions. This was first observed in patients 
with RA in whom 2 noninvasive tools to mea‑
sure atherosclerosis, carotid ultrasound and mul‑
tidetector computed tomography used to deter‑
mine the coronary artery calcium score, improved 
the identification of individuals with high cardio‑
vascular risk.10,11 This fact has also recently been 
confirmed in patients with AS.12,13 Because of 
that, we and other investigators support the use 
of noninvasive techniques to identify the pres‑
ence of subclinical atherosclerotic disease in pa‑
tients with inflammatory joint diseases.14 With 
respect to this, we feel that the evaluation of pa‑
tients for the presence of carotid atherosclero‑
sis, determined by the common carotid intima
‑media thickness measurement or by the assess‑
ment of plaques and plaque areas, may help cli‑
nicians identify patients with inflammatory ar‑
thritis at high risk of cardiovascular events.14 In 
this regard, the updated 2015/2016 EULAR rec‑
ommendations for cardiovascular disease risk 
management in patients with and other forms of 
inflammatory joint disorders support the screen‑
ing for asymptomatic atherosclerotic plaques by 
using carotid ultrasound as part of the cardiovas‑
cular disease risk evaluation in patients with in‑
flammatory arthritis.9

In conclusion, patients with AS have increased 
frequency of subclinical atherosclerotic disease 
and are at higher risk of cardiovascular events. 
Adequate identification of AS at high risk of car‑
diovascular events by the use of risk charts along 
with noninvasive imaging techniques is needed 
to reduce the high prevalence of cardiovascular 
events in these patients.
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