Serum CXCL16 Concentrations Correlate with the
Extent of Skin Sclerosis in Patients with Systemic
Sclerosis
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ABSTRACT. Objective. To determine serum concentrations of soluble CXCL16 and its clinical associations in
patients with systemic sclerosis (SSc).
Methods. Serum CXCLI16 levels from 89 patients with SSc were examined by ELISA. In a retro-
spective longitudinal study, 68 sera from 28 patients with SSc were analyzed (followup 1.3 to 7.3
yrs).
Results. Serum CXCL16 levels were elevated in patients with SSc compared with healthy controls
(n = 42). Patients with diffuse cutaneous SSc (n = 52) had higher levels of CXCL16 than those with
limited cutaneous SSc (n = 37). Serum CXCL16 levels correlated positively with the extent of skin
sclerosis. In the longitudinal study, CXCL16 levels generally decreased on a parallel with the
improvement in skin sclerosis.
Conclusion. CXCL16 levels were increased in patients with SSc, and correlated with the extent of
skin sclerosis, suggesting that CXCL16 may have a role in the development of skin fibrosis in SSc.
Blockade of CXCL16 interaction might be a potential therapeutic target in patients with SSc. (First

Release July 15 2009; J Rheumatol 2009;36:1917-23; doi:10.3899/jrheum.090108)
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Systemic sclerosis (SSc) is a generalized connective tissue
disorder characterized by sclerotic and vascular changes in
the skin and various internal organs. Although the patho-
genesis of SSc remains unclear, many studies have suggest-
ed that some cytokines or growth factors regulate the induc-
tion of SSc by stimulating the synthesis of extracellular
matrix components, injuring the endothelial cells, and mod-
ulating the function of leukocytes'-2. In early skin lesions of
patients with SSc, mononuclear cell infiltration is first seen
around small vessels in the dermis>*. Further, the degree of
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CHEMOKINE CXCL16

mononuclear cell infiltration correlates with both the degree
and progression of skin thickening’. Thus, these cells are
potent candidates for releasing cytokines or growth factors,
which play a crucial part in initiating and developing fibro-
sis in SSc.

Recent investigations have identified many potential
molecules, including chemokines, that regulate the migra-
tion and recruitment of specific leukocytes to the inflamma-
tory regions. CXCL16 and CX3CL1 are the only transmem-
brane chemokines thus far known®’. CXCL16 is expressed
on macrophages, dendritic cells, B cells, T cells, smooth-
muscle cells, endothelial cells, and keratinocytes®!!. The
membrane-bound form of CXCLI16 specifically interacts
with its unique receptor, CXCR®6, to effect firm adhesion of
CXCR6-expressing cells such as effector/memory T cells
and natural killer cells®’. The membrane-bound CXCL16
can be cleaved by a disintegrin and metalloproteinase 1012,
and the cleaved soluble form of CXCL16 exhibits chemo-
tactic activity for CXCR6-expressing cells®.

CXCLI16 plays an important role in CXCR6+ T cell
accumulation and stimulation in the synovium of patients
with rheumatoid arthritis'®!4. Further, soluble CXCL16
levels are elevated in sera from patients with systemic lupus
erythematosus (SLE), Crohn’s disease, and ulcerative colitis
and associated with disease activity!>:10. We suggest that
CXCL16 may have some role in the pathogenesis of SSc.
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MATERIALS AND METHODS

Serum samples. Serum samples were obtained from 89 Japanese patients
with SSc (76 female, 13 male). All patients fulfilled criteria for SSc pro-
posed by the American College of Rheumatology (ACR)!7. These patients
were grouped according to the classification system proposed by LeRoy, et
al's: 37 patients had limited cutaneous SSc (1SSc) and 52 had diffuse cuta-
neous SSc (dSSc). Anti-topoisomerase I (topo I) antibodies were positive in
36 patients (30 dSSc, 6 1SSc); anticentromere antibodies (ACA) in 30 (2
dSSc, 28 1SSc); anti-RNA polymerase I and III (RNAP) antibodies in 9 (8
dSSc, 1 1SSc); anti-UIRNP antibodies in 2 (1 dSSc, 1 1SSc); anti-U3RNP
antibodies in 1 (dSSc); anti-Th/To antibodies in 1 (dSSc); and 10 were neg-
ative (9 dSSc, 1 ISSc). These patients were aged 9-76 years (mean 47 yrs).
The mean disease duration was 4.4 + 5.7 (range 0.2-29) years. At the first
visit, 8 patients had been treated with low-dose steroids (prednisolone 5 to
20 mg/day) and 6 with low-dose D-penicillamine (100 to 500 mg/day).
None of the patients had received immunosuppressive treatment.

Thirty patients with SLE who fulfilled the ACR criteria'® and 25 with
dermatomyositis (DM) who fulfilled the criteria of Bohan and Peter?? acted
as disease controls. Forty-two age- and sex-matched healthy Japanese indi-
viduals were used as healthy controls.

In a retrospective longitudinal study, we analyzed 68 serum samples
from 28 of 89 patients with SSc who had been followed longitudinally (27
women, 1 man). There was no bias in patient selection. The mean followup
period was 3.9 + 1.6 (1.3-7.3) years with 2.4 (2-3) timepoints. The mean
disease duration was 4.1 + 5.1 (0.2-13.3) years. Fifteen patients had dSSc
and 13 had ISSc; anti-topo I antibodies were positive in 11 patients (all
dSSc); ACA in 14 (1 dSSc, 13 1SSc); anti-RNAP antibodies in 2 (all dSSc);
and 1 was negative (dSSc). These patients were aged 9-71 years (mean age
46 yrs).

Fresh venous blood samples were centrifuged shortly after clot forma-
tion. All samples were stored at —70°C before use.

Clinical assessment. Complete medical histories, examinations, and labo-
ratory tests were conducted for all patients at their first visit, with evalua-
tions especially for pulmonary fibrosis during followup visits. Organ sys-
tem involvement was defined as described?!22: lung = bibasilar fibrosis on
chest radiography and high-resolution computed tomography; esophagus =
hypomotility shown by barium radiography; heart = pericarditis, congestive
heart failure, or arrhythmias requiring treatment; kidney = malignant hyper-
tension and rapidly progressive renal failure with no other explanation; and
muscle = proximal muscle weakness and elevated serum creatine kinase.
Pulmonary fibrosis was defined as bibasilar interstitial fibrosis on chest
high-resolution computed tomography. In addition, pulmonary function
tests including vital capacity (VC) and diffusion capacity for carbon
monoxide (DLCO) were used to examine the severity of pulmonary fibro-
sis. When the DLCO and VC were < 75% and < 80%, respectively, of the
predicted normal values, they were considered abnormal. Patients with SSc
who were smokers or who had other respiratory disorders that could have
affected %DLCO or %VC were excluded from this study. The modified
Rodnan total skin thickness score (TSS) was measured by summing the
skin thickness measurements, and determined by palpation on a 0-3 scale
in 17 body areas®. The study protocol was approved by the Nagasaki
University Graduate School of Biomedicinal Sciences and Nagasaki
University Hospital, and informed consent was obtained from all patients.

Detection of serum CXCLI16. Serum CXCL16 levels were measured with
specific ELISA kits (R&D Systems, Minneapolis, MN, USA), according to
the manufacturer’s protocol. This ELISA system can detect all circulating
CXCL16 isoforms. Each sample was tested in duplicate. The detection
limit of this assay was 0.007 ng/ml.

Immunohistochemical staining. Skin biopsy samples were taken from the
dorsal aspect of the mid-forearm of 5 female patients with dSSc and 5
healthy female volunteers. CXCL16 expression in the skin tissue was deter-
mined using goat IgG anti-human CXCL16 monoclonal antibody (R&D
Systems). Frozen dermal tissues were air-dried and subsequently fixed in
cold acetone. The tissue sections were incubated overnight with

anti-CXCL16 monoclonal antibody at 4°C, and then treated with biotiny-
lated rabbit anti-goat IgG antibody for 45 min at room temperature, fol-
lowed by incubation with avidin-biotin-peroxidase complex for 30 min.
Sections were incubated with diaminobenzidine tetrahydrochloride sub-
strate solution for 5 min, counterstained with methyl green, and embedded
in balsam. Isotype-matched control monoclonal antibody was used as a
negative control.

Statistical analysis. The Mann-Whitney U-test was used to compare
CXCLI16 levels, Fisher’s exact probability test to compare frequencies, and
Bonferroni’s test for multiple comparisons. Spearman’s rank correlation
coefficient was used to examine the relationship between 2 continuous vari-
ables. p values less than 0.05 were considered statistically significant.

RESULTS

Serum CXCLI6 levels elevated in patients with SSc. Serum
CXCLI16 levels were significantly higher in patients with
SSc (3.15 = 1.1 pg/ml) than healthy controls (1.29 + 0.95
pg/ml; p < 0.001; Figure 1). Similarly, serum CXCLI16
levels were significantly higher in patients with SLE (2.67 +
0.83 pg/ml; p < 0.001) and in patients with DM (3.02 + 0.97
pg/ml; p <0.001) than in healthy controls. Patients with SSc
had the highest median serum CXCL16 levels. As for sub-
groups of SSc, CXCL16 levels in both dSSc (3.43 = 1.17
pg/ml) and ISSc (2.76 + 0.88 pg/ml) patients were signifi-
cantly higher than in healthy controls (p < 0.001 for both).
Further, serum CXCL16 levels were significantly elevated
in patients with dSSc relative to those with 1SSc (p < 0.05).

Clinical correlation of serum CXCLI6 levels. Clinical and
laboratory measures obtained at the first evaluation were
compared between SSc patients with elevated CXCL16
levels and those with normal CXCL16 levels. Values higher
than the mean + 2 standard deviations (3.19 ng/ml) of the
control serum samples were considered to be elevated in our
study. Elevated CXCLI16 levels were observed in 38%
(34/89) of total patients with SSc, 48% (25/52) with dSSc,
and 24% (9/37) with 1SSc. SSc patients with elevated
CXCLI16 levels were more frequently male (p < 0.01) and
had more frequent presence of dSSc (p < 0.01) and
anti-RNAP antibody (p < 0.05) than those with normal
CXCLI16 levels (Table 1). Inversely, SSc patients with ele-
vated CXCL16 levels had less frequent presence of 1SSc (p
< 0.01) and ACA (p < 0.05) than those with normal
CXCLI16 levels. Consistent with the association of higher
CXCL16 levels with dSSc, SSc patients with elevated
CXCL16 levels had significantly higher modified Rodnan
TSS compared with those with normal CXCL16 (p < 0.01).
Moreover, CXCL16 levels correlated positively with modi-
fied Rodnan TSS (p < 0.01, r = 0.43; Figure 2). Thus, ele-
vated CXCL16 levels were associated with the severity of
skin sclerosis in SSc.

Immunohistochemical expression of CXCLI16 in the skin of
patients with SSc. Whether CXCL16 expression was aug-
mented in the skin of patients with SSc was assessed by
immunohistochemical analysis. Patients with SSc had
remarkably higher expression of CXCL16 in the epidermis
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Figure 1. Serum levels of CXCL16 in patients with dSSc, 1SSc, SLE, DM, and normal controls
(Control). Serum CXCL16 levels were determined by a specific ELISA. Bars indicate mean value
in each group. Broken line indicates cutoff value (mean + 2 standard deviations of normal control

samples).

compared with healthy controls (Figure 3). Further, infiltrat-
ing dermal mononuclear cells in the skin of patients with
SSc exhibited strong CXCL16 expression. Thus, augmented
CXCLI16 expression was found in the lesional skin from
patients with SSc.

Longitudinal study of serum CXCLI6 levels. To assess
changes in serum CXCL16 levels over time, 68 serum sam-
ples from 28 patients with SSc (15 dSSc and 13 1SSc) were
analyzed retrospectively. None of these patients had
received any treatment at their first visit. Seven of 15
patients with dSSc exhibited elevated CXCLI16 levels at
their first visit. Serum CXCL16 levels in 4 of these 7
patients were decreasing during the followup of 2.9 + 1.7
(1.3-5.3) years (Figure 4A). Their disease duration at the
initial visit was 2.3 + 3.2 (0.3-7.0) years. Serum CXCL16
levels at the final evaluation were within normal range in all
of these patients. During the followup, 3 of the 4 patients
exhibited subacute deterioration of interstitial pneumonitis.
Two of the 3 patients received cyclophosphamide pulse ther-
apy, and one received steroid pulse therapy for the pul-
monary involvement. Low-dose steroids were started in the
remaining patient. Skin sclerosis was improving in all the

patients during followup (modified Rodnan TSS 21.0 + 3.6
at first visit to 12.8 + 3.9 at the final evaluation; 39%
decrease; p < 0.05).

Serum CXCL16 levels in 3 of the 7 dSSc patients with
high CXCL16 levels at first visit remained high during the
followup of 4.6 + 0.5 (4.1-5.2) years (Figure 4B). Their dis-
ease duration was 2.8 + 3.5 (0.2-6.8) years. After the initial
visit, treatment with low-dose steroids alone was started in 2
of the 3 patients and treatment with both low-dose steroids
and D-penicillamine was started in the remaining patient.
Skin sclerosis tended to improve (modified Rodnan TSS
13.3 = 6.4 at first visit to 11.6 = 5.9 at the final evaluation;
13% decrease); however, the decrease was not significant.

Serum CXCLI16 levels in 8 of 15 dSSc patients with nor-
mal serum CXCL16 levels at first visit remained within nor-
mal range throughout the followup period of 4.1 + 1.8
(2.4-7.3) years (Figure 4C). Their disease duration was 1.7
+ 1.3 (0.2-4.0) years. After the initial visit, treatment with
low-dose steroids alone was started in 4 of the 8 patients,
while treatment with both low-dose steroids and D-penicil-
lamine was started in 3 patients. In addition, the remaining
patient received cyclophosphamide pulse therapy for sub-
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Table 1. Clinical and laboratory characteristics in patients with SSc show-
ing elevated serum CXCLI16 levels.

Characteristic Elevated CXCL16, Normal CXCL16,
n=234 n=>55

Age at onset, yrs, mean = SD 49 + 13 45+ 17

Male:female 10:24%%* 3:52

Disease duration, yrs, mean + SD 33+50 35+6.6

TSS, mean = SD 16.6 + 10.6%* 106 +7.2

Clinical features, %

dSSc T3%* 48

1SSc 26%* 52

Pitting scars/ulcers 29 35

Contracture of phalanges 44 39

Diffuse pigmentation 50 44

Telangiectasia 30 44

Calcinosis 6 8

Organ involvement, %

Pulmonary fibrosis 41 52
Decreased % VC 25 19
Decreased % DLCO 66 58

Pulmonary hypertension 10 13

Esophagus 58 72

Heart 6 13

Kidney 2 0

Joint 12 22

Muscle 9 22

Laboratory findings, %

Anti-topo I antibody 47 37

Anticentromere antibody 24% 41

Anti-RNAP antibody 18%* 6

Increased IgG 27 31

Elevated ESR 47 45

Elevated CRP 6 14

*p <0.05, #F p < 0.0l versus SSc patients with normal serum CXCL16
levels. TSS: total skin thickness score; VC: vital capacity; DLCO: diffusion
capacity for carbon monoxide; RNAP: RNA polymerase; ESR: erythrocyte
sedimentation rate; CRP: C-reactive protein.

acute deterioration of interstitial pneumonitis. Skin sclerosis
was improving in all the patients during followup (modified
Rodnan TSS 16.5 + 5.7 at first visit to 12.4 £ 4.7 at the final
evaluation; 25% decrease; p < 0.05).

Finally, 9 of 13 patients with 1SSc examined in this study
exhibited normal CXCL16 levels at the first visit that stayed
within normal range throughout the followup period of 4.0
+ 1.7 (1.8-5.5) years, although only 1 exhibited transiently
elevated CXCL16 levels during the followup (Figure 4D).
Their disease duration was 7.0 + 7.4 (1.0-23) years. Serum
CXCL16 levels in 4 of the 13 patients with 1SSc showed ele-
vated CXCL16 levels at their first visit, although their
CXCLI16 levels were lower than 3.5 ng/ml. Serum CXCL16
levels in 2 of the 4 patients with 1SSc were decreasing dur-
ing the followup of 3.0 £ 0.1 (2.9-3.0) years. The remaining
2 patients with increased CXCL16 levels at their first visit
remained elevated during the followup of 4.3 £ 2.6 (2.5-6.2)
years. None of these patients with 1SSc had received D-peni-
cillamine or steroids during the followup period. Thus,

o r=0.43
8 p<0.01

Serum CXCL16 levels (ng/ml)

0 10 20 30 40

Modified Rodnan TSS

Figure 2. Correlation of serum CXCL16 levels with modified Rodnan TSS
in patients with SSc. Serum CXCL16 levels were determined by a specif-
ic ELISA. Broken lines indicate cutoff value.

CXCLI16 levels generally decreased on a parallel with the
improvement in skin sclerosis, while steroid or immunosup-
pressive therapy might affect the change.

DISCUSSION

Ours is the first report of elevated serum CXCL16 levels in
patients with SSc. Although the elevation of serum CXCL16
levels was also observed in patients with SLE and DM,
mean CXCL16 levels in patients with SSc were higher than
those found in SLE and DM patients (Figure 1).
Remarkably, the elevation of serum CXCL16 levels in
patients with SSc was associated with greater extent of skin
fibrosis (Figure 2 and Table 1). In the longitudinal study,
CXCLI16 levels generally decreased on a parallel with the
improvement in skin sclerosis (Figure 4). Taken together,
these results suggest that CXCL16 may play an important
role in the development of skin sclerosis in patients with
SSc.

CXCL16 expression in epidermal keratinocytes and infil-
trating dermal mononuclear cells was substantially aug-
mented in patients with SSc compared with healthy controls
(Figure 3). Stimulation with tumor necrosis factor-o
(TNF-a) and interleukin 1o (IL-1o) enhances CXCL16
expression in keratinocytes'!-24. Further, serum TNF-o.
levels are significantly elevated in patients with SSc com-
pared with healthy control subjects?>, while dermal fibro-
blasts from patients with SSc exhibit increased IL-1o. pro-
duction?®. This suggests the contribution of TNF-o. and
IL-1a to the elevated CXCL16 levels in patients with SSc.
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Figure 3. Representative CXCL16 expression in normal skin tissues (a) and lesional skin tissues from patients with SSc (b).
Original magnification x250.
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Figure 4. Serial changes of serum CXCL16 levels during followup period in dSSc patients with elevated CXCL16 levels at their first
visit (a and b), dSSc patients with normal CXCL16 levels at their first visit (c), and ISSc patients (d). Serum CXCL16 levels were
determined by a specific ELISA. Broken lines indicate cutoff value.

—| Personal non-commercial use only. The Journal of Rheumatology Copyright © 2009. All rights reserved. |—

Yanaba, et al: CXCLI16 levels in SSc 1921

Downloaded on April 18, 2024 from www.jrheum.org


http://www.jrheum.org/

In addition, CXCL16 production from keratinocytes is 3. Fleischmajer R, Perlish JS, Reeves JRT. Cellular infiltrates in
enhanced by Toll-like receptor (TLR) 2 and TLR3 stimula- scleroderma skin. Arthritis Rheum 1977;20:975-84.

. o4 . . . 4. Scharffetter K, Lankat-Buttgereit B, Krieg T. Localization of
tion=*. Interestingly, serum levels of hyaluronan, which acti- . S

i K X collagen mRNA in normal and scleroderma skin by in-situ

vates TLR2 and TLR4, are elevated in patients with SSc are hybridization. Eur J Clin Tnvest 1988;18:9-17.

and associated with the extent of skin sclerosis?’. Moreover, 5. Roumm AD, Whiteside TL, Medsger TA Jr, Rodnan GP.
hyaluronan expression in the dermis was enhanced in a Lymphocytes in the skin of patients with progressive systemic
mouse model for SSc28. Therefore, the elevation of serum j:leﬁo_s.is'lgluantﬁ};agt;o; 36111b5ty5p3ing and clinical correlations.
CXCL16 levels may also be attributable to TLR stimulation 6 Mr;ﬂi:;ﬁan ;:[’mDavi d s ﬁnge'l s. Ryan JE, Cyster JG. A
by hyalur.onan. The infiltrated dermal mononuclear cells transmembrane CXC chemokine is a ligand for HIV-coreceptor
observed in patients with early-stage SSc mostly consist of Bonzo. Nat Immunol 2000;1:298-304.

activated T cells®. Moreover, CXCR6 is expressed on acti- 7. Wilbanks A, Zondlo SC, Murphy K, et al. Expression cloning of the
vated T cells in the papillary dermis”’29. Thus, CXCL16 STRL33/BONZO/TYMSTR ligand reveals elements of CC, CXC,

. . . . and CX3C chemokines. J Immunol 2001;166:5145-54.

production from keratinocytes and infiltrating mononuclear 8. Hofnagel O, Luechtenbore B, Plenz G, Robenek H. Expression of
C.CHS may be enhar?c'ed by TNF'O(7 IL-1o, and TLR stimula- ' the novel sc’avenger receptor ’SR-PSO)’( in cultured.aortic smooth
tion, thereby recruiting activated T cells to the skin, leading muscle cells and umbilical endothelial cells. Arterioscler Thromb
to skin sclerosis. Vasc Biol 2002;22:710-1.

In our study, serum CXCL16 levels were associated with 9. S?acs?(kclifés_lrr}‘lps"“ Dl; M‘Sh“;\/’ (?heslnut;ﬁ’ Leg \If E’g“"lssmn
the extent of skin sclerosis, but not with the severity of pul- 2003.23,1 48{3 uman 1 cells. Arterloscler Thromb Vasc BIo
monary fibrosis in SSc. This suggests that serum CXCL16 10. Shimaoka T, Kume N, Minami M, et al. Molecular cloning of a
is not useful as a clinical marker of pulmonary fibrosis in novel scavenger receptor for oxidized low density lipoprotein,
SSc. However, this does not imply that CXCL16 does not SR-PSOX, on macrophages. J Biol Chem 2000:275:40663-6.
play a role in the pathogenesis of pulmonary fibrosis in SSc. 11. SCh"llz 12 Sclh“he Af’ ﬁdamSkl F, elt) al. C"l?smul?_ve ‘Z‘ggisllgn_ and
Soluble CXCL16 does not represent the total CXCL16 human and marine skin. J Invest Dermatol 2007:127:1444-55.
expression, because another significant portion is still mem- 12. Gough PJ, Garton KJ, Wille PT, Rychlewski M ben;psey P
brane-bound®. Alveolar macrophages express CXCL16 pro- Raines EW. A disintegrin and metalloproteinase 10-mediated
tein, whereas CXCL16 levels in either bronchoalveolar cleavage and shedding regulates the cell surface expression of CXC
lavage fluid or blood are not elevated in patients with sar- chemokine ligand 16. J Immunol 2004;172:3678-85.
coidosis, asthma, or interstitial lung diseases compared with 13. Nanki T, Shimaoka T, Hayashida K, Taniguchi K, Yonehara S,
oy 30 Thoet f‘f e p o Miyasaka N. Pathogenic role of the CXCL16-CXCR6 pathway in

calthy controls™. "Therefore, the relationship between rheumatoid arthritis. Arthritis Rheum 2005:52:3004-14.
membrane-bound CXCL16 expression in the lung and the 14. van der Voort R, van Lieshout AW, Toonen LW, et al. Elevated
severity of pulmonary fibrosis in patients with SSc should CXCL16 expression by synovial macrophages recruits memory T
be examined. In addition, the reason that serum CXCL16 s Eel}llskmt;’dﬂg“mag’f J;’“;lts' ﬁrthmif Rh"'lurgi(é(fl;?mgl'm'
levels reflect only the extent of skin sclerosis in SSc is still + Lehrke WV, Ronrad A, Schachinger V. et al. I & surrogate

T marker of inflammatory bowel disease. Scand J Gastroenterol
unclear. It has been proposed that oxidative stress may play 2008:43:283-8.
an important role in the development of SSc3!. Ischemia and 16. Wu T, Xie C, Wang HW, et al. Elevated urinary VCAM-1,
reperfusion injury fo]lowing Raynaud’s phenomenon can P-selectin, soluble TNF receptor-1, and CXC chemokine ligand 16
generate reactive oxygen species that may result in vascular }“Imumpkl’ ;‘z)‘g;“;l;lf;‘izztr;‘sms and human lupus nephritis.
endothelial damage32’33. Consistent with this, circulating 17 Su{)ncrtr)li?r(:ittee f(;r Scierode_rm;i Criteria of the American
CXCL.I6 levels correlate with the severity of coronary artery Rheumatism Association Diagnostic and Therapeutic Criteria
stenosis3*. Therefore, it is likely that increased amounts of Committee. Preliminary criteria for the classification of systemic
CXCL16 are released from infiltrating dermal mononuclear sclerosis (scleroderma). Arthritis Rheum 1980;23:581-90.
cells into circulation in response to oxidative stress-induced 18. LeRoy EC, Krieg T, Black C, et al. Scleroderma (systemic
vascular damage Further studies are needed to determine sclerosis): classification, subsets, and pathogenesis. J] Rheumatol
&b ) : i 0 B 1988;15:202-5.

how CXCL16 is re'leased into circulation and elicits inflam- 19. Tan EM, Cohen AS, Fries JF, et al. The 1982 revised criteria for the
matory cell recruitment. Because no therapy has proven classification of systemic lupus erythematosus. Arthritis Rheum
effective in suppressing or improving skin sclerosis in SSc, 1982;25:1271-7.
blockade of CXCL16-CXCR6 interaction might be a thera- 20. Bohan A, Peter JB. Polymyositis and dermatomyositis (first of two

eutic target in patients with SSc who have severe skin parts). N Engl J Med 1975:292:344-8.
p . g p 21. Steen VD, Powell DL, Medsger TA. Clinical correlations and
sclerosis. prognosis based on serum autoantibodies in patients with systemic

sclerosis. Arthritis Rheum 1988;31:196-203.
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