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Longterm Hydroxychloroquine Therapy and Low-dose
Aspirin May Have an Additive Effectiveness in the
Primary Prevention of Cardiovascular Events in
Patients with Systemic Lupus Erythematosus
Serena Fasano, Luciana Pierro, Ilenia Pantano, Michele Iudici, and Gabriele Valentini

ABSTRACT. Objective. Systemic lupus erythematosus (SLE) is associated with an increased risk of cardiovascular
disease (CVD). Thromboprophylaxis with low-dose aspirin (ASA) and hydroxychloroquine (HCQ) seems
promising in SLE. We investigated the effects of HCQ cumulative dosages (c-HCQ) and the possible
synergistic efficacy of ASA and HCQ in preventing a first CV event (CVE) in patients with SLE.
Methods. Patients consecutively admitted to our center who, at admission, satisfied the 1997 American
College of Rheumatology and/or 2012 Systemic Lupus Collaborating Clinics classification criteria
for SLE, and had not experienced any CVE, were enrolled. The occurrence of a thrombotic event, use
of ASA, and c-HCQ were recorded. Kaplan-Meier analysis was performed to determine the c-HCQ
associated with a lower incidence of CVE. Cox regression analysis served to identify factors associated
with a first CVE.
Results. For the study, 189 patients with SLE were enrolled and monitored for 13 years (median). Ten
CVE occurred during followup. At Kaplan-Meier analysis, the CVE-free rate was higher in ASA-
treated patients administered a c-HCQ > 600 g (standard HCQ dose for at least 5 yrs) than in patients
receiving ASA alone, or with a c-HCQ dose < 600 g (log-rank test chi-square = 4.01, p = 0.04).
Multivariate analysis showed that antimalarials plus ASA protected against thrombosis (HR 0.041 and
HR 0.047, respectively), while antiphospholipid antibodies (HR 17.965) and hypertension (HR 18.054)
increased the risk of a first CVE.
Conclusion. Our results suggest that prolonged use of HCQ plus ASA is thromboprotective in SLE
and provides additional evidence for its continued use in patients with SLE. (J Rheumatol First Release
May 15 2017; doi:10.3899/jrheum.161351)
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Accelerated atherosclerosis is one of the major causes of
cardiovascular (CV) morbidity and mortality in patients with
systemic lupus erythematosus (SLE). Consequently, efforts
to identify treatments that can prevent thrombosis have
become a priority in patients with SLE. Two drugs have been
proposed to contrast accelerated atherosclerosis in SLE.
Low-dose aspirin (ASA) is advocated for the primary

prophylaxis of thrombosis in patients with SLE, especially
in those with triple antiphospholipid antibody (aPL)
positivity, lupus anticoagulant (LAC) positivity, or isolated
persistent anticardiolipin antibodies (aCL) at medium–high
titers1,2, whereas hydroxychloroquine (HCQ) has been shown
to reduce certain traditional CV risk factors (e.g., hyperlipi-
demia and diabetes)3,4 and prevent thrombosis in patients
with SLE5,6,7,8. However, it is not yet known when HCQ’s
thromboprotective effect starts and whether it is sustained
over time. Further, the clinical implications of a potential
synergistic effect of ASA and HCQ treatment in primary
thromboprophylaxis in SLE have not yet been analyzed. We
recently reported that ASA may be effective in the primary
prevention of thrombosis in patients with SLE9. In that study,
we did not detect any dose-independent protective effect of
antimalarials. Our present analysis was performed to evaluate
the role of HCQ cumulative dosages (c-HCQ) and the
possible synergistic efficacy of ASA and HCQ therapies in
the primary prevention of CV events (CVE) in patients with
SLE.
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MATERIALS AND METHODS
Patients. From our database, we identified an inception cohort of patients
attending the Rheumatology Unit of the Second University of Naples from
November 1, 2000, to December 31, 2014, who at admission fulfilled the
1997 American College of Rheumatology (ACR) criteria for SLE10 and/or
the 2012 classification criteria of the Systemic Lupus International
Collaborating Clinics group (SLICC)11, and who had not experienced a CVE
before their first clinical visit. A CVE was defined as the occurrence of
angina or myocardial infarction (MI), heart failure, a transient ischemic
attack (TIA), stroke, or atherosclerotic peripheral ischemia12 identified by
hospital discharge records and/or specific laboratory and radiologic tests
[i.e., cerebral or myocardial imaging techniques, namely, central nervous
system (CNS) computerized tomography, magnetic resonance, echocardio-
graphy, or myocardial scintigraphy]. Patients were subsequently assessed at
intervals of 3–6 months, depending on their clinical condition. At each visit,
any intervening CVE, as defined above12, was recorded. The duration of
followup was defined as the time from the first visit to the first CVE or to
the last observation in patients without thrombosis. On June 30, 2016, each
patient was contacted by telephone to ascertain vital status. Causes of death
were identified from clinical records, hospital discharge, or when
unavailable, by contacting the patient’s relatives. The Ethics Committee of
the Second University of Naples approved the study (CE1700/15).
Clinical and laboratory data. Our database contains information about each
patient from admission to followup, and includes demographics, clinical
features, exposure to drugs, and serologic investigations carried out to assess
disease activity by the Safety of Estrogens in Lupus Erythematosus National
Assessment SLE Disease Activity Index13 and disease damage by the
SLICC/ACR Damage Index (SDI)14. Antinuclear and anti-dsDNA antibodies
were detected by immunofluorescence using HEp-2 cells and Crithidia
luciliae as substrate15. Positive aPL was defined when at least 1 of the
following was detected on 2 or more occasions at least 12 weeks apart: LAC,
aCL immunoglobulin G (IgG) and IgM, and anti-β2 glycoprotein I
antibodies (IgG and IgM). Traditional CV risk factors [hypercholesterolemia,
hypertriglyceridemia, diabetes mellitus, hypertension (HTN), smoking, and
obesity] were present if they were observed at any time during the followup
period16. Attempts were made to modify risk factors; patients with diabetes
were treated with insulin or oral hypoglycemic agents, while those having
HTN received antihypertensive therapy. We also recorded treatments with
statins.
Statistical analysis. Continuous variables are presented as the mean ± SD if
normally distributed or as median and quartiles if distribution was skewed.
Kaplan-Meier curves and the log-rank test were used to analyze differences
in event-free survival. Comparisons between groups were performed using
the chi-square or Fisher’s exact test for categorical variables, and using the
Wilcoxon Mann-Whitney test or unpaired Student t test for continuous
variables, as appropriate. Univariate Cox regression analysis served to
identify factors associated with the occurrence of a CVE in the overall
cohort. The factors found to be significant in univariate analysis were entered
in the multivariable Cox regression model. A p value < 0.05 was considered
significant. Analyses were performed with SPSS software, version 12.0.1
(SPSS Inc.).

RESULTS
Baseline data. A total of 230 consecutive patients with SLE
(227 white, 1 Hispanic, 1 African descendant, and 1 Asian)
were admitted to our unit from November 1, 2000, to
December 31, 2014. Of these, 41 had a history of CVE and
were therefore excluded; thus, 189 patients with SLE (175
women and 14 men) were included in our study. The median
age at the first visit was 31 years [interquartile range (IQR)
24–39]. The main epidemiological, serological, and clinical
features of the cohort at baseline are listed in Table 1. At

study entry, 43 patients were aPL-positive (22.7%). In detail,
a triple-positive aPL profile was found in 6 patients (3.1%)
and double positivity in 15 (7.9%). Regarding traditional
thrombosis risk factors at baseline, 23 patients had dyslipi-
demia (10 patients hypertriglyceridemia, 2 hypercholes-
terolemia, and 11 had both conditions), 84 patients were
smokers, 49 had HTN, 8 had diabetes, and 15 had a body
mass index > 30 kg/m2. Patients were subdivided into severe
and mild disease according to the ACR guidelines for the
referral and management of SLE17. Patients with glomeru-
lonephritis, CNS involvement, heart and lung parenchymal
manifestations, and hemolytic or aplastic anemia were
subclassified as having severe SLE, whereas patients with
other manifestations were subclassified as having mild SLE.
Followup data. Followup visits were planned every 3–6
months, depending on the patient’s clinical condition. The
median duration of followup was 13 years (IQR 7–16 yrs).
On June 30, 2016, 12 patients (6.3%) were lost to followup.
Nonlethal thrombotic manifestations occurred in 10 patients
(5.2%; stroke in 1 patient, TIA in 5 patients, and acute MI in
4 patients). The median time to the occurrence of the first
CVE was 5 years. Of the 189 patients, 4 (2.1%) died during
the study. Cancer was the cause of death in 2 cases (1 died of
lung cancer at age 61, and the other of brain cancer at age
39). Another patient died of hepatic cirrhosis at age 61. The
remaining patient died of kidney failure at age 72. No deaths
attributable to CV complications were observed. During
followup, aPL were detected in 5 patients (2.6%), who were
negative at enrollment.
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Table 1. Demographic, serological, clinical, and clinometric characteristics
of patients with SLE at baseline. Values are n (%) unless otherwise specified.

Characteristic Value

Patients, n 189
Sex

Female 175 (92.5)
Male 14 (7.4)

Age at diagnosis, yrs, median (IQR) 31 (24–39)
Autoantibody profile

Anti-dsDNA 105 (55.5)
Anti-Sm 30 (15.8)
aPL 43 (22.7)

Severe SLE 116 (61.3)
Ever smokers 84 (44.4)
Obesity 15 (7.9)
Hypertension 49 (25.9)
Dyslipidemia 23 (12.1)
Diabetes 8 (4.2)
SELENA-SLEDAI, mean ± SD 7 ± 4.1
SDI, median (range) 0 (0–3)

SLE: systemic lupus erythematosus; IQR: interquartile range; aPL: antiphos-
pholipid antibodies; SELENA: Safety of Estrogens in Lupus Erythematosus
National Assessment; SLEDAI: Systemic Lupus Erythematosus Disease
Activity Index; SDI: Systemic Lupus International Collaborating Clinics/
American College of Rheumatology Damage Index.
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Regarding medications, 52 patients (27.5%) had been
treated with high-dose steroids (cumulative dose prednisone
equivalent ≥ 40 g, reported to be associated with atheroscle-
rosis in SLE)18. A total of 155 patients (82%) were prescribed
HCQ at a dose of 6 mg/kg of actual body weight per day
(maximum daily dose prescribed: 400 mg). The median
treatment duration was 5 years (IQR 2–12 yrs). A total of 164
patients (86.7%) were treated with ASA; 136 patients
(71.9%) received both ASA and HCQ, whereas 28 (14.8%)
received ASA alone. Nineteen patients (10%) were treated
with HCQ alone and 6 (3.1%) received neither ASA nor
HCQ. Patients did not receive HCQ because of retinopathy
(9 patients) or because of the occurrence of side effects (7
had allergic cutaneous manifestations, 2 had myopathy
associated with loss of weight, and 1 had hypertransami-
nasemia), whereas 15 patients failed to adhere to treatment.
Regarding ASA, 15 patients did not take any dose for
personal reasons and 6 patients discontinued ASA because of
menorrhagia and 4 because of thrombocytopenia.

Kaplan-Meier analysis revealed a significant difference in
CVE-free rates among the 4 subgroups of patients (chi-square
= 14.08, p = 0.002; Figure 1). The CVE-free rate did not
differ between the 136 patients treated with both ASA and
HCQ and the 28 patients treated with ASA alone (Figure 2).
At the Kaplan-Meier analysis performed to determine the c-
HCQ associated with a lower incidence of CVE, we found a
higher CVE-free rate in the 85 patients treated with
ASA-HCQ who had reached a c-HCQ dosage > 600 g (which

corresponded to a standard daily dose for at least 5 yrs) than
in the 28 patients treated with either ASA alone or the 51
patients treated with ASA and c-HCQ < 600 g (chi-square =
4.01, p = 0.045; Figure 3). No differences in traditional and
SLE-specific CV risk factors or medications (statins,
high-dose steroids) were found among the 3 patient groups
(Table 2).
Predictors of CVE. Features predictive of CVE at univariate
analysis were reported in Supplementary Table 1 (available
with the online version of this article). Patients with a CVE
had significantly higher blood pressure and aPL positivity
versus patients without a CVE. ASA and longterm HCQ
treatment were found to be protective against CVE. All other
variables examined were not associated, either positively or
negatively, with the occurrence of thrombotic events: tradi-
tional CV risk factors (diabetes, smoking, obesity, hypercho-
lesterolemia, hypertriglyceridemia), disease activity, disease
damage, severe manifestations, and other medications
(immuno suppressive agents, high steroids dose, antimalarials,
statins).

At multivariate analysis (Supplementary Table 2,
available with the online version of this article), use of HCQ
for at least 5 years (HR 0.04, 95% CI 0.004–0.48) and ASA
treatment (HR 0.04, 95% CI 0.003–0.54) remained signifi -
cant. Moreover, aPL positivity (HR 17.96, 95% CI
1.48–217.61) and ever having HTN (HR 18.05, 95% CI
1.64–198.76) were identified as being associated with an
increased risk of thrombosis.
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Figure 1. Kaplan-Meier survival curves by treatment groups. ASA: low-dose aspirin; HCQ: hydroxychloroquine.
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Figure 2. Rate of cardiovascular events over time in patients treated with ASA combined or not with HCQ. ASA:
low-dose aspirin; HCQ: hydroxychloroquine.

Figure 3. Rate of cardiovascular events over time in patients treated with ASA combined or not with cumulative
HCQ dose more than 600 g. ASA: low-dose aspirin; HCQ: hydroxychloroquine.

 www.jrheum.orgDownloaded on April 10, 2024 from 

http://www.jrheum.org/


DISCUSSION
To our knowledge, this is the first longterm study to inves-
tigate the c-HCQ–related effects in the primary thrombopro-
phylaxis in patients with SLE, and to assess whether exposure
to antimalarial drugs has an additional antithrombotic effect
that may be synergistic with ASA treatment. After years of
empirical use, many studies have established that prolonged
use of HCQ for the treatment of SLE has a relatively safe
profile and may help patients with SLE to keep their disease
under remission, thereby improving survival rates19,20.
Several cohort studies have suggested that antimalarials have
also beneficial influence on lipid profile21 and risk of throm-
bosis in patients with SLE5,6,7,22. However, the results are
controversial. An antithrombotic effect of HCQ was not
confirmed in a multivariate analysis conducted in the large
prospective cohort study by the LUpus in MInorities, NAture
versus nurture Study Group23. Moreover, Tektonidou, et al22
reported that ASA may protect against thrombosis in
aPL-positive patients with SLE, while HCQ did not seem to
have any protective effect (p = 0.30); however, in a multi -
adjusted analysis, they found that prolonged use of HCQ was
associated with a borderline lower incidence of thrombotic
complications (p = 0.05). In this scenario, we carried out a
retrospective analysis of the rate of CVE in 189 patients with
SLE without a history of thrombosis and followed for 16
years. At Kaplan-Meier analysis, patients taking HCQ
together with ASA for at least 5 years had a lower incidence
of CVE than those who had not taken c-HCQ > 600 g. At
multivariate analysis, c-HCQ > 600 g independently and
significantly reduced the incidence of CVE. This protective
effect could be related to the immune-modulatory properties
(e.g., reduction of the formation of aPL–β2-glycoprotein I
complexes to phospholipid bilayers and inhibition of

oxidative stress) that HCQ exerts in the endothelial
microenvironment24,25,26.

There are several limitations in our study. First, the
incidence of CVE is lower in our cohort than in previous
studies26,27. However, it is noteworthy that the rate of
ischemic events observed in our SLE cohort was 5-fold
higher than that expected in the Italian population matched
for age and sex as reported in “Progetto Cuore,” an Italian
register of ischemic diseases28. Although a multivariate
analysis could be biased by the low number of events, we
addressed it to further confirm the significant results from the
Kaplan-Meier analyses. Second, this is an observational
cohort study and an association between treatment and results
might be influenced by treatment indications, i.e., skin and
joint disease. However, no difference in disease pattern was
detected between HCQ-treated and -untreated patients (Table
2). Another limitation of our study is that it relies on patient-
reported adherence to treatment and poor adherence to
 therapeutic regimens is a common issue in patients with
SLE29,30,31. However, this limitation would affect the
outcomes in both treatment groups (patients with a c-HCQ
respectively higher and lower than 600 g). Last, most of our
patients were white and these results may not be general-
izable. In fact, SLE can have a more severe course in
African-descendant patients32, even though data on CV
disease incidence in different ethnic groups have been
questioned33,34.

Despite these limitations, our data increase awareness of
the high CV risk in patients with SLE. Although rigorous
management of all potential risk factors for thrombosis is
warranted in patients with SLE35, given the lack of
evidence-based recommendations, most patients with SLE
without previous thrombotic manifestations do not receive
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Table 2. Characteristics of the 3 subgroups of patients with SLE. Values are n (%).

Characteristics ASA + HCQ ASA + HCQ < 600 g HCQ Alone, p*
> 600 g, n = 85 or no HCQ, n = 79 n = 19

Hypercholesterolemia 11 (12.9) 13 (16.4) 1 (5.2) 0.428 
Hypertriglyceridemia 9 (10.5) 9 (11.3) 1(5.2) 0.731 
Hypertension 17 (20) 24 (30.3) 8 (42.1) 0.091 
Diabetes 4 (4.7) 3 (3.7) 1 (5.2) 0.941 
Obesity 6 (7) 7 (8.8) 1 (5.2) 0.835 
aPL positivity 25 (29.4) 23 (29.1) 3 (15.7) 0.462 
Ever smokers 43 (50.5) 30 (37.9) 7 (36.8) 0.217 
Severe SLE 52 (61.1) 50 (63.2) 11 (57) 0.899 
High-dose steroids, cumulative dose prednisone 

equivalent > 40 g 23 (27) 22 (27.8) 6 (31.5) 0.924 
Statins 10 (11.7) 9 (11.3) 1 (5.2) 0.702 
Basal SDI ≥ 1 11 (12.9) 18 (22.7) 2 (10.5) 0.179 
Basal SELENA-SLEDAI ≥ 6 56 (65.8) 53 (67) 11 (57.8) 0.748 

* None of the p values are significant (significant p < 0.05). SLE: systemic lupus erythematosus; ASA: low-dose
aspirin; HCQ: hydroxychloroquine; HCQ > 600 g: cumulative HCQ dose > 600 g; HCQ < 600 g: cumulative HCQ
dose < 600 g; aPL: antiphospholipid antibodies; SDI: Systemic Lupus International Collaborating Clinics/American
College of Rheumatology Damage Index; SELENA: Safety of Estrogens in Lupus Erythematosus National
Assessment; SLEDAI: Systemic Lupus Erythematosus Disease Activity Index.
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any prophylactic treatment. Noninvasive assessment of
carotid intima-media thickness and plaque should be used to
predict CVE in asymptomatic patients with SLE, and studies
are required to analyze effects of treatment on subclinical
atherosclerosis. HCQ appears to protect against thrombosis,
particularly in the longterm, and the HCQ-ASA combination
seems to synergistically reduce further the CV risk in patients
with SLE. Our results support the prolonged use of HCQ in
all patients with SLE, as previously advocated35. Neverthe -
less, larger, controlled, prospective studies are needed to
better define the involvement of HCQ in primary CV
prevention in patients with SLE.

ACKNOWLEDGMENT
We thank Jean Ann Gilder (Scientific Communication srl., Naples, Italy) for
editing the text.

ONLINE SUPPLEMENT
Supplementary material accompanies the online version of this article.

REFERENCES
   1.    Arnaud L, Mathian A, Ruffatti A, Erkan D, Tektonidou M, Cervera

R, et al. Efficacy of aspirin for the primary prevention of thrombosis
in patients with antiphospholipid antibodies: an international and
collaborative meta-analysis. Autoimmun Rev 2014;13:281-91.

   2.    Arnaud L, Mathian A, Devilliers H, Ruffatti A, Tektonidou M,
Forastiero R, et al. Patient-level analysis of five international
cohorts further confirms the efficacy of aspirin for the primary
prevention of thrombosis in patients with antiphospholipid
antibodies. Autoimmun Rev 2015;14:192-200.

   3.    Tam LS, Gladman DD, Hallett DC, Rahman P, Urowitz MB. Effect
of antimalarial agents on the fasting lipid profile in systemic lupus
erythematosus. J Rheumatol 2000;27:2142-5.

   4.    Chen YM, Lin CH, Lan TH, Chen HH, Chang SN, Chen YH, et al.
Hydroxychloroquine reduces risk of incident diabetes mellitus in
lupus patients in a dose-dependent manner: a population-based
cohort study. Rheumatology 2015;54:1244-9.

   5.    Ruiz-Irastorza G, Egurbide MV, Pijoan JI, Garmendia M, Villar I,
Martinez-Berriotxoa A, et al. Effect of antimalarials on thrombosis
and survival in patients with systemic lupus erythematosus. Lupus
2006;15:577-83.

   6.    Kaiser R, Cleveland CM, Criswell LA. Risk and protective factors
for thrombosis in systemic lupus erythematosus: results from a
large, multi-ethnic cohort. Ann Rheum Dis 2009;68:238-41.

   7.    Jung H, Bobba R, Su J, Shariati-Sarabi Z, Gladman DD, Urowitz M,
et al. The protective effect of antimalarial drugs on thrombovascular
events in systemic lupus erythematosus. Arthritis Rheum
2010;62:863-8.

   8.    Virdis A, Tani C, Duranti E, Vagnani S, Carli L, Kühl AA, et al.
Early treatment with hydroxychloroquine prevents the development
of endothelial dysfunction in a murine model of systemic lupus
erythematosus. Arthritis Res Ther 2015;17:277.

   9.    Iudici M, Fasano S, Gabriele Falcone L, Pantano I, La Montagna G,
Migliaresi S, et al. Low-dose aspirin as primary prophylaxis for
cardiovascular events in systemic lupus erythematosus: a long-term
retrospective cohort study. Rheumatology 2016;55:1623-30.

 10.    Hochberg MC. Updating the American College of Rheumatology
revised criteria for the classification of systemic lupus 
erythematosus [letter]. Arthritis Rheum 1997;40:1725.

 11.    Petri M, Orbai AM, Alarcón GS, Gordon C, Merrill JT, Fortin PR, et
al. Derivation and validation of the Systemic Lupus International

Collaborating Clinics classification criteria for systemic lupus
erythematosus. Arthritis Rheum 2012;64:2677-86.

 12.    Bild DE, Bluemke DA, Burke GL, Detrano R, Diez Roux AV,
Folsom AR, et al. Multi-ethnic study of atherosclerosis: objectives
and design. Am J Epidemiol 2002;156:871-81.

 13.    Buyon JP, Petri MA, Kim MY, Kalunian KC, Grossman J, Hahn
BH, et al. The effect of combined estrogen and progesterone
hormone replacement therapy on disease activity in systemic lupus
erythematosus: a randomized trial. Ann Intern Med 2005;
142:953-62.

 14.    Gladman D, Ginzler E, Goldsmith C, Fortin P, Liang M, Urowitz M,
et al. The development and initial validation of the Systemic Lupus
International Collaborating Clinics/American College of
Rheumatology damage index for systemic lupus erythematosus.
Arthritis Rheum 1996;39:363-9.

 15.    Palmieri V, Migliaresi P, Orefice M, Lupo T, Di Minno MN,
Valentini G, et al. High prevalence of subclinical cardiovascular
abnormalities in patients with systemic lupus erythematosus in spite
of a very low clinical damage index. Nutr Metab Cardiovasc Dis
NMCD 2009;19:234-40.

 16.    Multi-ethnic study of atherosclerosis. MESA study events manual of
operations. Bethesda: National Heart, Lung, and Blood Institute;
2004.

 17.    Hahn BH, McMahon MA, Wilkinson A, Wallace WD, Daikh DI,
Fitzgerald JD, et al; American College of Rheumatology. American
College of Rheumatology guidelines for screening, treatment, and
management of lupus nephritis. Arthritis Care Res 2012;64:797-808.

 18.    Doria A, Shoenfeld Y, Wu R, Gambari PF, Puato M, Ghirardello A,
et al. Risk factors for subclinical atherosclerosis in a prospective
cohort of patients with systemic lupus erythematosus. Ann Rheum
Dis 2003;62:1071-7.

 19.    A randomized study of the effect of withdrawing 
hydroxychloroquine sulfate in systemic lupus erythematosus. The
Canadian Hydroxychloroquine Study Group. N Engl J Med
1991;324:150-4.

 20.    Wang C, Fortin PR, Li Y, Panaritis T, Gans M, Esdaile JM.
Discontinuation of antimalarial drugs in systemic lupus 
erythematosus. J Rheumatol 1999;26:808-15.

 21.    Petri M. Hydroxychloroquine use in the Baltimore Lupus Cohort:
effects on lipids, glucose and thrombosis. Lupus 1996;5 Suppl
1:S16-22.

 22.    Tektonidou MG, Laskari K, Panagiotakos DB, Moutsopoulos HM.
Risk factors for thrombosis and primary thrombosis prevention in
patients with systemic lupus erythematosus with or without
antiphospholipid antibodies. Arthritis Rheum 2009;61:29-36.

 23.    Ho KT, Ahn CW, Alarcón GS, Baethge BA, Tan FK, Roseman J, et
al. Systemic lupus erythematosus in a multiethnic cohort
(LUMINA): XXVIII. Factors predictive of thrombotic events.
Rheumatology 2005;44:1303-7.

 24.    Gómez-Guzmán M, Jiménez R, Romero M, Sánchez M, Zarzuelo
MJ, Gómez-Morales M, et al. Chronic hydroxychloroquine
improves endothelial dysfunction and protects kidney in a mouse
model of systemic lupus erythematosus. Hypertension 2014;
64:330-7.

 25.    Rand JH, Wu XX, Quinn AS, Chen PP, Hathcock JJ, Taatjes DJ.
Hydroxychloroquine directly reduces the binding of 
antiphospholipid antibody-beta2-glycoprotein I complexes to
phospholipid bilayers. Blood 2008;112:1687-95.

 26.    Manzi S, Meilahn EN, Rairie JE, Conte CG, Medsger TA Jr, 
Jansen-McWilliams L, et al. Age-specific incidence rates of
myocardial infarction and angina in women with systemic lupus
erythematosus: comparison with the Framingham Study. Am J
Epidemiol 1997;145:408-15. 

 27.    Esdaile JM, Abrahamowicz M, Grodzicky T, Li Y, Panaritis C, du
Berger R, et al. Traditional Framingham risk factors fail to fully

6 The Journal of Rheumatology 2017; 44:7; doi:10.3899/jrheum.161351

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2017. All rights reserved.

 www.jrheum.orgDownloaded on April 10, 2024 from 

http://www.jrheum.org/


account for accelerated atherosclerosis in systemic lupus 
erythematosus. Arthritis Rheum 2001;44:2331-7.

 28.    Istituto Superiore di Sanità. Il progetto cuore. [Internet. Accessed
March 22, 2017.] Available from: www.cuore.iss.it/eng/default.asp

 29.    Costedoat-Chalumeau N, Amoura Z, Hulot JS, Hammoud HA,
Aymard G, Cacoub P, et al. Low blood concentration of 
hydroxychloroquine is a marker for and predictor of disease 
exacerbations in patients with systemic lupus erythematosus.
Arthritis Rheum 2006;54:3284-90.

 30.    Francès C, Cosnes A, Duhaut P, Zahr N, Soutou B, 
Ingen-Housz-Oro S, et al. Low blood concentration of 
hydroxychloroquine in patients with refractory cutaneous lupus
erythematosus: a French multicenter prospective study. Arch
Dermatol 2012;148:479-84.

 31.    Mok CC, Penn HJ, Chan KL, Tse SM, Langman LJ, Jannetto PJ.
Hydroxychloroquine serum concentrations and flares of systemic
lupus erythematosus: a longitudinal cohort analysis. Arthritis Care
Res 2016;68:1295-302.

 32.    Alarcón GS, Friedman AW, Straaton KV, Moulds JM, Lisse J,
Bastian HM, et al. Systemic lupus erythematosus in three ethnic

groups: III. A comparison of characteristics early in the natural
history of the LUMINA cohort. LUpus in MInority populations:
NAture vs. Nurture. Lupus 1999;8:197-209.

 33.    Scalzi LV, Hollenbeak CS, Wang L. Racial disparities in age at time
of cardiovascular events and cardiovascular-related death in patients
with systemic lupus erythematosus. Arthritis Rheum 2010;
62:2767-75.

 34.    Toloza SM, Uribe AG, McGwin G Jr, Alarcón GS, Fessler BJ,
Bastian HM, et al; LUMINA Study Group. Systemic lupus 
erythematosus in a multiethnic US cohort (LUMINA). XXIII.
Baseline predictors of vascular events. Arthritis Rheum
2004;50:3947-57.

 35.    Bertsias G, Ioannidis JP, Boletis J, Bombardieri S, Cervera R,
Dostal C, et al; Task Force of the EULAR Standing Committee for
International Clinical Studies Including Therapeutics. EULAR
recommendations for the management of systemic lupus 
erythematosus. Report of a Task Force of the EULAR Standing
Committee for International Clinical Studies Including
Therapeutics. Ann Rheum Dis 2008;67:195-205.

7Fasano, et al: Prophylaxis of thrombotic events in SLE

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2017. All rights reserved.

 www.jrheum.orgDownloaded on April 10, 2024 from 

http://www.jrheum.org/

