Editorial

Assessment of Cardiovascular
Risk in Patients with Rheumatoid
Arthritis
Patients with rheumatoid arthritis (RA) are at increased risk
for cardiovascular disease (CVD), including peripheral
vascular disease, stroke, myocardial infarction, and heart
failure compared to the general population1,2. The absolute
CV risk is estimated to be up to 2-fold increased1,2. The risk
is increased because of chronic, systemic inflammation, as
well as premature atherosclerosis. In addition to the risk
inherent to the underlying disease, conventional risk factors
are major contributors to the increase in recurrence of CVD,
including dyslipidemia, hypertension (HTN), obesity,
smoking, and diabetes3.
In this edition of The Journal, Barber, et al report on the
experience of using CV risk indicators in clinical practice4.
In 2 cohorts of patients, 1 in which patients enrolled into an
early RA disease clinic and the other where patients enrolled
into a biologic registry, the authors report on the frequencies
with which CVD indicators are assessed. These are summarized in a baseline 10-year Framingham Risk Score for
those patients whose risk is identified by the Framingham
Risk Score, age 30–74 years, and not taking a baseline statin.
As anticipated, patients in the biologics cohort generally had
more active disease, had worse functional status, were more
likely to have erosive disease, and had extraarticular disease.
The quality indicators assessed as CVD risk factors in the
study included evidence of discussion of increased CV risk
with the patient, formal CV risk assessment, assessment of
smoking status and offer of smoking cessation counseling,
screening for HTN and communication of HTN findings to
the patient’s primary care provider, measurement of lipid
profile, screening for diabetes, exercise counseling, and body
mass index screening and lifestyle counseling, as well as
documented attempts to reduce glucocorticoid usage and
communication of the risk/benefits of antiinflammatory
agents and cyclooxygenase-2 inhibitors in terms of their risk
for CVD occurrence4.
Although conducted in a subspecialty setting with high
degree of awareness of CV risk, performance indicators of

CV risk assessment were variably obtained. High performance was obtained for baseline documentation of smoking,
in 98% of patients, although only 17% of patients received
smoking cessation counseling. Blood pressure was obtained
at least 80% of clinic visits; however, communication to the
primary care provider of HTN detection was rarely provided.
Rates of screening for hyperlipidemia and diabetes were also
high, performed in two-thirds of patients, whereas a yearly
discussion of physical activity recommendations was
pursued in only about one-third of patients in the first year
of enrollment; and by year 2, in only 15% of patients. On the
other hand, there was a high degree of awareness of the
importance of reducing glucocorticoid dose, with attempts
to reduce dosing documented at virtually all visits, while
communication regarding reduction of nonsteroidal antiinflammatory drug use, especially in those patients with
medium or high risk of CVD, was low.
The results of this study demonstrate the practical difficulties of CVD assessment. The initial and longterm
management recommendations that need to be pursued in
the rheumatologic practice and in the primary care practice
in these patients who are at higher risk for CVD have not
been developed. Formal Framingham risk assessment, which
is recognized to be inadequate and to underestimate overall
the CV risk in patients with RA and other systemic inflammatory rheumatic diseases, was not commonly performed;
and recommendations for CV risk reduction were variably
pursued. The reasons are complex and likely relate not to
lack of awareness of CVD disease risk but rather to the
time-consuming nature of such risk assessment and communication of management recommendations to patients and
their primary care physicians, even in a well-managed
rheumatology practice setting. It is a fair statement that, at
present, awareness of risk is not effectively translated into
meaningful management recommendations.
Given the frequency of RA, the overall population disease
burden of CVD in these patients is substantial. RA affects
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between 0.5 and 1.0 percent of the population in Northern
Europe and North America5,6. Patients with RA have a worse
mortality experience than patients who do not have RA, and
CVD is a significant contributor to the mortality burden7.
Indeed, of all the comorbidities affecting patients with RA,
other than lung disease, CVD confers the greatest risk of
premature mortality8,9,10,11,12. CVD accounts for about 40%
to 50% of all deaths in RA1,2,10 and occurs a decade earlier
than in a non-RA cohort10. In addition to the more traditional
variables of CV risk, specific forms of heart disease also
affect the morbidity and mortality of patients with RA,
including pericardial disease, myocardial inflammation,
cardiac amyloidosis, and nonatherosclerotic coronary disease,
which may manifest as arrhythmias, particularly atrial fibrillation, ventricular arrhythmias, and valvular heart disease
including valvular fibrosis, calcifications, rheumatoid
nodules, and noninfectious endocarditis, especially in patients
with high levels of joint disease activity and severity.
The central issue raised by Barber, et al is how to effectively screen for and diagnose CVD in RA. As suggested by
the often lacking communication of risk assessment between
rheumatologists and primary care providers documented in
their study, there is confusion about which healthcare
providers are responsible for recording and evaluating CV
risk factors. This makes the implementation of recommendations a challenge with respect to modifying and following up
on recommendations for lifestyle-related risk factors.
The nature of the healthcare system in different regions
and countries is an additional factor affecting how recommendations for CVD risk modification are implemented in
various healthcare settings. For example, in systems that are
strongly primary care–oriented and in which specialists
provide detailed management for rheumatic disease entities
only, the general practitioner or internist is likely to assume
the primary responsibility for these evaluations and management. In other systems, specialists including cardiologists
may have primary responsibility for ensuring that a CVD risk
evaluation is performed, including, arguably, rheumatologists
who are the primary contact point in the healthcare system
for patients with systemic rheumatic diseases.
The study by Barber, et al highlights perhaps the most
important first step in successful management of high-risk
CVD, which is to improve CVD risk factor recording,
something that was highly variable in their study4. It is
reasonable to assume that the risk factor assessment in other
clinics is no better and in many cases, likely less frequent
than even in this study. The evaluation of CVD risk in these
patients is further complicated because, as mentioned above,
CVD risk calculators have been developed for the general
population but do not accurately predict the risk of future
events in patients with RA4,13.
There is also poor awareness in the general medicine
community of CVD risk in RA, and there is further lack of
formal recognition of the increased risk of CVD in these
1948

patients by relevant CV societies, including the European
Atherosclerosis Society, European Society of Cardiology, and
American Heart Association guidelines, none of which
include systemic inflammatory disease as a risk factor
contributing to CVD within their scoring system.
Assessment of CVD risk is the first step. Implementation
of management recommendations is the vital subsequent step.
In addition to management of the underlying systemic
inflammation of RA, including efforts to reduce glucocorticoid use and doses, and risk modification, including
smoking cessation, weight control, and medical management
of HTN and hyperlipidemia, there is a standard global recommendation for physical activity 2 to 3 times per week,
reaching 60% to 70% of the cardiorespiratory fitness
target14,15,16. However, the physical limitations that patients
may have because of their joint involvement must be
considered16. Nevertheless, there is a considerable body of
evidence that has demonstrated the safety and feasibility of
aerobic and resistant exercise for patients with RA17.
To address the shortcomings in assessment of CV risk, a
very few clinics in North America and Northern Europe have
established a so-called “cardiorheumatology clinic” for the
specific and directed assessment of CV risk in patients with
RA, coupled with integrated risk reduction and management
programs18. While such efforts hold promise, they may not
be practical or affordable in many healthcare settings;
nevertheless, they highlight the importance of disease
co-management between primary care and rheumatology
providers. Future management initiatives will require studies
generating data on CVD prevention with lipid treatments and
management of the underlying systemic rheumatologic
disease for primary and secondary prevention, and in
particular to understand whether these measures and
treatment goals recommended for the general population are
optimal for patients with RA and other rheumatic diseases.
Clearly, better disease assessment, development of valid
specific risk algorithms, implementation of guideline recommendations for CV prevention, and training of specialized
personnel — as are implemented for diabetes management
— may improve the morbidity and mortality experience of
patients with RA and CVD.
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