JOURNAL OF CLINICAL MEDICINE OF KAZAKHSTAN

O3sbik Makana / OpueuHansHass Cmames / Original Article

DOI: 10.23950/1812-2892-JCMK-00745

Analysis of risk factors for the
development of cardiovascular diseases
in patients with rheumatoid arthritis,
depending on gender

Saule Abisheva',?, Zhadra Amangeldiyeva’', Zhanna Serikova'

‘Nol Family Medicine Department, Astana Medical
University, Nur-Sultan city, Republic of Kazakhstan

°Nol Family Medicine Department, Scientific Research
Institute of Traumatology and Orthopedics, Nur-Sultan
city, Republic of Kazakhstan

@ This work is licensed under a
Creative Commons Attribution 4.0
BY International License
Received: 2020-02-25

Accepted: 2020-03-29
UDC: 618.1

J Clin Med Kaz 2020; 2(56):34-40

Corresponding Author: Zhanna Serikova, Nol Family
Medicine Department, Astana Medical University, Nur-
Sultan city, Republic of Kazakhstan.

Tel.: +7 705 420 1411

E-mail: zhserikova@gmail.com

Abstract

Background: Rheumatoid arthritis is recognized to be an adverse risk
factor of cardiovascular diseases.

Aim: To determine the structure and frequency of occurrence of traditional
risk factors of cardiovascular diseases, depending on the gender of patients with
rheumatoid arthritis.

Material and methods: The case histories of 70 patients (men n-23,
women n-47) according to the criteria of the diagnosis of ACR / EULAR 2010
were analyzed. The SCORE scale was used to assess cardiovascular risk. In
patients with rheumatoid arthritis duration of more than 10 years, seropositive
for rheumatoid factor and antibodies to cyclic citrulline peptide, with systemic
manifestations according to the recommendations of EULAR, an adapted
SCORE/EULAR model is used; risk is recalculated taking into account the
coefficient of 1.5. These studies were processed using statistical programs the
Microsoft Office Excel 2010 and the IBM SPSS 21 program.

Results: Women with rheumatoid arthritis who smoke less (4.3%) than
men (60.9%) at p <0.01. At the same time, the frequency of arterial hypertension
is higher in men than in women (65.2% and 40.4%). In men the age factor
is in the first row (78.3% and 44.4%, p <0.01). Depending on the gender of
the patients, the difference among other cardiovascular diseases risk factors
was insignificant. The mean of the total cholesterol (M + SD) did not differ
significantly between men and women (5.58 £ 0.98, 5.64 = 0.91, p> 0.05). In the
study, body weight index analysis showed that the body mass index of women
were higher than men (M+SD 28.1+6.3, 26.643.8). The difference in body mass
index by gender was significant (p <0.05). Depending on gender specificity, the
mean value of systolic blood pressure/diastolic blood pressure was higher in
men than in women (129+16.7/82.248.5 and 136.7+13.1/86 + 7) and statistically
significant (p <0.05). Women with low and middle risk of cardiovascular diseases
prevailed (21.3% and 57.4%) than men (8.7% and 30.4%). The majority of
men had a high and very high risk (21.7% and 39.1%), while women were in a
smaller number (6.4% and 14.9%). There was a significant correlation between
the men and women with the cardiovascular diseases risk, i.e, the p=0,012 (p
<0,05) measured by the chi-squared criterion.

Conclusion: So, if the first step for prevention of cardiovascular diseases in
the treatment of patients with rheumatoid arthritis is not sufficient correction of
traditional risk factors, it is possible to develop complications of cardiovascular
diseases. At the same time, the impact of rheumatoid arthritis on the development
of cardiovascular diseases is obvious.

Key words: cardiovascular risk, cardiovascular diseases, rheumatoid
arthritis, gender
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PEBMATOHU/THI APTPUTIIEH AYBIPATbIH HAYKACTAPIA )KbIHbICBIHA BAMJIAHBICTHI )KYPEK-KAH
TAMBIPJIAPBI AYPYJIAPBIHBIH JAMY KAVYIII ®PAKTOPJIAPBIH TAJIJIAY

C.T. Aonmesa'?, K.b. Amanrenasauesa’, ’K.b. Cepuxona’
'Nel OtbachuIbIK MeHIMHA Oonimineci, AcTaHa MeANIMHANBIK yHUBepeuTeTi, Hyp-Cynran kanacel, Kazakcran PecryGnukacst
2Nel Ot6achuibK MeHIMHa Godimineci, TpaBMaTosorus skoHe opTorneans FhulbIMU-3epTTey HHCTUTYThI, Hyp-Cysran Kanacel, Kasakcran Pecry6inkacet

T¥XbIPbIMOAMA

Kipicne: PeBmaTonaThl apTpuUT XYpPEK-kaH TaMblipnapbl aypynapbiHbiH amy KayniHiH Konancel3 dhaktopbl Aen TaHbinabl.

3epTTeyaiH MakcaTbl: PeBMaTomaThl apTpUTNEH ayblpaTbliH HayKacTapAblH XKbiHbICbiHA BainaHbICTbl XYpPeK-kaH TaMbipniapbl aypynapbiHbiH,
OoCTypni Kayin dhakTopriapblHbIH, KYPbIfbIMbl MEH XWIiNiriH aHbIKTay.

Matepuan xaHe apictep: ACR/EULAR 2010 gnarHocTukacbkiHblH KpuTepuinepi 6onbiHwa 70 nauueHTTiH (23 ep agam, 47 aiien agam)
aypy Tapwvixbl Tangangbl. XXypek-kaHTamblp kayniH 6aranay ywiH SCORE wkanackl kongaHbingbl. PeBMatonaTel apTpuT y3akTbiFbl 10 xblngaH
acTam, peBmaTouaTbl paktop GovibiHLLIA Cepono3nTUBTI XXaHe LUMKNAIK UMTpynnuHai nentuake aHtuaeHenepi 6ap, EULAR ycbiHbICTapbiHa caiikec
Xymeni kepiHictepi 6ap emaenyuwinepae score/EULAR GenimaenreH mogeni nanganaxbinagbl; Tayeken 1,5 koaduumMeHTiH eckepe OTbIpbIn KanTta
ecenTtenepi. 3eptTey aepektepi Microsoft Office Excel 2010 xaHe IBM SPSS 21 cratuctukanslk 6argapnamanapbl apkeiibl eHaengi.

Hatuxenep: Oviengep p<0,01 kesiHoe epnepre kaparaHga 4,3% xaHe 60,9% a3 Temeki wereni. CoHbIMEH KaTap eprnepae apTepuangbl
rMnepTeH3ns Xuiniri snengepre kaparaHga 65,2% xaHe 40,4% xorapbl. Epnepae xac daktopbl 78,3% xaHe 44,4%, p<0,01 6acbim. MNauneHTTepaiH
XbIHbICbIHA BalinaHbICTbI XKYPeK-KkaH Tamblpriapbl aypynapbl ToyekeniHii 6acka Aa haktoprapbl apacbiHAarbl aiblpMallbinblk WamMarbl 6onabl. XKannsbl
X0necTepuHHiH opTala MaHi (M+SD) epnep meH aviengep apacbiHaa 5,58+0,98, 5,64+0,91, p>0,05 aHblk aiibipMaLLbInbIfbl KOK. 3epTTey bapbicbiHAa
[eHe canmarbiHblH MHOEKCIH Tanaay anengepaid AeHe maccachiHblH MHaekci epnepaeH (M + SD) 28,1 + 6,3, 26,6+3,8 xxofapbl 6onFaHbIH KOpCeTTi.
[leHe maccacblHbIH MHAEKCIHAE XKbIHbIChI BOMbIHWA abipMallbiiblK Aypbic 6onabl (p<0,05). XbIHbICTbIK epekLieniriie 6annaHbICTbl epkekTepae
cucTonanblk KaH KbiCbIMbl/ AuacTonanblk KaH KbICbIMbl OpTalla MaHi aengepre kaparaHaa (136,7+13,1 / 8617 xeHe 129+16,7 / 82,248,5) xorapbl
6onabl xaHe cTaTucTmkanblk MaHi (p<0,05). )Xypek-kaH Tamblpnapbl aypynapbl TEMEH aHe opTalla kayni 6ap anengep eprepmeH canbiCTbipFraHaa
(8,7% »oaHe 30,4%) Hackim (21,3% xoHe 57,4%). EpnepaiH kenwiniri xorapbl xaHe eTe ofapbl Toyekenre ne donapl (21,7% xeaHe 39,1%), an
anengep caHbl a3 bonabl (6,4% xaHe 14,9%). Epnep MeH aienaep apacbiHAa XXypek-KkaH Tamblpriapbl aypynapbl kayni 6ap, sFHv xu-kBagpar eniemi
GovibiHLWa enweHreH p=0,012 (p <0,05) wheliHaWbl KOpPeNsUNs aHbIKTanapl.

KopbITbiHAbI: Ocbinaiiua, erep peBMaTonaThl apTpUT HayKacTapbiH emaey Ke3iHAe Xypek-kaH TaMblprapbl aypynapbl angbiH any yLiH GipiHwi
Kagam AacTypni kayin dakToprapblH XeTKiNikTi Ty3eTy 6onbin Tabbinmaca, oHAa XypeKk-kaH Tamblprapbl aypynapbl ackbiHynapbiHbIH 4aMybl MYMKiH.
CoHbIMEH kaTap peBMaTouaThbl apTPUT XKypPeK-kaH Tamblpriapbl aypynapbl AamybliHa 8cepi aHblK.

Herisri cesgep: xxypek-kaH Tamblpriapbl kKayni, )Xypek-kaH Tamblpriapbl aypynapbl, pEBMaTouaThbl apTPUT, KbIHbICHI

AHAJIN3 ®PAKTOPOB PUCKA PA3BATHUS CEPAEYHO-COCYIUCTBIX 3ABOJEBAHUIM Y BOJbHBIX
PEBMATOUJAHBIM APTPUTOM B 3ABUCHUMOCTHU OT IMOJIA

C.T. Aoumesna'?, )K.Bb. Amanreanauesa’, JK.Bb. Cepukona’

'Kadenpa cemeiinoit menurmasl Nel, Meqmmuacknii yausepeuter Actana, ropox Hyp-Cyntan, Pecriybmmka Kasaxcran

2Kadenpa cemeitnoit mequunnst Nel, Hayuno-ucciienoBare/ibckuii HHCTUTYT TPaBMAToIOrHU U oproreauu, ropox Hyp-Cynran, PecnyGnuka Kazaxcran

PE3IOME

BBeaeHune: PeBmaTonaHbIn apTpuT NpusHaH HebnaronpusiTHeIM (hakTOPOM prcka pasBUTUS CepaeqHO-COCYANCTbIX 3aboneBaHuii.

Llens nccneposanua: OnpeaenvTb CTPYKTYPY U YacTOTy BCTPEYaEMOCTH TPAANLIMOHHBIX (hakTOPOB prcKka Cepae"HO-cocyanCTbIX 3abonesa-
HWI B 3aBMCMMOCTM OT nona Y 60MbHbIX peBMaToOUAHbIM apTPUTOM.

Matepuan n metoabl: MNpoaHanuanpoBaHbl nctopun 6onesHn 70 naUMEHTOB (MYXYUH N-23, XEHLUMH N-47) no kputepusim anarHoctukn ACR/
EULAR 2010. ns oLeHK/ cepaeqHO-CoCyaMCTOro pucka vncnons3osanacs Lwkana SCORE. Y nauneHToB ¢ ANUTENbHOCTLIO peBMaToOMAHOMo apTpuTa
6onee 10 neT, cepono3nTUBHLIX MO PEBMATOUAHOMY (DaKTOPy M aHTUTENaM K LIMKIMYECKOMY LMTpynnuHosomy nentugy (ALLM), ¢ cuctemHbiMm
NposiBNeHnsIMU cornacHo pekomeHpaumsm EULAR, ncnonbayetcs agantupoBaHHas mogenb SCORE/EULAR; puck nepecumTbiBaeTCs C y4ETOM KO-
apcuumeHTa 1,5. aHHble nccnenoBaHusi 6binv o6paboTaHbl ¢ NoMoLLblo cTaTucTudeckmx nporpamm Microsoft Office Excel 2010 n nporpammbl IBM
SPSS 21.

Pesynbratbl: )KeHLUVH ¢ peBMaToMaHbIM apTpUTOM, KOTOpble KypAT MeHbLue (4,3%), YeM MyxuuH (60,9%) npu p <0,01. B To xe Bpems Ya-
CTOTa apTepuanbHON MMNEPTEH3NN Y MYXUMH BbILLE, YeM Y XeHWUH 65,2% n 40,4%. Y Myx4nH Bo3pacTHon chaktop npesanupyeT 78,3% u 44,4%,
p<0,01. B 3aBrcUMOCTM OT nosna nauMeHToB pasHuLa Mexay Apyrumy dakTopamMm pucka cepaeqHo-cocyancTbix 3abonesaHnin Obina He3HauYMTemNb-
Hol. CpegHee 3HayeHue obuero xonectepuHa (M+SD) OoCTOBEPHO He pasnuyanochk Mexay MyXyYMHamu u xeHwuHamu 5,58+0,98, 5,64+0,91,
p>0,05. B xone nccnenoBaHusi aHanu3 MHAEKCa Macchl Tena nokasari, YTo MHAEeKCca Macchl TeNna XeHLUMH Obin Bbille, YeM y Myxx4nH (M+SD) 28,1+6,3,
26,6+ 3,8. PasHuua nHaekca macchl Tena no nony 6eina goctoBepHoit (p<0,05). B 3aBMcMMOCTY OT NonoBor cneumduyHOCTM cpeHee 3HaveHue
CUCTONNYECKOro apTepuarnbHOro AaBneHUst ANAcTONMYECKOro apTepuarnbHOro AaBMNEHUS Y MY>XXYUH GbIno Bbille, YeM Y XeHWmH (136,7+13,1/8617 1
129+16,7/82,248,5) n cratuctmdecku 3Haunmo (p<0,05). XKeHLLUMHbI C HA3KUM U CPEQHUM PUCKOM CEpPAEYHO-COCYANCTLIX 3aboneBaHuni npeobnaganm
(21,3% v 57,4%) no cpaBHeHuto ¢ MyxunHamu (8,7% n 30,4%). BONbLUMHCTBO MYXYMH UMENN BbICOKUA N O4eHb BbICOKMI puck (21,7% v 39,1%),
B TO BPEMS KaK XeHLUWHbI Obinu B MeHbluem konuyecTse (6,4% un 14,9%). BeisiBneHa cTaTUCTUYECKN 3Ha4YMMasi KOPPENsSLUsa Mexay My>X4uHamu un
>KEHLUMHaMM C PUCKOM CepAEeYHO-COCYAUCTbIX 3abonesaHuit, T. e. p=0,012.

BbiBoa: Takvm ob6pasom, ecnv NepBbIM LLArom Ans NpounakT1kM cepaeyHo-CoCyanCTbIX 3aboneBaHunii Npy nevyeHnn bonbHbIX peBMaTons-
HOro apTpuTa He SIBMSETCS 4OCTaTOMHAA KOPPEKUMSA TPaaLMOHHBIX (DaKTOPOB pUcka, TO BO3MOXHO pasBUTUE OCMOXHEHWA cepaeqHO-COCYANCTbIX
3aboneBaHuii. B TO e Bpems BNUsiHUE peBMaToOMAHOIO apTpuTa Ha pa3BuTME CepAeYHO-COCYANCTbLIX 3aboneBaHnini o4eBMaHO.

KntoueBble crnoBa: cepeyHO-COCYaANCTbIN PUCK, CEPAEYHO-COCYANCTbIe 3aboneBaHnsi, pEBMaTOUAHbIA apTpuT, non

1:(2.5-3) [1]. In 2016, in the Republic of Kazakhstan, the total
number of registered patients was more than 64,000 patients

Introduction
Rheumatoid arthritis (RA) is one of the most actual

problems of modern medicine, which is widespread among
adult people, which negatively affects the quality of life and
span. According to some authors, the frequency of spreading RA
around the world varies from about 0.5% to 1-2%. As a rule,
RA occurs 2-5 times more frequent for women than for men.
Therefore, the ratio of occurrence of RA in male and female is

with rheumatoid arthritis (RA). The dynamics of the increase
in the total incidence of RA for the analyzed period was up to
60% [2].

In modern medicine, RA is recognized to be an adverse
risk factor of cardiovascular diseases (CVD) [1]. In addition to
traditional risk factors, RA can be considered as an independent
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factor of cardiovascular disorders [3,4,5,6]. That is the risk is
high, as in the case with diabetes mellitus (DM) and arterial
hypertension (AH) [7,8].

The aim of the study is to determine the structure
and frequency of occurrence of traditional risk factors of
cardiovascular diseases, depending on the gender of patients
with rheumatoid arthritis. Determining the general risk of
cardiovascular complications that may occur in SCORE and
SCORE / EULAR for the next 10 years.

Material and methods

The study was conducted in the division of arthrology
of the Scientific Research Institute of Traumatology and
Orthopedics at the Family Medicine Department at Astana
Medical University in Nur-Sultan, Republic of Kazakhstan. The
case histories of 70 patients (men n-23, women n-47) according
to the criteria of the diagnosis of ACR/EULAR 2010 were
analyzed. The study focuses on the frequency and structure
of the main traditional risk factors leading to the development
of cardiovascular diseases. Based on the anamnesis, clinical,

Table 1 Cardiovascular risk categories

laboratory and instrumental examination results of patients
with RA, we have been able to study the traditional risk factors
of cardiovascular pathology related to atherosclerosis. The
main risk factors for cardiovascular diseases are the gender
and age of the patient (men are 45 years old, women over 55
years), smoking, body weight excess, total cholesterol levels
of 5 mmol/L, early development of CVD, postmenopausal
stage, additional diseases: arterial hypertension, type II diabetes
mellitus, glucose tolerance disorder [9].

Unlike patients with a known diagnosis of CVD, all other
patients were assessed for CVD risk using the SCORE scale for
high-risk countries. Relative risk was determined for patients
under 40 years of age. In patients with RA duration of more than
10 years, seropositive for rheumatoid factor and antibodies to
cyclic citrulline peptide (ACCP), with systemic manifestations
according to the recommendations of EULAR, an adapted
SCORE/EULAR model is used; risk is recalculated taking
into account the coefficient of 1.5. CVD risk categories were
determined using Table 1.

Risk category | Indicators

Very high

* Documented CVD, clinical or unequivocal on imaging. Documented clinical CVD includes previous AMI, ACS, coronary revasculariza-
tion and other arterial revascularization procedures, stroke and TIA, aortic aneurysm and PAD. Unequivocally documented CVD on
imaging includes plaque on coronary angiography or carotid ultrasound. It does NOT include some increase in continuous imaging
parameters such as intima-media thickness of the carotid artery.

* DM with target organ damage such as proteinuria or with a major risk factor such as smoking or marked hypercholesterolaemia or

marked hypertension.
e Severe CKD (GFR <30 mL/min/1.73 m2).
e A calculated SCORE 210%.
High * Markedly elevated single risk factors, in particular cholesterol >8 mmol/L (>310 mg/dL) (e.g. in familial hypercholesterolaemia) or
BP 2180/110 mmHg.
* Most other people with DM (with the exception of young people with type 1 DM and without major risk factors that may be at low or
moderate risk).
¢ Moderate CKD (GFR 30-59 mL/min/1.73 m2).
¢ A calculated SCORE 25% and <10%
Moderate * SCORE is 21% and <5% at 10 years. Many middleaged subjects belong to this category.
Low *SCORE <1%

Note: Adopted from European Guidelines on cardiovascular disease prevention in clinical practice (version 2016)

Criteria for inclusion of patients in the study

RA was diagnosed in accordance with the classification
criteria of the American Association of rheumatologists
and European rheumatologists in 2010; age over 18 years;
availability of results of clinical, laboratory and instrumental
studies, the duration of the disease exceeds 1 year.

Criteria for excluding patients to the study

Presence of additional inflammatory joint diseases from
the group of diffuse connective tissue diseases; patients with
severe comorbidities (II-IV groups of NYHA chronic heart
failure, II-III degree of chronic respiratory failure, chronic
kidney failure, oncological and lymphoproliferative diseases);
stages of exacerbation of chronic diseases of the gastrointestinal
tract and urogenital tract; the presence of pregnancy; patients
receiving surgical treatment in connection with the RA.

These studies were processed using statistical programs
the Microsoft Office Excel 2010 and the IBM SPSS 21
program. Quantitative indicators are presented as a mean and
standard deviation (M+SD). Qualitative indicators in the form
of absolute (n) and relative values (%). To check for statistical
significance was used the nonparametric tests Mann-Whitney

and for comparison of frequencies the Chi-square. Statistical
significance values were used as p<0,05.

Clinical characteristics of patients involved in the study
are given in Table 2.

As shown in Table 2, there are 32.9% males among the
patients with RA and 67.1% females, i.e. gender ratio is 1:2 on
average, that corresponds to general trends [9,16]. The mean age
ofthe patients was 53.71 +10.45,53.22 + 12.14 in men and 53.96
+ 9.65 in women, respectively. The mean age between men and
women did not differ significantly (p=0,202). The mean duration
of the disease was almost equal in men it was 9.82+5.14 and for
women it was 10.1246.78 years. In most patients, DAS28 was
significantly higher in RA activity, i.e. DAS28=78.26% for men
over 5.1 and 80.9% for women; average activity (DAS28=3.2-
5.1) was 17.4% for males and 17.0% for females; and there was
only one female and one male with lower activity (DAS28<3.2).
There were most patients with the second and third degree of
disease activity. Over 80% of patients with RA had high activity
of disease, which is the indication for hospital treatment but also
a special factor in the development of CVD diseases.

Thus, our patients have the typical characteristics of RA
that require medical care in clinical practice.
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Table 2 General characteristics of patients

Indicators Explanation Patients with RA, n =70
Men (n =23),% Women (n = 47),%
Age M (SD) 53.21+£12.14 53.9549.65
Duration of the disease M (SD) 9.82+5.14 10.12+6.78
Degree of activity of RA on DAS28 <32 1(4.34) 1(2.1)
3.2-5.1 4(17.4) 8(17)
>5.1 18 (78.26) 38 (80.9)
Radiological stage v 9(39.1) 16 (34)
11 6(26.1) 21 (44.7)
Il 8(34.78) 10 (21.3)
1 - -
Functional insufficiency of joints 1 - -
2 9 (39.13) 24 (51.1)
3 14 (60.87) 23 (48.9)
4 - -
RF (rheumatoid factor) Seropositive 16 (69.6) 46 (97.9)
Seronegative 7 (30.4) 1(2.1)
ACCP ACCP is positive 14 (60.9) 37 (78.7)
ACCP is negative 9(39.1) 10 (21.3)
Non-skeletal manifestations Yes 14 (60.9) 23 (489
No 9(39.1) 24 (51.1)
VAS (visual analog scale) Up to 25 mm - -
Up to 50 mm 2(8.7) 4(8.5)
Up to 75 mm 16 (69.6) 36 (76.6)
Up to 100 mm 5(21.7) 7 (14.9)
Frequency of administration of Metoject/Methotrexate 17 (74) 38(80.9)
basic drugs Leflunomide 1(4.3) 5(10.6)
Sulfasalazine 1(4.3) 2(4.25)
Plaquenil 3(13.1) 2(4.25)
Combinations treatment 1(4.3) -
Frequency of administration of n=45 14 (60.8) 31 (65.9)
corticosteroid medications
Daily dose of corticosteroids < 7.5 mg /day 5(35.7) 9(29)
> 7.5 mg /day 9 (64.3) 22(71)
NSAID - continuously 22 (95.7) 43 (91.5)
- on demand 1(4.3) 4(8.5)
Results

Of the patients who participated in the study, 2.9% (n=2)
did not have CVD factors. Patients with one risk factor were
4.3% (n=3). In our work, attention has been paid to a number
of factors, especially in one patient. There were 37 (52.8%)
patients with two or three different factors - 27 patients (38.6%)
and many factors (4-6). There was one case with 7 factors (1.4%
of patients) that led to the development of atherosclerosis.
According to the literature, in comparison with the presence of
one risk factor for CVD, the combination of several risk factors,
even if they are not pronounced, lead to serious consequences
[8,10,11].

According to Figure 1, it clearly shows the share of non-
modifiable risk factors. Among patients with identified CVD in
the frequency of occurrence of risk factors in the first place are
the body mass index (BMI) of more than 25 kg/m? in 68.6%,
hypercholesterolemia (60%), arterial hypertension (48.6%),
menopausal women (58.6%), the effect of age in 55.7% (45
years for males and 55 years for women).

Similarly, in research by Klochkova GV in 2010 in the study
of patients with RA (n=68) there were hypercholesterolemia
(70.6%), AH (52.9%), excess of BMI (70.6%), and the

80,00%
63,60%

70,00%

58,60%

60,00%

o
50,00% 48,60%

40,00%
30,00%
20,00%

10,00%

0,00%

Figure 1 - Structure of CVD Risk Factors in Rheumatoid
Arthritis

inheritance by CVD (74.4%) [11]. In our study, inheritance by
CVD showed a minimal percentage compared to the other risk
factors.

The frequency of risk factors by gender is presented in
Table 3.

Women with RA are less smokers than men (4.3% and
60.9%, p<0.01). At the same time, the frequency of AH is higher
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Table 3

gender (n=70)

Features of traditional risk factors for cardiovascular disease in patients with rheumatoid arthritis depending on

Risk factors Frequency of risk factors in men and women n (%)

Men n (%) Women n (%)
Age (45 years for males and 55 years for females) | 18 (78.3) ** 21 (44.7)
Menopause in women - 41(87.2)
Smoking 14 (60.9) ** 2 (4.3)
Total cholesterol >5 mmol/I 14 (60.9) 28 (59.6)
SBP above 140 mm Hg 15 (65.2) * 19 (40.4)
Diabetes Mellitus 2 type 2(8.7) 3(6.4)
impaired glucose tolerance 0 6(12.8)
Body Mass Index> 25 (kg / m?) 16 (69.6) 32 (68.1)
Early development of CVD in heredity 2(8.7) 4 (8.5)

Note: *p <0.05, **p <0.01.

in men than in women (65.2% and 40.4%). In men the age factor
is in the first row (78.3% and 44.4%, p<0.01). Despite the low
frequency of CVD heredity, statistically significant indicators
were observed for AH (p<0.05). Depending on the gender of
the patients, the difference among other CVD risk factors was
insignificant.

According to Table 3, there is a meaningful difference
between gender of patients.

Table 4 shows the mean of the total cholesterol in blood
serum (M=SD), depending on gender of patients with RA.
According to the table the mean value of the total cholesterol in
patients was 5.62+0.92 (mmol /1).

The mean of the total cholesterol (M£SD) did not differ
significantly between men and women (5.58+0.98, 5.64 +£0.91,
p>0.05).

In the study, body weight index analysis showed that

Table 4 The mean value of total cholesterol (n=70) depending on gender of patients with RA

Total cholesterol (mmol /1)

The mean (M  SD) 5,620,92
Characteristics according to gender

Men (n=23) Women (n=47) (p)
5.58+0.98 5.64+0.91 0.777

the BMI of women were higher than men (M+SD 28.146.3,
26.6+3.8). The difference in BMI by gender was significant
(p<0.05).

Table 6 shows the mean arterial blood pressure (M+SD).
The mean value of systolic blood pressure in general patients
was 131.6+15.9 mm Hg and diastolic blood pressure 83.5+8.2
mm Hg. Consequently, the average value of arterial blood
pressure corresponds to the normal level. Depending on gender
specificity, the mean value of SBP/DBP was higher in men
than in women (129+16.7/82.248.5 and 136.7+13.1/86+7) and
statistically significant (p<0.05).

Although in patients with RA there are different
atherosclerosis factors, each of them, independently, contributes
to the development of coronary heart disease and leads to
complications of CVD. Therefore, we predicted the risk of
complications of CVD complications due to atherosclerosis in
the next decade. The general risk for SCORE scale includes
systolic arterial blood pressure, total cholesterol, age, gender
and smoking. Table 7 presents the conventional SCORE scale
for cardiovascular risk and its correction according to EULAR
guidelines (SCORE/EULAR).

Table S The mean of the BMI in patients depending on gender (n=70)

Body Mass Index (kg / m?)
The mean (M  SD) 27,6156
Characteristics according to gender
Men (n=23) Women (n=47) (p)
26.6%3,8 28.1+6,3 (0.021)*
Note: p<0.05.
Characteristics of arterial blood pressure in patients with RA (n=70)
Arterial blood pressure (ABP)
Sign The mean value of the ABP (M  SD)
SBP 131.6+15.9
DBP 83.5+8.2
The mean value of ABP according on gender (M #* SD)
Sign Men (n=23) Women (n=47) p
SBP 136.7+13.1 129+16.7 (0.043)
DBP 8617 82.2+8.5 (0.039)
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Table 7

The SCORE scale with general risk of CVD in patients and correction according EULAR recommendation

(SCORE/EULAR)
Sign Patient risk (n,%)
<1 >1 and <5 =5 and <10 =10 p
SCORE 28(54,9) 18 (35,3) 4(7,8) 1(2) 0,000 ***
SCORE/EULAR 10(19,6) 37 (72,5) 1(2) 3(5,9) 0,000 **

Note: *** p <0.001

With SCORE scales we have identified the risk levels for
severe CVD in the next 10 years. In most of the patients with RA
(54.9%), there was a lower risk of CVD (<1%). On the contrary,
SCORE scale> 5% was 9.8% in patients.

The SCORE scale did not include cases of acute
cerebrovascular insufficiency, type II diabetes mellitus, and
coronary heart disease (n=19) because their risk (Table 1) is high
and very high risk of CVD.

u Men

® Women

Number of patients, %o

Moderate

High Very high
Figure 2 - Structure of CVD risk depending on gender in
patients with RA

Note: p <0.05.

Characteristics of the CVD risk factors of patients are
shown in Figure 2.

Women with low and middle risk of CVD prevailed
(21.3% and 57.4%) than men (8.7% and 30.4%). The majority
of men had a high and very high risk (21.7% and 39.1%), while
women were in a smaller number (6.4% and 14.9%). There
was a significant correlation between the men and women with
the CVD risk, i.e., the p=0,012 (p<0,05) measured by the chi-
squared criterion.

Discussion

There are atherosclerosis-related diseases of the
cardiovascular system in rheumatoid arthritis: multiple lesions
of the coronary arteries, early recurrence of coronary syndrome,
mortality in myocardial infarction for the first time, the frequency
of “asymptomatic” myocardial infarction, increased risk of
myocardial infarction to clinical manifestations of rheumatoid
arthritis (including “asymptomatic”), the relationship of CVD
with the activity of inflammation (persistent increase in CRP
and ESR, the presence of extra-articular manifestations),
vascular lesions "subclinical" atherosclerosis (endothelial
dysfunction, thickening of intima-media complex, coronary
artery calcification), detection of previously critical stenosis
in coronary artery pathomorphology of obvious signs of
inflammation and instability of atherosclerotic plaque [12-14].

Many studies have shown the role of traditional risk factors
for atherosclerotic lesions in RA. The most frequent cases of risk
factors are hypertension, hyperlipidemia and smoking. Meta-
analysis data for assessing the impact of traditional CVD risk
factors in rheumatoid arthritis report that arterial hypertension,
type 2 diabetes, smoking, hyperlipidemia and obesity increase

the risk of CVD complications in these patients by 1.5-2.5 times
[15].

According to the concept of modern rheumatology, the
main reason for the high risk of CVD in RA patients is the
appearance of general immunopathological mechanisms of
atherosclerosis and chronic autoimmune inflammation. Besides
the fact that markers of inflammation are manifestations of
chronic autoimmune inflammatory process activity in RA, many
of them are considered as predictors of CVD complications [16].

There is very little information about gender differences in
cardiovascular diseases in rtheumatoid arthritis in the literature.
In one of the most recent works recently published, there was
found significantly worst lesion of atherosclerosis in male RA
patients compared with female RA patients. This study showed
high and very high risk of fatal CVD in most male RA patients
[17].

According to the study by Albrecht K., including the meta-
analyses, observational studies and reviews there are gender-
specific differences in the comorbidities of RA. Depression,
fibromyalgia and hypothyroidism are more frequent in women
than in men, whereas cardiovascular diseases and diabetes
are more common in men. Osteoarthritis and osteoporosis are
frequent in both genders [18].

Castafieda S. et al., analyzed the influence of gender on the
clinical expression of cardiovascular manifestations associated
to inflammatory joint diseases. The following conclusion was
made that men with rheumatoid arthritis (RA) have a higher risk
of pericarditis, ischemic heart disease, heart failure (HF) with
reduced ejection fraction (EF), and CV mortality than women
with RA. We need much research to identify the implication of
gender in the risk of CV disease in these patients [19].

Conclusion

Thus, some peculiarities depending on gender in patients
with rheumatoid arthritis and their influence to the development
of CVD were discussed. In our study, patients were found to
have a combination of several risk factors for CVD (1-7).
According to the structure of CVD risk factors, most of them are
represented by modifiable risk factors. It is important to adjust
the scale SCORE using the SCORE/EULAR when it detects the
general risk of cardiovascular disease in patients with RA. In
our study, the risk level of RA patients has changed after the
correction of the SCORE and SCORE/EULAR with a slight
increase in the risk ratio of 2.05-2.95 times (p<0.001). There was
a high and very high risk category in men than women (p<0.05)

So, if the first step for prevention of CVD in the treatment
of patients with RA is not sufficient correction of traditional risk
factors, it is possible to develop complications of CVD. At the
same time, the impact of RA on the development of CVD is
obvious.
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