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Letters to the Editors
Comment on: 
Reclassification into very-high 
cardiovascular risk in psoriatic 
arthritis as well as axial 
spondyloarthritis

Sirs, 
We read with great interest the recent pa-
per by Rueda-Gotor et al. (1) in which they 
studied whether patients with axial spondy-
loarthritis (axSpA) were more commonly 
reclassified into the very high cardiovascu-
lar risk category than controls after perform-
ing carotid ultrasound (US). Similarly to 
spondyloarthritis, a concern exists that the 
CV risk in psoriatic arthritis (PsA) may be 
underestimated (2, 3). That is why we aimed 
to evaluate the presence of subclinical CV 
disease in patients with PsA. We performed 
a transversal multicentre study collecting 
demographical data, the presence of classi-
cal CV risk factors and events, and different 
PsA characteristics. The probability of fatal 
CV events was calculated by SCORE adapt-
ed for Spain. Then all patients underwent 
bilateral standardised common carotid US. 
Plaques were defined according to the Man-
nheim consensus (4), and the patients’ risk 
was reassessed upon US. Descriptive, uni-
variate and multivariate analyses (ANOVA) 
were performed to study the presence of 
plaque and its association with the depend-
ent variables. 309 patients were included 
(men 51.8%; age 54.8 - SD 12.5), with an 
average duration of the disease 10.4 years. 
At least one classic CV risk factor was pre-
sent in 35% of the patients, and 30.4% had 
2 or more. Clinical stratification by SCORE 
showed 13.3% patients with low risk, 58.9% 
with intermediate, 24.3% with high risk and 
3.6% patients with very high risk. 
In Rueda-Gotor et al., carotid plaques were 
higher in the patients (36% vs. 25% con-
trols), and 34% were reclassified into high-
risk. In our patients with PsA, similarly to 
previous results of our group (5), plaques 
were present in 30.7%, and as much as 
30.1% were reclassified into the very high-
risk group (Fig. 1). 
In the association study, univariate analy-
ses found that plaques were significantly 
associated with age, diabetes, hyperten-
sion, hyperuricaemia, and dyslipidaemia. 
In the multivariate analyses, the presence of 
plaque was only associated with age >55yo 
(OR 2.84; CI 1.54–5.55) and the number of 
classical CVR factors (OR 1.49; CI 1.13–
1.97). No associations with any PsA char-
acteristics or treatments were found.  Simi-
larly in Rueda-Gotor et al., the association 
of plaques with axSpA characteristics was 
lost after adjusting for cardiovascular risk. 
The risk for CV disease and death in PsA is 
increased comparing to the general popu-
lation (6), although very few studies have 
evaluated the presence of subclinical CV 
disease in PsA. In a case-control study the 

prevalence of carotid plaques among 59 pa-
tients with PsA was 15% (7). In other case-
control study, patients with PsA exhibited 
higher carotid plaque index (8). Other case 
control study found a prevalence of 11.7% 
of carotid plaques among 77 patients with 
PsA, significantly higher than the controls 
and only slightly higher than psoriasis (9).
In these studies the presence of plaques was 
associated to the age and to cholesterol lev-
els, but all failed to find an association be-
tween plaques and the activity or duration 
of the disease. This difficulty may be related 
to the fact that we lack a standardised activ-
ity index for PsA. The main difference with 
these previous studies is that we included 
further more patients and the prevalence of 
carotid plaque was considerably higher. Al-
though this is a retrospective study and we 
cannot define the predictive value of carotid 
US in the prevention of CV, our results show 
considerable subclinical CV disease in pa-
tients with PsA, in which classical CV risk 
factors are inherently frequent.  The clinical 
risk stratification charts potentially underes-
timate the real CV risk in PsA as it seems to 
do in axSpA, and patients with clinical inter-
mediate or high risk, who additionally have 
at least one classical CV risk factor, would 
benefit the most from a carotid US scan.
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Fig. 1. Cardiovascu-
lar risk distribution be-
fore and after carotid 
ultrasound. 
Final classification 
showed a decrease in 
all the groups at the 
expense of an increase 
in the patients classi-
fied as very high risk. 


