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Abstract
Background: Serum high-sensitivity C-reactive protein (hsC-rp) is a non-specific
marker of inflammation. Elevated hsC-rp levels are found in subjects with
cardiovascular diseases (CVDs). Periodontitis may influence hsC-rp levels.

Objectives: To assess periodontal status and hsC-rp serum levels in consecutive
subjects hospitalized and diagnosed with acute myocardial infarction (AMI) (n5 85)
and in a group of carefully matched subjects (gender, age social, ethnic, and smoking
habits) without clinical evidence of CVD (n5 63).

Methods: hsC-rp levels, other routine serum values, and clinical periodontal
conditions were studied.

Results: Subjects with AMI had higher hsC-rp levels than control subjects (po0.001,
Mann–Whitney U-test). The odds that subjects in the control group with periodontitis
(30% or more sites with44.0mm loss of alveolar bone) had serum hsC-rp41.8mg/l
was 1.5 (95% CI: 1.1–7.3, po0.05). Stepwise linear regression analysis failed to
include periodontal parameters in an explanatory model to hsC-rp values. Only the
serum leucocyte (white blood cell (WBC)) counts were explanatory to hsC-rp values
(b standard coefficient5 0.45, t5 3.2, po0.001). Serum WBC counts were
significantly higher in control subjects with periodontitis (po0.03) but not in subjects
in the AMI group (po0.57).

Conclusions: (1) As expected, elevated serum hsC-rp concentration and serum WBC
counts are associated with acute coronary heart disease. (2) Elevated serum hsC-rp
values are associated with radiographically defined periodontitis in subjects with no
evidence of CVD. (3) Periodontal parameters are not explanatory to elevated serum
hsC-rp values if serum WBC and low-density lipoprotein counts are included in the
regression model.
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Traditional risk factors only partly account
for the occurrence of cardiovascular dis-
ease (CVD) (EUROASPIRE Study Group
1997). Several biological markers have
been considered in assessing the risk for
myocardial infarction, stroke, and periph-
eral arterial disease. Elevated serum levels
of high-sensitivity serum C-reactive pro-
tein (hsC-rp), an acute-phase reactant and
a marker of underlying systemic inflam-
mation, have been studied in several case–

control studies (i.e. Pietila et al. 1993,
Ridker et al. 1997, 2002, Arenillas et al.
2003, De Beer et al. 2000, Ridker 2002,
Stone et al. 2002). Serum hsC-rp levels
42.0mg/l appear to reflect inflammation
and an elevated risk for CVD in combina-
tion with other risk profile factors (Ridker
et al. 2002). Elevated C-reactive protein
values have also been associated with
other diseases (i.e. Kop et al. 2002, Steho-
uwer et al. 2002, Tamakoshi et al. 2003).

Recent studies have suggested that
periodontitis may induce elevated serum
C-reactive protein levels (Ebersole et al.
1997, Loos et al. 2000, Noack et al. 2001,
Amar et al. 2003, Buhlin et al. 2003,
Craig et al. 2003). In addition, the pre-
sence of pathogens associated with
periodontitis has been associated with
elevated hsC-rp values (Noack et al.
2001, Craig et al. 2003). Studies of hsC-
rp levels in gingival fluid at sites with
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evidence of periodontitis are inconclu-
sive (Sibraa et al. 1991). No clinically
significant effects on serum C-reactive
protein levels have been reported as a
result of periodontal therapy (Ide et al.
2003, Iwamoto et al. 2003), whereas
others have found that periodontal the-
rapy result in lowering of serum hsC-rp
values (Mattila et al. 2002, D’Aiuto
et al. 2004). In these two studies of
subjects with advanced periodontitis,
the baseline median serum hsC-rp levels
were lower than 2.0mg/l and decreased,
on average, with 0.5mg/l after therapy.
The consequence of periodontal therapy
on the potential reduction of risk for
CVD using serum hsC-rp values as a
substitute endpoint is unclear.

The association between coronary
heart disease and periodontitis has been
suggested in several studies (DeStefano
et al. 1993, Mattila 1993, Beck et al.
1996, Morrison et al. 1999, Persson
et al. 2002, 2003). A recent systematic
review has demonstrated that most
studies on the relationship between
CVDs and periodontal diseases lack
confirmed information on medical and/
or oral conditions (Madianos et al.
2002). This fact further complicates
the interpretation of data on the relation-
ships between periodontitis and CVD,
including the effects of perio-
dontitis and treatment of periodontitis
in relation to changes in hsC-rp values
as an effect of therapy.

Subjects who are asymptomatic for
CVD often have serum hsC-rp values
below 3.0mg/l hsC-rp assays (Dinant
et al. 1994, Rifai et al. 1999). A large
number pf factors including both in-
flammatory diseases including arthritis
have an impact on serum hsC-reactive
protein levels. Thus, lower serum hsC-
rp levels are reported in subjects who
exercise frequently (Dinant et al. 1994)
while hormonal replacement therapy
may increase serum hsC-rp levels
(Abramson & Vaccarino 2002). The
population based on National Health
and Nutrition Examination Survey also
demonstrated that serum hsC-rp levels
are highly skewed (range: 0.1–
156.0mg/l and with median values of
1.6mg/l for men) (Davison & Davis
2003). This suggests that the statistical
analysis of data on the relationship
between periodontitis and CVD must
take into account many factors other
than the periodontal conditions alone.

The purpose of the present study was
to assess the relationship between perio-
dontal status and hsC-rp serum levels in

consecutive hospitalized subjects with
confirmed acute myocardial infarction
(AMI) and in a group of carefully
matched subjects (gender, age social
background, ethnicity, and smoking
habits) without clinical evidence of
CVD as confirmed by a cardiologist,
including assessment of periodontal
status as confirmed by periodontists.

Materials and Methods

The study was approved by the Institu-
tional Review Board (IRB), University
of Lund, Sweden. Two groups of
subjects were included. The first group
consisted of consecutive and consenting
subjects admitted to the Kristianstad
Regional Central Hospital, Sweden
with a diagnosis of AMI. The diagnosis
was based on chest pain associated
with typical electrocardiogram (ECG)
changes (ST elevation, and/or non ST
elevation and T-wave inversion), com-
bined with a typical serial pattern of
cardiac markers (i.e. creatinine kinase
isoenzyme and troponin T) as assessed
according to local laboratory standards.
The initial ECG was considered diag-
nostic for myocardial infarction if there
was ST segment elevation of 2mm or
more in a chest lead, or ST segment
elevation of 1mm or more in a limb
lead. Non-ST elevation and T-wave
inversion changes combined with typi-
cal serial pattern of cardiac markers
were also considered diagnostic for
myocardial infarction. Left bundle
block was considered diagnostic for
myocardial infarction if chest pain
combined with typical serial pattern of
cardiac markers were present. As previ-
ously described, all subjects were clini-
cally examined by a cardiologist
(Persson et al. 2003, Renvert et al. 2004).

Once the subjects had recovered from
their myocardial infarction and had
been released from the hospital, they
received a periodontal examination at
the University of Kristianstad Dental
Clinic. The periodontal examination
included a full-mouth radiographic
assessment, and a routine clinical exam-
ination for the extent of bleeding on
probing (BOP), probing depths (PPDs),
and attachment levels. Information
regarding previous dental treatments
was also collected. None of the subjects
had received periodontal therapy during
the preceding year. Medical records
were further reviewed for information
on a history of other chronic inflamma-
tory conditions.

A control group consisting of subjects
matched by gender, age, social factors,
and smoking status was then identified.
For details on enrollment strategies and
clinical measures, see Persson et al.
(2003). Briefly, each subject with AMI
was asked to bring a friend of the same
gender, age, and social background to a
cardiovascular and periodontal examina-
tion. Only subjects who were found free
from clinical evidence of CVD were
enrolled in the study as control subjects.
To supplement the number of control
subjects, a registry of research subjects
in Kristianstad, Sweden was screened
and the appropriate number of matching
subjects were enrolled. Approximately,
50% of the control subjects came from
this registry. These subjects also under-
went a thorough medical examination.
Control subjects with a past history of a
diagnosed or unclear cardiovascular
condition were excluded.

The extent of alveolar bone loss (ABL)
was measured from the cement–enamel
junction (CEJ) to the bone level (BL) on
radiographs as described elsewhere using
a distance CEJ–BLX4.0mm as the
disease cutoff levels. Periodontitis was
defined as the proportion of readable
radiographic inter-proximal sites with a
distance CEJ–BL44.0mmX30%. (Pers-
son et al. 2003, Renvert et al. 2004).

Analysis of hsC-rp serum levels

In the AMI group, hsC-rp levels in
serum were assessed from 85 subjects
(62 males) and available from 63 con-
trol subjects (52 males). Serum samples
from the subjects were analysed at the
same medical chemical laboratory as the
samples from the subjects with AMI. A
blood sample of 5ml from each subject
was centrifuged at 1400 g for 10min.
and the serum was stored for blood
chemistry analysis following the hospi-
tal blood chemistry laboratory routine
protocol. A total of 300ml per sample
was analysed in a Beckman Coulter
IMMAGE automatic analyser (Beckman
Coulter, Fullerton, CA, USA) for hsC-rp
levels. The IMMAGE assay protocol
included the use of a polyclonal anti-Crp
antibody coated to latex particles and
rate nephelometric measurements. The
IMMAGE nephelometer made a 1:36
dilution for values up to 80mg/l and a
1:216 dilution for higher concentrations.

Statistics

Descriptive statistics were used to
assess the distribution of hsC-rp serum

220 Persson et al.



levels. Non-parametric Wilcoxon’s
signed rank test was used to compare
hsC-rp and white blood cell (WBC)
serum levels between the two matched
groups. Mann–Whitney U-test was used
for within-group comparisons. Correla-
tion coefficients (Pearson’s and Spear-
man’s rank) were studied to identify
factors correlated with hsC-rp levels.
Linear and binary logistic regression
analysis was used to identify which of
the included factors could be associated
with coronary heart status. Receiving
operating characteristic (ROC) curves
were evaluated to assess the utility of
serum hsC-rp concentrations to concur
with the diagnosis of AMI and to that of
periodontitis. Odds ratios (Mantel–
Haenszel common odds) were calcu-
lated for different serum hsC-rp cutoff
levels and periodontitis. Data analysis
was performed using the SPSS 11.5
statistical software program for PC
(SPSS Inc., Chicago, IL, USA).

Results

The mean ages of the AMI (n5 85) and
control (n5 63) groups were 63.1
(SD � 9.4) years and 61.9 (SD � 9.4)
(NS), respectively. In the AMI group,
71.4% and in the control group 79.3%
of the subjects had a history of smoking
with an estimated average numbers of
smoke/years of 23 years and 18 years
(NS, po0.27), respectively.

As anticipated, serum WBC counts
were significantly higher in the subjects
with AMI (po0.001). In neither group
did the hsC-rp values show a normal
distribution pattern. The distributions of
hsC-rp values in serum are presented in a
box-plot diagram for the two groups (Fig.
1). The hsC-rp serum values in subjects
with AMI had a mean value of 18.4mg/l
(SD � 8.6, median: 8.6mg/l, range: 0.3–
109.0). An hsC-rp serum value42.0mg/l
was found in 78.8% of these subjects. In
the control group, the mean hsC-rp value
was 2.5mg/l (SD � 3.3, median: 1.5mg/
l, range: 0.2–6.4). An hsC-rp serum
value42.0mg/l was found in 41.3% of
these subjects. The difference between
hsC-rp serum values in subjects with or
without AMI was highly significant
(po0.0001, n-par test). These results
were also valid when hsC-rp serum
values were dichotomized aso2.0 or4
2.0mg/l (po0.001) (Fig. 2).

The proportional distributions of
routine periodontal measurements in
both groups (BOP, PPD X6.0mm, and
ABL defined as CEJ–BLX4.0mm)

between the two groups demonstrated
no differences for the extent of PPD
whereas the proportions of BOP and
ABL were significantly higher in the
AMI group (po0.001).

Control subjects

The ABL measures demonstrated that
12.9% of the control subjects had no
evidence of ABL whereas 56.3% of
them had X30% of inter-proximal sites
identified on intra-oral radiographs with
distances CEJ–BLX4.0mm. No evi-
dence of probing depth X6.0mm was
found in 54.3% of the control subjects.
The mean proportion of sites with BOP
in these control subjects was 24.2%
(SD � 11.9). The analysis of the serum
hsC-rp values in relation to proportional
bleeding index failed to demonstrate
differences in hsC-rp serum values as an
effect of gingivitis classification (po
0.95) (Fig. 3) or for the proportion of
probing depth X6.0mm (po0.10), or
the number of remaining teeth (po0.53)
using the hsC-rp 1.8mg/l cutoff level as
the grouping variable.

Analysis by Wilcoxon’s signed rank
test failed to demonstrate differences in
hsC-rp serum values between control

subjects with or without periodontitis
using ABL at X30% as the cutoff level
(p valueo0.74). An hsC-rp serum
level410.0mg/l considered to be at a
pathological level (Davison & Davis
2003) was found in 33.3% of the control
subjects with significant bone loss. The
serum WBC counts were significantly
higher in subjects with a diagnosis of
periodontitis (ABLX30%) (po0.03,
Mann–Whitney U-test).

Correlation coefficients (Pearson’s
correlation and Spearman’s rank corre-
lation) were studied to assess significant
correlations between study parameters
and hsC-rp serum values. No significant
correlations between hsC-rp serum con-
centrations and any of the 35 other
serum parameters or for any of the perio-
dontal variables studied were found in
subjects belonging to the control group.
The association between % BOP with
no evidence of periodontitis (r2 value:
0.02) or with periodontitis (ABLX30%
of sites) (r2 value: 0.02) and hsC-rp
serum values was insignificant.

Stepwise linear regression analysis
failed to include any of the periodontal
parameters in an explanatory model to
hsC-rp values. The only explanatory
variable was serum WBC counts (b
standard coefficient5 0.36, t5 2.35,
po0.02). The common odds ratio of
having hsC-rp value X1.8mg/l and
periodontitis with ABLX30% was 1.5
(95% CI; 0.6–3.7, po0.61). Changing
the hsC-rp cutoff level to 2.0mg/l
changed these odds only marginally.

Subject with myocardial infarction

All subjects with AMI had evidence of
ABL and 94% of them had more than
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Fig. 1. Distribution of serum C-reactive
protein levels in subjects with (n5 85) or
without (n5 63) history of myocardial
infarction ( � represents extreme outliers;
. represents outlier values).
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30% of sites with ABLX4.0mm. One
or more sites with a probing depth
X6.0mm was found in 59.5% and BOP
were found in 56.2% of the subjects.
Serum hsC-rp concentrations X1.8mg/l
were found in 83.5% of the subjects
with AMI. Only 5.9% of the AMI
subjects had hsC-rp serum concentra-
tion 41.0mg/l. Statistical analysis
failed to demonstrate differences in
hsC-rp serum values as an effect of
gingivitis classification (po0.23), also
illustrated in a boxplot diagram present-
ing hsC-rp values at different severity
levels of gingival bleeding (Fig. 3).
Similarly, statistical analysis failed to
demonstrate differences in the propor-
tional distribution of sites with BOP
(po0.20), probing depth X6.0mm
(po0.71), or the number of remaining
teeth (po0.95) based on the hsC-rp
values below or above the 1.8mg/l
cutoff level as the grouping variable.

Correlation coefficients (Pearson’s
correlation and Spearman’ rank correla-
tion coefficients) were studied to assess
significant correlation between a series
of study parameters and hsC-rp serum
values. Those variables that were sig-
nificantly correlated with the actual
hsC-rp value or the dichotomize-
do1.8mg/l/42,0mg/l values were
included in linear stepwise or in binary
logistic Wald forward-regression analy-
sis. Stepwise linear regression analysis
failed to include any of the periodontal
parameters in an explanatory model to
hsC-rp values while serum WBC counts
and low-density lipoproteins counts
were explanatory (Table 1). In subjects
with AMI serum WBC counts failed to
differentiate between those with or
without periodontitis defined as ABLX
30% (po0.57, Mann–Whitney U-test).

All cases

Stepwise linear regression analysis
failed to include any of the periodontal
parameters in an explanatory model to
hsC-rp values. Only the serum WBC
counts remained in the explanatory model
analysis to hsC_rp values (b standard
coefficient5 0.45, t5 3.2, po0.001).
Serum WBC counts were correlated
with both the proportion of bleeding
(r5 0.46, po0.001) and the number of
sites with a distance CEJ–BL44.0mm
(r5 0.39, po0.001). None of the other
serum assay results could be correlated
with periodontal parameters. ROC curve
analysis confirmed that only the WBC
counts were predictive for the hsC-rp

1.8mg/l cutoff level (Fig. 4). Serum
low-density lipoprotein levels and the
extent of ABL approached significance.

Discussion

In the present study, subjects with AMI
had elevated hsC-rp values. This is
consistent with reports that hsC-rp
concentration can increase rapidly in
response to acute coronary heart disease
(Bogarty et al. 2001). Peak serum hsC-
rp values after infarction normally reach
peak values within 48 h and high peak
values can be a predictor of future AMI
risk and mortality (Suleiman et al.
2003). Data also suggest that a serum
hsC-rp41.4mg/l may be an indepen-
dent predictor of a first ever transient

ischaemic stroke event (Mattila 1993)
and that hsC-rp serum values41.8mg/l
appear to be a predictor of future
cardiovascular events (Liede et al.
1998). The high hsC-rp serum values
in the present study for the AMI group
can be explained by the fact that the
serum used for the analysis was taken at
the time of hospital admission and
during the initial acute phase of myo-
cardial infarction.

A significant association between
evidence of periodontal infection and
elevated hsC-rp serum values has pre-
viously been reported for the 2.1mg/l
threshold value (Sibraa et al. 1991). In
the present study, the threshold value
for serum hsC-rp was studied both at 2.0
and 1.8mg/l as threshold values in
relation to having a diagnosis of perio-

Table 1. Results from linear regression analysis in defining explanatory factors to serum hsC-rp
levels in subjects with myocardial infarction (AMI)

Model Unstandardized
coefficients

Standardized
coefficients

t Significance

B SE b

1 Constant 0.041 7.530 0.005 0.996
WBC counts 2.032 0.830 0.274 2.449 0.017

2 Constant � 8.125 8.410 � 0.966 0.337
WBC counts 2.751 0.887 0.371 3.100 0.003
Low-density lipids 0.146 0.072 0.242 2.023 0.047

Dependent variable: hsC-rp mg/l. hsC-rp, high-sensitivity serum C-reactive protein; WBC, white

blood cell.
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dontitis (X30% distance CEJ–BL4
4.0mm). However, the data failed to
demonstrate that periodontal infection
(the extent of gingivitis, probing depth
X6.0mm, or extent of ABL) was
significantly associated with a risk of
having serum hsCrp levels41.8mg/l.
The hypothetical explanation for this
might be that only the long-term chronic
effects of periodontitis reflected as ABL
and noticeable on radiographs are
explanatory to elevated serum hsC-rp
values, whereas current clinical evi-
dence of gingivitis and/or an elevated
proportion of increased probing depths
may be a current low-grade expression
of inflammation not directly reflected by
elevated hsC-rp values.

In the present study, however, all
subjects with an hsC-rp serum value
X10.0mg/l defined as pathological
(Alvarez-Garcia et al. 2003) had evi-
dence of significant ABL (perio-
dontitis). Most importantly, we could
demonstrate elevated hsC-rp values in
subjects who, following a cardiovascu-
lar examination, were found free from
clinical signs of coronary heart disease
but who had periodontitis defined as
evidence of ABL. This finding suggests
that the assessment of hsC-rp serum
levels in subjects with periodontitis could
provide important guidance in order to
identify subjects also at AMI risk.
Furthermore, the present finding also
suggests that having chronic periodontitis
may trigger a systemic response as
expressed by upregulated hsC-rp values.

The accumulated effects of perio-
dontitis identifiable as ABL may be
more representative of the total sys-
temic impact of periodontitis than a
measure of current periodontal status
defined by current probing depth and/or
gingival assessments.

Several mechanisms may influence
hsC-rp levels in serum. Thus, hsC-rp
serum levels decrease after anti-inflam-
matory and antibiotic treatment of
subjects with severe CVD (Gurfinkel
et al. 1997, Ridker et al. 1997, Munford
2001), or following periodontal therapy
(Mattila et al. 2002, D’Aiuto et al. 2004)

Assuming that serum hsC-rp values
in the range of 0.8–2.0mg/l in 55–74-
year-old subjects suggest risk for CVD
(Rifai & Ridker 2003) it might be of
clinical importance to lower serum hsC-
rp by periodontal therapy. If periodontal
therapy could lower hsC-rp values by
0.4mg/l, the present study data suggest
that 13.4% of the control subjects and
11.9% of the AMI subjects would

experience such reduction/improvement
of serum hsC-rp levels below 1.8mg/l.
Thus, 30.0% of the subjects in the
control group and 54.3% of the subjects
in the AMI group would still have hsC-
rp levels significantly above that thresh-
old. Hence, it appears possible that for a
segment of the population periodontal
therapy may contribute to a reduced risk
for CVDs assuming that serum hsC-rp
levels can predict cardiovascular events.
This hypothesis must be tested in well-
controlled clinical trials. Such studies
would have to specifically study sub-
jects with periodontitis who have serum
hsC-rp values that are above the 1.6–
1.8mg/l range excluding subjects with
extreme values (Ford et al. 2003).

In the present study, subjects in the
control group with periodontitis defined
by the extent of ABLX30% had
significantly higher serum WBC counts
whereas the same relationship could not
be identified among subjects with AMI.
This can be explained by the fact that
few subjects in the AMI were perio-
dontally healthy and the statistical
analysis thereby lacked statistical
power. Alternatively elevated WBC
counts as an effect of periodontitis
may be masked by the high serum
WBC counts usually found in subjects
with AMI. Given the limited data on a
relationship between WBC counts and
periodontal status, the present study
findings of an association between the
severity of periodontitis and elevated
serum WBC are of interest and should
be further studied. Few studies have
explored this relationship and the con-
clusions are controversial (Gustafsson
& Asman 1996, Fredriksson et al. 1998,
Christian et al. 2002, Loos et al. 2000).

In conclusion: (1) elevated serum
hsC-rp concentration is associated with
acute coronary heart disease, (2) elevated
serum WBC counts are associated with
AMI, and (3) although elevated serum
hsC-rp values are associated with perio-
dontitis defined radiographically also in
subjects with no evidence of CVD
periodontal parameters are not included
in an explanatory model to elevated
serum hsC-rp values if serum WBC,
and low-density lipoprotein counts are
included in the regression model.
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A. & Bernimoulin, J.-P. (2002) White blood

cell count in generalized aggressive perio-

dontitis after non-surgical therapy. Journal of

Clinical Periodontology 29, 201–206.

Craig, R. G., Yip, J. K., So, M. K., Boylan, R.

J., Socranksy, S. S. & Haffajee, A.D (2003)

Relationship of destructive periodontal dis-

ease to the acute phase response. Journal of

Periodontology 74, 1007–1016.
D’Aiuto, F., Parkar, M., Andreou, G., Suvan, J.,

Brett, PM., Ready, D. & Tonetti, M. S.

(2004) Periodontitis and systemic inflamma-

tion, control of the local infection is asso-

ciated with a reduction in serum inflam-

matory markers. Journal of Dental Research

83, 156–160.
Davison, S. & Davis, S. R. (2003) New markers

for cardiovascular disease risk in women,

impact of endogenous estrogen status and

exogenous postmenopausal hormone therapy.

Journal of Clinical Endocrinology and

Metabolism 88, 2470–2478.

Periodontitis and hsC-reactive protein 223



De Beer, F. C., Hind, C. R., Fox, K. M., Allan,

R. M., Maseri, A. & Pepys, M. B. (2000)

Measurement of serum C-reactive protein

concentration in myocardial ischemia and

infarction. Clinical Chemistry 46, 461–468.

DeStefano, F., Anda, R. F., Kahn, H. S.,

Williamson, D. F. & Russell, C. M. (1993)

Dental disease and risk of coronary heart

disease and mortality. British Medical Jour-

nal 306, 688–691.
Dinant, G. J., Costongs, R., Leclercq, R. M. &

van Wersch, J. W. (1994) Reliability of C-

reactive protein measurement in general

practice in The Netherlands. Scandinavian

Journal of Clinical and Laboratory Investi-

gations 54, 113–117.

Ebersole, J. L., Machen, R. L., Steffen, M. J. &

Willmann, D. E. (1997) Systemic acute-

phase reactants, C-reactive protein and hap-

toglobin, in adult periodontitis. Clinical

Experimental Immunology 107, 347–352.

EUROASPIRE Study Group (1997) A European

Society of Cardiology survey of secondary

prevention of coronary heart disease, principal

results. European Action on Secondary Pre-

vention through Intervention to Reduce Events.

European Heart Journal 18, 1569–1582.
Ford, E. S., Giles, W. H., Myers, G. L. &

Mannino, D. M. (2003) Population distribu-

tion of high-sensitive C-reactive protein

among US men, Findings from the National

Health and Nutrition Examination Survey.

Clinical Chemistry 49, 686–690.

Fredriksson, M., Gustafsson, A., Asman, B. &

Bergström, J. (1998) Hyperreactive periph-

eral neutrophils in adult periodontitis:

generation of chemiluminescence and intra-

cellular hydrogen peroxide after in vitro

priming and fcgammaR-stimulation. Journal

of Clinical Periodontology 25, 394–398.

Gurfinkel, E., Bozovich, G., Daroca, A., Beck,

E. & Mautner, B. (1997) Randomised trial of

roxithromycin in non-Q-wave coronary syn-

dromes, ROXIS Pilot Study. ROXIS Study

Group. The Lancet 350, 404–407.

Gustafsson, M. & Asman, B (1996) Increased

release of free oxygen radicals from periph-

eral neutrophils in adult periodontitis after

Fg-stimulation. Journal of Clinical Perio-

dontology 23, 38–44.
Ide, M., McPartlin, D., Coward, P. Y., Crook,

M., Lumb, P. & Wilson, R. F. (2003) Effect

of treatment of chronic periodontitis on levels

of serum markers of acute-phase inflamma-

tory and vascular responses. Journal of

Clinical Periodontology 30, 334–340.

Iwamoto, Y., Nishimura, F., Soga, Y., Takeu-

chi, K., Kurihara, M., Takashiba, S. &

Murayama, Y. (2003) Antimicrobial perio-

dontal treatment decreases serum C-reactive

protein, tumor necrosis factor-alpha, but not

adiponectin levels in patients with chronic

periodontitis. Journal of Periodontology 74,

1231–1236.

Kop, W. L., Gottdiener, J. S., Tangen, C. M.,

Fried, L. P., McBurnie, M. A., Walston, J.,

Newman, A., Hirsch, C. & Tracy, R. P.

(2002) Inflammation and coagulation factors

in persons465 years of age with symptoms

of depression but without evidence of

myocardial ischemia. American Journal of

Cardiology 89, 19–24.

Liede, K. E., Haukka, J. K., Saxen, L. M. &

Heikonen, O. P. (1998) increased tendency

towards gingival bleeding caused by joint

effect of alpha-tocopherol supplementation

and acetylsalicylic acid. Annals of Medicine

30, 542–546.

Loos, B. G., Craandijk, J., Hoek, F. J.,

Wertheim-van Dillen, P. M. & van der

Velden, U. (2000) Elevation of systemic

markers related to cardiovascular diseases in

the peripheral blood of periodontitis patients.

Journal of Periodontology 71, 1528–1534.

Madianos, P. N., Bobetsis, G. A. & Kinane, D. F.

(2002) Is periodontitis associated with an

increased risk of coronary heart disease and

preterm low birth weight births. Journal of

Clinical Periodontology 29 (Suppl. 3), 22–36.

Mattila, K. J. (1993) Dental infections as a risk

factor for acute myocardial infarction. Eur-

opean Heart Journal 14 (Suppl. K), 51–53.

Mattila, K., Vesanen, M., Valtonen, V., Niemi-

nen, M., Palosuo, T., Rasi, V. & Asikainen,

S. (2002) Effect of treating periodontitis on

C-reactive protein levels, a pilot study.

Online BioMed Central Infectious Diseases

[serial online] 10, 30. Assessed Dec 2002.

Morrison, H. I., Ellison, L. F. & Taylor, G. W.

(1999) Periodontal disease and risk of fatal

coronary heart and cerebrovascular diseases.

Journal of Cardiovascular Risk 6, 7–11.

Munford, R. (2001) Statins and the acute phase

response. New England Journal of Medicine

344, 1959–1965.

Noack, B., Genco, R. J., Trevisan, M., Grossi,

S., Zambon, J. J. & De Nardin, E. (2001)

Periodontal infections contribute to elevated

systemic C-reactive protein level. Journal of

Periodontology 72, 1221–1227.

Persson, G. R., Ohlsson, O., Pettersson, T. &

Renvert, S. (2003) Chronic periodontitis, a

significant relationship with acute myocardial

infarction. European Heart Journal 24,

1108–1115.

Persson, R. E., Hollender, L. G., Powell, V. L.,

MacEntee, M., Wyatt, C. C. L., Kiyak, H. A.

& Persson, G. R. (2002) Assessment of

periodontal conditions and systemic disease

in older subjects. II Focus on cardiovascular

diseases. Journal of Clinical Periodontology

29, 803–810.

Persson, R. E., Tzannetsu, F., Feloutzis, A.,
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