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Abstract
Prior reports have associated increased circulating levels of matrix metalloproteinase-9 (MMP-9),
an endopeptidase active in the extracellular matrix, with the formation and rupture of aortic
aneurysms, raising the possibility that MMP-9 may be a useful diagnostic or therapeutic target for
aortic pathology. However, associations between MMP-9 and pathological abdominal aortic
phenotypes in the general population have not been reported. In the Dallas Heart Study, a
population-based sample of Dallas County residents (n = 2304), we measured MMP-9 and
performed magnetic resonance imaging (MRI) of the abdominal aorta, measuring aortic
compliance, plaque, wall thickness and luminal diameter. After adjustment for traditional cardiac
risk factors and body size, higher MMP-9 quartiles were independently associated with higher
aortic wall thickness and larger luminal diameter (p < 0.0001 for each), but not abdominal aortic
plaque (p = 0.08), coronary artery calcium (p = 0.20) or the aortic luminal diameter/aortic wall
thickness ratio (p = 0.37), supporting the hypothesis that therapies targeting MMP-9 may affect
the abdominal aortic wall and modify aortic pathology.
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Introduction
Changes in the extracellular matrix play an essential role in a variety of pathologies across
vascular beds. Matrix metalloproteinases (MMP) are a family of more than 20 proteases
with a variety of physiologic functions.1 MMPs affect extracellular matrix degradation and
have been posited to promote the inflammatory pathogenesis of atherosclerotic plaque
development and rupture.2 Both MMP-9 expression and activity have been associated with
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the pathogenesis of abdominal aortic aneurysms (AAA) and atherosclerotic vascular
disease.3,4 Previous cross-sectional studies in high-risk patient populations describe higher
circulating MMP-9 levels in patients with acute coronary syndromes, stable coronary artery
disease, cerebrovascular disease, peripheral vascular disease, and diabetes.5–7 In contrast,
much less is known about the association between circulating MMP-9 and subclinical aortic
pathology in the general population. To address this issue, we utilized the Dallas Heart
Study (DHS), a large multi-ethnic population-based cohort, to assess the cross-sectional
associations between plasma levels of MMP-9 and multiple measures of abdominal aortic
vascular disease.

Methods
Study population

The Dallas Heart Study is a multi-ethnic, probability-based population sample of 6101
Dallas County residents.8 Subjects were invited to participate in three stages of data
collection, the first involving a home visit interview for collection of demographic and
anthropometric data, the second involving collection of blood and urine samples for
laboratory testing, and the third visit involving detailed cardiac imaging including
abdominal aortic magnetic resonance imaging (MRI) and electron beam computed
tomography (EBCT) assessment of coronary artery calcium (CAC). The median time frame
between phlebotomy and imaging was 28 days (IQR 9–60 days). The MMP-9 assays were
measured once on each participant. The present study includes all DHS subjects who
underwent measurement of plasma levels of MMP-9 and who completed all three phases of
data collection, including aortic MRI and EBCT (n = 2304). The study protocol was
approved by the University of Texas Southwestern Medical Center Institutional Review
Board and all participants provided written informed consent.

Definition of variables
Hypertriglyceridemia was defined as a fasting triglyceride concentration ≥ 2.28 mmol/l.
Low high-density lipoprotein cholesterol (HDL-C) was defined as < 1.03 mmol/l in men or
< 1.29 mmol/l in women. Hypercholesterolemia was defined as fasting low-density
lipoprotein cholesterol (LDL-C) ≥ 4.14 mmol/l; total cholesterol ≥ 6.21 mmol/l; or the use
of a cholesterol-lowering medication. Hypertension was defined, based on an average of the
last three of five measurements, as mean systolic blood pressure ≥ 140 mmHg or diastolic
blood pressure ≥ 90 mmHg at the first study visit, or the use of an anti-hypertensive
medication. Diabetes was defined as a fasting glucose ≥ 7.0 mmol/l; or the use of
hypoglycemic medication. Height, weight, hip and waist circumference were measured at
the same time as imaging was performed and body mass index (BMI) was calculated based
on these measurements. Metabolic syndrome was defined as at least three of the following:
abdominal obesity (waist circumference: men > 102 cm or BMI > 29 kg/m2; women > 88
cm or BMI > 26 kg/m2); fasting triglycerides ≥ 1.71 mmol/l or triglyceride lowering
therapy; low HDL-C (< 1.03 mmol/l in men and < 1.29 mmol/l in women or HDL-C
augmenting therapy); blood pressure ≥ 130/ ≥ 85 mmHg, or use of anti-hypertensive
medication; fasting glucose ≥ 5.56 mmol/l, non-fasting glucose ≥ 7.78 mmol/l, or
hypoglycemic therapy.

Imaging methods
All imaging studies were performed by investigators blinded to MMP-9 assay results.
Magnetic resonance imaging of the infrarenal abdominal aorta was performed using a 1.5
Tesla whole-body MRI system (Intera; Philips Medical Systems, Best, The Netherlands).
During free-breathing, six transverse slices of the infrarenal abdominal aorta were obtained
using an ECG-gated, T2-weighted turbo spin-echo (black-blood) sequence. Slice thickness
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was 5 mm and the interslice gap was 10 mm. Image acquisition used a commercial four-
element abdominal phased-array receiver coil. Abdominal aortic plaque, aortic compliance,
aortic wall thickness, and aortic luminal diameter were measured by trained observers using
the Magnetic Resonance Analytical Software Systems (MASS) cardiac analysis software
package (Version 4.2; Medis Medical Imaging Systems Inc., Leiden, The Netherlands). The
maximum aortic diameter for this cohort was 30.6 mm. Criteria for aortic wall lesions have
been previously reported.9 Briefly, adventitial and luminal borders were drawn for each slice
using a free-hand manual contour drawing tool. Atherosclerotic plaque was identified as an
area of luminal protrusion, focal wall thickening, and increased MRI signal intensity.9

Aortic luminal diameter was calculated as the average abdominal aortic luminal diameter
(mm). Aortic wall thickness, measured in the infrarenal abdominal aorta, was calculated as
vessel wall area divided by mean aortic circumference in each slice.10 Areas for each were
calculated as the difference between the areas described by the luminal and adventitial
borders. These analyses excluded participants with AAA. As previously reported, the
interclass correlation coefficient between luminal and cross-sectional area measurements for
the two observers was 0.94 and the mean interobserver difference was 4.2 ± 6.6%.10 The
interstudy variability in aortic wall thickness measurements has also been previously
described (0.03 ± 0.15 mm; n = 32).11 To calculate aortic compliance, a high-resolution
gradient-echo sequence with velocity-encoding gradient, at the level of the pulmonary
bifurcation, was applied to obtain an 8-mm axial slice. QFLOW software (Version 4.1.6;
Medis Medical Imaging Systems, Inc., Raleigh, NC, USA) was used to measure the aortic
cross-sectional area on the axial images. The cross-sectional area was then multiplied by the
aortic slice thickness to calculate aortic slice volume. In the MRI system, at the time of
imaging, blood pressure measurements were obtained with an automated Welch-Allyn arm-
cuff sphygmomanometer to calculate pulse pressure (PP = systolic blood pressure – diastolic
blood pressure). Aortic compliance (µl/mmHg) was calculated using the following formula:
aortic compliance = (maximum aortic slice volume – minimum aortic slice volume)/PP.
EBCT measurement of CAC was performed in 2523 subjects with MMP-9 measured.
Individuals with an average CAC score > 10 Agatston units over two measurements, a
threshold selected to maximize reproducibility on paired scans, were classified as having
prevalent CAC.12

Measurement of MMP-9 and other biomarkers
Venous blood samples were collected in EDTA tubes and maintained at 4°C for less than 4
hours, followed by centrifugation. Aliquots of plasma were frozen at −80°C and shipped to
Biosite, Inc. (San Diego, CA, USA), where they were thawed for measurement. An
immunoassay for MMP-9 was performed on Biosite’s Luminex sandwich platform. For
MMP-9, the minimal detection limit was 0.4 µg/l and average coefficient of variation across
the assay range was 11%.

Statistical methods
SAS version 9.2 (SAS Corporation, Cary, NC, USA) was used. Two-sided p-values < 0.05
were considered statistically significant. For tests of trend across quartiles of MMP-9, the
Jonckheere–Terpstra test was used for continuous variables, and the Cochran Armitage test
was used for categorical variables. The associations between MMP-9 and the five imaging
outcomes (abdominal aortic plaque, aortic compliance, aortic wall thickness, aortic luminal
diameter, and CAC) were quantified both unadjusted, and with multivariable adjustment for
age, sex, race/ethnicity, diabetes mellitus, hypertension, smoking status, body mass index
(BMI), total cholesterol, HDL cholesterol, and triglycerides. Logistic regression was used
for categorical variables (prevalent CAC and abdominal aortic plaque) and linear regression
was used for continuous outcome variables (aortic wall thickness, aortic luminal diameter,
aortic compliance). Sensitivity analysis was performed excluding patients taking statins.
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Results
As shown in Table 1, the median age of this study population was 44 years (IQR 36–52) and
median BMI was 30.3 kg/m2 (IQR 25.4–34.6). The study sample was 56% women (36%
post-menopausal), 52% black individuals and 30% white individuals, with a 34% prevalence
of hypertension, 12% prevalence of diabetes mellitus, and 29% being current smokers. The
overall median value of MMP-9 in this population was 9.7 µg/l (IQR 6.1–17.1). MMP-9 was
higher in men than women: median (IQR) 10.2 µg/l (6.4–17.5) versus 9.4 (6.0–16.7), p =
0.016. Furthermore, there was no difference in post-menopausal status across quartiles of
MMP-9, p = 0.19. There were no differences in subjects with statin or anti-hypertensive
medication usage across quartiles of MMP-9. Increasing quartiles of MMP-9 were
associated with higher prevalence of traditional cardiovascular disease risk factors, obesity
and metabolic syndrome. For adjusted analyses the frequency of male sex was 1250 (45%),
black race was 1401 (50%), Hispanic race was 468 (17%), white race was 878 (31%),
diabetes mellitus was 334 (12%), hypertension was 964 (34%), hypercholesterolemia was
379 (14%), hypertriglyceridemia was 338 (12%), low HDL was 1144 (41%), and post-
menopausal women 665 (24%). There was a difference in MMP-9 levels in non-smokers by
race for MMP-9 in both unadjusted and adjusted analyses, but not for smokers – despite
overall higher levels of MMP-9 in this group. There was no association between black
versus white smokers with regards to MMP-9 (p = 0.32); however, in contrast to white race,
black race was significantly associated with MMP-9 among non-smokers (p < 0.0001).

A significant association was observed between higher MMP-9 quartiles and higher aortic
wall thickness (p < 0.0001), as shown in Table 2. This association remained significant after
multivariable adjustment (p < 0.0001). No association was seen between MMP-9 quartiles
and aortic compliance in either univariable or multivariable analyses. Although MMP-9
quartiles did not associate with aortic luminal diameter in univariable analyses, after
adjustment, the association between higher MMP-9 levels and larger aortic luminal diameter
became statistically significant (p < 0.0001); however MMP-9 levels remained unassociated
with the aortic luminal diameter/aortic wall thickness ratio (p = 0.37). In addition, an
analysis comparing 1st and 4th plasma MMP-9 quartiles confirmed the association between
MMP-9 and higher aortic wall thickness in both unadjusted and adjusted analyses (p <
0.0001); a similar association was seen with aortic luminal diameter in adjusted analyses (p
< 0.0001).

In unadjusted analyses, shown in Table 2, MMP-9 quartiles were not significantly associated
with abdominal aortic plaque (p = 0.07) but did associate with prevalent CAC (p = 0.005).
After multivariable adjustment, the association of MMP-9 with prevalent CAC was
attenuated (p = 0.20). Results were similar when MMP-9 was modeled as a log-transformed
continuous variable. An adjusted analysis showed no significant relationship between
natural log-transformed CAC and log-transformed MMP-9 (p = 0.69). Adjusted analyses
also yielded a positive correlation with log-transformed MMP-9 and left ventricular wall
thickness (p = 0.05). A sensitivity analysis performed excluding subjects with histories of
myocardial infarction, congestive heart failure, and diabetes mellitus yielded similar results
(n = 2356), as did a sensitivity analysis excluding patients taking statins (data not shown).

Discussion
Higher plasma levels of MMP-9, which have previously been shown to correlate with
increased MMP-9 activity,13 have been associated with acute coronary syndromes,
cerebrovascular disease, atherosclerosis and AAA formation and rupture in a number of
small studies.5–7,14,15 We measured plasma MMP-9 levels in a large, population-based
cohort and correlated those levels with traditional risk factors for atherosclerosis and
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multiple phenotypes of sub-clinical abdominal vascular pathology including aortic
compliance, abdominal aortic plaque, aortic wall thickness, and aortic luminal diameter. We
observed increasing plasma MMP-9 to be significantly associated with higher aortic wall
thickness and larger aortic luminal diameter, but not a higher aortic luminal diameter/aortic
wall thickness ratio. In addition, MMP-9 was not associated with prevalent abdominal aortic
plaque or with CAC after multivariable adjustment.

One prior published report in the Framingham Offspring Study, a population free of heart
failure or history of myocardial infarction that was older and less ethnically diverse than the
DHS, suggested that the majority of healthy individuals do not have detectable levels of
MMP-9.16 In contrast, the majority of subjects in the present study had low but detectable
levels of circulating MMP-9. This difference is most likely due to our use of a more
sensitive assay with a minimal detection limit of 0.4 µg/l compared with the 4.0 µg/l
threshold of the assay used in the prior study. In addition, it has been suggested that statins
and anti-hypertensive medications may decrease MMP-9 levels.17–20 Our observed rates of
usage of these medications did not differ across MMP-9 quartiles, suggesting that the
present analyses were likely not confounded by these medications. We found higher MMP-9
levels among black participants than those of other race/ethnicity groups, consistent with a
previous finding that black individuals have increased expression of MMP-9,21 which may
also contribute to the higher MMP-9 levels seen in the present study cohort overall.
Furthermore, we found an increasing prevalence of black race and decreasing prevalence of
Hispanic race across quartiles of MMP-9. This finding suggests the possibility of other
racial/ethnic determinants affecting expression of the MMP-9, and thus merits further
investigation.

MMP-9 has been suggested to play a role in the pathogenesis of unstable atherosclerotic
plaques.5,22,23 However, less has been reported regarding levels of MMP-9 in stable
atherosclerosis.24,25 Our a priori hypothesis that MMP-9 levels would correlate with sub-
clinical atherosclerotic disease was not supported as MMP-9 was not significantly associated
with either detectable abdominal aortic plaque, CAC > 10 Agatston units, or log-
transformed CAC. This finding may be attributable to the relatively young age of the DHS
cohort and the overall low risk of CAD. Measurement of circulating MMP-9 levels may not
have a role in detecting stable aortic or coronary atherosclerosis in young to middle-aged
individuals from the general population.

Aortic wall thickness is an emerging marker of vascular pathology in the aorta. Greater
aortic wall thickness has been associated with traditional cardiac risk factors and markers of
inflammation, and with incident myocardial infarction.26–28 In the present study, we
demonstrate an independent association between MMP-9 and both aortic wall thickness and
aortic luminal diameter. Furthermore, our finding that the first and fourth quartile MMP-9
levels were statistically different with regards to aortic wall thickness and aortic luminal
diameter also supports an association between MMP-9 levels and differences in aortic
morphology. MMP-9 activity has been shown to be increased in the aortas of individuals
with AAA compared to non-diseased aortas, and areas of MMP-9 hyperactivity have been
discovered in areas of aneurysm wall weakening and rupture.4,15,29–31 Non-specific
inhibitors of MMPs, such as doxycycline, are being studied as potential therapies in
AAAs.32,33 Newer, more specific therapies targeting MMP-9 expression are also being
explored to slow the formation of AAAs.34–37

Although both aortic luminal diameter and aortic wall thickness increased with increasing
MMP-9, we did not observe an association of MMP-9 with the ratio of aortic luminal
diameter/aortic wall thickness. This finding suggests that MMP-9 may be a relatively non-
specific marker of aortic remodeling and may not specifically detect early eccentric
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remodeling that would be considered a precursor for non-fusiform AAA. The observation
that black individuals have higher MMP-9 levels than white individuals, despite having a
lower risk for AAA in the literature, questions the causality of MMP-9 in AAA formation.38

However, our study was cross-sectional and we cannot exclude the association of elevated
MMP-9 and aneurysm formation levels closer to the time of AAA development.
Nevertheless, the potential role of MMP-9 in the development of aortic dilatation and
aneurysm merits further investigation.

The present study has pertinent limitations that must be considered. Our study was cross-
sectional and therefore we are unable to explore a temporal or causal relationship in the
variables examined. We cannot exclude the possibility that unmeasured confounding may
significantly modify the relationships we observed or that the non-significant association
between MMP-9 and aortic luminal diameter and CAC may have been due to lack of
sufficient statistical power. In addition, we did not assess thoracic aortic morphology, we
used plasma levels of MMP-9 as a surrogate measure of MMP-9 activity, and we did not
measure levels of other metalloproteinases or tissue inhibitors of metalloproteinases that
may also play an important role in aortic biology. Furthermore, while the result of our
sensitivity analysis excluding statins was reassuring, we did not have data on whether
patients were taking other possible inhibitors of MMP-9.

Conclusion
In this large, ethnically diverse, population-based cohort with detailed aortic phenotyping by
MRI, plasma levels of MMP-9 were independently associated with aortic wall thickness and
aortic luminal diameter, but not with direct measures of atherosclerosis, suggesting that
MMP-9 may not play a role in screening for subclinical atherosclerosis, but supporting the
hypothesis that therapies targeting MMP-9 may affect aortic diameter or wall thickness.

Acknowledgments
Funding

Grant support for the Dallas Heart Study was provided by the Donald W Reynolds Foundation and by USPHS
GCRC [grant #M01-RR00633 from NIH/NCRR-CR]. MMP-9 measurements were performed at Alere, Inc. (San
Diego, CA, USA), who also provided limited administrative support for the study.

References
1. Nagase H, Visse R, Murphy G. Structure and function of matrix metalloproteinases and TIMPs.

Cardiovasc Res. 2006; 69:562–573. [PubMed: 16405877]

2. Packard RR, Libby P. Inflammation in atherosclerosis: from vascular biology to biomarker
discovery and risk prediction. Clin Chem. 2008; 54:24–38. [PubMed: 18160725]

3. Watanabe T, Sato A, Sawai T, et al. The elevated level of circulating matrix metalloproteinase-9 in
patients with abdominal aortic aneurysms decreased to levels equal to those of healthy controls after
an aortic repair. Ann Vasc Surg. 2006; 20:317–321. [PubMed: 16779512]

4. Takagi H, Manabe H, Kawai N, Goto SN, Umemoto T. Circulating matrix metalloproteinase-9
concentrations and abdominal aortic aneurysm presence: a meta-analysis. Interact Cardiovasc
Thorac Surg. 2009; 9:437–440. [PubMed: 19525292]

5. Kai H, Ikeda H, Yasukawa H, et al. Peripheral blood levels of matrix metalloproteases-2 and -9 are
elevated in patients with acute coronary syndromes. J Am Coll Cardiol. 1998; 32:368–372.
[PubMed: 9708462]

6. Zeng B, Prasan A, Fung KC, et al. Elevated circulating levels of matrix metalloproteinase-9 and -2
in patients with symptomatic coronary artery disease. Intern Med J. 2005; 35:331–335. [PubMed:
15892761]

Grodin et al. Page 6

Vasc Med. Author manuscript; available in PMC 2012 December 17.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



7. Dominguez-Rodriguez A, Abreu-Gonzalez P, Garcia-Gonzalez MJ, Kaski JC. High serum matrix
metalloproteinase-9 level predict increased risk of in-hospital cardiac events in patients with type 2
diabetes and ST segment elevation myocardial infarction. Atherosclerosis. 2008; 196:365–371.
[PubMed: 17161405]

8. Victor RG, Haley RW, Willett DL, et al. The Dallas Heart Study: a population-based probability
sample for the multidisciplinary study of ethnic differences in cardiovascular health. Am J Cardiol.
2004; 93:1473–1480. [PubMed: 15194016]

9. Jaffer FA, O’Donnell CJ, Larson MG, et al. Age and sex distribution of subclinical aortic
atherosclerosis: a magnetic resonance imaging examination of the Framingham Heart Study.
Arterioscler Thromb Vasc Biol. 2002; 22:849–854. [PubMed: 12006401]

10. Rosero EB, Peshock RM, Khera A, Clagett GP, Lo H, Timaran C. Agreement between methods of
measurement of mean aortic wall thickness by MRI. J Magn Reson Imaging. 2009; 29:576–582.
[PubMed: 19243039]

11. Maroules CD, McColl R, Khera A, Peshock RM. Assessment and reproducibility of aortic
atherosclerosis magnetic resonance imaging: impact of 3-Tesla field strength and parallel imaging.
Invest Radiol. 2008; 43:656–662. [PubMed: 18708860]

12. Jain T, Peshock R, McGuire DK, et al. African Americans and Caucasians have a similar
prevalence of coronary calcium in the Dallas Heart Study. J Am Coll Cardiol. 2004; 44:1011–
1017. [PubMed: 15337212]

13. Lund AK, Lucero J, Lucas S, et al. Vehicular emissions induce vascular MMP-9 expression and
activity associated with endothelin-1-mediated pathways. Arterioscler Thromb Vasc Biol. 2009;
29:511–517. [PubMed: 19150882]

14. Freestone T, Turner RJ, Coady A, Higman DJ, Greenhalgh RM, Powell JT. Inflammation and
matrix metalloproteinases in the enlarging abdominal aortic aneurysm. Arterioscler Thromb Vasc
Biol. 1995; 15:1145–1151. [PubMed: 7627708]

15. Wilson WR, Anderton M, Schwalbe EC, et al. Matrix metalloproteinase-8 and -9 are increased at
the site of abdominal aortic aneurysm rupture. Circulation. 2006; 113:438–445. [PubMed:
16432074]

16. Sundstrom J, Evans JC, Benjamin EJ, et al. Relations of plasma matrix metalloproteinase-9 to
clinical cardiovascular risk factors and echocardiographic left ventricular measures: the
Framingham Heart Study. Circulation. 2004; 109:2850–2856. [PubMed: 15173025]

17. Fujimoto S, Hartung D, Ohshima S, et al. Molecular imaging of matrix metalloproteinase in
atherosclerotic lesions: resolution with dietary modification and statin therapy. J Am Coll Cardiol.
2008; 52:1847–1857. [PubMed: 19038682]

18. Massaro M, Zampolli A, Scoditti E, et al. Statins inhibit cyclooxygenase-2 and matrix
metalloproteinase-9 in human endothelial cells: anti-angiogenic actions possibly contributing to
plaque stability. Cardiovasc Res. 2010; 86:311–320. [PubMed: 19946014]

19. Onal IK, Altun B, Onal ED, Kirkpantur A, Gul Oz S, Turgan C. Serum levels of MMP-9 and
TIMP-1 in primary hypertension and effect of antihypertensive treatment. Eur J Intern Med. 2009;
20:369–372. [PubMed: 19524176]

20. Zervoudaki A, Economou E, Stefanadis C, et al. Plasma levels of active extracellular matrix
metalloproteinases 2 and 9 in patients with essential hypertension before and after antihypertensive
treatment. J Hum Hypertens. 2003; 17:119–124. [PubMed: 12574790]

21. Lacchini R, Metzger IF, Luizon M, Ishizawa M, Tanus-Santos JE. Interethnic differences in the
distribution of matrix metalloproteinases genetic polymorphisms are consistent with interethnic
differences in disease prevalence. DNA Cell Biol. 2010; 29:649–655. [PubMed: 20590473]

22. Fukuda D, Shimada K, Tanaka A, et al. Comparison of levels of serum matrix metalloproteinase-9
in patients with acute myocardial infarction versus unstable angina pectoris versus stable angina
pectoris. Am J Cardiol. 2006; 97:175–180. [PubMed: 16442358]

23. Gurbel PA, Kreutz RP, Bliden KP, DiChiara J, Tantry US. Biomarker analysis by fluorokine
multianalyte profiling distinguishes patients requiring intervention from patients with long-term
quiescent coronary artery disease: a potential approach to identify atherosclerotic disease
progression. Am Heart J. 2008; 155:56–61. [PubMed: 18082490]

Grodin et al. Page 7

Vasc Med. Author manuscript; available in PMC 2012 December 17.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



24. Noji Y, Kajinami K, Kawashiri MA, et al. Circulating matrix metalloproteinases and their
inhibitors in premature coronary atherosclerosis. Clin Chem Lab Med. 2001; 39:380–384.
[PubMed: 11434385]

25. Tayebjee MH, Lip GY, Tan KT, Patel JV, Hughes EA, MacFadyen RJ. Plasma matrix
metalloproteinase-9, tissue inhibitor of metalloproteinase-2, and CD40 ligand levels in patients
with stable coronary artery disease. Am J Cardiol. 2005; 96:339–345. [PubMed: 16054454]

26. Malayeri AA, Natori S, Bahrami H, et al. Relation of aortic wall thickness and distensibility to
cardiovascular risk factors (from the Multi-Ethnic Study of Atherosclerosis [MESA]). Am J
Cardiol. 2008; 102:491–496. [PubMed: 18678312]

27. Heitner JF, Bhumireddy GP, Cawley PJ, et al. The aorta wall of patients presenting to the
emergency department with acute myocardial infarction by cardiac magnetic resonance.
Atherosclerosis. 2010; 212:166–170. [PubMed: 20579652]

28. Jeltsch M, Klass O, Klein S, et al. Aortic wall thickness assessed by multidetector computed
tomography as a predictor of coronary atherosclerosis. Int J Cardiovasc Imaging. 2009; 25:209–
217. [PubMed: 19051056]

29. Thompson RW, Holmes DR, Mertens RA, et al. Production and localization of 92-kilodalton
gelatinase in abdominal aortic aneurysms. An elastolytic metalloproteinase expressed by
aneurysm-infiltrating macrophages. J Clin Invest. 1995; 96:318–326. [PubMed: 7615801]

30. Vallabhaneni SR, Gilling-Smith GL, How TV, Carter SD, Brennan JA, Harris PL. Heterogeneity
of tensile strength and matrix metalloproteinase activity in the wall of abdominal aortic aneurysms.
J Endovasc Ther. 2004; 11:494–502. [PubMed: 15298501]

31. Johnsen SH, Forsdahl SH, Singh K, Jacobsen BK. Atherosclerosis in abdominal aortic aneurysms:
a causal event or a process running in parallel? The Tromso study. Arterioscler Thromb Vasc Biol.
2010; 30:1263–1268. [PubMed: 20360536]

32. Aziz F, Kuivaniemi H. Role of matrix metalloproteinase inhibitors in preventing abdominal aortic
aneurysm. Ann Vasc Surg. 2007; 21:392–401. [PubMed: 17484978]

33. Abdul-Hussien H, Hanemaaijer R, Verheijen JH, van Bockel JH, Geelkerken RH, Lindeman JH.
Doxycycline therapy for abdominal aneurysm: improved proteolytic balance through reduced
neutrophil content. J Vasc Surg. 2009; 49:741–749. [PubMed: 19268776]

34. Zhang F, Kent KC, Yamanouchi D, et al. Anti-receptor for advanced glycation end products
therapies as novel treatment for abdominal aortic aneurysm. Ann Surg. 2009; 250:416–423.
[PubMed: 19652591]

35. Vinh A, Gaspari TA, Liu HB, Dousha LF, Widdop RE, Dear AE. A novel histone deacetylase
inhibitor reduces abdominal aortic aneurysm formation in angiotensin II-infused apolipoprotein E-
deficient mice. J Vasc Res. 2008; 45:143–152. [PubMed: 17957103]

36. Xiao H, Bai XH, Kapus A, Lu WY, Mak AS, Liu M. The protein kinase C cascade regulates
recruitment of matrix metalloprotease 9 to podosomes and its release and activation. Mol Cell
Biol. 2010; 30:5545–5561. [PubMed: 20937775]

37. Alsac JM, Journe C, Louedec L, et al. Downregulation of remodelling enzymatic activity induced
by an angiotensin-converting enzyme inhibitor (perindopril) reduces the degeneration of
experimental abdominal aortic aneurysms in a rat model. Eur J Vasc Endovasc Surg. 2011;
41:474–480. [PubMed: 21256058]

38. Kent KC, Zwolak RM, Egorova NN, et al. Analysis of risk factors for abdominal aortic aneurysm
in a cohort of more than 3 million individuals. J Vasc Surg. 2010; 52:539–548. [PubMed:
20630687]

Grodin et al. Page 8

Vasc Med. Author manuscript; available in PMC 2012 December 17.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Grodin et al. Page 9

Ta
bl

e 
1

C
lin

ic
al

 a
nd

 b
io

lo
gi

ca
l v

ar
ia

bl
es

 b
y 

M
M

P-
9 

qu
ar

til
e

V
ar

ia
bl

e
M

M
P

-9
 q

ua
rt

ile
 (

µg
/l)

p-
va

lu
e

(t
re

nd
)

Q
1:

 <
 6

.1
Q

2:
 6

.1
–9

.7
Q

3:
 9

.8
–1

7.
1

Q
4:

 >
 1

7.
1

A
ge

, y
ea

rs
  4

5 
[3

6,
 5

3]
  4

3 
[3

6,
 5

2]
  4

3 
[3

6,
 5

1]
  4

3 
[3

7,
 5

1]
   

0.
05

7

M
en

33
5 

(4
1%

)
36

1 
(4

4%
)

38
3 

(4
6%

)
37

7 
(4

6%
)

   
0.

02
0

R
ac

e 
/ e

th
ni

ci
ty

   
 B

la
ck

38
4 

(4
7%

)
36

9 
(4

5%
)

42
0 

(5
1%

)
52

7 
(6

4%
)

<
 0

.0
00

1

   
 W

hi
te

24
0 

(2
9%

)
27

0 
(3

3%
)

25
6 

(3
1%

)
20

9 
(2

5%
)

   
0.

06
8

   
 H

is
pa

ni
c

18
5 

(2
2%

)
15

9 
(1

9%
)

13
1 

(1
6%

)
  8

0 
(1

0%
)

<
 0

.0
00

1

H
yp

er
te

ns
io

n
26

9 
(3

3%
)

25
2 

(3
1%

)
27

1 
(3

3%
)

31
1 

(3
8%

)
   

0.
01

3

D
ia

be
te

s 
m

el
lit

us
  9

3 
(1

1%
)

  9
2 

(1
1%

)
  8

7 
(1

1%
)

11
5 

(1
4%

)
   

0.
14

2

M
et

ab
ol

ic
 s

yn
dr

om
e

25
8 

(3
1%

)
26

0 
(3

2%
)

27
8 

(3
4%

)
30

8 
(3

7%
)

   
0.

00
6

C
ur

re
nt

 s
m

ok
er

15
5 

(1
9%

)
18

0 
(2

2%
)

25
8 

(3
1%

)
37

0 
(4

5%
)

<
 0

.0
00

1

H
yp

er
ch

ol
es

te
ro

le
m

ia
  8

9 
(1

1%
)

11
3 

(1
4%

)
11

2 
(1

4%
)

11
8 

(1
4%

)
   

0.
04

7

H
yp

er
tr

ig
ly

ce
ri

de
m

ia
  7

5 
(9

%
)

10
2 

(1
2%

)
10

9 
(1

3%
)

10
7 

(1
3%

)
   

0.
01

3

B
od

y 
m

as
s 

in
de

x,
 k

g/
m

2
28

.5
 [

24
.8

, 3
3.

1]
29

.3
 [

25
.3

, 3
4.

3]
29

.6
 [

25
.7

, 3
5.

1]
30

.5
 [

25
.6

, 3
5.

8]
<

 0
.0

00
1

V
al

ue
s 

sh
ow

n 
ar

e 
m

ed
ia

n 
[I

Q
R

],
 p

-t
re

nd
 f

ro
m

 J
on

ck
he

er
e–

T
er

ps
tr

a 
te

st
 f

or
 c

on
tin

uo
us

 v
ar

ia
bl

es
 a

nd
 p

re
va

le
nc

e 
da

ta
 n

 (
%

),
 p

-t
re

nd
 f

ro
m

 C
oc

hr
an

 A
rm

ita
ge

 te
st

 f
or

 c
at

eg
or

ic
al

 v
ar

ia
bl

es
.

Vasc Med. Author manuscript; available in PMC 2012 December 17.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Grodin et al. Page 10

Ta
bl

e 
2

A
or

tic
 c

om
pl

ia
nc

e 
(A

C
),

 w
al

l t
hi

ck
ne

ss
 (

A
W

T
),

 lu
m

in
al

 d
ia

m
et

er
 (

A
D

),
 d

et
ec

ta
bl

e 
pl

aq
ue

 (
A

P)
, a

nd
 c

or
on

ar
y 

ca
lc

iu
m

 (
C

A
C

) 
ac

ro
ss

 q
ua

rt
ile

s 
of

 p
la

sm
a

M
M

P-
9

V
ar

ia
bl

e
M

M
P

-9
 q

ua
rt

ile
 (

µg
/l)

p-
va

lu
e

(t
re

nd
)

Q
1:

 <
 6

.1
Q

2:
 6

.1
–9

.7
Q

3:
 9

.8
–1

7.
1

Q
4:

 >
 1

7.
1

A
C

, m
l/m

m
H

g

   
 U

na
dj

us
te

d
22

.9
 [

15
.9

, 3
2.

3]
24

.1
 [

16
.4

, 3
3.

2]
24

.0
 [

16
.9

, 3
1.

9]
22

.9
 [

15
.7

, 3
0.

5]
   

0.
54

   
 A

dj
us

te
da

25
.3

 [
19

.3
, 3

0.
8]

25
.7

 [
19

.9
, 3

0.
6]

26
.0

 [
20

.8
, 3

0.
5]

24
.6

 [
19

.0
, 3

0.
0]

   
0.

38

A
W

T
, m

m

   
 U

na
dj

us
te

d
1.

62
 [

1.
43

, 1
.8

1]
1.

65
 [

1.
47

, 1
.8

1]
1.

67
 [

1.
5,

 1
.8

5]
1.

70
 [

1.
51

, 1
.8

9]
<

 0
.0

00
1

   
 A

dj
us

te
d

1.
68

 [
1.

53
, 1

.8
2]

1.
68

 [
1.

55
, 1

.7
9]

1.
69

 [
1.

58
, 1

.8
2]

1.
73

 [
1.

60
, 1

.8
5]

<
 0

.0
00

1

A
D

, m
m

   
 U

na
dj

us
te

d
14

.0
 [

12
.8

, 1
5.

4]
14

.0
 [

12
.9

, 1
5.

4]
14

.1
 [

12
.7

, 1
5.

5]
14

.1
 [

12
.9

, 1
5.

3]
   

0.
89

   
 A

dj
us

te
d

13
.9

 [
13

.1
, 1

5.
1]

14
.1

 [
13

.1
, 1

5.
1]

14
.3

 [
13

.2
, 1

5.
3]

14
.4

 [
13

.5
, 1

5.
2]

<
 0

.0
00

1

A
D

 / 
A

W
T

 r
at

io

   
 U

na
dj

us
te

d
8.

81
 [

7.
78

, 9
.7

4]
8.

57
 [

7.
63

, 9
.6

4]
8.

53
 [

7.
50

, 9
.4

6]
8.

40
 [

7.
31

, 9
.3

6]
<

 0
.0

00
1

   
 A

dj
us

te
d

8.
56

 [
8.

14
, 8

.9
5]

8.
61

 [
8.

19
, 9

.0
0]

8.
59

 [
8.

15
, 9

.0
0]

8.
55

 [
8.

09
, 8

.9
2]

   
0.

37

D
et

ec
ta

bl
e 

A
P 

(%
)

   
 U

na
dj

us
te

d
23

2 
(3

8%
)

21
1 

(3
5%

)
22

7 
(4

0%
)

23
7 

(4
2%

)
   

0.
07

   
 A

dj
us

te
d

20
1 

(3
1%

)
18

1 
(2

8%
)

17
8 

(2
8%

)
22

1 
(3

6%
)

   
0.

08

D
et

ec
ta

bl
e 

C
A

C
 (

%
)

   
 U

na
dj

us
te

d
12

5 
(1

9%
)

11
8 

(1
9%

)
14

8 
(2

3%
)

15
5 

(2
5%

)
   

0.
00

5

   
 A

dj
us

te
d

  7
4 

(1
3%

)
  5

9 
(1

0%
)

  7
5 

(1
3%

)
  8

4 
(1

5%
)

   
0.

20

V
al

ue
s 

sh
ow

n 
ar

e 
m

ed
ia

n 
[I

Q
R

],
 p

-t
re

nd
 f

ro
m

 J
on

ck
he

er
e–

T
er

ps
tr

a 
te

st
 f

or
 c

on
tin

uo
us

 v
ar

ia
bl

es
 a

nd
 n

 (
%

),
 p

-t
re

nd
 f

ro
m

 C
oc

hr
an

 A
rm

ita
ge

 te
st

 f
or

 c
at

eg
or

ic
al

 v
ar

ia
bl

es
.

a A
dj

us
te

d 
fo

r 
ag

e,
 s

ex
, r

ac
e/

et
hn

ic
ity

, d
ia

be
te

s 
m

el
lit

us
, h

yp
er

te
ns

io
n,

 s
m

ok
in

g 
st

at
us

, b
od

y 
m

as
s 

in
de

x,
 h

ig
h 

to
ta

l c
ho

le
st

er
ol

, l
ow

 H
D

L
 c

ho
le

st
er

ol
, a

nd
 h

ig
h 

tr
ig

ly
ce

ri
de

s.

Vasc Med. Author manuscript; available in PMC 2012 December 17.


