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Abstract
Background and Purpose —Periodontal disease results in tooth loss, may contribute to
systemic inflammation, and is associated with stroke. We examined cross-sectional associations
between tooth loss, inflammation markers, stroke, race, and geographic region among participants
in the REasons for Geographic And Racial Differences in Stroke (REGARDS) Study of whites
and blacks ≥45 years.

Methods —We studied 24393 participants. Associations of tooth loss and inflammation markers
(C-reactive protein (CRP), white blood cell count (WBC) and albumin) were examined by linear
regression, and associations of tooth loss with geographic region, race, and prevalent stroke by
logistic regression.

Results —Compared to whites, blacks had an odds ratio of 1.48 (95% confidence interval 1.37–
1.60) of having more teeth lost. There were no geographic differences in tooth loss. Compared to
no tooth loss, those with 17–32 teeth lost had 1.17 mg/L higher CRP (p < 0.0001) and 0.18 ×109/L
higher WBC (p = 0.008), did not differ in albumin, and had an odds ratio of prevalent stroke of
1.28 (1.09–1.49). Those with 1–16 teeth lost did not differ in CRP and WBC, had 0.03 g/dL higher
albumin (p = 0.004), and had no increased stroke prevalence. CRP or WBC did not attenuate
associations between tooth loss and stroke.

Conclusions —Tooth loss, which varied with race, but not region of residence, was associated
with inflammation markers and stroke. The latter association was not confounded by inflammation
markers.
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Introduction
Periodontal disease, a major cause of tooth loss in adults, is an infectious condition and an
inflammatory disorder.1,2 Accumulating evidence supports a causal association between
periodontal infection and atherosclerosis.3,4 One possible mechanism is through the
association of oral bacteria with platelet aggregation, a key event in the development of
thrombosis. In addition, atheroma can be enhanced by exposure to periodontal pathogens.5
Periodontal disease is associated with higher C-reactive protein (CRP) levels, higher white
blood cell count (WBC), and levels of other acute phase proteins.2,6 Inflammation markers
are in turn related to the development and progression of atherosclerosis. A recent small
clinical trial suggested that intensive periodontal treatment reduced CRP level,7 and another
small trial showed that full-mouth tooth extraction reduced both CRP and WBC.8 Tooth loss
is associated with noninvasive measures of atherosclerosis, such as carotid wall thickening,
stenosis, and carotid plaque prevalence.9,10 Periodontal disease and/or tooth loss were
associated with stroke and transient ischemic attack (TIA) in previous studies.11 Based on
these findings, it is hypothesized that chronic infection due to periodontal disease has a
causal relation to atherosclerosis mediated by changes in inflammation and the immune
response, with subsequent causative relationships to stroke and heart disease.2,12

Higher stroke mortality rates in the Southeastern United States “Stroke Belt” have persisted
for many years,13,14 and stroke mortality rates among blacks are higher than in whites.
15,16 We hypothesized that tooth loss, as a surrogate for periodontal disease, would be
associated with higher levels of inflammation markers and with stroke, and would be more
common in blacks than whites and in the Stroke Belt compared to the rest of the United
States. We also hypothesized that inflammation markers confound the association between
tooth loss and stroke. We examined these hypotheses using cross-sectional baseline data
from the REasons for Geographic And Racial Differences in Stroke (REGARDS) Study.

Materials and methods
The REGARDS Study, a national, population-based, longitudinal study of black and white
adults aged 45 years and over, was designed to determine causes for excess stroke mortality
in the Southeastern U.S. and among blacks.14 The “Stroke Belt” refers to a region of high
stroke mortality in the Southeastern US that includes eight states. Approximately 50% of the
REGARDS study participants were selected from the Stroke Belt and approximately 50%
from the remaining 40 contiguous states. REGARDS collected baseline data in a multistep
manner, including a telephone contact, telephone interviews (collecting data on
demographic factors, socio-economic status (SES), and stroke risk factors) and in-home
visits (including physical examination, electrocardiogram (ECG), and blood collection).14

Subjects
At the time of the analysis (December 2007), 30101 participants had completed the
telephone interviews and an in-home visit. Excluding those with missing data on tooth loss
(n=1152), income (n=3501), diabetes (n=852), hypertension (n=115), smoking status
(n=67), education (n=12), race (n=7), and age (n=2) resulted in 24393 participants included
in these analyses. Further excluding those with missing data on outcomes or covariates
(WBC and albumin were added in an ancillary study after approximately 8000 participants
had been evaluated) resulted in 22972, 15863, and 16837 participants in the analyses of the
associations between tooth loss and CRP, WBC, and albumin, respectively; 22862 in the
analyses of the associations between tooth loss and stroke; and 23506 participants in the
analyses of the associations between tooth loss and region of residence.
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Laboratory Analysis
All samples were collected by trained personnel using standardized procedures in
participants’ homes (or locations of their choice) after a 10–12 hour fast and centrifuged
within 2 hours of collection. Serum or plasma was separated and shipped overnight in
transfer vials on gel ice packs to the central laboratory. CRP was measured in plasma during
enrollment utilizing a validated, high-sensitivity, particle-enhanced immunonepholometric
assay (N High Sensitivity CRP, Dade Behring Inc., Deerfield, IL). WBC was measured the
day after sample collection by automated cell counting (Beckman Coulter, Inc., Fullerton,
CA). Total cholesterol, HDL-cholesterol, triglyceride, albumin, and glucose were measured
the day after sample collection in serum (Johnson & Johnson Clinical Diagnostics,
Rochester, NY).

Definitions of variables
Tooth loss was defined as number of teeth lost due to gum disease (obtained from responses
to “Have you lost any of your teeth due to gum disease?” and “How many teeth have you
lost due to gum disease?”), with results categorized into classes of none, 0, 1–16 (half or
less), or 17–32 teeth lost. Prevalent stroke was defined as a positive response to either “Were
you ever told by a physician that you had a stroke?” or “Were you ever told by a physician
that you had a mini-stroke or TIA, also known as a transient ischemic attack?” Region of
residence was dichotomized as residence in the Stroke Belt or the other 40 contiguous states.
Coronary heart disease (CHD) was defined as self-reported myocardial infarction (MI),
coronary artery bypass graft, angioplasty or stenting, or evidence of MI by
electrocardiogram. Diabetes was defined as fasting glucose>126 mg/dL, non-fasting
glucose>200 mg/dL, or taking medicine or insulin for diabetes. Per the US third report of the
National Cholesterol Education Program (NCEP) Expert Panel,17 hyperlipidemia was
defined as use of lipid-lowering medication, total cholesterol ≥ 240 mg/dL, LDL cholesterol
≥ 160 mg/dL, or HDL cholesterol ≤ 40 mg/dL. Hypertension was defined as systolic blood
pressure ≥ 140 mm Hg, diastolic blood pressure ≥ 90 mm Hg, or taking medicine for
hypertension. Smoking status was based on telephone interviews and categorized as never
smoking, past smoking, or current smoking. Body mass index (BMI) was calculated as kg/
m2. Atrial fibrillation was based on ECG.

Analysis
All analyses were performed with SAS for Windows (version 9.1). CRP was log-
transformed (denoted by logCRP) to normalize its distribution and results were
exponentiated for presentation. Linear regression was used to investigate the associations
between tooth loss and CRP, WBC, and albumin. Logistic regression was used to investigate
the association between tooth loss and stroke, and ordinal (or ordered) logistic regression
was used to investigate the association between tooth loss and region of residence, treating
tooth loss categories as ordinal response. Analyses were unadjusted and adjusted for
demographic factors (race, age, and sex), socio-economic status (income and education), and
other stroke risk factors, depending on the model.

Results
Baseline characteristics by tooth loss are shown in Table 1. Of the 24393 participants,
85.9%, 7.6%, and 6.5% had no teeth lost, 1–16 teeth lost, and 17–32 teeth lost, respectively.
Tooth loss was more likely for those in the Stroke Belt and among participants who were
black, older, female, had lower socioeconomic status, were past or current smokers, and had
CHD, stroke/TIA, diabetes, hyperlipidemia, and hypertension (Table 1). ANOVA and
multiple comparisons (or post hoc tests) indicated that CRP and WBC were higher and
albumin was lower in those with the highest tooth loss category compared to those with no
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tooth loss (Table 1), and that CRP and WBC were also higher in those with 1–16 teeth lost
compared to those with no tooth loss. Albumin did not differ between the 1–16 tooth loss
and no tooth loss groups.

Associations between tooth loss and region of residence or race are shown in Table 2. The
association between tooth loss and region of residence was not significant (p > 0.05) in
univariate analysis. While there was a significantly elevated risk of tooth loss in the Stroke
Belt in the demographic-adjusted model (odds ratio (OR) = 1.09; 95% confidence interval
(CI) 1.01–1.17; p = 0.0254), this difference was not present after adjustment for socio-
economic status. Compared to whites, the OR of having a higher category of tooth loss for
blacks was 1.84 (95% CI 1.71–1.98) in univariate analysis. The OR was higher after
adjustment for demographic factors and was attenuated by further adjustment for SES. In the
fully adjusted model, including adjustment for CHD, diabetes, hyperlipidemia, hypertension,
smoking status, and BMI, the OR was 1.48 (95% CI 1.37–1.60; Table 2).

Results for associations between tooth loss and inflammation markers are shown in Table 3.
CRP increased step-wise with increasing tooth loss. Those with 1–16 teeth lost had a mean
CRP 1.15 mg/L higher than those without tooth loss (p < 0.0001), and those with 17–32
teeth lost had a mean 1.48 mg/L higher than those without tooth loss (p < 0.0001). Adjusting
for demographic factors and SES modestly attenuated these differences. In the fully adjusted
model (with further adjustment for CHD, diabetes, hyperlipidemia, hypertension, smoking
status, and BMI), the difference in CRP between those with no tooth loss and those with 1–
16 teeth lost was not significant, but the difference remained significant for those with 17–
32 teeth lost (1.17 mg/L; p < 0.0001). A similar association was observed between tooth loss
and WBC. Associations of albumin with tooth loss were smaller than for CRP or WBC,
were in the opposite direction expected in the fully adjusted model, and were limited to
those with 1–16 teeth lost (Table 3).

Associations between tooth loss and stroke are shown in Table 4. In univariate analyses, the
ORs of prevalent stroke for those with 1–16 teeth lost and those with 17–32 teeth lost,
compared to those with no teeth lost, were 1.25 (95% CI 1.06–1.46) and 2.06 (95% CI 1.78–
2.38), respectively. The ORs were attenuated by adjustment for demographic factors and
SES, and were decreased to 1.13 (95% CI 0.96–1.34) and 1.27 (95% CI 1.09–1.49),
respectively, by further adjustment for CHD, diabetes, hyperlipidemia, hypertension,
smoking status, atrial fibrillation, and logCRP. In addition, based on a simple model with
adjustment only for race, age, and sex, adding logCRP or WBC did not attenuate the odds of
prevalent stroke.

Discussion
Our analyses confirmed previous reports that tooth loss, as a measure of periodontal disease,
was significantly associated with inflammation markers2,6–8 and prevalent stroke.1,18–21
In addition, we found that tooth loss was more likely in blacks than whites, but was not more
common in the Stroke Belt after accounting for socioeconomic status. Since tooth loss is
more prevalent among black participants and is also associated with the risk of stroke and
stroke risk factors, periodontal disease may be contributing to the racial disparity in stroke.
In support of this, blacks were reported to have more tooth loss caused by oral bacteria,22
which induces platelet activation and is associated with platelet aggregation, and through
this association, blacks may be more prone to developing thrombosis and atherosclerosis
than their white counterparts.5 Even if tooth loss was associated with stroke risk, the lack of
a regional difference in the prevalence of tooth loss would suggest that it is not playing a
role in the geographic disparities in stroke. However, it is well known that tooth loss is
associated with lower SES and that black have lower average SES than white. This
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contributes to the racial disparity in tooth loss and also leaves uncertainty whether SES,
race, or both, might have been contributing to the racial disparity in stroke. We have
attempted to address this concern by assessing the impact of race after covariate adjustment
for SES, using income and education as surrogates. While income and education may not
completely quantify SES, the racial differences do persist after the adjustment.

Because noninvasive measures of atherosclerosis, such as carotid wall thickening or
stenosis, are risk factors for ischemic stroke, and the extent of tooth loss has been correlated
with carotid plaque prevalence,9 one might expect an association between tooth loss and
stroke. Our analysis of the REGARDS baseline data provided positive evidence of the
association, and the finding is consistent with existing literature. 1,18–21 We found,
however, that adjustment for CRP or WBC did not weaken the association of tooth loss and
stroke. This finding might imply that there are potential mediators other than inflammation
between tooth loss and stroke.

In addition, our finding of a lack of geographic variation in tooth loss is concordant with the
longitudinal data from NHANES I, where Eklund (1994) found no geographic differences in
the incidence of total tooth loss during the 10 years between the surveys comparing the
southern and other regions of the US.23 Noting that the southern area in NHANES I covered
all 8 southern states in the Stroke Belt, the REGARDS baseline data and NHANES I data
are consistent with respect to tooth loss.

The strengths of this study are the use of a large national cohort with substantial
representation of blacks and use of a central laboratory. The limitations of this study should
also be noted. Analyses were limited due to the cross-sectional design. In addition, we
obtained information about prevalent stroke/TIA from the responses of participants and used
self-report of the number of tooth lost due to gum disease as a surrogate for periodontal
disease. These may have introduced measurement errors and contributed underestimated
associations. However, data from INVEST support the use of this surrogate for periodontal
disease.24 Furthermore, since this study is large, the “noise” in self-reported tooth lost can
be partially overcome by the large sample size.

In summary, tooth loss was positively associated with CRP, WBC, and stroke/TIA.
Inflammatory markers CRP and WBC did not confound associations between tooth loss and
stroke. While disparities in periodontal disease may contribute to racial disparities in stroke,
more precise measures of oral health and SES are needed to fully assess this relationship.

Acknowledgments
This research project is supported by cooperative agreement U01 NS041588 from the National Institute of
Neurological Disorders and Stroke, National Institutes of Health, Department of Health and Human Services.
Representatives of the funding agency have been involved in the review and approval of the manuscript but not
directly involved in the collection, management, analysis or interpretation of the data. The authors acknowledge the
participating investigators and institutions for their valuable contributions: University of Alabama at Birmingham,
Birmingham, Alabama (Study PI, Data Coordinating Center, Survey Research Unit): George Howard, Leslie
McClure, Virginia Howard, Libby Wagner, Virginia Wadley, Rodney Go; University of Vermont (Central
Laboratory): Mary Cushman; Wake Forest University (ECG Reading Center): Ron Prineas; Alabama Neurological
Institute (Stroke Validation Center, Medical Monitoring): Camilo Gomez, Susanna Bowling; University of
Arkansas for Medical Sciences (Survey Research): LeaVonne Pulley; University of Cincinnati (Clinical
Neuroepidemiology): Brett Kissela, Dawn Kleindorfer; Examination Management Services Incorporated (In-Home
Visits): Andra Graham; National Institute of Neurological Disorders and Stroke, National Institutes of Health
(funding agency): Claudia Moy.

You et al. Page 5

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
1. Pihlstrom BL, Michalowicz BS, Johnson NW. Periodontal diseases. Lancet. 2005 Nov 19;

366(9499):1809–20. [PubMed: 16298220]

2. Loos BG. Systemic markers of inflammation in periodontitis. J Periodontol. 2005 Nov; 76(11
Suppl):2106–15. [PubMed: 16277583]

3. Elkind MS, Cole JW. Do common infections cause stroke? Semin Neurol. 2006 Feb; 26(1):88–99.
Review. [PubMed: 16479447]

4. Beck JD, Offenbacher S. Systemic effects of periodontitis: epidemiology of periodontal disease and
cardiovascular disease. J Periodontol. 2005 Nov; 76(11 Suppl):2089–100. [PubMed: 16277581]

5. Genco R, Offenbacher S, Beck J. Periodontal disease and cardiovascular disease: epidemiology and
possible mechanisms. J Am Dent Assoc. 2002 Jun; 133(Suppl):14S–22S. Review. [PubMed:
12085720]

6. Salzberg TN, Overstreet BT, Rogers JD, Califano JV, Best AM, Schenkein HA. C-reactive protein
levels in patients with aggressive periodontitis. J Periodontol. 2006 Jun; 77(6):933–9. [PubMed:
16734565]

7. D’Aiuto F, Parkar M, Nibali L, Suvan J, Lessem J, Tonetti MS. Periodontal infections cause
changes in traditional and novel cardiovascular risk factors: results from a randomized controlled
clinical trial. Am Heart J. 2006 May; 151(5):977–84. [PubMed: 16644317]

8. Taylor BA, Tofler GH, Carey HM, Morel-Kopp MC, Philcox S, Carter TR, Elliott MJ, Kull AD,
Ward C, Schenck K. Full-mouth tooth extraction lowers systemic inflammatory and thrombotic
markers of cardiovascular risk. J Dent Res. 2006 Jan; 85(1):74–8. [PubMed: 16373685]

9. Söder B, Yakob M. Risk for the development of atherosclerosis in women with a high level of
dental plaque and severe gingival inflammation. Int J Dent Hyg. 2007; 5:133–8. [PubMed:
17615021]

10. Beck JD, Eke P, Lin D, Madianos P, Couper D, Moss K, Elter J, Heiss G, Offenbacher S.
Associations between IgG antibody to oral organisms and carotid intima-medial thickness in
community-dwelling adults. Atherosclerosis. 2006; 187:439–40. [PubMed: 16546197]

11. Ford PJ, Yamazaki K, Seymour GJ. Cardiovascular and oral disease interactions: what is the
evidence? Prim Dent Care. 2007; 14(2):59–66. Review. [PubMed: 17462139]

12. Mattila KJ, Pussinen PJ, Paju S. Dental infections and cardiovascular diseases: a review. J
Periodontol. 2005 Nov; 76(11 Suppl):2085–8. [PubMed: 16277580]

13. Howard, George; Evans, Gregory W.; Pearce, Kevin; Howard, Virginia J.; Bell, Ronny A.; Mayer,
Elizabeth J.; Burke, Gregory L. Is the Stroke Belt Disappearing? An Analysis of Racial, Temporal,
and Age Effects. Stroke. 1995; 26:1153–1158. [PubMed: 7604406]

14. Howard VJ, Cushman M, Pulley L, Gomez CR, Go RC, Prineas RJ, Graham A, Moy CS, Howard
G. The reasons for geographic and racial differences in stroke study: objectives and design.
Neuroepidemiology. 2005; 25(3):135–43. [PubMed: 15990444]

15. Howard G, Anderson R, Sorlie P, Andrews V, Backlund E, Burke GL. Ethnic differences in stroke
mortality between non-Hispanic whites, Hispanic whites, and blacks. The National Longitudinal
Mortality Study. Stroke. 1994; 25:2120–2125. [PubMed: 7974531]

16. Broderick, Joseph; Brott, Thomas; Kothari, Rashmi; Miller, Rosie; Khoury, Jane; Pancioli, Arthur;
Gebel, James; Mills, Debbie; Minneci, Laura; Shukla, Rakesh. The Greater Cincinnati/Northern
Kentucky Stroke Study: Preliminary First-Ever and Total Incidence Rates of Stroke Among
Blacks. Stroke. 1998; 29:415–421. [PubMed: 9472883]

17. Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults.
Executive Summary of the Third Report of the National Cholesterol Education Program (NCEP)
Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult
Treatment Panel III). JAMA. 2001; 285:2486–2497. [PubMed: 11368702]

18. Abnet CC, Qiao YL, Dawsey SM, Dong ZW, Taylor PR, Mark SD. Tooth loss is associated with
increased risk of total death and death from upper gastrointestinal cancer, heart disease, and stroke
in a Chinese population-based cohort. Int J Epidemiol. 2005 Apr; 34(2):467–74. Epub 2005 Jan
19. [PubMed: 15659476]

You et al. Page 6

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



19. Shirotani T, Takahara T, Wada K, Matsushita Y, Ono K. Tooth loss and the incidence of ischemic
stroke. No To Shinkei. 2005 Apr; 57(4):314–9. Japanese. [PubMed: 15948404]

20. Johansson A, Johansson I, Eriksson M, Ahren AM, Hallmans G, Stegmayr B. Systemic antibodies
to the leukotoxin of the oral pathogen Actinobacillus actinomycetemcomitans correlate negatively
with stroke in women. Cerebrovasc Dis. 2005; 20(4):226–32. Epub 2005 Aug 22. [PubMed:
16123541]

21. Pow EH, Leung KC, Wong MC, Li LS, McMillan AS. A longitudinal study of the oral health
condition of elderly stroke survivors on hospital discharge into the community. Int Dent J. 2005
Oct; 55(5):319–24. [PubMed: 16245468]

22. Beck JD, Koch GG, Rozier RG, Tudor GE. Prevalence and risk indicators for periodontal
attachment loss in a population of older community-dwelling blacks and whites. J Periodontol.
1990 Aug; 61(8):521–8. [PubMed: 2391631]

23. Eklund SA, Burt BA. Risk factors for total tooth loss in the United States; longitudinal analysis of
national data. J Public Health Dent. 1994 Winter;54(1):5–14. [PubMed: 8164192]

24. Desvarieux, Moïse; Demmer, Ryan T.; Rundek, Tatjana; Boden-Albala, Bernadette; Jacobs, David
R., Jr; Papapanou, Panos N.; Sacco, Ralph L. Relationship Between Periodontal Disease, Tooth
Loss, and Carotid Artery Plaque: The Oral Infections and Vascular Disease Epidemiology Study
(INVEST). Stroke. 2003; 34:2120–2125. [PubMed: 12893951]

You et al. Page 7

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

You et al. Page 8

Ta
bl

e 
1

B
as

el
in

e 
ch

ar
ac

te
ri

st
ic

s 
by

 n
um

be
r 

of
 te

et
h 

lo
st

, (
%

 o
r 

m
ea

n±
SD

 (
n)

)

Sa
m

pl
e 

si
ze

N
um

be
r 

of
 t

ee
th

 lo
st

P
 v

al
ue

*
0

1–
16

17
–3

2

T
ot

al
24

39
3

85
.9

7.
6

6.
5

R
eg

io
n

0.
00

09

 
O

th
er

 r
eg

io
ns

10
93

7
85

.9
8.

1
6.

0

 
St

ro
ke

 B
el

t
13

44
4

86
.0

7.
2

6.
9

R
ac

e
<

.0
00

1

 
W

hi
te

14
48

9
89

.0
6.

2
4.

8

 
B

la
ck

99
04

81
.5

9.
6

8.
9

A
ge

<
.0

00
1

 
45

–5
4

32
33

90
.0

7.
1

2.
9

 
55

–6
4

95
74

86
.4

8.
4

5.
2

 
65

–7
4

77
08

84
.5

7.
3

8.
2

 
75

–8
4

34
60

84
.0

6.
7

9.
4

 
85

+
41

8
85

.6
6.

0
8.

4

G
en

de
r

0.
00

04

 
M

al
e

11
41

7
86

.8
7.

3
5.

9

 
F

em
al

e
12

97
6

85
.2

7.
8

7.
0

In
co

m
e

<
.0

00
1

 
<$

20
K

49
00

78
.4

8.
7

12
.9

 
$2

0K
-$

34
K

66
70

84
.3

7.
7

8.
0

 
$3

5K
-7

4K
83

27
87

.8
7.

9
4.

2

 
$7

5+
44

96
92

.9
5.

6
1.

5

E
du

ca
ti

on
<

.0
00

1

 
L

T
 H

S
27

95
77

.6
7.

5
14

.9

 
H

S
61

78
83

.2
8.

2
8.

6

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

You et al. Page 9

Sa
m

pl
e 

si
ze

N
um

be
r 

of
 t

ee
th

 lo
st

P
 v

al
ue

*
0

1–
16

17
–3

2

 
So

m
e 

C
ol

le
ge

66
17

86
.4

8.
0

5.
6

 
C

ol
le

ge
+

88
03

90
.2

6.
9

2.
9

C
H

D
<

.0
00

1

 
N

o
18

93
5

87
.0

7.
5

5.
5

 
Y

es
54

58
82

.2
8.

0
9.

9

St
ro

ke
/T

IA
<

.0
00

1

 
N

o
22

04
2

86
.6

7.
5

6.
0

 
Y

es
23

51
80

.1
8.

7
11

.2

D
ia

be
te

s
<

.0
00

1

 
N

o
19

17
0

87
.4

7.
3

5.
3

 
Y

es
52

23
80

.5
8.

6
10

.9

H
yp

er
lip

id
em

ia
<

.0
00

1

 
N

o
98

20
87

.4
7.

5
5.

2

 
Y

es
14

20
1

84
.9

7.
7

7.
4

H
yp

er
te

ns
io

n
<

.0
00

1

 
N

o
10

26
9

88
.6

7.
0

4.
4

 
Y

es
14

12
4

84
.0

8.
0

8.
0

Sm
ok

in
g

<
.0

00
1

 
N

ev
er

10
99

1
89

.9
5.

8
4.

3

 
P

as
t

98
24

84
.4

8.
4

7.
2

 
C

ur
re

nt
35

78
78

.0
10

.8
11

.2

%
 (

m
ea

n±
SD

)

C
R

P
 (

m
g/

L
)

23
51

8
2.

2±
3.

3(
20

22
7)

2.
5±

3.
2(

17
76

)
3.

2±
3.

3(
15

15
)

<
.0

00
1

W
B

C
 (

10
9 /

L
)

16
30

7
5.

9±
2.

0(
14

07
2)

6.
0±

2.
1(

12
15

)
6.

3±
2.

7(
10

20
)

<
.0

00
1

A
lb

um
in

 (
g/

L
)

17
30

8
4.

2±
0.

3(
14

93
0)

4.
2±

0.
3(

12
93

)
4.

1±
0.

3(
10

85
)

<
.0

00
1

* T
he

 P
 v

al
ue

s 
w

er
e 

ba
se

d 
on

 c
hi

-s
qu

ar
e 

te
st

 o
r 

an
al

ys
is

 o
f 

va
ri

an
ce

.

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

You et al. Page 10
† L

T
 H

S 
=

L
es

s 
T

ha
n 

H
ig

h 
Sc

ho
ol

, H
S 

=
 H

ig
h 

Sc
ho

ol
.

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

You et al. Page 11

Ta
bl

e 
2

A
ss

oc
ia

tio
ns

 b
et

w
ee

n 
to

ot
h 

lo
ss

 a
nd

 r
eg

io
n 

an
d 

ra
ce

L
og

is
ti

cs
 r

eg
re

ss
io

n 
m

od
el

s 
†

U
ni

va
ri

at
e 

an
al

ys
is

*
D

F
 M

od
el

D
F

+S
E

S 
M

od
el

D
F

+S
E

S+
R

F
 M

od
el

n
O

R
95

%
C

I
P

 v
al

ue
O

R
95

%
C

I
P

 v
al

ue
O

R
95

%
C

I
P

 v
al

ue
O

R
95

%
C

I
P

 v
al

ue

R
eg

io
n

 
O

th
er

 r
eg

io
ns

10
54

1

 
St

ro
ke

 B
el

t
12

96
5

1.
01

0.
93

1.
08

0.
88

23
1.

09
1.

01
1.

17
0.

02
54

1.
02

0.
94

1.
10

0.
69

18
1.

03
0.

95
1.

11
0.

49
78

R
ac

e

 
W

hi
te

14
02

9

 
B

la
ck

94
77

1.
84

1.
71

1.
98

<
.0

00
1

1.
90

1.
76

2.
04

<
.0

00
1

1.
55

1.
43

1.
68

<
.0

00
1

1.
48

1.
37

1.
60

<
.0

00
1

* L
og

is
tic

 r
eg

re
ss

io
n 

m
od

el
s 

w
ith

 R
eg

io
n 

or
 R

ac
e 

al
on

e 
as

 p
re

di
ct

or
;

† D
F=

de
m

og
ra

ph
ic

 f
ac

to
rs

; S
E

S=
so

ci
o-

ec
on

om
ic

 s
ta

tu
s 

(i
nc

om
e 

an
d 

ed
uc

at
io

n)
; f

ul
l m

od
el

 a
dj

us
te

d 
fo

r 
ra

ce
, a

ge
, s

ex
, S

E
S,

 s
m

ok
in

g 
st

at
us

, d
ia

be
te

s,
 a

nd
 lo

gC
R

P.

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

You et al. Page 12

Ta
bl

e 
3

A
ss

oc
ia

tio
n 

be
tw

ee
n 

in
fl

am
m

at
io

n 
m

ar
ke

rs
 a

nd
 to

ot
h 

lo
ss

 a
nd

 r
ac

e

L
in

ea
r 

re
gr

es
si

on
 m

od
el

s 
†

M
ar

ke
r

T
oo

th
 lo

ss
U

ni
va

ri
at

e 
an

al
ys

is
*

D
F

 M
od

el
D

F
+S

E
S 

M
od

el
D

F
+S

E
S+

R
F

 M
od

el

n
R

eg
. C

oe
f.

P
 v

al
ue

R
eg

. C
oe

f.
P

 v
al

ue
R

eg
. C

oe
f.

P
 v

al
ue

R
eg

. C
oe

f.
P

 v
al

ue

C
R

P
 (

g/
dL

)
0 

lo
st

19
74

9

1–
16

 lo
st

17
40

1.
15

<
.0

00
1

1.
08

0.
00

54
1.

07
0.

02
01

1.
02

0.
42

68

17
–3

2 
lo

st
14

83
1.

48
<

.0
00

1
1.

38
<

.0
00

1
1.

27
<

.0
00

1
1.

17
<

.0
00

1

W
B

C
 (

×
10

9 /
L

)
0 

lo
st

13
68

1

1–
16

 lo
st

11
88

0.
17

0.
00

92
0.

26
<

.0
00

1
0.

22
0.

00
05

0.
07

0.
23

74

17
–3

2 
lo

st
99

4
0.

45
<

.0
00

1
0.

57
<

.0
00

1
0.

43
<

.0
00

1
0.

18
0.

00
78

A
lb

um
in

 (
g/

dL
)

0 
lo

st
14

51
5

1–
16

 lo
st

12
63

0.
00

0.
71

37
0.

02
0.

04
12

0.
02

0.
01

61
0.

03
0.

00
44

17
–3

2 
lo

st
10

59
−

0.
06

<
.0

00
1

−
0.

02
0.

02
91

−
0.

01
0.

33
08

0.
00

0.
96

63

* L
in

ea
r 

re
gr

es
si

on
 m

od
el

s 
w

ith
 to

ot
h 

lo
ss

 o
r 

R
ac

e 
al

on
e 

as
 p

re
di

ct
or

.

† D
F=

de
m

og
ra

ph
ic

 f
ac

to
rs

; S
E

S=
so

ci
o-

ec
on

om
ic

 s
ta

tu
s 

(i
nc

om
e 

an
d 

ed
uc

at
io

n)
; f

ul
l m

od
el

 a
dj

us
te

d 
fo

r 
ra

ce
, a

ge
, s

ex
, S

E
S,

 c
or

on
ar

y 
he

ar
t d

is
ea

se
, d

ia
be

te
s,

 h
yp

er
lip

id
em

ia
, h

yp
er

te
ns

io
n,

 s
m

ok
in

g 
st

at
us

,
an

d 
B

M
I.

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

You et al. Page 13

Ta
bl

e 
4

A
ss

oc
ia

tio
n 

be
tw

ee
n 

to
ot

h 
lo

ss
 a

nd
 s

tr
ok

e

N
um

be
r

of
 t

oo
th

lo
st

In
cr

em
en

ta
l l

og
is

ti
cs

 r
eg

re
ss

io
n 

m
od

el
s 

(n
) 

†

U
ni

va
ri

at
e 

an
al

ys
is

*
D

F
 M

od
el

D
F

+S
E

S 
M

od
el

D
F

+S
E

S+
R

F
 M

od
el

n
St

ro
ke

(%
)

O
R

95
%

C
I

P
 v

al
ue

O
R

95
%

C
I

P
 v

al
ue

O
R

95
%

C
I

P
 v

al
ue

O
R

95
%

C
I

P
 v

al
ue

0
19

65
2

8.
72

1–
16

17
30

10
.6

4
1.

25
1.

06
1.

46
0.

00
72

1.
23

1.
05

1.
45

0.
01

13
1.

22
1.

04
1.

44
0.

01
53

1.
13

0.
96

1.
34

0.
13

73

17
–3

2
14

80
16

.4
2

2.
06

1.
78

2.
38

<
.0

00
1

1.
77

1.
52

2.
05

<
.0

00
1

1.
53

1.
31

1.
78

<
.0

00
1

1.
27

1.
09

1.
49

0.
00

22

* L
og

is
tic

 r
eg

re
ss

io
n 

m
od

el
s 

w
ith

 T
oo

th
 lo

ss
 o

r 
R

ac
e 

al
on

e 
as

 p
re

di
ct

or
;

† D
F=

de
m

og
ra

ph
ic

 f
ac

to
rs

 (
ra

ce
, a

ge
, s

ex
);

 S
E

S=
so

ci
o-

ec
on

om
ic

 s
ta

tu
s 

(i
nc

om
e 

an
d 

ed
uc

at
io

n)
; f

ul
l m

od
el

 a
dj

us
te

d 
fo

r 
ra

ce
, a

ge
, s

ex
, S

E
S,

 c
or

on
ar

y 
he

ar
t d

is
ea

se
, d

ia
be

te
s,

 h
yp

er
lip

id
em

ia
, h

yp
er

te
ns

io
n,

 s
m

ok
in

g 
st

at
us

, a
tr

ia
l f

ib
ri

lla
tio

n,
 a

nd
 lo

gC
R

P.

Atherosclerosis. Author manuscript; available in PMC 2013 April 23.


