Effects of Estrogen on Vascular Inflammation
A Matter of Timing
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Objective—Our study aims to determine the role of time of menopause on vascular inflammation biomarkers and how it
affects their modulation by estrogen and raloxifene in postmenopausal women.
Methods and Results—Uterine arteries from 68 postmenopausal women were divided into 3 segments and cultured for 24
hours in tissue culture media containing 17β-estradiol (100 nmol/L), raloxifene (100 nmol/L), or vehicle. Assessment
of arterial concentration of 13 inflammatory biomarkers was performed by multiplex immunobead-based assay. Aging
per se has a positive correlation with the generation of several proinflammatory markers. Although short-term estradiol
exposure correlates with lower expression of tumor necrosis factor-α, vascular endothelial growth factor, and interleukin1β in all age groups, for most biomarkers aging was associated with a switch from a beneficial anti-inflammatory action
by estrogen, at earlier stages of menopause, to a proinflammatory profile after 5 years past its onset. Raloxifene has no
significant effect on the expression of all proinflammatory markers. Western blot analysis of estrogen receptor expression
(estrogen receptor-α and estrogen receptor-β) showed that estrogen receptor-β increases with aging, and this increase has
a positive correlation with the generation of several proinflammatory markers.
Conclusion—Aging alters estrogen-mediated effects on the modulation of inflammatory biomarkers in women. How
aging affects estrogen responses on vascular inflammation is not clear, but our data show a positive association between
increased estrogen receptor-β expression with aging and proinflammatory effects by estrogen. (Arterioscler Thromb
Vasc Biol. 2012;32:2035-2042.)
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V

ascular inflammation and endothelial dysfunction are
key elements in the progression of cardiovascular disease
(CVD). In most conditions that are considered cardiovascular
risk factors (eg, hypercholesterolemia and hypertension), the
vascular system or, more specifically, vascular endothelium
incites an inflammatory response that leads to the development of adherent and dysfunctional endothelial cell, which in
turn contributes to vascular damage and risk for CVD.1
In women, the processes involved in vascular damage are
thought to be slowed by the presence of estrogen.2 Nevertheless,
available data on the effects of estrogens on inflammatory process are fairly contradictory, with both anti-inflammatory3,4
and proinflammatory5 effects reported. This is further complicated by discrepant data from prospective randomized clinical
studies aimed to determine the effects of estrogen replacement
therapy on circulating markers of inflammation in postmenopausal women. These studies described that biomarkers such
as adhesion molecules and interleukins (ILs) can be increased,
decreased, or unchanged after estrogen treatment.4,6,7
Type of estrogen and cell/tissue studied, acute or chronic
stimuli, degree of tissue injury, and differences in end points
used to define the inflammatory response are some of the

factors that may explain these discrepancies. In addition, there
is a recent consensus that cardiovascular protective effects
of estrogen may be influenced by the timing of initiation of
estrogen therapy. A recent theory, called timing hypothesis,
has postulated that the effects of estrogen to prevent CVD may
occur only when treatment is initiated before the detrimental effects of aging on CVD are established in the vasculature.8 Aging, per se, is known to have a positive relationship
with the levels of inflammation biomarkers and increased risk
of CVD.9 Nonetheless, it is currently unknown whether the
effects of estrogen on vascular function and, more specifically,
vascular inflammation are modified by aging in women. In
this regard, the present study aims to evaluate the relationship
of aging with vascular inflammation biomarkers and how time
since menopause affects the modulation of inflammatory biomarkers by estrogen and raloxifene in arteries of postmenopausal women.

Methods
The protocol was approved by the Ethics Committee of Clinical
Research (Comite Etico de Investigacion Clinica Protocol 2007/3916)
from Hospital Clinic de Barcelona and conducted in compliance with
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the principles of the Helsinki Declaration. Uterine arteries were
obtained from 68 women who underwent hysterectomy because of
uterine prolapse or myoma from September 2007 to June 2009. All
patients provided written informed consent to participate in the study.
Women who have never been on hormone replacement therapy or
selective estrogen receptor modulators (raloxifene and tamoxifen)
were matched for body mass index, blood pressure, lipids, and lipoproteins. Exclusion criterion includes use of chronic anti-inflammatory
therapy, statins, angiotensin-converting enzyme inhibitors, and angiotensin receptor type 1 antagonist. At the moment of hysterectomy,
arteries were cleaned, divided into 3 segments, and cultured for 24
hours in tissue culture media containing 17β-estradiol (100 nmol/L),
raloxifene (100 nmol/L), or vehicle for further analysis of inflammation biomarkers and estrogen receptor (ER) expression. Detailed
methods related to tissue culture and treatments, multiplex assay, and
Western blot are shown in the online-only Data Supplement.

Table.

Data Analysis

Triglycerides (mg/dL), mean (SD)
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Time since menopause was defined by the age at which a woman last
had any menstrual bleeding and expressed as years passed since last
menstruation until the day of hysterectomy. Inflammation biomarker
concentration in each sample was expressed as mean concentration
from triplicate measurements normalized by the amount of protein
in each sample. The degree of linear relationship between time since
menopause and biomarker concentration found in each group (ie,
estrogen-treated, raloxifene-treated, and untreated groups), as well
as the correlation between ER-α or ER-β expression (in untreated
arteries) and biomarker concentration after treatments (estrogen or
raloxifene), was expressed as regular linear regression compared
with the use of Pearson correlation coefficient, expressed as Pearson
r value, ranging from −1 (inverse correlation) to +1 (positive correlation). The proportion of variation response shared by the 2 variables
in the model is expressed as r2. Significant correlation was accepted
at P<0.05. ANCOVA was used to compare the slopes of correlations
from untreated arteries with the slopes obtained by different treatments (17β-estradiol or raloxifene). The magnitude of estrogen and
raloxifene effects on inflammation biomarker concentration in association with time since menopause was performed by combination of
samples in age groups as follows: menopausal women up to 5 years
before hysterectomy (<5); women between 5 and 10 years past the
onset of menopause (5–10); and women >10 years past menopause
(>10). Association between time since menopause in grouped samples and estrogen or raloxifene treatments was assessed using 2-way
ANOVA, followed by Bonferroni post-test to compare replicate
means. Statistical analysis and Pearson coefficient calculation were
carried out using SPSS Statistics v18.0 software (IBM, Armonk, NY).

Results
Clinical characteristics of women who provide uterine arteries are presented in the Table. Despite all care in obtaining
samples from patients without history of CVD, a few women
in this study have presented some degree of cardiovascular
risk factors, including hypertension and hypercholesterolemia, which were equally distributed among aging groups. No
racial/ethnic-based evaluation was performed.
Aging per se has a positive correlation with vascular inflammation. Eight of 13 markers displayed a sizeable positive
relationship between time since menopause and inflammatory biomarkers (Table I in the online-only Data Supplement).
ANCOVA revealed that short-term estradiol exposure significantly affects aging-associated correlation observed in most
biomarkers (Figure 1). Estrogen treatment changed the degree
of linear correlation of inflammatory biomarkers in association
with time since menopause, although these effects were not
uniform for all markers studied (Figure 1). Although estrogen
treatment was associated with a reduction in the concentration

Baseline Demographic and Clinical Characteristics

Characteristics
Age, mean (SD)

58 (13)

Time since menopause (y), n (%)
<5

30 (44)

5–10

17 (25)

>10

21 (31)

Reason for hysterectomy, n (%)
Myoma

39 (57)

Uterine prolapse

29 (43)

BMI, mean (SD)
Total cholesterol (mg/dL), mean (SD)

28 (3.5)
212 (22)
91 (19)

History of CVD, n (%)
Hypertension

14 (21)

Stroke

0 (0)

Angina

0 (0)

Smoking, n (%)
Never

54 (80)

Past

9 (13)

Current

5 (7)

BMI indicates body mass index; CVD, cardiovascular disease.

of IL-1β, vascular endothelial growth factor, and tumor necrosis factor (TNF-α) at any stage of menopause, an increased
correlation was observed for monocyte chemotactic protein-1
and the adhesion molecules soluble intercellular adhesion
molecule-1 and soluble vascular cell adhesion molecule-1.
In addition, treatment with estrogen created a correlation that
had not previously existed between the production of IL-6
and IL-8 and time of menopause (Figure 1). Raloxifene had
no significant effects on the relationship of time since menopause with all proinflammatory markers studied (Table I in the
online-only Data Supplement). When arteries were grouped
by time after menopause, we observed a bidirectional effect
of estrogen. Although estrogen treatment was associated with
lower expression of the markers TNF-α, vascular endothelial growth factor, and IL-1β in all age groups (Figure 2), for
most of the inflammation biomarkers, time of menopause was
associated with a switch from a beneficial anti-inflammatory
action by estrogen, at earlier stages of menopause, to a proinflammatory profile after 5 years past its onset (Figure 3).
Western blot analysis of ER-α expression in nontreated arteries reveals the presence of 2 splicing variants of this receptor
in the arterial wall, the 66-kDa (ER66) and the 46-kDa (ER46)
isoforms (Figure 4A). Time since menopause does not modify
the expression of ER66, whereas a slight, although not significant, increase in the ER46 isoform was observed in the
>10-year group (Figure 4A). Analysis of ER46/ER66 ratio
was found to have no correlation with time since menopause
(Figure 4C). On the other hand, although ANOVA showed no
statistical significance among aging groups (ER46/ER66 ratio:
<5 group, 0.57±0.03; 5–10 group, 0.63±0.05; >10 group,
0.70±0.07), a significant aging-associated linear trend increase
in ER46/ER66 was observed (ANOVA post-test for linear
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Figure 1. Simple correlation analysis
between time since menopause (x axis)
and concentration of biomarkers of
inflammation (y axis) in uterine arteries
untreated (NT) and treated with 100
nmol/L 17β-estradiol (E2). Shown are the
inflammatory biomarkers that expressed
significant changes in the degree
of correlation after E2 treatment, as
determined by ANCOVA. TNF-α indicates
tumor necrosis factor-α; VEGF, vascular
endothelial growth factor; IL, interleukin;
MCP1, Monocyte chemotactic protein-1;
s-ICAM, soluble intercellular adhesion
molecule-1; s-VCAM, soluble vascular
cell adhesion molecule-1.
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trend: P=0.0075). As for ER-β, we observed a linear trend of
increase in ER-β expression with aging (ANOVA post-test for
linear trend: P=0.013), which becomes significantly higher
past 10 years of menopause onset (Figure 4B). A similar pattern of responses on ER-α and ER-β expressions was found in
arterial segments that were treated with 17β-estradiol or raloxifene (data not shown), suggesting that there is no modulation
of ER expression by these agonists in our experimental conditions (24 hours of treatment at 100 nmol/L). By correlating the
expression of ERs with arterial biomarkers of inflammation,
no association was found between these markers and ER-α
expression (Figure I in the online-only Data Supplement).
However, a significant positive relationship was observed
between ER-β expression and the proinflammatory effects of
estrogen (Figure 5). Interestingly, we also found a lower, but
positive, correlation between the expression of ER-β and the
concentration of TNF-α and IL-1β, 2 biomarkers that were
found to be downregulated by estrogen (Figure 5).

Discussion
Our data are a first step toward the understanding the effects
of aging, or rather time since menopause, in the modulation
of vascular inflammation by estrogen. Based on the principle
of the timing hypothesis, the anti- or proinflammatory potential of 2 estrogenic molecules (17β-estradiol and raloxifene)
was carefully determined by treating arterial segments from
women at different stages of menopause.
Together with the known risk factors, findings from
epidemiological and basic studies have tightly linked inflam
matory process with vascular aging.10,11 Plasma levels of
several cytokines, especially IL-6 and TNF-α, have been
described to be increased with age even in apparently healthy
individuals and in the absence of acute infection.12,13 We found
that aging has a positive correlation with several markers of
vascular inflammation in arteries from menopausal women.
Of the 13 markers analyzed, we observed a significant degree
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Figure 2. Effects of treatments with 17β-estradiol (E2) or raloxifene (ralox) on the expression of inflammatory biomarkers in uterine arteries of women grouped by age, according to time past
the onset of menopause: <5 years (<5); between 5 and 10 years
(5–10); and >10 years of menopause (>10). Shown are the biomarkers in which E2 displayed an anti-inflammatory action in all
age groups. Data are plotted as mean±SEM. *P<0.05, **P<0.01,
and *** P<0.001. TNF-α indicates tumor necrosis factor-α; VEGF,
vascular endothelial growth factor; IL, interleukin.

of correlation in 8 of them, including the adhesion molecules
E-selectin, soluble intercellular adhesion molecule-1 and
soluble vascular cell adhesion molecule-1, the cytokines
IL-1α and TNF-α, and the chemokine monocyte chemotactic
protein-1. Our data agree with previous studies establishing
that aging process is associated with a development of a more
adhesive endothelium. Increased leukocyte adhesion and
enhanced expression of adhesion molecules and chemokines
have been observed in older individuals compared with
young adult,11 as well as in senescent endothelial cells.14 On
the other hand, even though our results corroborate previous
studies showing an aging-associated increase in the cytokines
TNF-α and IL-1β, our major surprise was related to the lack

of correlation with IL-6, which has been widely described
in the literature to be associated with vascular aging process
and increased cardiovascular risk. However, the fact that IL-6
concentration was determined in plasma by the majority of
studies demonstrates the complexity on the modulation of
inflammation in different tissues. Although several inflam
matory markers may arise from atheroma plaque, reflecting
the extent of inflammation within the vascular lesion, they
might also come from nonvascular sources, reflecting inflam
matory states, such as chronic infections. As yet, the field still
needs to better establish the role and the modulation of the
distinct inflammatory markers in the vessel wall during the
progression of CVD and aging.
Because women are less likely to progress to CVD, a sexassociated difference in inflammatory responses has been
proposed. In fact, recent autopsy studies have described that
inflammatory atherosclerosis and associated acute coronary
heart disease develop earlier in life in men than in women
and are associated with death at an earlier age, although both
men and women present the same overall plaque burden.15
Also in animal models for atherosclerosis, male sex contributes to the progression of lipid deposition, remodeling, and
aortic lesions.16–18 Despite evidences, the mechanisms of such
gap are largely unknown, and few studies have addressed this
issue by determining the anti- and proinflammatory potential
of estrogen in the vasculature. Nonetheless, the available data
are rather inconclusive and fairly contradictory. Estrogen has
been described to suppress vascular inflammation by downregulation of proinflammatory molecules, including cytokines
and adhesion molecules.6,7,19–22 Inflammatory response has also
been shown to vary significantly according to the estrous cycle
in rodents.23 On the other hand, several clinical studies have
described estrogen as a proinflammatory modulator in autoimmune diseases.5 Meta-analysis of clinical evidence on the
modulating effects of estrogens reveals a striking discrepancy
with both anti- and proinflammatory effects being described.4
There is much controversy over the design and interpretation
of the clinical studies to determine the effects of estrogen in the
cardiovascular system. Recent studies have suggested that the
cardiovascular protective effects of estrogen may be influenced
by the type of estrogen and the timing of initiation of estrogen
therapy. Furthermore, the most used hormone replacement
therapy not only contains estrogenic compounds but also
progestins and, importantly, androgens that may interfere with
the beneficial effects of estradiol.24 We have recently shown
that equine estrogens display a lower transcriptional activity
and lower ability to modulate endothelial function than the
naturally occurring estrogen, 17β-estradiol.25 Consistently,
increased inflammatory effects by estrogens were mostly found
in women treated with conjugated equine estrogens, whereas
others have found reduced or unaffected levels of the same
biomarkers when women were treated with 17β-estradiol.4
In addition to estrogens, a large number of women are being
exposed to selective estrogen receptor modulators to prevent
breast cancer recurrence and osteoporosis. According to several experimental and observational studies, the selective estrogen receptor modulator raloxifene has beneficial effects on
the vascular system. Similar to estrogen, raloxifene treatment
has shown favorable effects on lipid profile and endothelial
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Figure 3. Effects of treatments with 17β-estradiol (E2) or raloxifene (ralox) on the expression of inflammatory biomarkers soluble
intercellular adhesion molecule-1 (s-ICAM), soluble vascular cell adhesion molecule-1 (s-VCAM), interleukin (IL)-6, IL-8, and monocyte
chemotactic protein-1 (MCP1) in uterine arteries of women grouped by age, according to time past the onset of menopause: <5 years
(<5); between 5 and 10 years (5–10); and >10 years of menopause (>10). Shown are the biomarkers in which E2 displayed a bidirectional
action relative to the time of menopause. Data are plotted as mean±SEM. *P<0.05, **P< 0.01, and ***P<0.001.

function.26,27 With regard to its potential as a modulator of
vascular inflammation, the little information available reveals
similar inconsistency as estrogen.28 In these studies, we found
that short-term treatment with raloxifene does not affect the
degree of correlation between time past menopause and biomarkers of inflammation. On the other hand, we observed that
17β-estradiol displays an overall inflammatory effect, because
the treatment of arteries with this hormone increases the degree
of aging-associated relationship for most biomarkers studied.
However, although our results initially suggest an inflammatory effect by estrogens, a careful look at the data reveals
a likely bidirectional effect of estrogen in some inflammatory
biomarker that is dependent on age range. In this regard, a
second analysis was performed by grouping samples according to time since menopause: up to 5 years of menopause (<5);
between 5 and 10 years of menopause (5–10); and >10 years
past the onset of menopause (>10). With this analysis, we

observed that acute treatment with estrogen induces an antiinflammatory effect only in arteries from women at early stages
of menopause (up to 5 years). In arteries of older women or
women who have more years in menopause, estrogen begins
to display a timing-dependent proinflammatory effect, suggesting that aging plays a negative role on estrogen-mediated
effects on vascular inflammation. In fact, detailed examination
of the data from the Women’s Health Initiative indicates that
early initiation of estrogen replacement produces more favorable results than the late average time of initiation used in the
Women’s Health Initiative studies overall.29–31 In support with
this hypothesis are few studies showing that aging in female
rodents is associated with significant reduction in estrogenmediated cardiovascular effects.32–34 In addition, studies have
described that timing of onset for estrogen replacement alters
the immunologic environment and the progression of vascular
inflammation and atherosclerosis formation. Ovariectomized
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Figure 4. Expression of estrogen receptor
(ER)-α (A) and ER-β (B) in untreated uterine
arteries of women grouped by age, according to time past the onset of menopause: <5
years (<5); between 5 and 10 years (5–10);
and >10 years of menopause (>10). Values
for ER-α isoforms, 46 kDa (ER46) and 66 kDa
(ER66), and ER-β were normalized by the
corresponding optical density for GAPDH,
used as the internal control. Data are plotted as mean±SEM. Significant correlation
is accepted at P<0.05. Simple correlation
analysis between time since menopause
(x axis) and expression of ER-α splicing variants ratio (46kDa/66kDa) (C) and ER-β (D)
(y axis) in untreated uterine arteries.
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women receiving estrogen immediately after ovariectomy had
significantly smaller atherosclerotic lesions than those undergoing delayed or no estrogen exposure.35
On the other hand, acute treatment with 17β-estradiol was
effective in decreasing the arterial levels of IL-1β and TNF-α
in all age groups, despite keeping the positive correlation of
those markers with aging. Both are major inflammatory cytokines crucially involved in early stages of vascular inflammation. Through endothelial stimulation, IL-1β and TNF-α
increase in synthesis and release of adhesion molecules
ICAM and VCAM and set off the inflammatory cascade.36
Corroborating our data are numerous experimental studies
describing that estradiol downregulates TNF-α and IL-1β in
different cell types and suggesting an anti-inflammatory and
vasculoprotective action by estrogens.3
However, although a decrease in levels or action of
specific cytokines has been attributed to lower risk of CVD,
the functional specificity of each biomarker to the process
of chronic inflammation and progression of vascular disease
remains uncertain. It is important to note that the mechanisms
of actions of these inflammatory markers are highly pleiotropic
and often share common pathways and, therefore, could act on
other molecules synergistically even when they are at lower
concentrations. In fact, there are reports that genetic deletion
and pharmacological neutralization of TNF-α fail to reduce
atherosclerosis in mice.37,38 Unfortunately, our study fails to
establish how this unbalanced modulation of inflammatory
biomarkers (ie, decrease of TNF-α and IL-1β in the presence

of augmented levels of other biomarkers, would account for
the overall process of vascular inflammation), and even more
important is how the acute effects of estrogen observed could
be translated into protection or vascular damage in the long
run. The major contribution of this study was to demonstrate
the aging-associated dichotomy that exists on the effects
of estrogen on inflammatory biomarkers, which draws our
attention to the need of further prospective studies designed to
better establish the effects of estrogen in the process of vascular
inflammation and risk of CVD in postmenopausal women.
The mechanisms whereby aging and long-term estrogen
withdrawn affect estrogenic responses are largely unknown,
but our data suggest a relationship between changes on
balance of ERs (ER-α isoforms and ER-β) with increased
proinflammatory effect by estrogen. The differences in
signaling through ER-α and ER-β are increasingly becoming
apparent, and, in fact, previous experimental studies have
established that increased expression of ER-β over ER-α is
associated with higher oxidative stress and atherosclerotic
plaque formation.39,40 Furthermore, emerging evidences have
shown the physiological and pathophysiological relevance
of 2 variants of ER-α to estrogen signaling—the full-length
ER-α with 66-kDa (ER66) and the ER-α isoform lacking the
N-terminal portion (ER46).41,42 Both isoforms are expressed in
the endothelial cells and are able to increase NO production.41
In this regard, a slight increase in ER46 expression, as observed,
would represent a benefit to the vascular wall. However,
studies have described that ER46 dimerizes with ER66 and
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can modify the risk for CVD remain unknown, but our data
strongly suggest that the time to start hormone replacement
therapy should be taken into account when deciding the best
therapy to treat postmenopausal women.
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Figure 5. Simple correlation analysis between the concentration
of biomarkers of inflammation after estrogen treatment (x axis)
and estrogen receptor (ER)-β expression (y axis). Shown are the
inflammatory biomarkers that expressed significant increase in
the degree of correlation after 17β-estradiol (E2) treatment, as
determined by ANCOVA.

serves as a competitive inhibitor of ER66 for DNA binding,43
and therefore an increase in ER46 may interfere with ER66
transcriptional activity and modify estrogenic responses in a
given cell. Such dual effect of ER46 could bias the efficiency
of estrogen to modulate vascular inflammation, although we
cannot determine in which direction this effect would occur,
as both a positive and negative regulation might take place in
the vessel wall. Although we interpret the results on changes
of ER profile as responsible for reversing the beneficial effects
of estrogen, we were unable to provide evidence on whether
the relationship between aging and ER expression is worse
or modified at long term, or yet, whether it can be altered by
estrogen treatment. Nonetheless, the question still arises as to
how the crosstalk between ER-α isoforms (ER46 and ER66)
and ER-β modulates the effects of estrogen in the vascular wall.
Unfortunately, sample size in these studies prevented us from
further investigation of these precise mechanisms. Entirely new
protocols and new samples are needed to address this issue and
to improve our knowledge on the mechanisms for aging and
hormonal regulation of vascular function. Despite that, our data
demonstrate that estrogen has complex biological effects under
distinct pathophysiological conditions and may influence the
risk of cardiovascular events and other outcomes. How aging
affects estrogen responses and to what extent these changes

1. Granger DN, Vowinkel T, Petnehazy T. Modulation of the inflammatory
response in cardiovascular disease. Hypertension. 2004;43:924–931.
2. Tostes RC, Nigro D, Fortes ZB, Carvalho MH. Effects of estrogen on the
vascular system. Braz J Med Biol Res. 2003;36:1143–1158.
3. Straub RH. The complex role of estrogens in inflammation. Endocr Rev.
2007;28:521–574.
4. Störk S, van der Schouw YT, Grobbee DE, Bots ML. Estrogen, inflammation and cardiovascular risk in women: a critical appraisal. Trends
Endocrinol Metab. 2004;15:66–72.
5. Cutolo M, Capellino S, Sulli A, Serioli B, Secchi ME, Villaggio B,
Straub RH. Estrogens and autoimmune diseases. Ann N Y Acad Sci.
2006;1089:538–547.
6. Störk S, Baumann K, von Schacky C, Angerer P. The effect of 17 betaestradiol on MCP-1 serum levels in postmenopausal women. Cardiovasc
Res. 2002;53:642–649.
7. Störk S, von Schacky C, Angerer P. The effect of 17beta-estradiol on
endothelial and inflammatory markers in postmenopausal women: a randomized, controlled trial. Atherosclerosis. 2002;165:301–307.
8. Harman SM. Estrogen replacement in menopausal women: recent
and current prospective studies, the WHI and the KEEPS. Gend Med.
2006;3:254–269.
9. Singh T, Newman AB. Inflammatory markers in population studies of
aging. Ageing Res Rev. 2011;10:319–329.
10. Seals DR, Jablonski KL, Donato AJ. Aging and vascular endothelial
function in humans. Clin Sci. 2011;120:357–375.
11. Csiszar A, Wang M, Lakatta EG, Ungvari Z. Inflammation and endothelial dysfunction during aging: role of NF-kappaB. J Appl Physiol.
2008;105:1333–1341.
12. Donato AJ, Black AD, Jablonski KL, Gano LB, Seals DR. Aging is associated with greater nuclear NF kappa B, reduced I kappa B alpha, and
increased expression of proinflammatory cytokines in vascular endothelial cells of healthy humans. Aging Cell. 2008;7:805–812.
13. Bruunsgaard H, Pedersen M, Pedersen BK. Aging and proinflammatory
cytokines. Curr Opin Hematol. 2001;8:131–136.
14. Yanaka M, Honma T, Sato K, Shinohara N, Ito J, Tanaka Y, Tsuduki T,
Ikeda I. Increased monocytic adhesion by senescence in human umbilical
vein endothelial cells. Biosci Biotechnol Biochem. 2011;75:1098–1103.
15. Frink RJ. Gender gap, inflammation and acute coronary disease: are
women resistant to atheroma growth? Observations at autopsy. J Invasive
Cardiol. 2009;21:270–277.
16. Pereira TM, Nogueira BV, Lima LC, Porto ML, Arruda JA, Vasquez EC,
Meyrelles SS. Cardiac and vascular changes in elderly atherosclerotic
mice: the influence of gender. Lipids Health Dis. 2010;9:87.

2042   Arterioscler Thromb Vasc Biol   August 2012

Downloaded from http://ahajournals.org by on August 7, 2020

17. Surra JC, Guillén N, Arbonés-Mainar JM, Barranquero C, Navarro MA,
Arnal C, Orman I, Segovia JC, Osada J. Sex as a profound modifier of atherosclerotic lesion development in apolipoprotein E-deficient mice with
different genetic backgrounds. J Atheroscler Thromb. 2010;17:712–721.
18. Holm P, Andersen HL, Arrøe G, Stender S. Gender gap in aortic cholesterol accumulation in cholesterol-clamped rabbits: role of the endothelium and mononuclear-endothelial cell interaction. Circulation.
1998;98:2731–2737.
19. Kip KE, Marroquin OC, Shaw LJ, Arant CB, Wessel TR, Olson MB,
Johnson BD, Mulukutla S, Sopko G, Merz CN, Reis SE. Global
inflammation predicts cardiovascular risk in women: a report from the
Women’s Ischemia Syndrome Evaluation (WISE) study. Am Heart J.
2005;150:900–906.
20. Sumino H, Ichikawa S, Ohyama Y, Takahashi T, Saito Y, Nakamura T,
Kanda T, Kurabayashi M. Effect of transdermal hormone replacement
therapy on the monocyte chemoattractant protein-1 concentrations and
other vascular inflammatory markers and on endothelial function in postmenopausal women. Am J Cardiol. 2005;96:148–153.
21. Friedrich EB, Clever YP, Wassmann S, Hess C, Nickenig G. 17Betaestradiol inhibits monocyte adhesion via down-regulation of Rac1
GTPase. J Mol Cell Cardiol. 2006;40:87–95.
22. Arenas IA, Armstrong SJ, Xu Y, Davidge ST. Tumor necrosis factor-alpha
and vascular angiotensin II in estrogen-deficient rats. Hypertension.
2006;48:497–503.
23. Sunday L, Tran MM, Krause DN, Duckles SP. Estrogen and progestagens differentially modulate vascular proinflammatory factors. Am J
Physiol Endocrinol Metab. 2006;291:E261–E267.
24. Dubey RK, Imthurn B, Barton M, Jackson EK. Vascular consequences of
menopause and hormone therapy: importance of timing of treatment and
type of estrogen. Cardiovasc Res. 2005;66:295–306.
25. Novensa L, Selent J, Pastor M, Sandberg K, Heras M, Dantas AP. Equine
estrogens impair nitric oxide production and endothelial nitric oxide synthase transcription in human endothelial cells compared with the natural
17{beta}-estradiol. Hypertension. 2010;56:405–411.
26. Abdullah KN, Raoof A, Raoof M. Effectiveness and safety of raloxifene in post-menopausal females. J Coll Physicians Surg Pak.
2005;15:266–269.
27. Sbarouni E, Flevari P, Kroupis C, Kyriakides ZS, Koniavitou K,
Kremastinos DT. The effects of raloxifene and simvastatin on plasma
lipids and endothelium. Cardiovasc Drugs Ther. 2003;17:319–323.
28. Francucci CM, Camilletti A, Boscaro M. Raloxifene and cardiovascular health: its relationship to lipid and glucose metabolism, hemostatic
and inflammation factors and cardiovascular function in postmenopausal
women. Curr Pharm Des. 2005;11:4187–4206.
29. Rossouw JE, Prentice RL, Manson JE, Wu L, Barad D, Barnabei VM,
Ko M, LaCroix AZ, Margolis KL, Stefanick ML. Postmenopausal hormone therapy and risk of cardiovascular disease by age and years since
menopause. JAMA. 2007;297:1465–1477.
30. Prentice RL, Manson JE, Langer RD, Anderson GL, Pettinger M,
Jackson RD, Johnson KC, Kuller LH, Lane DS, Wactawski-Wende J,

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.
42.

43.

Brzyski R, Allison M, Ockene J, Sarto G, Rossouw JE. Benefits and
risks of postmenopausal hormone therapy when it is initiated soon after
menopause. Am J Epidemiol. 2009;170:12–23.
Grodstein F, Manson JE, Stampfer MJ. Hormone therapy and coronary
heart disease: the role of time since menopause and age at hormone initiation. J Womens Health (Larchmt). 2006;15:35–44.
Wynne FL, Payne JA, Cain AE, Reckelhoff JF, Khalil RA. Age-related
reduction in estrogen receptor-mediated mechanisms of vascular
relaxation in female spontaneously hypertensive rats. Hypertension.
2004;43:405–412.
LeBlanc AJ, Reyes R, Kang LS, Dailey RA, Stallone JN, Moningka NC,
Muller-Delp JM. Estrogen replacement restores flow-induced vasodilation in coronary arterioles of aged and ovariectomized rats. Am J Physiol
Regul Integr Comp Physiol. 2009;297:R1713–R1723.
Lekontseva ON, Rueda-Clausen CF, Morton JS, Davidge ST.
Ovariectomy in aged versus young rats augments matrix metalloproteinase-mediated vasoconstriction in mesenteric arteries. Menopause.
2010;17:516–523.
Cann JA, Register TC, Adams MR, St Clair RW, Espeland MA, Williams
JK. Timing of estrogen replacement influences atherosclerosis progression and plaque leukocyte populations in ApoE-/- mice. Atherosclerosis.
2008;201:43–52.
Karatzis EN. The role of inflammatory agents in endothelial function and their contribution to atherosclerosis. Hellenic J Cardiol.
2005;46:232–239.
Schreyer SA, Vick CM, LeBoeuf RC. Loss of lymphotoxin-alpha but
not tumor necrosis factor-alpha reduces atherosclerosis in mice. J Biol
Chem. 2002;277:12364–12368.
Schreyer SA, Peschon JJ, LeBoeuf RC. Accelerated atherosclerosis in mice lacking tumor necrosis factor receptor p55. J Biol Chem.
1996;271:26174–26178.
Kim J, Kim JY, Song KS, Lee YH, Seo JS, Jelinek J, GoldschmidtClermont PJ, Issa JP. Epigenetic changes in estrogen receptor beta gene
in atherosclerotic cardiovascular tissues and in-vitro vascular senescence. Biochim Biophys Acta. 2007;1772:72–80.
Novensà L, Novella S, Medina P, Segarra G, Castillo N, Heras M,
Hermenegildo C, Dantas AP. Aging negatively affects estrogens-mediated effects on nitric oxide bioavailability by shifting ERa/ERß balance
in female mice. PLoS ONE. 2011;6:e25335.
Kim KH, Toomre D, Bender JR. Splice isoform estrogen receptors as
integral transmembrane proteins. Mol Biol Cell. 2011;22:4415–4423.
Li L, Haynes MP, Bender JR. Plasma membrane localization and function of the estrogen receptor alpha variant (ER46) in human endothelial
cells. Proc Natl Acad Sci USA. 2003;100:4807–4812.
Flouriot G, Brand H, Denger S, Metivier R, Kos M, Reid G, SonntagBuck V, Gannon F. Identification of a new isoform of the human estrogen receptor-alpha (hER-alpha) that is encoded by distinct transcripts
and that is able to repress hER-alpha activation function 1. EMBO J.
2000;19:4688–4700.

