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ABSTRACT
Background: Cardiovascular disease is a major cause of morbidity and mortality in COPD. Endothelial
dysfunction is suggested to be one of the pathogenetic mechanisms involved. This is a systematic review
and meta-analysis of studies using any available functional method to examine differences in endothelial
function between patients with COPD and individuals without COPD (controls).
Methods: Literature search involved PubMed and Scopus databases. Eligible studies included adult patients
and evaluated endothelial damage via functional methods. The Newcastle–Ottawa scale was applied to
evaluate the quality of retrieved studies. Subgroup analyses were performed to explore heterogeneity across
the studies. Funnel plots were constructed to evaluate publication bias.
Results: Of the 21 reports initially identified, 19 studies with a total of 968 participants were included in
the final meta-analysis. A significantly impaired response in endothelium-dependent (weighted mean
between-group difference (WMD) −2.59, 95% CI −3.75 to −1.42) and -independent vasodilation (WMD
−3.13, 95% CI −5.18 to −1.09) was observed in patients with COPD compared to controls. When pooling
all studies together, regardless of the technique used for assessment of vascular reactivity, pronounced
endothelial dysfunction was observed in COPD compared to controls (standardised mean difference
(SMD) −1.19, 95% CI −1.69 to −0.68). Subgroup analysis showed that the difference was larger when
patients with COPD were compared with nonsmoking controls (SMD −1.75, 95% CI −2.58 to −0.92).
Sensitivity analyses confirmed the results.
Conclusions: Patients with COPD have significantly impaired endothelial function compared to controls
without COPD. Future studies should delineate the importance of endothelial dysfunction towards
development of cardiovascular disease in COPD.
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Introduction
COPD is a chronic inflammatory pulmonary disease characterised by partially reversible airflow obstruction,
affecting ∼12% of the global population [1]. COPD is a major source of morbidity and mortality; death rates
from COPD have been rising rapidly over the past decades, and it is now considered to be the third leading
cause of death worldwide [2]. Cardiovascular disease contributes significantly to mortality and disease
severity [3]. The degree of airflow obstruction is an independent predictor of adverse cardiovascular
outcomes, such as myocardial infarction, stroke, congestive heart failure and sudden cardiovascular death
[4, 5], insinuating a causal relationship between airflow limitation and cardiovascular disease [4].
Although cardiovascular disease and COPD share a major risk factor (i.e. smoking), and various common
systemic manifestations, including diabetes mellitus, hypertension and obesity [6, 7], the underlying
mechanisms have not been fully established. Among the latter, chronic systemic inflammation, oxidative
stress, chronic hypoxia, arterial stiffness and endothelial dysfunction are proposed to significantly affect the
link between these two entities [8]. In fact, endothelial dysfunction is shown not only to contribute to the
development of cardiovascular disease in this population, but is also related to COPD severity [9]. Moreover,
ageing could be another potential link. Vascular endothelial dysfunction occurs during the human ageing
process and is accompanied by deterioration in the balance between vasodilator and vasoconstriction
substances produced by the endothelium; pathophysiological mechanisms include alterations related to
oxidative stress, changes in pro-inflammatory cytokines levels and senescence of endothelial cells [10]. As
hallmarks of accelerated ageing and lung cell senescence, including telomere shortening, genomic instability,
mitochondrial dysfunction and stem cell exhaustion are all observed in various proportions in COPD lungs,
the “ageing hypothesis” for COPD has been developed, suggesting that this syndrome, with both respiratory
and systemic manifestations, represents a manifestation of accelerated ageing [11, 12]. Furthermore,
endothelial dysfunction manifested in the pulmonary vessels plays a central role in pulmonary arterial
hypertension development [9], a condition that further exacerbates morbidity and mortality in COPD [13].
Endothelial dysfunction, defined as a state of imbalance between endothelium-derived relaxing and
contracting factors, is the earliest stage of atherosclerosis [14]. Starting from the very invasive method of
the epicardial coronary angiography after intracoronary infusion of vasoactive drugs, several less invasive
functional techniques (i.e. venous occlusion plethysmography (VOP), forearm flow-mediated dilatation
(FMD), peripheral arterial tonometry (PAT), nailfold capillaroscopy, laser-speckle contrast imaging/
analysis (LSCI/LASCA), etc.) and biomarkers (i.e. asymmetric dimethylarginine, endothelial microparticles,
inflammation markers, etc.) have been used to evaluate peripheral endothelial function in individuals with
high cardiovascular risk [14]. Despite the fact that all these techniques have boosted the research in this
field, none of them has been established as a diagnostic tool for cardiovascular events prediction in daily
clinical practice so far [15]. In COPD, FMD is the most widespread used functional method for peripheral
endothelial function assessment, whereas in the recent years the application of PAT has gained more
ground due to its noninvasive and operator-independent nature [16].
Previous meta-analyses in the field conducted some years ago demonstrated that patients with COPD had
impaired endothelial function compared to controls, and that this decline was proportionally associated with
the degree of airway obstruction [17, 18]. Despite their interesting results, these works carried some important
methodological errors in the design and execution of the meta-analysis (e.g. double counts and
units-of-analysis errors) and included studies that used only FMD for endothelial function assessment
[17, 18]. FMD examines the function of conduit arteries, but does not provide information about
microvascular function and hyperaemia within the tissue itself (assessed by other methods, e.g. PAT, LASCA,
near-infrared spectroscopy, etc.) [15, 19]. Furthermore, although FMD is correlated with coronary endothelial
function, it has been suggested that microvascular dysfunction may be an earlier indicator of cardiovascular
risk [15]. In light of the above, we conducted an updated systematic review and meta-analysis of studies using
any available functional method to examine differences in endothelial function between patients with COPD
and individuals without COPD.

Materials and methods
This systematic review and meta-analysis was conducted in accordance with the Preferred Reporting Items
for Systematic Reviews and Meta Analyses and the Meta Analysis of Observational Studies in Epidemiology
guidelines (supplementary table 1). All research was conducted according to a protocol submitted to the
PROSPERO database (www.crd.york.ac.uk/PROSPERO/ identifier number CRD42021225836).
Search strategy and eligibility criteria
A systematic literature search was conducted in the PubMed and Scopus databases (from database
inception to 25 November 2020), using a combination of free-text terms and relevant Medical Subject
Headings (MeSH). Keywords and an example of our search strategy used in PubΜed are presented in
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supplementary table 2. Manual checking of reference lists of retrieved articles and reports, including relevant
reviews and meta-analyses was performed to identify additional and potentially relevant articles.
Observational studies (cohorts, case–control and cross-sectional studies) assessing endothelial function in
patients with COPD compared to controls (healthy individuals or patients with concomitant diseases other
than COPD), as well as clinical trials (if a control group was included at baseline and relevant baseline
comparisons were available) were considered eligible. All types of semi-invasive and noninvasive functional
methods based on Doppler ultrasound, plethysmography, laser Doppler, near-infrared spectroscopy or novel
techniques, based on optical coherence techniques for assessment of endothelial damage (FMD,
nitroglycerine-mediated dilatation (NMD), PAT, laser-doppler flowmetry (LDF), VOP, LASCA, nailfold
capillaroscopy, near-infrared spectroscopy, arterial glycocalyx) were included. In our inclusion criteria, we
accepted studies evaluating endothelial function of both conduit arteries and microvessels. Pre-clinical
studies, studies with nonadult patients, studies evaluating endothelial dysfunction via serum biomarkers or
invasive methods and studies evaluating endothelial function during acute exacerbation were excluded. The
search strategy was developed with English language restriction.
Study selection and data extraction
Two authors (MT, DB) examined thoroughly the titles and abstracts of records retrieved throughout the
search, and then independently performed full-text assessment to identify eligible studies, unblinded to the
records’ authors and institutions. A data extraction form designed according to the Cochrane checklist of
items, containing fields for all important data on study design, demographics, outcome measurements and
details relevant to quality assessment was completed for each eligible study by the two authors. All
disagreements on study selection and data collection were solved by a third senior reviewer (MA). In cases
of missing data, study authors were contacted by e-mail to try to retrieve original data.
Quality assessment tool
Assessment of the quality of the eligible studies was performed by the two reviewers (MT, DB) according
to the Newcastle–Ottawa scale (NOS), a tool developed for quality assessment of nonrandomised studies,
with a different scale corresponding to every study’s design (cohort or case–control studies) [20]. The
NOS is a nine-point scale that involves the appraisal of methodological issues and their reporting. The
scoring system encompasses three major domains ( participant selection, group comparability and
ascertainment of exposure); scores range from 0 to 9, with scores ⩾7 indicating high-quality studies
(supplementary table 3).
Statistical analyses
For studies assessing endothelial function using the same method, the weighted-mean between-group
difference (WMD) was calculated with pertinent 95% confidence intervals when data were expressed in the
same measurement scale ( proportional change from baseline, mL·min−1 per 100 mL tissue). When data
from different studies corresponding to the same method were expressed in different measurement scales
or when pooling all available data from all types of methods of functional evaluation of endothelial
damage, the respective standardised mean difference (SMD) with 95% confidence intervals was used. For
all studies (including all methods of assessment), subgroup analysis was performed on the basis of sex,
presence of coronary artery disease (CAD) and controls’ smoking status. Finally, we planned to explore
robustness of our findings by means of a sensitivity analysis excluding studies judged as poor quality
(NOS <7). For studies reporting median and range or interquartile range values, we calculated mean±SD
values based on relevant formulas [21]. For studies including multiple comparator groups (e.g. group 1:
patients with COPD and CAD; group 2: patients with COPD without CAD; group 3: controls with CAD;
group 4: controls without CAD), all relevant groups were combined to create a single pair-wise
comparison in order to avoid a unit-of-analysis error [22]. Similarly for subgroup analysis with a shared
group (e.g. patients with COPD) and different comparator groups (smoker and nonsmoker controls),
shared group was divided out approximately evenly among subgroup comparisons [22]. When pooling all
available data from the total of studies in order to calculate the SMD, for those studies assessing
endothelial function with more than one method, data reported from one method exclusively were
included.
We evaluated statistical heterogeneity across studies using Cochran’s Q test ( p<0.1 indicating existence of
heterogeneity) along with the I2 statistic (with a result >50% suggesting significant heterogeneity).
A funnel plot of all studies assessing endothelial function was examined for the presence of asymmetry.
The random-effects meta-analytic model was used to combine our data due to the existence of high
clinical and methodological between-study heterogeneity. The inverse-variance method was used to
estimate study weights, but with shared intervention groups divided out approximately evenly among the
comparisons. Statistical analyses were performed using Review Manager (RevMan, version 5.3).
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Results
Search results
The study selection process is presented as flow diagram in supplementary figure 1. The searches
identified in total 1726 reports; after removing duplicates (n=395), 1331 studies were screened at a title/
abstract level. Following the assessment of 50 full-text reports, we excluded 29. Hence, 21 studies enrolling
638 patients with COPD and 595 controls were included in this systematic review. Of the 21 studies, only
19 studies (with 968 participants) [23–41] were included in the quantitative analysis, since available data
for the other two were inadequate [42, 43]. The authors were contacted by email requesting supplementary
data, with one of them responding [35].
Quality assessment
Our search did not identify any cohort or cross-sectional studies, so the NOS for case–control studies was
used. The overall study quality assessment for studies included in this analysis is depicted in
supplementary table 3. According to the NOS score, 16 studies where classified as high quality (NOS ⩾7)
and the remaining three studies as low quality [25, 28, 29].
Publication bias
As presented in supplementary figure 2, asymmetry in the funnel plot suggests that some small studies
with nonsignificant results might be missing, therefore indicating that the possibility of publication bias
could not be excluded.
Study characteristics
Of the 21 studies included in this systematic review, 16 studies evaluated endothelial function only via
FMD (eight used NMD) [28–43], two only via VOP (forearm blood flow (FBF) assessment after
bradykinin infusion) [23, 24], one study via FMD and VOP (FBF after a typical post-occlusion reactive
hyperaemia protocol) [25], one study via PAT [26] and one study via flow-mediated skin fluorescence
(FMSF) [27]. Seven studies included patients with COPD, without overt cardiovascular disease [23, 26,
31–33, 39, 40] and one study included patients with co-existing COPD and CAD [25]. Regarding sex
distribution, four studies included only male participants [23–25, 43], while no study was conducted only
in female patients. Table 1 and supplementary table 4 show the characteristics of the studies included.
Endothelial function assessment via FMD
Across 15 studies evaluating endothelial function by measuring FMD of the brachial artery, a significantly
lower endothelium-dependent vasodilatation of WMD −2.59 (95% CI −3.75 to −1.42) was observed in
patients with COPD compared to controls, but with high heterogeneity across studies (I2=96%, p<0.00001)
(figure 1a).
Endothelial function assessment via PAT
Only one study explored endothelial function via PAT in patients with COPD and healthy controls,
showing a markedly impaired reactive hyperaemia index in the former (figure 1b).
Endothelial function assessment via VOP in the forearm
Only one study evaluated FBF during reactive hyperaemia (figure 1c), without noting significant
differences between patients with COPD and controls (COPD 9.8±4.6 mL·min−1 per 100 mL tissue versus
control 8.9±3.8 mL·min−1 per 100 mL tissue; p=0.577). Across the two studies evaluating FBF after
bradykinin infusion, calculation of a WMD between patients with COPD and controls could not be
performed due to differences in measurement scales of reported results, so data had to be pooled using
SMD. No significant differences in FBF were observed between the patients with COPD and controls
(SMD −2.31, 95% CI −7.08 to 2.44; I2=96%, p<0.00001) (figure 1c). Overall, endothelium-dependent
vasodilation (expressed via FBF after reactive hyperaemia or bradykinin infusion) was nonsignificantly
lower in COPD, compared to controls (SMD −1.31, 95% CI −3.28 to 0.67) (figure 1c).
Endothelial function assessment via FMSF
As expected due to the novelty of the method, only one study has used FMSF to assess endothelial
function in COPD, reporting that hyperaemic response did not differentiate between the two study groups
(−3.70, 95% CI −9.01 to 1.61) (figure 1d).

https://doi.org/10.1183/23120541.00983-2020

4

https://doi.org/10.1183/23120541.00983-2020

TABLE 1 Characteristics of studies included in this systematic review and meta-analysis
First author, year
[ref.]

Assessment
method

Measurements
and scale

BARAK, 2017 [30]

FMD

BARR, 2007 [42]

FMD

BLUM, 2014 [28]

FMD

COSTANZO, 2017 [29]

FMD

EICKHOFF, 2008 [31]

FMD and
NMD

GELINAS, 2017 [32]

FMD and
NMD

HARTMANN, 2016 [33]

FMD and
NMD

IVES, 2014 [34]
KEYMEL, 2018 [25]

FMD
FMD and
NMD, VOP

FMD

MACLAY, 2009 [23]

VOP

MAJEWSKI, 2020 [27]

FMSF

MALERBA, 2018 [26]

PAT

Controls

Subjects
n

Age
years

Male
%

FEV1
%

CVD

FMD% (% proportional
change from baseline)

17

69.0±8.1

64.7

31.8±11.0

FMD% (% proportional
change from baseline)
FMD% (% proportional
change from baseline)
FMD% (% proportional
change from baseline)

44

n/a

54.5

23

64.4±8.4

41

FMD% and NMD% (%
proportional change from
baseline)
FMD% and NMD% (%
proportional change from
baseline)
FMD% and NMD% (%
proportional change from
baseline)
FMD% (% proportional
change from baseline)
FMD%, NMD% (%
proportional change from
baseline) and FBF after
reactive hyperaemia
(mL·min−1 per 100 mL tissue)
FMD% (% proportional
change from baseline)
FBF after bradykinin infusion
(mL·min−1 per 100 mL tissue)
Reactive hyperaemia (%
proportional change from
baseline)
RHI

#

Subjects
n

Age
years

Male
%

Smoking status

5.9

10

65.3±7.3

70.0

n/a

n/a

63

70.0±5.0

54.0

Former smokers
n=4;
nonsmokers n=6
Former smokers

56.0

45.0±14.0

26.0

22

44.7±11.7

46.0

Nonsmokers

74.0±5.8

56.1

61.9±16.6

35

73.8±6.6

45.7

n/a

60

62.0±8.0

56.6

41.0±18.0

n/a (0% CAD,
but data about
PAD and
stroke
missing)
0

40

60.9±10.4

37.5

Nonsmokers n=20;
smokers n=20

24

69.9±2.8

54.2

68.0±19.0

0

20

62.6±1.1

50.0

n/a (excluded if
>10 pack-years)

10

67.0±3.0

40.0

60.0±5.0

0

10

66.0±2.0

40.0

Nonsmokers

30

66.0±2.0

50.0

55.0±4.0

6.66

30

66.0±2.0

50.0

Nonsmokers

17

66.0±8.0

100

59.0±17.0

100.0

16

64±10.0

100

Former smokers
n=16

63

60.4±1.0

100

45.1±2.4

n/a

95

57.3±1.7

100

18

65.0±5.4

100

47.6±20.1

0

17

63.0±6.0

100

57% former or
current smokers
Nonsmokers

26

66.9±8.3

42.3

63.7±13.1

7.69

20

52.5±13.2

60.0

16

74.2±8.6

62.5

69.5±19.0

0

16

75.1±3.2

62.5

Smokers n=2;
former smokers
n=3;
nonsmokers n=15
Smokers n=3;
former smokers
n=7;
nonsmokers n=6
Continued
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TABLE 1 Continued
First author, year
[ref.]

Assessment
method

Measurements
and scale

MARCHETTI, 2011 [35]

FMD and
NMD

MORO, 2008 [36]

FMD and
NMD

FMD% and NMD% (%
proportional change from
baseline)
FMD% and NMD% (%
proportional change from
baseline)

OZBEN, 2010 [37]

FMD and
NMD

PICCARI, 2020 [38]

FMD

PIZARRO, 2014 [39]

FMD and
NMD

RODRIGUEZ-MIGUELEZ,
2015 [40]
YANG, 2017 [24]

FMD

ZELT, 2018 [41]

FMD

VOP

Controls

Subjects
n

Age
years

Male
%

FEV1
%

CVD

8

61.0±8.0

50.0

33.0±22.0

44

76.7

61.4

30

64.2±10.9

61¶

#

Subjects
n

Age
years

Male
%

Smoking status

0

9

53.0±6.0

66.6

Nonsmokers

n/a

15.9

48

73.4

27.1

73.3

51.0±15.0

33.3

20

61.9±7.4

75.0

Smokers n=7;
former smokers
n=15;
nonsmokers n=26
Nonsmokers

62.5±4.7

83.6

43.6±19.7

n/a

47¶

55.2±8.1

44.7

62

62.0±8.0

93.5

53.0±18.0

0

35

58.5±7.1

19.0

17

56.0±7.0

35.3

58.0±15.0

0

15

58.0±7.0

33.3

12

63.0±6.0

100

53.0±13.0

n/a

12

64.0±7.0

100

16

66.0±8.0

31.3

86.2±13.8

12.5

16

64.0±8.0

43.8

Nonsmokers n=26;
smokers n=20
Nonsmokers n=18;
smokers n=17
Nonsmokers n=13;
smokers n=2
Nonsmokers

Smoker n=1;
former smokers
n=4; nonsmokers
n=11

Data are presented as mean±SD, unless otherwise stated. FEV1: forced expiratory volume in 1 s; CVD: cardiovascular disease; FMD: flow-mediated dilatation; n/a: not available; CAD:
coronary artery disease; PAD: peripheral artery disease; NMD: nitroglycerin-mediated dilatation; VOP: venous occlusion plethysmography; FBF: forearm blood flow; FMSF:
flow-mediated skin fluorescence; PAT: peripheral arterial tonometry; RHI: reactive hyperaemia index. #: includes CAD, PAD and stroke; ¶: n=1 participant excluded from analysis due to
missing data.

6

COPD | M.P. THEODORAKOPOULOU ET AL.

FMD% and NMD% (%
proportional change from
baseline)
FMD% (% proportional
change from baseline)
FMD% and NMD% (%
proportional change from
baseline)
FMD% (% proportional
change from baseline)
FBF after bradykinin infusion
(% proportional change from
baseline)
FMD% (% proportional
change from baseline)
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a)
Study or subgroup

COPD
Mean±SD

Total

Controls
Mean±SD

Total

1.1.1 Endothelial function assessment via FMD
17
10
Barak et al. (2017)
5.03± 1.51
7.88±1.81
23
22
–0.6± 6.3
15.6±7.6
Blum et al. (2014)
41
Costanzo et al. (2017)
35
14.2± 8
12.3±6.8
60
Eickhoﬀ et al. (2008)
40
11± 3
17.5±2.9396
24
20
4.7± 1.9
4.3±2.3
Gelinas et al. (2017)
10
10
6± 0.9
5.9±1
Hartmann et al. (2016)
30
30
3.1± 0.5
6.7±0.6
lves et al. (2014)
17
Keymel et al. (2018)
16
3.4± 0.5
4.2±0.6
8
Marchetti et al. (2011)
9
5.1± 2.4
10.8±4.7
44
48
5.4± 3.1
8.9±2.1
Moro et al. (2008)
Ozben et al. (2010)
30
20
10.42± 4.86
9.77±3.83
60 8.7496±5.3461
46
4.6425± 3.2181
Piccari et al. (2020)
62 1.4323±2.2953
Pizarro et al. (2014)
35
0.63± 2.67
17
15
7.1±2.6
Rodriguez-Miguelez et al. (2015) 5.0765± 2.2208
Zelt et al. (2018)
16
16
4.11± 3.16
5.08±2.79
459
Subtotal (95% CI)
372
Heterogeneity: Tau2 = 4.40; Chi-squared=317.98, df=14 (p<0.00001); I2=96%
Test for overall eﬀect: z=4.36 (p<0.0001)

7.2
–2.85 (–4.18, –1.52)
4.0 –16.20 (–20.29, –12.11)
1.90 (–1.43, 5.23)
4.8
–6.50 (–7.69, –5.31)
7.4
0.40 (–0.86, 1.66)
7.3
0.10 (–0.73, 0.93)
7.7
8.0
–3.60 (–3.88, –3.32)
–0.80 (–1.18, –0.42)
7.9
–5.70 (–9.19, –2.21)
4.6
–3.50 (–4.59, –2.41)
7.5
0.65 (–1.77, 3.07)
5.9
–4.11 (–5.85, –2.36)
6.8
0.80 (–1.81, 0.21)
7.5
–2.02 (–3.71, –0.34)
6.8
–0.97 (–3.04, 1.10)
6.4
–2.59 (–3.75, –1.42)
100.0

372 100.0%

459

Total (95% CI)

–2.59 (–3.75, –1.42)

Heterogeneity: Tau2=4.40; Chi-squared=317.98, df=14 (p<0.00001); I2=96%
Test for overall eﬀect: z=4.36 (p<0.0001)
Test for subqroup diﬀerences: not applicable

b)
Study or subgroup

COPD
Mean±SD Total

2.1.1 Endothelial assessment via PAT (RHI)
Malerba et al. (2018)
0.27± 0.52
16
Subtotal (95% CI)
16
Heterogeneity: not applicable
Test for overall eﬀect: z=4.33 (p<0.0001)

Controls
Mean±SD
0.85±0.13

Total (95% CI)
16
Heterogeneity: not applicable
Test for overall eﬀect: z=4.33 (p< 0.0001)
Test for subgroup diﬀerences: not applicable

c)

COPD
Mean±SD Total
Study or subgroup
3.1.1 FBF during reactive hyperaemia (VOP)
9.8± 4.6
Keymel et al. (2018)
Subtotal (95% CI)
Heterogeneity: not applicable
Test for overall eﬀect: z=0.59 (p=0.55)

17
17

Total

Mean diﬀerence
IV, random (95% CI)

Mean diﬀerence
Weight
IV, random (95% CI)
%

–20

Weight
%

Mean diﬀerence
IV, fixed (95% CI)

16
16

100.0
100.0

–0.58 (–0.84, –0.32)
–0.58 (–0.84, –0.32)

16

100.0

–0.58 (–0.84, –0.32)

–10
0
10
20
Worse endothelial function in COPD Worse endothelial function in controls

Mean diﬀerence
IV, fixed (95% CI)

–1
–0.5
0
0.5
1
Worse endothelial function in COPD
Worse endothelial function in controls

Controls
Mean±SD
8.9±3.8

Total
16
16

Weight Std mean diﬀerence
%
IV, random (95% CI)
35.4
35.4

0.21 (–0.48, 0.89)
0.21 (–0.48, 0.89)

16± 9
15.6± 6.4
18
17
35.5
Maclay et al. (2009)
552± 103
1314± 191
12
12
Yang et al. (2017)
29.1
30
29
64.6
Subtotal (95% CI)
Heterogeneity: Tau2 =11.31; Chi-squared=27.48, df=1 (p<0.00001); I2=96%
Test for overall eﬀect: z=0.95 (p=0.34)

0.05 (–0.61, 0.71)
–4.79 (–6.48, –3.11)
–2.31 (–7.05, 2.44)

Std mean diﬀerence
IV, random (95% CI)

3.1.2 FBF during bradykinin infusion (VOP)

Total (95% CI)

47

45

100.0

–1.31 (–3.28, 0.67)

Heterogeneity: Tau2=2.72; Chi-squared=30.42, df=1 (p<0.00001); I2=93%
Test for overall eﬀect: z=1.29 (p=0.20)
Test for subgroup diﬀerences: Chi-squared=1.06, df=1 (p=0.30), I2=5.4%

d)

COPD
Mean±SD

–4
–2
Worse endothelial function in COPD

Weight
%

Mean diﬀerence
IV, fixed (95% CI)

Controls
Mean±SD

Total

4.1.1 Endothelial function assessment via FMSF
9.7±13.4
26
13.4±2.9
Majewski et al. (2020)
26
Subtotal (95% CI)

20
20

100.0
100.0

–3.70 (–9.01, 1.61)
–3.70 (–9.01, 1.61)

20

100.0

–3.70 (–9.01, 1.61)

Study or subgroup

Total

0

2
4
Worse endothelial function in controls

Mean diﬀerence
IV, fixed (95% CI)

Heterogeneity: not applicable
Test for overall eﬀect: z=1.37 (p=0.17)
Total (95% CI)
26
Heterogeneity: not applicable
Test for overall eﬀect: z=1.37 (p=0.17)
Test for subgroup diﬀerences: not applicable

–10
–5
0
5
10
Worse endothelial function in COPD
Worse endothelial function in controls

FIGURE 1 Forest plot of the difference in a) flow-mediated dilatation (FMD%); b) reactive hyperaemia index (RHI), assessed by peripheral arterial
tonometry (PAT); c) forearm blood flow (FBF) assessed by venous occlusion plethysmography (VOP); and d) reactive hyperaemia assessed using
flow-mediated skin fluorescence (FMSF), among patients with COPD and non-COPD controls.
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Study or subgroup

COPD
Mean±SD

Total

Controls
Mean±SD

Total

5.1.1 Endothelial function assessment via NMD
27.5±7.0747
22±6
60
40
Eickhoﬀ et al. (2008)
18±7
17±5
24
20
Gelinas et al. (2017)
8.9±2.5
17
16
7.8±2.5
Keymel et al. (2018)
21.4±6
8
9
Marchetti et al. (2011) 13.3±4.5
31.2±11.8
30
20
29.1±8.5
Ozben et al. (2010)
62 17.3163±4.9998
35
Pizarro et al. (2014)
14.6±7.48
201
140
Subtotal (95% Cl)
Heterogeneity: Tau2=3.62; Chi-squared=12.91, df=5 (p=0.02); l2=61%
Test for overall eﬀect: z=3.00 (p=0.003)

Mean diﬀerence
IV, random (95% CI)

Weight
Mean diﬀerence
%
IV, random (95% CI)
19.9
15.3
24.9
10.7
8.4
20.8
100

–5.50 (–8.17, –2.83)
–1.00 (–4.66, 2.66)
–1.10 (–2.81, 0.61)
–8.10 (–13.11, –3.09)
–2.10 (–8.10, 3.90)
–2.72 (–5.21, –0.22)
–3.13 (–5.18, –1.09)

100%
Total (95% CI)
201
140
Heterogeneity: Tau2=3.62; Chi-squared=12.91, df=5 (p=0.02); l2=61%
Test for overall eﬀect: z=3.00 (p=0.003)
Test for subgroup diﬀerences: not applicable

–3.13 (–5.18, –1.09)
–10

–5

0

Worse endothelial function in COPD

5

10

Worse endothelial function in controls

FIGURE 2 Forest plot of the difference in nitroglycerine-mediated dilatation (NMD%) among patients with COPD and non-COPD controls.

Endothelial function assessment via NMD
Across six studies evaluating endothelium-independent vasodilation by the use of NMD, a significantly
impaired response by WMD −3.13 (95% CI −5.18 to −1.09) was observed in patients with COPD
compared to controls, with moderate heterogeneity (I2=61%, p=0.02) (figure 2).
Endothelial function assessment via all methods ( pooled analysis)
When pooling all studies together, regardless of the type of method used for assessment of vascular reactivity,
pronounced endothelial dysfunction was observed in patients with COPD compared to non-COPD controls
(SMD −1.19, 95% CI −1.69 to −0.68), but with high heterogeneity (I2=92%, p<0.00001) (figure 3).
Subgroup analysis
In order to explore the heterogeneity across the included studies, subgroup analysis comparing endothelial
function according to smoking status of controls was performed (figure 4). In the 12 studies comparing
patients with COPD and nonsmoking controls, a more prominent endothelial dysfunction was evident
in patients with COPD compared to nonsmoking controls (SMD −1.75, 95% CI −2.58 to −0.92; I2=93%,
p<0.00001), while no significant differences were observed between patients with COPD and smoking
controls (SMD −0.78, 95% CI −1.87 to 0.32; I2=89%, p<0.0001).
Moreover, we performed subgroup analyses according to the presence of CAD. Supplementary table 4
includes definitions used in the various studies for CAD and cardiovascular disease (CVD), whether CAD
or CVD were inclusion/exclusion criteria, and the percentage of patients receiving common vasoactive
medications. Analysis of nine studies including patients with COPD and controls without CAD showed a

Study or subgroup

COPD
Mean±SD

Total

Controls
Mean±SD

6.1.1 Endothelial function assessment: all methods
5.03±1.51
17
7.88±1.81
Barak et al. (2017)
23
15.6±7.6
–0.6±6.3
Blum et al. (2014)
41
12.3±6.8
14.2±8
Costanzo et al. (2017)
60
17.5±2.9396
11±3
Eickhoﬀ et al. (2008)
24
4.3±2.3
4.7±1.9
Gelinas et al. (2017)
10
5.9±1
6±0.9
Hartmann et al. (2016)
30
6.7±0.6
3.1±0.5
Ives et al. (2014)
17
4.2±0.6
3.4±0.5
Keymel et al. (2018)
18
15.6±6.4
16±9
Maclay et al. (2009)
26
13.4±2.9
9.7±13.4
Majewski et al. (2020)
0.85±0.13
16
0.27±0.52
Malerba et al. (2018)
10.8±4.7
8
5.1±2.4
Marchetti et al. (2011)
8.9±2.1
44
5.4±3.1
Moro et al. (2008)
9.77±3.83
30
10.42±4.86
Ozben et al. (2010)
60 8.7496±5.3461
4.6425±3.2181
Piccari et al. (2020)
62 1.4323±2.2953
0.63±2.67
Pizarro et al. (2014)
7.1±2.6
17
Rodriguez-Miguelez et al. (2015) 5.0765±2.2208
1314±191
12
552±103
Yang et al. (2017)
5.08±2.79
16
4.11±3.16
Zelt et al. (2018)
Subtotal (95% Cl)
531
2
Heterogeneity: Tau = 1.11; Chi-squared=214.58, df=18 (p<0.00001); I2=92%
Test for overall eﬀect: z=4.60 (p<0.00001)
Total (95% Cl)
531
Heterogeneity: Tau2=1.11; Chi-squared=214.58, df=18 (p<0.00001); I2=92%
Test for overall eﬀect: z=4.60 (p<0.00001)
Test for subgroup diﬀerences: not applicable

Total

Weight
%

Std mean diﬀerence
IV, random (95% CI)

10
22
35
40
20
10
30
16
17
20
16
9
48
20
46
35
15
12
16
437

5.0
5.3
5.7
5.7
5.5
5.1
4.3
5.3
5.4
5.6
5.2
4.7
5.7
5.6
5.8
5.8
5.3
3.6
5.4
100.0

–1.70 (–2.62, –0.78)
–2.29 (–3.05, –1.52)
0.25 (–0.20, 0.70)
–2.17 (–2.67, –1.66)
0.19 (–0.41, 0.78)
0.10 (–0.78, 0.98)
–6.43 (–7.73, –5.14)
–1.42 (–2.19, –0.64)
0.05 (–0.61, 0.71)
–0.35 (–0.94, 0.23)
–1.49 (–2.29, –0.70)
–1.42 (–2.52, –0.32)
–1.32 (–1.78, –0.87)
0.14 (–0.42, 0.71)
–0.95 (–1.36, –0.55)
–0.31 (–0.73, 0.10)
–0.82 (–1.55, –0.09)
–4.79 (–6.48, –3.11)
–0.32 (–1.02, 0.38)
1.19 (–1.69, –0.68)

437

100.0

–1.19 (–1.69, –0.68)

Std mean diﬀerence
IV, random (95% CI)

–4
–2
Worse endothelial function in COPD

0

2
4
Worse endothelial function in controls

FIGURE 3 Forest plot of the difference in endothelial function among patients with COPD and non-COPD controls (all methods).
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Weight
%

Std mean diﬀerence
IV, random (95% CI)

6.5
6.8
6.8
6.6
5.9
6.8
7.0
6.2
7.1
7.1
7.0
5.1
78.9

–1.70 (–2.62, –0.78)
–2.29 (–3.05, –1.52)
–2.62 (–3.40, –1.85)
0.10 (–0.78, 0.98)
–6.43 (–7.73, –5.14)
–1.42 (–2.19, –0.64)
0.05 (–0.61, 0.71)
–1.42 (–2.52, –0.32)
0.14 (–0.42, 0.71)
–1.15 (–1.72, –0.58)
–0.74 (–1.34, –0.14)
–4.79 (–6.48, –3.11)
–1.75 (–2.58, –0.92)

16±2
Eickhoﬀ et al. (2008)
11±3
30
20
6.89±3.64
Piccari et al. (2020)
4.6425±3.2181
30
20
Pizarro et al. (2014)
0.27±1.78
0.63±2.67
31
17
Subtotal (95% CI)
91
57
Heterogeneity: Tau2=0.84; Chi-squared=18.98, df=2 (p<0.0001); l2=89%
Test for overall eﬀect: z=1.39 (p=0.17)

6.9
7.1
7.1
21.1

–1.86 (–2.54, –1.18)
–0.65 (–1.23, –0.07)
–0.15 (–0.44, 0.74)
–0.78 (–1.87, 0.32)

Total (95% CI)
347
267
Heterogeneity: Tau2=1.58; Chi-squared=172.60, df=14 (p<0.00001); l2=92%
Test for overall eﬀect: z=4.45 (p<0.00001)
Test for subgroup diﬀerences: Chi-squared=1.91, df=1 (p=0.17); l2=47.7%

100.0

–1.53 (–2.20, –0.86)

Study or subgroup

COPD
Mean±SD

Total

Controls
Mean±SD

Total

7.1.1 Control group: nonsmokers
Barak et al. (2017)
5.03±1.51
7.88± 1.81
17
10
–0.6±6.3
15.6±7.6
23
22
Blum et al. (2014)
11±3
19±3
30
20
Eickhoﬀ et al. (2008)
6±0.9
5.9±1
10
10
Hartmann et al. (2016)
3.1±0.5
6.7±0.6
30
30
Ives et al. (2014)
3.4±0.5
4.2±0.6
17
16
Keymel et al. (2018)
16±9
15.6±6.4
18
17
Maclay et al. (2009)
5.1±2.4
10.8±4.7
8
9
Marchetti et al. (2011)
10.42±4.86
9.77±3.83
30
20
Ozben et al. (2010)
4.6425±3.2181
30 10.18±6.04
26
Piccari et al. (2020)
0.63±2.67
2.53±2.22
31
18
Pizarro et al. (2014)
552±103
12 1314±191
12
Yang et al. (2017)
Subtotal (95% CI)
256
210
Heterogeneity: Tau2=1.95; Chi-squared=148.37, df=11 (p<0.00001); l2=93%
Test for overall eﬀect: z=4.11 (p<0.0001)

Std. mean diﬀerence
IV, random (95% CI)

7.1.2 Control group: smokers

–4
–2
Worse endothelial function in COPD

0

2
4
Worse endothelial function in controls

FIGURE 4 Subgroup analysis comparing endothelial function of patients with COPD with nonsmoking and smoking controls.

marginal, but not significant, impairment in endothelial function in COPD compared to controls (SMD
−0.61, 95% CI −1.23 to 0.01; I2=89%, p<0.00001), while data from one study including patients with
COPD and controls with CAD report a more prominent impairment in endothelial function in COPD
than controls (supplementary figure 3). Finally, when pooling studies including only male participants, a
marginally impaired endothelial function in patients with COPD compared to controls was noted
(supplementary figure 4).
Sensitivity analysis
We repeated the main analysis by including only the high-quality studies (NOS score ⩾7) in order to
explore the robustness of our findings. Of interest, after excluding studies classified as being of low quality,
presence of a similarly impaired endothelial function in patients with COPD compared to controls was
confirmed (SMD −1.20, 95% CI −1.76 to −0.65) (supplementary figure 5).

Discussion
This is the first systematic review of the assessment of endothelial function using almost all available
functional methods in patients with COPD. The main finding of the present analysis is that patients with
COPD have significantly impaired endothelial function compared with non-COPD controls. Sensitivity
analysis excluding poor quality studies confirmed the main results. The observed difference in endothelial
function is more pronounced when patients with COPD are compared to controls that are nonsmokers.
Furthermore, the difference was slightly more pronounced when patients with COPD and CAD were
compared to controls.
Endothelium is the single cell layer that lines the interior surface of the vascular system and it is involved
in multiple mechanisms of vascular homeostasis, including regulation of vasomotor tone, vascular
permeability, haemostasis, angiogenesis and innate and adaptive immunity [44]. Endothelial dysfunction is
the basis of atherosclerosis and a trigger of cardiovascular outcomes in several cohort studies [15, 45–47].
Reduced nitric oxide (NO) is the hallmark of endothelial dysfunction; it may result either from decreased
endothelial NO-synthase (eNOS) activity (due to endo/exogenous inhibitors, e.g. asymmetric
dimethylarginine, or due to reduction in L-arginine) or from decreased NO-bioavailability (e.g. due to
endothelin-1 overexpression) [48–50]. Existing evidence supports that oxidative stress and inflammation
lead also to decreased NO-bioavailability and endothelial dysfunction [51], and probably, this pathway
plays central role in endothelial damage in patients with COPD [9]. In particular, several studies indicated
a significant association between COPD and inflammatory biomarkers (i.e. high-sensitivity C-reactive
protein, fibrinogen, tumour necrosis factor-α, etc.) [52], even in moderate COPD [53]. Worsening systemic
inflammation is related to COPD severity, as well as greater morbidity and mortality [7]. Moreover,
preliminary evidence showed that angiotensin-2 induces endothelial damage and vascular inflammation,
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suggesting that the renin–angiotensin system plays a significant role in endothelial damage [15, 48, 54].
Finally, insulin resistance is another pathway that is disturbed in patients with COPD [55] and is
suggested to play a crucial role in endothelial dysfunction [48]. In states of insulin resistance, insulin
signalling is altered, resulting in a dramatical downregulation of eNOS activity, whereas hyperglycaemia
leads to increase of advanced glycation end-products, which are shown to promote vascular inflammation
and oxidative excess, quench NO and impair endothelial function [48, 49].
As mentioned earlier, several functional techniques have been used in research works to evaluate
endothelial integrity in populations with high burden of cardiovascular disease, including those with
COPD [56]. VOP was one of the first techniques for endothelial function assessment, but it is currently
rarely used due to its semi-invasive nature [56]. For several years, FMD has been considered the reference
method, as it is noninvasive, cheap and strongly correlated with coronary function and cardiovascular
outcomes [15, 56, 57]. However, its application in everyday clinical practice can be challenging, as it
requires good standardisation, adherence to strict protocols, experienced operators and controlled
environment (quiet room, stable temperature, etc.) [15, 57, 58]. PAT is used for assessment of endothelial
function of the microvasculature; it is noninvasive, reproducible, operator-independent and shows strong
correlation with outcomes [15]. However, it can be affected by environmental factors (temperature, light,
etc.), whereas increased sympathetic tone (which is common among patients with COPD) has been
suggested to impact the PAT signal [59]. More recent technologies evaluating skin or sublingual
microcirculation are promising, as they are noninvasive and can be combined with several reactivity tests
or exercise; however, only a few studies examined their correlations with coronary endothelial function and
adverse outcomes [14]. In addition, it should be noted that all the aforementioned techniques require
patient preparation (abstinence from smoking, caffeine, etc.) and collaboration during the test (lying still
for some minutes); although quite simple, these tasks may be demanding for some patients with COPD,
such as those with frequent cough, the very obese and others.
In line with our review, other studies have established a link between endothelial damage and COPD. In a
previous systematic review, YE et al. [3] showed that patients with COPD had higher markers of endothelial
function, arterial stiffness and other markers of subclinical cardiovascular disease, independently of smoking
status. In the aforementioned systematic review and meta-analysis from AMBROSINO et al. [17], patients with
COPD showed a significantly lower FMD and NMD; FMD impairment was associated with age and forced
expiratory volume in 1 s. In another meta-analysis of similar design, VAES et al. [18] confirmed the above
results, showing a decline in both endothelial-dependent and -independent vasodilation of the forearm, as
assessed by FMD. Overall, our results extend the prior evidence, as they are indicative of a large difference in
endothelial function between patients with COPD and non-COPD controls (SMD −1.19, 95% CI −1.19 to
−0.68), not only in the conduit arteries (as assessed by FMD), but also in the microvasculature (as assessed
by the other aforementioned methods). The association between FMD and coronary endothelial function is
well established [15]; however, more recent original works demonstrated that microvascular dysfunction is
also strongly associated with cardiovascular risk factors [60], suggesting that these methods should be used
to complement each other, as they measure different aspects of vascular biology [15].
In addition, our subgroup analysis showed significantly worse endothelial function in patients with COPD
compared to nonsmoking controls, but this association was less prominent when patients with COPD
were compared to smoking individuals. Smoking is closely associated with endothelial damage, as oxidative stress,
systemic inflammation and impaired NO-bioavailability were considered to be related with cigarette smoking
[61]. In fact, CUI et al. [62] demonstrated that current smokers have significantly lower FMD compared with
never-smokers, and this association was dependent upon the total pack-years; chronic smokers with ⩾40 packyears had an approximately two-fold higher prevalence of low FMD than never-smokers. Although smoking is a
major cardiovascular factor that plays a predominant role in the atherosclerotic process, it might not fully
explain the high cardiovascular risk in COPD [63]. Moreover, in the previous work from AMBROSINO et al. [17],
the relationship between COPD and endothelial function was independent of baseline smoking status.
To our knowledge, the present systematic review and meta-analysis is the largest effort in this field,
including 19 studies and using the vast majority of the available functional methods of endothelial
function evaluation in COPD. It followed a careful literature search and a rigorous methodology; we
attempted to elucidate design errors detected in previous meta-analyses (e.g. double counts and
units-of-analysis errors) in this field. However, our work has some limitations that have to be
acknowledged. First, there was significant heterogeneity across the studies included; we attempted to
minimise the extent that it might affect our results by using the random-effects model, as well as by
performing a number of subgroup analyses. In some of our subgroup analyses, such as three of the four
analyses by the specific functional method used (PAT, VOP, FMSF) or the analysis in male patients, the
number of included studies were small and, thus, did not allow us to draw firm conclusions. In addition,
there was a difference in the percentages of patients receiving vasoactive medications in some of the
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included studies and it is not known to what extent these mismatches interfere with our findings. Our
search was restricted to English-language journals; hence we may have introduced publication bias. Finally,
although we tried extensively to retrieve missing data by contacting authors of the primary studies, we
could not use data from a few studies due to missing values.
In conclusion, the present meta-analysis showed that patients with COPD have impaired endothelial
function compared to controls without COPD. Considering the bidirectional relationship between
endothelial damage and cardiovascular disease, future large and properly designed studies are needed to
shed more light in this field, first by examining associations of endothelial function with adverse
cardiovascular outcomes specifically in patients with COPD and, second, by assessing the feasibility of
performing these assessments in everyday clinical practice in this population.
Conflict of interest: None declared.
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