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Abstract: Systemic sclerosis (SSc, scleroderma) is a multifaceted rare connective tissue disease whose
pathogenesis is dominated by immune dysregulation, small vessel vasculopathy, impaired angio-
genesis, and both cutaneous and visceral fibrosis. Microvascular impairment represents the initial
event of the disease, preceding fibrosis by months or years and accounting for the main disabling
and/or life-threatening clinical manifestations, including telangiectasias, pitting scars, periungual
microvascular abnormalities (e.g., giant capillaries, hemorrhages, avascular areas, ramified/bushy
capillaries) clinically detectable by nailfold videocapillaroscopy, ischemic digital ulcers, pulmonary
arterial hypertension, and scleroderma renal crisis. Despite a variety of available treatment options,
treatment of SSc-related vascular disease remains problematic, even considering SSc etherogenity
and the quite narrow therapeutic window. In this context, plenty of studies have highlighted the
great usefulness in clinical practice of vascular biomarkers allowing clinicians to assess the evolution
of the pathological process affecting the vessels, as well as to predict the prognosis and the response
to therapy. The current narrative review provides an up-to-date overview of the main candidate
vascular biomarkers that have been proposed for SSc, focusing on their main reported associations
with characteristic clinical vascular features of the disease.
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1. Introduction

Systemic sclerosis (SSc, scleroderma) is a multifaceted rare connective tissue disease,
and its pathogenesis is dominated by immune dysregulation, small vessel vasculopathy,
impaired angiogenesis, and both cutaneous and visceral fibrosis [1–3]. According to the
peak extent of skin involvement, SSc can be clinically classified into two different groups,
namely the limited cutaneous SSc (lcSSc) and diffuse cutaneous SSc (dcSSc) subsets, with
the former characterized by a thickening of the skin that is limited to the face and areas
distal to the elbows and knees, and the latter featuring cutaneous thickening even in the
trunk and areas proximal to the elbows and knees. A growing body of evidence supports
the concept that vascular damage represents a primary event in SSc pathogenesis, as it
may precede skin and visceral fibrosis by months or years [4–7]. The earliest clinical
manifestation of SSc-related microvasculopathy is represented by the dysregulation of
vascular tone control, evident as Raynaud’s phenomenon (RP). Telangiectasias, pitting
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scars, periungual microvascular abnormalities (e.g., giant capillaries, hemorrhages, avascu-
lar areas, ramified/bushy capillaries) clinically detectable by nailfold videocapillaroscopy
(NVC), ischemic digital ulcers (DUs), and pulmonary arterial hypertension (PAH) gen-
erally occur later in the disease process, severely affecting patients’ quality of life [1–3].
Chronic vasculopathy also plays a pivotal role in the most severe SSc-related renal vas-
cular complication, i.e., scleroderma renal crisis (SRC), a clinical condition characterized
by poor renal cortical perfusion and rapidly progressive renal failure [8,9]. Cardiac in-
volvement, erectile dysfunction, vascular malformations of the gastrointestinal mucosa,
and, to some extent, myopathy are also described as frequent [6]. In SSc, vascular injury
may be initiated by persistent activation or apoptosis of endothelial cells (ECs) as well
as by multiple factors, including autoantibodies, infectious agents, and reactive oxygen
species (ROS) [1–3]. Once activated, ECs produce high levels of endothelin-1 (ET-1) and
von Willebrand factor (vWF), and release low levels of nitric oxide and endothelial nitric
oxide synthase, with a resulting imbalance between vasodilation and vasoconstriction
that modifies the microvascular tone, thus contributing to tissue ischemia and chronic
hypoxia [4,6,7,10]. ET-1 also triggers the activation of fibroblasts into myofibroblasts, thus
promoting intimal hyperplasia, luminal narrowing, vessel obliteration, and consequent
reduced capillary blood flow, while increased vWF levels stimulate platelet aggregation
and hypercoagulation, leading to further vascular damage [4,6,7,10]. Notably, myofibrob-
lasts may also originate from ECs via the so-called endothelial-to-mesenchymal transition
(EndoMT) [11]. SSc-injured endothelium is also characterized by an increased expression
of adhesion molecules and the production of several chemokines, all proteins that recruit
immune cells and generate an overt perivascular infiltrate leading, over time, to tissue
fibrosis [4,5,10]. The whole process is accompanied by insufficient compensatory mech-
anisms of angiogenesis, likely due to an imbalance between angiogenic (e.g., vascular
endothelial growth factor (VEGF), matrix metalloproteinase (MMP)-9, endoglin, ET-1)
and angiostatic (e.g., pentraxin 3 (PTX3), MMP-12, endostatin, angiostatin, semaphorin3E
(Sema3E), and Slit2) factors, as well as by a defective vasculogenesis process caused by the
reduction, dysfunction, and/or impaired recruitment of circulating bone marrow-derived
endothelial progenitor cells (EPCs) [3,4,6,7,10]. A schematic representation of the main
basic mechanisms underlying SSc-related vasculopathy is shown in Figure 1.

In SSc, plenty of studies highlighted the great usefulness in clinical practice of vascular
biomarkers allowing clinicians to assess the evolution of the pathological process affecting
the vessels, as well as to predict the prognosis and the response to therapy [10,12,13]. On
these bases, the current review will provide an overview of the main candidate vascular
biomarkers and their reported associations with SSc clinical vascular features.
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Figure 1. Main mechanisms underlying systemic sclerosis (SSc)-related vasculopathy. Vascular 
damage, representing a primary event in SSc pathogenesis, may be initiated by persistent activation 
or apoptosis of endothelial cells (ECs) as well as by multiple other factors that include 
autoantibodies, infectious agents, and reactive oxygen species (ROS). SSc-injured endothelium is 
characterized by increased expression of cell adhesion molecules (CAMs) and the production of 
several chemokines, all molecules that recruit immune cells and generate an overt perivascular 
infiltrate. Protracted inflammation finally results in an excessive activation of tissue-resident 
fibroblasts, which transdifferentiate into myofibroblasts and produce/release extracellular matrix 
(ECM) components, leading to tissue fibrosis. Notably, pro-fibrotic myofibroblasts may also 
originate from different cell types, including ECs via the so called endothelial-to-mesenchymal 
transition (EndoMT), and pericytes. Endothelial progenitor cell (EPC) dysfunction, persistent 
platelet activation, an imbalance between vasodilation and vasoconstriction, and altered circulating 
levels of both pro- and anti-angiogenic factors also participate in SSc vasculopathy. The earliest 
clinical manifestation of SSc-related microvascular impairment is represented by the dysregulation 
of the vascular tone control, evident as Raynaud’s phenomenon. Telangiectasias, pitting scars, 

Figure 1. Main mechanisms underlying systemic sclerosis (SSc)-related vasculopathy. Vascular
damage, representing a primary event in SSc pathogenesis, may be initiated by persistent activation
or apoptosis of endothelial cells (ECs) as well as by multiple other factors that include autoantibodies,
infectious agents, and reactive oxygen species (ROS). SSc-injured endothelium is characterized by
increased expression of cell adhesion molecules (CAMs) and the production of several chemokines, all
molecules that recruit immune cells and generate an overt perivascular infiltrate. Protracted inflam-
mation finally results in an excessive activation of tissue-resident fibroblasts, which transdifferentiate
into myofibroblasts and produce/release extracellular matrix (ECM) components, leading to tissue fi-
brosis. Notably, pro-fibrotic myofibroblasts may also originate from different cell types, including ECs
via the so called endothelial-to-mesenchymal transition (EndoMT), and pericytes. Endothelial pro-
genitor cell (EPC) dysfunction, persistent platelet activation, an imbalance between vasodilation and
vasoconstriction, and altered circulating levels of both pro- and anti-angiogenic factors also partici-
pate in SSc vasculopathy. The earliest clinical manifestation of SSc-related microvascular impairment
is represented by the dysregulation of the vascular tone control, evident as Raynaud’s phenomenon.
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Telangiectasias, pitting scars, periungual microvascular abnormalities (e.g., giant capillaries, hem-
orrhages, avascular areas, ramified/bushy capillaries) clinically detectable by nailfold videocap-
illaroscopy, ischemic digital ulcers, and pulmonary arterial hypertension generally occur later in
the disease process. Chronic vasculopathy also plays a pivotal role in the most severe SSc-related
renal vascular complication, i.e., scleroderma renal crisis. Hand, lung, kidney-2, and vascular-
tunic-artery icons by Servier https://smart.servier.com/ (accessed on 12 December 2022) are li-
censed under CC-BY 3.0 Unported https://creativecommons.org/licenses/by/3.0/ (accessed on
12 December 2022).

2. Objective and Methods

In this article, we performed a comprehensive literature review on the main proposed
vascular biomarkers for SSc on the bases of their distinct biological actions. In particular,
we conducted a multiple database search (PubMed, Scopus, and Web of Science) for
English language articles published between 1981 and 2023 using the following key words:
“systemic sclerosis”, “scleroderma”, “vascular”, “serum”, “circulating”, and “biomarker”.
From the references we found, we then subjectively selected a possible wide-ranging
spectrum of suitable biomarkers. Some reference lists of identified articles were further
articles that had been searched.

3. Cell Adhesion Molecules

Cell adhesion molecules (CAMs), cell surface proteins that help cells stick to each
other and to their surroundings, can be divided into four major groups: (i) selectins,
(ii) cadherins, (iii) members of the immunoglobulin superfamily, which are all associated
with cell-cell adhesion, and (iv) integrins, which instead mediate cell-extracellular matrix
(ECM) interactions. Cadherins and the immunoglobulin superfamily are homophilic CAMs,
as they directly bind to the same type of CAMs on another cell, while integrins and selectins
are heterophilic CAMs [14]. In the early stages of SSc, the increased expression of CAMs
and the raise of their soluble forms have been reported to play important roles in the
pathogenesis of vascular alterations, leading to EC activation, angiogenesis dysregulation,
and chronic and progressive vascular damage [6,10,15]. On these bases, these molecules
have been suggested as potential biomarkers of SSc-related vasculopathy.

3.1. Selectins

Selectins are a family of three structurally and functionally related molecules playing
important roles in leukocyte cell homing and trafficking. L-selectin (also known as CD62L)
is constitutively expressed on leukocytes, P-selectin is found on platelets and stored in
Weibel-Palade bodies from where it is transported to the cell surface after EC activation, and
E-selectin is expressed on ECs and megakaryocytes [16,17]. The best characterized ligand
for the three selectins is P-selectin glycoprotein ligand-1 (PSGL-1), which is a mucin-type
glycoprotein expressed on all white blood cells [16,17].

Contrasting results have been reported about circulating levels of soluble L-selectin
in SSc patients, presumably due to the limited number of patients analyzed. In partic-
ular, some studies described decreased serum L-selectin in SSc with respect to healthy
controls [18–20], while others found elevated soluble L-selectin values [21,22], with high
levels positively associated with the presence of pitting scars and DUs [22].

Soluble E- and P-selectins have been proposed as useful biomarkers in various patho-
logic states in which platelets and/or ECs are activated [23,24]. In SSc, soluble E-selectin
was associated with the presence of avascular areas detected with NVC in patients within
the first 48 months of diagnosis, suggesting that it might be a useful biomarker of SSc
activity [25]. In patients with early SSc, defined as subjects with RP together with SSc char-
acteristic autoantibody profile and/or an NVC scleroderma pattern without any clinical
manifestation of definite SSc, soluble E-selectin was higher in those who presented an NVC
scleroderma pattern identified with megacapillaries and/or avascular areas [26].

https://smart.servier.com/
https://creativecommons.org/licenses/by/3.0/
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3.2. Immunoglobulin-Like Cell Adhesion Molecules

Immunoglobulin-like CAMs belong to the immunoglobulin superfamily, one of the
largest and most functionally versatile protein families comprising cell-surface and soluble
proteins containing at least one immunoglobulin or immunoglobulin-like domain. The most
well-known immunoglobulin-like CAMs include intercellular adhesion molecules (ICAMs),
vascular cell adhesion molecules (VCAMs), and junctional adhesion molecules (JAMs),
which are all important in leukocyte trafficking events [27]. When overexpressed, these
adhesion molecules can be detected in a circulating soluble form, and can be considered
markers of underlying endothelial activity and damage.

3.2.1. Intercellular Adhesion Molecules and Vascular Cell Adhesion Molecules

ICAM-1 (CD54) and VCAM-1 (CD106), both induced by pro-inflammatory cytokines
such as interleukin (IL)-1β and tumor necrosis factor (TNF)-α in response to endothelial
damage, and both mediating firm leukocyte adhesion and transmigration across the vas-
cular endothelium, have been intensively studied in SSc [12,28]. In particular, circulating
levels of ICAM-1 were found to be significantly higher in SSc patients with DUs compared
to those without [29], while elevated serum levels of VCAM-1 were not predictive for the
occurrence of new DUs in SSc [30] and showed no association with NVC patterns [31].
Higher circulating levels of VCAM-1 were observed in SSc patients with PAH compared to
both SSc without PAH and healthy controls [32]. A significant increase in VCAM-1 levels in
SSc-PAH with respect to healthy subjects was also reported in a subsequent study, although
no difference was detected between SSc patients with or without PAH, suggesting that this
molecule cannot be considered as a biomarker of SSc-related PAH [33].

3.2.2. Junctional Adhesion Molecules

JAMs are cell-cell adhesion molecules largely expressed on ECs, epithelial cells, fi-
broblasts, and circulating cells, which interact with other adhesion receptors on opposing
cells through their extracellular domain, as well as with scaffolding and signaling proteins
through their cytoplasmic domain [34,35]. Because of their multiple interactions, JAMs
modulate cell adhesion, migration, epithelial and endothelial barrier formation, and an-
giogenesis, and they have been implicated in pathologic processes, including leukocyte
recruitment to sites of inflammation, ischemia-reperfusion injury, and vascular permeabil-
ity [34–37]. JAMs can also be detected in a soluble form in the circulation after the cleavage
of the extracellular domain of the cell surface JAM [34–37]. Among these cell-to-cell adhe-
sion molecules, JAM-A (also known as JAM-1/F11 receptor) and JAM-C (JAM-3), which
have been both demonstrated to behave as pro-angiogenic molecules, represent the most
investigated JAMs in SSc, with their extracellular domains being cleaved and released as
soluble forms by a disintegrin and metalloproteinases (ADAMs) in inflammatory condi-
tions [34,35,37,38]. In particular, circulating levels of both soluble JAM-A (sJAM-A) and
soluble JAM-C (sJAM-C) were found to be significantly increased in SSc patients with
respect to healthy controls, especially in those featuring early/active NVC patterns and
ischemic DUs [36,37]. sJAM-C also revealed a good diagnostic accuracy in discriminating
between SSc patients and controls and, compared to sJAM-A, demonstrated that it is a
more suitable biomarker for more severe peripheral vasculopathy characterized by the
development of ischemic DUs [36,37].

3.2.3. Studies Combining Different Adhesion Molecules

Several studies have been performed to simultaneously correlate multiple soluble
CAMs with SSc activity and progression. High levels of soluble adhesion molecules released
by ECs, such as soluble E-selectin, ICAM-1, and VCAM-1, were found in the circulation
of SSc patients with renal crisis, suggesting an activation of ECs in patients with this
complication [39]. A significant reduction of the aforementioned adhesion molecules was
reported in the sera of SSc patients after the infusion of iloprost, a prostacyclin analogue that
is used for the treatment of SSc-related RP [40]. In another study, SSc patients with renal,
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myocardial and pulmonary involvement presented elevated serum E-selectin, VCAM-1,
VEGF, and ET-1 when compared to both healthy controls and patients without systemic
manifestations, indicating that circulating levels of these molecules may reflect the ongoing
EC activation state and correlate to the extent of internal organ complications [41]. Finally,
in a small cohort of SSc patients, increased serum soluble ICAM-1, VCAM-1 and P-selectin
were demonstrated in SSc patients with PAH when compared to healthy controls [42].
Interestingly, circulating levels of all these molecules decreased to normal values after
12 months of therapy with bosentan, a dual ET-1 receptor antagonist [42].

4. Pro-Angiogenic Molecules
4.1. Vascular Endothelial Growth Factor

The VEGF family consists of numerous potent angiogenic regulators, including VEGF-A
(and its different isoforms), VEGF-B, VEGF-C, VEGF-D, and placental growth factor [43,44].
In particular, VEGF-A (hereafter referred to as VEGF) represents one of the most potent
regulators of the physiologic angiogenic process and has been found to be overexpressed
in different pathologic conditions characterized by disturbed angiogenesis [43,44]. Several
studies published during the last few years have demonstrated that, despite the lack
of angiogenesis, VEGF levels are strongly elevated both in the skin and circulation of
SSc patients [12,44–50]. In particular, since circulating VEGF was reported to be mainly
increased in the early phases of the disease (defined as disease duration <5 years for lcSSc
and <3 years for dcSSc), it was hypothesized that a prolonged VEGF upregulation, instead
of promoting active angiogenesis, might represent a compensatory mechanism contributing
to disturbed vessel morphology [10,49]. VEGF levels were also found to be significantly
higher in SSc patients with systemic organ involvement [41] and to correlate with increased
systolic pulmonary artery pressure (sPAP) [51,52], nailfold capillary density [51], and the
presence of a late NVC pattern [31]. Moreover, SSc patients with DUs were found to show
lower circulating VEGF levels than those without [49,53–56], suggesting that high VEGF
could be protective against these ischemic complications when its concentrations exceed
a certain threshold level [49]. Accordingly, raised VEGF serum levels did not predict the
manifestation of new DUs [30], while low VEGF values were proposed as a risk factor for the
occurrence of at least one new DU in SSc patients [54–56]. In other studies, both peripheral
blood mononuclear cells (PBMCs) and activated platelets from SSc patients were found
to produce and secrete significantly higher amounts of VEGF when compared to healthy
controls [57,58]. In particular, it has been demonstrated that PBMCs from SSc patients
produce increased quantities of VEGF in the early disease stages since, when compared to
controls, only patients without active DUs and a less severe capillaroscopic pattern showed
a significant difference in VEGF production [57]. Moreover, higher levels of VEGF in both
platelet releases and plasma were reported in SSc patients with giant capillaries compared
to those without [58]. Finally, in SSc patients, no correlations were found between levels of
soluble VEGF receptor (VEGFR)-2 and DUs or nailfold bleeding [59].

4.2. Endoglin

Endoglin, also known as CD105, is a transmembrane glycoprotein highly expressed
by activated ECs that plays a pivotal function in vascular development by acting as an
accessory receptor for ligands of the transforming growth factor (TGF)-β superfamily [60,61].
Although cell surface endoglin is pro-angiogenic, playing a role in vascular integrity
and endothelium activity by mediating the vascular effects of TGF-β, the soluble form,
represented by its extracellular domain cleaved by MMP-14, acts as an anti-angiogenic
protein because it impairs the binding of TGF-β to its receptor, thus inhibiting endothelial
nitric oxide synthase activation, and eventually deranging angiogenesis and promoting
vasoconstriction [62,63]. When examining soluble endoglin levels in the serum of SSc
patients, Fujimoto et al. found these levels to be higher in patients having lcSSc and
telangiectasias [64]. Furthermore, in lcSSc patients, circulating endoglin values were
positively correlated with sPAP, suggesting that an abnormal endoglin expression/function
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may be linked to lcSSc-specific manifestations [64]. Subsequently, raised endoglin serum
levels were found in SSc patients compared to matched healthy controls, highlighting a
possible contribution of this molecule in SSc vascular disturbances [62,65]. This hypothesis
was supported by the results of a following multivariate analysis of a large SSc cohort
showing an association between higher circulating endoglin and the SSc vascular phenotype
characterized by the presence of DUs [62]. Similarly, an association between active DUs and
increased endoglin was found in subsequent studies by Silva et al., although no predictive
value for a new DU episode was reported [54–56]. Finally, when comparing serum endoglin
according to the different NVC profiles, its circulating levels were found to be significantly
higher in patients with a late NVC pattern compared to those with the early/active one [56].

4.3. Endothelin-1

ET-1, a potent endogenous vasoconstrictor peptide also mediating vascular wall cell
proliferation, fibrosis, and inflammation, is mainly released by activated and/or damaged
ECs through a mechanism triggered by protein kinase C activation [66]. In pathological
conditions, ET-1 can be secreted by other several cell types, including fibroblasts, epithelial
cells, smooth muscle cells, and inflammatory cells [66]. ET-1 exerts its biological activities
by interacting with two different cell membrane receptors called ET receptor A (ETAR) and
B (ETBR). The former is expressed by vascular smooth muscle cells and mediates vasoconstric-
tion, while the latter is mainly expressed on ECs and mediates vasodilation [66,67]. Increased
ET-1 levels have been demonstrated in the circulation of SSc patients [41,66,68], particularly
in those with pitting scars and DUs [69–71]. However, in another pilot study, ET-1 values
were demonstrated to be higher in SSc patients without DUs with respect to those with,
with no association with development of new DUs [67]. Significant correlations were
observed between ET-1 and single NVC measures, such as capillary number/dimension
and ramified/enlarged capillaries, suggesting that this protein can be involved in the
progression of SSc microvasculopathy [70]. ET-1 was also found to be significantly lower
in the plasma of patients with the early NVC pattern when compared to those with the
late one [72], while in a more recent study, even if the discovery cohort serum ET-1 was
found to be higher in patients with the active NVC pattern with respect to those with the
early and late ones, such a result was not confirmed in the replication cohort [31]. Increased
ET-1 has been demonstrated in the circulation of SSc patients with PAH when compared
to both healthy controls and SSc patients without PAH [68,73]. Interestingly, treatment
with bosentan significantly decreased ET-1 in SSc patients with PAH to levels comparable
to those in patients without, indicating that the levels of this peptide could reflect PAH
presence as well as the severity and the response to bosentan therapy [73]. Serum ET-1
was also found to correlate with the echocardiographic parameters of right ventricular
overload, which is considered a noninvasive indicator of right ventricular dysfunction in
SSc patients [74]; while in SSc patients with SRC, several studies showed raised levels of
ET-1 and increased expression of ETAR and ETBR [75–77]. SSc patients with internal organ
involvement presented significantly higher levels of ET-1 compared to those without any
evidence of systemic manifestations [41]. However, any relevant correlation between ET-1
serum measurement and the severity of organ involvement was found in a subsequent
study [78]. Finally, the presence of elevated autoantibodies against ETAR, which is known
to be associated with characteristic SSc features such as vascular, inflammatory, and fibrotic
complications, was found to correlate with an increased risk of the development of PAH
and DUs [79–81].

5. Anti-Angiogenic Molecules
5.1. VEGF165b

As already mentioned above, despite the lack of angiogenesis, pro-angiogenic VEGF
levels are strongly elevated in SSc patients [12,31,41,44–59]. One possible explanation of
such a paradox, according to which VEGF levels, rather than being associated with evidence
of angiogenesis, actually correlate with progressive microvascular loss, seems to reside
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on the presence of different VEGF isoforms and to a switch from pro-angiogenic to anti-
angiogenic variants. Indeed, it has been demonstrated that through an alternative splicing
in its terminal exon, the VEGF primary transcript can produce at least six isoforms, one of
which is represented by the anti-angiogenic VEGF165b splice variant [82–84], and that in
SSc patients the increase in VEGF is the result of a significant rise in the anti-angiogenic
VEGF165b isoform instead of the corresponding pro-angiogenic VEGF165 [85,86]. In particular,
augmented VEGF165b circulating levels were shown to be both early and persistent features
of the disease, and microvascular ECs isolated from SSc skin constitutively expressed and
released higher levels of VEGF165b than those from healthy individuals [85]. It is worth
noting that the plasma levels of VEGF165b were found to be significantly raised in SSc
patients with the late NVC pattern compared to those with the early and active ones, and
that they were increased in patients with either the active or late NVC pattern with respect
to controls [87]. Moreover, augmented VEGF165b was reported to significantly correlate
with the absence of microhaemorrhages and the presence of ramified/bushy capillaries
and avascular areas [87].

5.2. Pentraxin 3

PTX3 is a soluble pattern recognition receptor belonging to the pentraxin superfamily
and locally produced at inflammation sites by macrophages, dendritic cells, activated
ECs, smooth muscle cells, and fibroblasts [88]. A consistent body of evidence has shown
that PTX3 plays an important role in antimicrobial innate immunity, inflammation, ECM
deposition, and neovascularization. Specifically, it binds to apoptotic cells and selected
pathogens, it activates and modulates the classical complement pathway, and, by being
a component of the ECM, it also contributes to fibrosis [88]. Finally, PTX3 acts as an anti-
angiogenic factor by binding to fibroblast growth factor-2 (FGF-2) with high affinity and
specificity, and suppressing FGF-2-dependent EC proliferation and neovascularization [88].
On the bases of its pleiotropic effects on inflammation and fibrosis as well as its inhibitory
effect on neovascularization, PTX3 has been proposed as an intriguing candidate mediator
in the pathogenesis of SSc. Circulating PTX3 levels were found to be elevated in SSc patients
compared to controls [89–91]. Conversely, in a clinical observational study, PTX3 serum
concentrations only tended to be elevated in SSc patients compared to healthy controls,
as the difference between the two groups was not statistically significant [92]. Similarly,
although circulating PTX3 was found to be lower in dcSSc patients compared to those with
lcSSc, Ilgen et al. reported no difference in serum PTX3 between SSc and healthy cases [93].
Moreover, in the same study, PTX3 levels showed no correlation with the presence of DUs,
RP, capillaroscopy findings, or sPAP measurements in SSc patients [93]. In contrast with
such a result, two studies performed on SSc patients highlighted correlations between PTX3
and the presence or future development of vascular manifestations, including pitting scars,
DUs, and PAH [89,90]. As a matter of fact, PTX3 was found to be elevated in SSc patients
with DUs or PAH, and a multivariate analysis identified elevated levels of this protein
not only as an independent parameter associated with the presence of DUs and PAH but
also as a useful predictor of future occurrences of DUs [90]. It is worth noting that it was
revealed that high concentration of PTX3 may inhibit EPC-mediated vasculogenesis [90].
Finally, with regards to vascular alteration, the authors observed in another in vitro study
that PTX3 circulating levels were significantly higher in sera from newly diagnosed SSc
patients than in those from healthy donors and cyclophosphamide-treated SSc patients [91].

5.3. Endostatin

Endostatin, represented by the cleaved carboxyl-terminal fragment of type XVIII
collagen, is a potent angiostatic peptide that exerts its function by blocking VEGF activity.
Indeed, it may be considered as an endogenous VEGF antagonist [94]. Endostatin has also
been shown to be contained in platelet alpha granules, and to be released during platelet
activation and aggregation [94]. Several studies investigated endostatin concentrations
in SSc patients, and contradictory results have been reported [48,49,53,91,95–99]. Indeed,
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although most of them found significantly increased endostatin levels in SSc patients
compared to healthy controls [48,53,91,95–99], one did not achieve such a result, reporting
no substantial difference between SSc and controls [49]. In the disease course, several
studies found that elevated endostatin positively correlated with ischemic manifestations,
including pitting scars, DUs, and gangrene [53,95,100,101], while another failed to show
any connection or predictive value of endostatin and DUs [55]. Similarly, as far as NVC is
concerned, if numerous authors highlighted that endostatin serum levels increased with the
progression of capillaroscopic damage [100–102], others couldn’t find any difference among
the three NVC patterns [49,56,99]. Interestingly, higher levels of endostatin were reported
in patients with avascular areas, while an inverse association between endostatin and giant
capillaries, as well as microhaemorrhages, was demonstrated [49]. A positive relationship
with endostatin circulating levels has been shown also for PAH [48,98], SRC [98,100], and
heart involvement, represented by tachycardia, rhythm/conduction disturbances, ischemia,
and right ventricular systolic pressure [48,96]. The evaluation of endostatin serum levels
could thus represent a noninvasive, helpful examination of heart involvement in the course
of the disease [96]. Of note, skin perfusion of hand showed a negative correlation with
the serum level of endostatin, while a positive correlation existed between endostatin and
Doppler indices of digital arteries [102]. Finally, morphological changes of digital arteries
(narrowing and obstruction) have been shown to be characterized by an increase in serum
endostatin levels, suggesting that this molecule could be a marker of skin perfusion and
digital arteries damage of the hands [102]. Of note, again, a very recent proteomic aptamer
analysis found endostatin as a circulating biomarker associated with disease progression
from the very early/preclinical disease phase to definite SSc [103].

5.4. Angiostatin

Angiostatin is a proteolytic product of plasminogen with anti-angiogenic properties,
as it antagonizes the trophic effects of several growth factors, including VEGF [104]. In ECs,
it inhibits cell proliferation, migration, and capillary-like tube formation, and it induces
the production of other anti-angiogenic factors, such as thrombospondin-1 [104]. As far
as SSc is concerned, different studies reported higher serum levels of angiostatin in SSc
patients with respect to healthy controls [91,99,105,106]. In particular, elevated angiostatin
was observed in patients with more advanced stages of disease and with active and late
NVC changes, allowing the authors to hypothesize that this molecule might be considered
as a marker of late disease [106].

6. Angiopoietins

Angiopoietin (Ang)-1 and Ang-2 are two endothelial specific growth factors that
have been demonstrated to interact with VEGF, contributing to the fate of blood vessels
during angiogenesis [107]. The interaction of Ang-1/Ang-2 with the specific tyrosine kinase
receptor Tie2 is believed to exert dual effects on vascular ECs, and regulate angiogenesis
in a context-dependent manner. Indeed, the Ang/Tie2 system seems to be essential in
controlling EC activation, sprouting angiogenesis, and vascular remodeling [107]. In a
recent study, Michalska–Jakubus and colleagues reported that serum concentrations of
Ang-1 were significantly decreased, while those of Ang-2 were increased, in SSc patients
with respect to healthy individuals [107]. As far as peripheral vasculopathy is concerned,
giant capillaries and microvascular leakage/collapse were associated with Ang-1 deficiency
and concomitant increase in VEGF levels [107]. Moreover, SSc patients with the late NVC
pattern presented elevated serum levels of both Ang-2 and VEGF [107]. On the basis of
these intriguing findings, the authors proposed that Ang-1 deficiency may be involved
in early capillary enlargement and subsequent collapse, followed by the formation of
unstable new capillaries in a VEGF-enriched microenvironment, while circulating Ang-2
seems to increase later with SSc-related microvascular disease progression [107]. In this
context, since the bi-specific antibody faricimab, which is simultaneously directed against
Ang-2 and VEGF, has recently shown promising results in clinical trials for the treatment
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of patients with diabetic retinopathy [108], we believe it would be worth investigating its
possible efficacy also in SSc.

7. Matrix Metalloproteinases and Tissue Inhibitors of Matrix Metalloproteinases

Connective tissue turnover strictly depends on the balance between ECM synthesis
and degradation. ECM breakdown is mainly regulated by MMPs (MMP-1 to MMP-28),
whose activity is in turn controlled by a family of homologous proteins, the tissue inhibitors
of MMPs (TIMP-1 to TIMP-4) [109,110]. MMPs are essential for various physiological pro-
cesses such as embryonic development, morphogenesis, angiogenesis, and cell migration,
and they have been implicated in a number of key pathologic processes, including inflam-
mation, fibrosis, arthritis, pulmonary diseases, and cancer [109,110]. The analysis of specific
MMPs and TIMPs in the circulation of SSc patients suggests possible effects on outcomes
in different tissues [109,110]. In a study investigating serum concentrations of MMP-9 in
SSc patients with and without PAH and in those with PAH treated or not treated with
bosentan, MMP-9 levels were reported to be significantly lower in patients with PAH, and
to be up-regulated following bosentan treatment [111]. A significant decrease in circulating
MMP-9 levels was also found in SSc suffering from ischemic retinopathy, thus suggesting
MMP-9 as a novel predictive marker of such a microvascular complication [112]. Serum
levels of MMP-12 were found to be significantly increased in SSc patients compared with
controls [91,113], and to be associated with the presence of DUs and the severity of nailfold
capillary abnormalities [113]. In a cross-sectional study, circulating TIMP-4 was reported
to be significantly augmented in SSc patients with respect to healthy subjects [114]. In
particular, in patients with sPAP measurements lower than 40 mmHg, TIMP-4 levels were
comparable to those of controls, while individual sPAP measurements suggestive of PAH
were found to be associated with increased TIMP-4 levels, indicating a cardiopulmonary
vasculature-specific role of TIMP-4 activation in SSc [114]. Finally, a decrease in the concen-
tration of MMP-3 and a parallel increase in both TIMP-1 and TIMP-2 were described in the
plasma of SSc patients, although no associations with specific vascular manifestations were
investigated [115].

8. Neurovascular Guidance Molecules

Neurovascular guidance molecules are proteins with attractive and repulsive prop-
erties that have been reported to regulate the sprouting of both nerves and blood vessels,
and to be involved in different pathologic conditions, including tumor growth/metastasis
and autoimmune diseases [116,117]. In SSc, members of semaphorin/plexin/neuropilin
and slit/roundabout families have been recently associated with an impaired control of
vascular tone, peripheral microvasculopathy, and defective angiogenesis, with their serum
levels significantly correlated with different vascular manifestations [116–122].

Semaphorins, consisting in a large family of transmembrane and secreted proteins
grouped into eight classes on the bases of their structural domains, can play a repulsive or
attractive role depending on the cell types and the different biological context [116]. Cell-
associated semaphorins bind to plexins, whereas secreted class III semaphorins (Sema3s)
bind to neuropilins (NRPs), which function as plexin coreceptors and do not signal them-
selves. Sema3E represents the only exception, as it directly binds to PlexinD1 [116]. Sema3s
have been shown to be able to regulate angiogenesis [116,123]. In particular, Sema3C
has a bifunctional activity, being both a pro-angiogenic and an anti-angiogenic factor,
while Sema3A, Sema3B, Sema3D, Sema3E, and Sema3F all exert anti-angiogenic prop-
erties [116,123]. In a study from our group, serum Sema3E levels were found not only
to be increased in SSc patients compared to healthy individuals, but also to positively
correlate with the early NVC pattern and the absence of DUs, suggesting that Sema3E
might represent a biomarker of early vascular involvement [121].

NRPs (NRP1 and NRP2) are single-pass transmembrane, non-tyrosine kinase glyco-
protein receptors that have an important role in several physiological processes and patho-
logical conditions [116]. Since NRP2 is predominantly expressed by lymphatic ECs while
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NRP1 is present on the ECs of blood vessels [116], two studies performed by our group
investigated the possible implication of NRP1 in SSc-related microvasculopathy [118,120].
In the former, serum levels of soluble NRP1 (sNRP1) were found to be significantly de-
creased in SSc patients with respect to healthy controls and to progressively decline within
the SSc group, reaching the lowest values in those patients with the active and late NVC
patterns [118]. In the latter, lower circulating sNRP1 levels were reported when com-
pared to controls in both SSc patients and in the patients with a very early diagnosis of
SSc (VEDOSS) [120,124]. Interestingly, sNRP1 levels were not statistically different be-
tween VEDOSS and SSc, suggesting that VEDOSS patients already show features typical of
the established disease [120]. Finally, increased sNRP1 has been proposed as a potential
biomarker to identify SSc patients at risk of developing PAH [119].

The slit family consists of three secreted glycoproteins (Slit1, Slit2, and Slit3) acting as
ligands for transmembrane roundabout (Robo) receptors, namely Robo1, which is expressed
in both the nervous and the vascular systems; Robo2 and Robo3, which are predominantly
expressed in the nervous system; and Robo4, also called “magic roundabout”, which is a
novel EC protein recently discovered [116]. Slit/Robo signaling has been implicated in both
physiological and pathological angiogenesis. In particular, Slit2 has a bifunctional activity,
as if it acts as a pro-angiogenic factor in a Robo1-dependent manner, with Robo1 being
required for VEGF-induced phosphorylation of VEGFR-2 in ECs, and it may also exert anti-
angiogenic effects by interacting with Robo4 [116]. The contribution of Slit2 to SSc-related
vascular dysfunction has been demonstrated in a work published by our group, in which
circulating Slit2 levels were found to be significantly increased in sera from both SSc and
VEDOSS patients with respect to controls, with higher levels being specifically correlated
with the presence of microvascular abnormalities in VEDOSS subjects, suggesting that Slit2
could reflect the presence of peripheral vascular impairment since the very early phase
of SSc [122].

Although variations in the levels of sNRP1, Sema3E, and Slit2 have been proposed
as a useful device to assess microcirculatory abnormalities at different stages of SSc, since
all the aforementioned studies evaluated a single neurovascular guidance molecule at
a time and in relatively small groups of patients, our group has performed additional
research in order to simultaneously measure sNRP1, Sema3E, and Slit2 in a larger SSc
cohort [117]. In agreement with previous findings, in this study, sNRP1 was reported to
be significantly decreased in SSc, with lower levels correlating with the severity of NVC
abnormalities and the presence of ischemic DUs [117]. Moreover, both Sema3E and Slit2
were found to be increased, with Sema3E better reflecting early NVC abnormalities and
positively correlating with the absence of DUs, and with augmented Slit2 significantly
associating with the occurrence of DUs [117]. Interestingly, the ROC curve analysis revealed
that both sNRP1 and Sema3E serum levels have a moderate diagnostic accuracy, while
the logistic regression analysis allowed us to distinguish these two molecules as better
suited independent biomarkers reflecting the activity and severity of SSc-related peripheral
microvasculopathy [117]. Moreover, the evidence that sNRP1 levels in SSc patients with
an early NVC pattern are comparable to those in healthy controls but significantly higher
than in patients with an active/late NVC pattern indicated that it might be employed as
a marker of microvascular disease progression. Conversely, since Sema3E levels rise in
patients with an early NVC pattern and then decrease with progression of microvascular
abnormalities, it may be better suited as early diagnostic marker [117].

9. Sirtuins

Sirtuins (SIRTs) are a family of NAD-dependent protein deacetylases exerting pleiotro-
pic effects on several biological processes, including metabolism, cell survival, and cell
proliferation [125]. Among the seven SIRT isotypes (SIRT1–SIRT7), SIRT1, SIRT6, and SIRT7
are mainly nuclear, while others are mostly cytoplasmic (SIRT2) or mitochondrial (SIRT3,
SIRT4, and SIRT5) [125]. Since SIRT1 and SIRT3 have recently emerged as noteworthy
players in regulating angiogenesis [126–128], our group recently conducted a study in order
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to evaluate the association of these circulating deacetylases with the severity of SSc-related
peripheral microvascular damage [129]. In this study, we provided the evidence that serum
levels of both SIRT1 and SIRT3 are decreased in SSc patients compared to healthy controls
and that their decrease correlated with the severity of NVC abnormalities, with SIRT3 also
being related to the occurrence of ischemic DUs. Of note, via logistic regression analysis,
we further demonstrated that, between the two SIRTs, SIRT3 may better mirror peripheral
vascular disease activity and severity [129].

A summary of the aforementioned vascular biomarkers proposed in SSc is shown
in Table 1.

Table 1. Summary of the main vascular biomarkers proposed in SSc.

Molecule Proposed Biomarker Vascular Association References

Cell Adhesion Molecules

↑ L-Selectin pitting scars, DUs [22]

↑ E-Selectin
avascular areas at NVC

megacapillaries/avascular areas at NVC
SRC

[25]
[26]
[39]

↑ P-Selectin PAH [42]

↑ ICAM-1
DUs
SRC
PAH

[29]
[39]
[42]

↑ VCAM-1 PAH
SRC

[32,42]
[39]

↑ sJAM-A and
sJAM-C early/active NVC, DUs [36,37]

Pro-Angiogenic Molecules

↑ VEGF
sPAP

nailfold capillary density
late NVC pattern

[51,52]
[51]
[31]

↓ VEGF DUs [49,53–56]

↑ Endoglin
telangiectasias, sPAP

DUs
late NVC pattern

[64]
[62]
[56]

↑ Endothelin-1

pitting scars and DUs
absence of DUs

active NVC pattern
PAH
SRC

[69–71]
[67]
[31]

[68,73]
[75]

↓ Endothelin-1 early NVC pattern [72]

Anti-Angiogenic Molecules

↑ VEGF165b
late NVC pattern, absence of microhaemorrhages,

presence of ramified/bushy capillaries and
avascular areas

[87]

↑ Pentraxin 3 pitting scars, DUs and PAH [89,90]

↑ Endostatin

pitting scars, DUs, gangrene
progession of capillaroscopic damage

avascular areas
PAH
SCR

[53,95,100,101]
[100–102]

[49]
[48,98]

[98,100]

↓ Endostatin giant capillaries, microhaemorrhages [49]

↑ Angiostatin active and late NVC patterns [106]

Angiopoietins
↓ Ang-1 giant capillaries, microvascular leakage/collapse [107]

↑ Ang-2 late NVC pattern [107]

MMPs and
TIMPs

↓MMP-9 PAH
ischemic retinopathy

[111]
[112]

↑MMP-12 DUs, severity of nailfold capillary abnormalities [113]

↑ TIMP-4 sPAP [114]
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Table 1. Cont.

Molecule Proposed Biomarker Vascular Association References

Neurovascular Guidance
Molecules

↑ Sema3E early NVC pattern, absence of DUs [117,121]

↓ sNRP1 NVC severity, DUs [117,118]

↑ sNRP1 PAH [119]

↑ Slit2 DUs [117]

Sirtuins
↓ SIRT1 and SIRT3 NVC severity [129]

↓ SIRT3 DUs [129]

DUs, digital ulcers; NVC, nailfold videocapillaroscopy; PAH, pulmonary arterial hypertension; sPAP, systolic
pulmonary artery pressure; SRC, scleroderma renal crisis; SSc, systemic sclerosis.

10. Cytokines

Cytokines are a large category of peptides that include interleukins, chemokines,
adipokines, interferons (IFNs), lymphokines, and TNFs. These small proteins are produced
by a broad range of cells (immune cells like macrophages, B lymphocytes, T lymphocytes
and mast cells, as well as ECs and fibroblasts), and given their inability to cross cell
membrane to enter the cytoplasm, they act through cell surface receptors.

10.1. Interleukins

Interleukins can be grouped into four major clusters: (i) the IL1-like cytokines, con-
sisting in seven members with agonistic functions (IL1α, IL1β, IL18, IL33, IL36α, IL36β,
and IL36γ) and four members with antagonistic activities (IL1Ra, IL36Ra, IL37, and IL38);
(ii) the class I helical cytokines (IL4-like, γ-chain, and IL6/IL12-like); (iii) the class II helical
cytokines (IL10-like and IL28-like); and (iv) the IL17-like cytokines [130]. A fifth group
comprises interleukins not fitting into any of the four others (e.g., IL35 and IL16) [130].
Given their pivotal role in the pathogenesis of SSc [131,132], several interleukins belonging
to the IL1 family have been investigated as possible useful disease biomarkers. In contrast
with the study by Hussein et al., in which a distinct elevation of serum IL1β was observed
in SSc patients when compared to controls [133], in a more recent work no significant dif-
ference in serum concentrations of IL1β and IL1α was observed between SSc patients and
healthy individuals, even if SSc subjects with high IL1α were more likely to have DUs [134].
Circulating IL18 levels were found to be significantly higher in SSc patients respect to con-
trols [134,135] and, interestingly, serum levels of IL18-binding protein isoform a (IL18BPa),
a soluble decoy receptor for IL18, were also found to be elevated in SSc circulation and to
positively correlate with sPAP [136]. As far as IL33 is concerned, different studies reported
a significant increase in its circulating levels in SSc [137–141], particularly in patients with
DUs [137,141]. Notably, circulating values of soluble suppression of tumorigenicity 2 (ST2),
a member of the IL1R/Toll-like receptor family that IL33 binds to, were also found to be
higher in SSc patients and to correlate with diastolic dysfunction, sPAP, DUs, and NVC
abnormalities [140,141]. In particular, ST2 was increased in SSc patients with diastolic
dysfunction and lower in those with elevated sPAP [140]. Moreover, SSc patients showing
DUs and a late NVC pattern had higher ST2 levels than those without DUs and presenting
an active NVC pattern [141], with ST2 being associated with the development of new
DUs [141]. Finally, SSc patients without proximal-distal gradient (PDG) at laser speckle
contrast analysis had significantly higher ST2 compared to SSc patients with PDG [141].

Among class I and II helical cytokines, serum from SSc patients was reported to
be characterized by considerably higher values of IL13, IL4, IL10 [142,143], IL6 (which
positively correlated with both PAH and cardiac involvement) [144,145], IL22 [146], and
IL35 [147,148], which was particularly increased in patients with an early NVC pattern [148].
In other studies, IL1β and IL13 have also been recorded to be significantly elevated in
the serum and plasma of lcSSc patients with PAH [32,149], while IL6 levels, even if not
significantly different between SSc and controls, were found to be lower in patients with
DUs compared to those without [150]. When compared to healthy individuals, SSc patients
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were also found to present significantly elevated levels of the soluble form of the oncostatin
M receptor (sOSMR), which has been thought to act as an antagonist of the IL-6 family-
belonging oncostatin M [151]. Of note, since higher levels of sOSMR were present in
patients with DUs compared to those without, the authors suggested sOSMR as a candidate
biomarker of the disease [151].

Concerning IL17-like cytokines, no difference between SSc patients and healthy sub-
jects has been reported with regards to the serum concentration of IL17A, while IL17B,
IL17E, and IL17F were demonstrated to be significantly higher in SSc, with circulating
IL17B being more elevated in those patients with renal abnormalities compared to those
without [152]. Subsequently, IL17F and IL17E were found to correlate with the prevalence
of DUs, whereas IL17F was reported to be associated with elevated right ventricle systolic
pressure values [153]. Finally, even though IL17 levels did not significantly differ between
SSc and controls, higher IL17 was reported in the serum of patients with telangiectasias
compared to those without [150].

When considering other interleukins, IL16 was reported to be significantly elevated
in SSc compared with healthy subjects [154], while, among SSc patients, IL32 was found
to be higher in those with PAH and to correlate with sPAP [155]. Finally, the macrophage
migration inhibitory factor (MIF), a pleiotropic cytokine with pro-inflammatory properties,
has also been reported to be raised in SSc patients with PAH [156]. In a very recent multi-
center prospective study, a multiplex array analysis allowed to identify cytokine profiles
useful to distinguish SSc patients who are either at high-risk for or have PAH from SSc
patients who may be at lower risk for PAH and healthy controls [157].

10.2. Chemokines

Chemokines are a family of small secreted chemotactic cytokines classified into four
subfamilies according to the position of cysteine residues next to the amino terminus of their
amino acid sequence: (i) the XC chemokines, containing a single N-terminal cysteine; (ii) the
CC chemokines, with two adjacent cysteines near their amino acid terminus; (iii) the CXC
chemokines, presenting two cysteines separated by another amino acid; and (iv) the CX3C
chemokines, which have two cysteines divided by three amino acids [158,159]. Chemokine
signaling is class restricted, as CC-chemokines activate CC receptors while CXC chemokines
trigger CXC receptors [158,159]. Chemokines are known to mediate leukocyte chemotaxis
and migration through the endothelium into organ tissues, leading to interactions between
leukocytes and fibroblasts, thus actively contributing to inflammation and accumulation
of ECM [158,159]. In addition, they have emerged as angiogenesis mediators as they
recruit pro-angiogenic immune cells and endothelial progenitors to the neo-vascular niche
or directly regulate EC function through their receptors [158,159]. In particular, the CXC
family of chemokines shows different angiogenic activity according to the presence/absence
of the ELR motif (Glu-Leu-Arg). Indeed, the CXC chemokines containing ELR, such as
IL-8 (CXCL8) and growth-related oncogenes α, β and γ (CXCL1-3), are strong inducers of
angiogenesis, whereas the CXC chemokines lacking ELR, including CXCL4 and monokine
induced by IFN-γ (MIG, CXCL9), are strong angiogenesis inhibitors trough the binding
of the CXCR3 receptor [160]. The levels of chemokines and their receptors have been
found to be augmented both in the circulation and within inflamed tissue of patients, with
different rheumatic diseases, including systemic lupus erythematosus, rheumatoid arthritis,
and SSc [66].

10.2.1. CCL2

CCL2, also known as monocyte chemoattractant protein-1 (MCP-1), is produced by
macrophages, fibroblasts, and ECs and it is involved in leukocyte trafficking and activation
as well as in angiogenesis modulation [161,162]. Increased levels of CCL2 were found
in SSc patients compared to healthy controls [163–167], but no correlation was shown
with peripheral vascular manifestations, including pitting scars, DUs, gangrene [163], and
the NVC patterns [164]. Circulating CCL2 was reported to decrease in SSc patients after
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treatment with prostaglandin E1, although no difference in this chemokine levels was found
in patients with/without DUs, teleangectasias, or according to NVC patterns, either before
or after therapy [165]. In another study, CCL2 serum levels were found to be significantly
elevated both in the lcSSc and in the dcSSc subsets, but when considering lcSSc patients
no association was detected with PAH, although a trend for CCL2 reduction was reported
after treatment with bosentan or prostacyclin analogues [166].

10.2.2. CCL3 and CCL5

CCL3, known as macrophage inflammatory protein-1α (MIP-1α), and CCL5, also
named regulated on activation, normal T cell expressed and secreted (RANTES), are pro-
inflammatory chemokines involved in leukocyte recruitment to the site of inflammation,
and they have also been implicated in the regulation of angiogenesis and metastasis [168,169].
CCL3 and CCL5 were found to be higher in SSc when compared to healthy controls, and
significantly decreased in patients after infusion with prostaglandin E1 [165]. However,
circulating levels of these two chemokines resulted similarly in patients with/without DUs
or telangiectasias, or in patients stratified according to the three NVC patterns both before
and after therapy [165].

10.2.3. CCL13

CCL13, or monocyte chemoattract protein-4 (MCP-4), is a molecule that induces chemo-
taxis in monocytes⁄macrophages, T lymphocytes, and eosinophils by binding cell surface
chemokine receptors such as CCR2, CCR3, and CCR5 [170]. It also plays an important role
in different cell functions, including migration, invasion, motility, and proliferation [170].
Two different studies measured circulating CCL13 levels in SSc patients [171,172]. The
former reported an increase in serum CCL13 in SSc patients when compared to healthy
controls, but no correlation was found with clinical signs of vasculopathy such as pitting
scars, telangiectasias, or DUs [171]. In the latter, similar CCL13 levels were detected in
SSc patients and controls, with CCL13 not correlating with different clinical parameters,
including DUs [172].

10.2.4. CCL20, CCL21 and CCL23

CCL20, also known as liver activation regulated chemokine (LARC) or macrophage
inflammatory protein-3α (MIP-3α), is a pro-inflammatory chemokine that has been in-
volved, together with its receptor CCR6, in cancer metastasis and various autoimmune
diseases [173]. Through CCR6, this chemokine may increase VEGF expression in cancer
cells, or promote angiogenesis in ECs [174]. In a recent cross-sectional study, SSc patients
showed significantly higher CCL20 than healthy controls, with its levels being positively
correlated with mean pulmonary artery pressure (mPAP), suggesting that circulating CCL20
may be involved in the development of pulmonary vascular involvement [175].

CCL21, additionally called secondary lymphoid tissue chemokine (SLC), together
with its corresponding receptor CCR7, is implicated in both the organization of the thymic
architecture and homing of various T cell populations and antigen-presenting dendritic
cells to lymph nodes [174]. They have also been found to mediate angiogenesis in cancer
and in autoimmune diseases such as rheumatoid arthritis [176,177]. A recent study revealed
that CCL21 levels were increased in SSc patients when compared with healthy controls,
and that such levels were elevated even before the diagnosis of PAH [178]. Moreover,
CCL21 concentrations positively correlated with PAH development and the occurrence
of PAH-related events, suggesting that this chemokine might be a promising marker for
predicting the risk of SSc-related PAH and PAH progression [178]. CCL21 association with
SSc-PAH and its predictive value of PAH development were recently confirmed by the
same research group in two new independent cohorts [179].

CCL23, also known as macrophage inflammatory protein 3 (MIP-3), is secreted by
different immune cell types, including eosinophils, neutrophils, and monocytes [180].
Through the interaction with its ligand CCR1, this chemokine has a chemotactic effect
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on monocytes/macrophages, dendritic cells, lymphocytes, and ECs, and it is also able
to promote angiogenesis [180]. Serum levels of CCL23 were found to be higher in SSc
patients with respect to healthy individuals, and to associate with disease activity and
shorter disease duration [181]. Moreover, CCL23 was significantly raised in SSc patients
with PAH than in those without, while no correlation was found with the presence of
pitting scars, telangiectasias, or DUs [181].

10.2.5. CXCL4

CXCL4, predominantly produced by megakaryocytes and released from platelet α-
granules upon platelet activation, exerts potent anti-angiogenic effects by inhibiting EC
proliferation and migration [182,183]. Serum levels of this chemokine were reported to be
markedly elevated in SSc patients with respect to healthy controls [183–186], particularly
in very early SSc [183,187]. CXCL4 levels were also found to be higher in SSc patients with
DUs respect to those without [183]. Interestingly, patients with higher baseline level of
CXCL4 showed an increased prevalence of newly onset DUs within 6 months [183]. SSc
subjects with an early NVC pattern also presented higher CXCL4 values than those with the
active or late patterns [183]. Finally, CXCL4 negatively correlated with the mean number of
nailfold capillaries [183].

10.2.6. CXCL5

CXCL5, produced upon IL-1 or TNF-α stimulation by a variety of cells, including ep-
ithelial cells, keratinocytes, ECs, fibroblasts, neutrophils, and monocytes, is a pro-angiogenic
chemokine able to promote the chemotaxis of neutrophils possessing angiogenic proper-
ties [160,188]. It has been involved in different pathological conditions characterized by
altered angiogenesis [160,188]. CXCL5 serum levels were found to be significantly lower
in both lcSSc and dcSSc patients with respect to healthy subjects [188]. In the same study,
when dcSSc subjects were classified into three groups, i.e., early stage (disease duration
of <1 years), mid stage (1–6 years), and late stage (>6 years), circulating CXCL5 was found
to be uniformly decreased in early stage dcSSc with respect to mid-stage dcSSc and healthy
controls. Moreover, in non-early dcSSc (≥1 year), lower CXCL5 levels were associated with
the occurrence of DUs, suggesting that this chemokine may be a marker of DU development
in mid and late dcSSc stage [188].

10.2.7. Other CXCL Chemokines

Among the CXC family of chemokines, CXCL8 was found not only to be higher
in SSc patients with respect to controls, but also to parallel the severity of the disease
subset, although no correlation was found with the NVC patterns [164]. Anti-angiogenic
CXCL9 and CXCL10 were higher in SSc sera [189,190], but no correlation was found
between CXCL10 and peripheral vascular manifestations, such as pitting scars, DUs,
and gangrene [163]. Serum concentrations of CXCL11, reported to be raised in early
SSc patients when compared with healthy individuals, strongly associated with disease
activity [190], while pro-angiogenic CXCL16 was elevated in SSc, particularly in patients
with PAH [189,190]. Recently, when measuring circulating levels of CXCL4, CXCL8, and
GDF15, a small chemokine belonging to the TGF-β superfamily, in another cohort of SSc
patients, only GDF15 was found to be higher in SSc and to associate with PAH and dilated
capillary loops at capillaroscopy [191].

10.2.8. CX3CL1

CX3CL1 (fractalkine) can be found in a membrane-bound form on the surface of ECs
after stimulation with pro-inflammatory cytokines such as IL-1, TNF-α and IFN-γ, or in a
soluble form after cleavage by metalloproteases [12,192]. Membrane fractalkine interacts
with its unique receptor CX3CR1 to support integrin-independent leukocyte adhesion,
while soluble fractalkine acts as a chemoattractant for monocytes/macrophages, natural
killer cells, and T cells expressing CX3CR1 [12,192]. Fractalkine/CX3CR1 interaction has
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been implicated in the modulation of angiogenesis and vascular inflammation [193]. Soluble
fractalkine levels were found to be significantly raised in SSc sera [194–197], to associate
with pitting scars and DUs [194], and to decrease in SSc patients after prostaglandine E1
infusion [195].

10.3. Adipokines

Adipokines are proteins with metabolic properties released by either adipocytes or
preadipocytes, adipose tissue-infiltrated immune cells, or other cell types within adipose
tissue [198,199]. These molecules are known to participate in inflammatory processes, and
may also show immunomodulating, pro- or anti-fibrotic, and angiogenic effects [198,199].

10.3.1. Adiponectin

Adiponectin is an insulin-sensitizing, antiatherogenic, and anti-fibrotic hormone that
may act as a double-edged sword in inflammatory states, as it plays an anti-inflammatory
role in diseases such as obesity, type 2 diabetes, and atherosclerosis, while it acts as a
pro-inflammatory agent for the development of chronic kidney disease, bowel disease,
and rheumatoid arthritis [200]. As recently confirmed by two different meta-analysis
studies, circulating adiponectin levels have been found to be decreased in SSc [197,201],
particularly in dcSSc patients [202–207]. A single study reported correlations with signs
of vasculopathy, as patients with reduced adiponectin concentrations showed a higher
prevalence of pitting scars [203]. Finally, adiponectin was shown to significantly increase in
SSc patients after treatment with epoprostenol, a prostaglandin analogue with powerful
vasodilator activity [208].

10.3.2. Leptin

Leptin is a multi-functional hormone involved in metabolism, immune regulation, and
tissue remodeling [198]. Leptin may activate monocytes, dendritic cells, and macrophages
stimulating the production of pro-inflammatory cytokines, and it is involved in different
pathologies such as obesity, type 1 diabetes, and systemic lupus erythematosus [198].
Interestingly, leptin has also been found to promote angiogenesis [209]. Contrasting results
have been reported over the years about the levels of leptin in the circulation of SSc patients,
presumably due to the limited number of patients analyzed. In particular, some studies
reported decreased leptin in dcSSc [205,210], while in others it was found to be increased,
particularly in patients with PAH [143,211,212]. No significant differences in serum leptin
were found in other studies [207,213]. Recent meta-analyses revealed that circulating leptin
values were similar in patients with SSc and healthy controls [201,214].

10.3.3. Resistin

Resistin, predominately secreted by immune cells after stimulation with TNFα, IL-6,
and IL-12, exerts pro-inflammatory properties and has been involved in the pathologenesis
of different inflammatory diseases [208]. Resistin is also able to induce an angiogenic
response in ECs by enhancing ET-1 production [208]. In a preliminary study, circulating
resistin levels were found to be similar between SSc and controls and, when patients were
classified into two groups (i.e., patients with high or normal resistin levels on the bases
of healthy control levels), no difference between these two groups was demonstrated for
the frequency of cutaneous vascular manifestations, including pitting scars, telangiectasia,
and nailfold bleeding [215]. A subsequent meta-analysis also found that resistin was
not significantly different between SSc patients and healthy subjects [201]. Conversely,
following studies demonstrated an increase in resistin values in SSc patients with respect to
controls [143,197,208,216,217], with higher resistin in patients with DUs [213], in patients
developing new DUs after a 52-weeks follow-up [217], and in those with PAH [143]. In
another study, no association was found between resistin and nailfold capillaroscopy
characteristics or DUs [216].
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10.3.4. Other Adipokines

Galectins, a family of proteins able to bind β-galactosides, play different biologi-
cal functions in both physiological and pathological processes including angiogenesis,
cell adhesion, inflammation, and immune cell regulation [218]. In SSc, higher concen-
trations of galectin 1 were associated with the presence of telangiectasias [219], while
lower galectin 1 levels were present in patients with pitting scars/DUs, suggesting that
this molecule may be a protective factor against the development of SSc-related digital
vasculopathy [220]. Compared to control subjects, galectin 3 was also found to be higher in
SSc patients [221]. Moreover, serum galectin-3 was reported to be significantly raised in
patients with DUs [222].

Vaspin is an adipokine implicated in vascular inflammation and remodeling [223].
Although no difference in its circulating levels has been found between SSc and controls,
vaspin was reported to be significantly decreased in SSc patients with DUs compared with
those without DUs, while it did not correlate with SRC [223].

High circulating levels of adipsin, one of the major adipokines expressed by adipocytes,
were found to significantly associate with PAH, and it was proposed as a novel adipose
tissue-derived marker of SSc-related PAH [207].

Chemerin is an adipokine expressed in adipose tissue, dendritic cells, and macrophages
that exerts a dual (“chimeric”) effect on inflammation, being able to be both pro- and anti-
inflammatory, and behaving as a pro-angiogenic factor [224]. In the first study performed
on 64 SSc patients, Akamata et al. found no difference in circulating chemerin levels
between SSc and controls, but this adipokine was reported to be significantly higher in
patients with DUs as compared with those without DUs [225]. Conversely, Sawicka et al.
reported increased chemerin in SSc, but without any association with DUs or NVC pat-
terns [224]. These results are in line with a previous study showing comparable chemerin
levels when SSc patients were grouped into the three different NVC patterns or for the
presence/absence of DUs [226]. Moreover, chemerin levels negatively correlated with PAH
in dcSSc [224]. Interestingly, a recent proteome analysis on the circulation of several SSc
subjects demonstrated that in SSc-PAH patients, chemerin was differentially expressed and
significantly correlated with pulmonary vascular resistance (PVR) [227]. These results were
validated by enzyme-linked immunosorbent assay in an independent cohort, leading the
authors to conclude that chemerin might be an interesting surrogate biomarker for PVR in
SSc-PAH [227].

Visfatin is a key regulator of metabolism and insulin resistance as well as an im-
munomodulatory and pro-inflammatory adipokine [224]. It also may attenuate angiogene-
sis and EC reparation [224]. No difference in visfatin concentrations was found between
SSc patients and healthy subjects, and no association was reported with DUs or NVC
patterns [224]. However, serum visfatin showed a positive correlation with PAH in patients
with early disease [224].

10.4. Interferons

Serum IFN-γ levels were found to be higher in SSc when compared to controls and to
be associated, among patients, with PAH [150]. Moreover, a higher type 1 IFN signature at
both transcript and protein levels in whole blood or plasma of SSc patients has been found
to correlate with more severe vascular manifestations [228].

A summary of the main cytokines proposed as potential vascular biomarkers in SSc is
shown in Table 2.
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Table 2. Principal cytokines proposed as potential vascular biomarkers in SSc.

Cytokines Proposed Biomarker Vascular Association References

Interleukins

↑ IL1α DUs [134]

↑ IL18BPa sPAP [136]

↑ IL33 DUs [137,141]

↑ ST2 DUs, late NVC pattern [141]

↓ ST2 sPAP [140]

↑ IL13, IL4, IL10, and IL6 PAH [144]

↑ IL35 early NVC pattern [148]

↑ IL1β and IL13 PAH [32,149]

↓ IL6 DUs [150]

↑ sOSMR DUs [151]

↑ IL17F and IL17E DUs [153]

↑ IL17 telangiectasias [150]

↑ IL32 PAH and sPAP [155]

↑MIF PAH [156]

Chemokines

↑ CCL20 mPAP [175]

↑ CCL21 PAH [178,179]

↑ CCL23 PAH [181]

↑ CXCL4 DUs, early NVC pattern [183]

↓ CXCL5 DUs [188]

↑ CXCL16 PAH [189,190]

↑ GDF15 PAH, dilated loops at NVC [191]

↑ CX3CL1 pitting scars, DUs [194]

Adipokines

↓ Adiponectin pitting scars [203]

↑ Leptin PAH [143,212]

↑ Resistin DUs
PAH

[213,217]
[143]

↑ Galectin 1 telangiectasias [219]

↓ Galectin 1 pitting scars, DUs [220]

↑ Galectin 3 DUs [222]

↓ Vaspin DUs [223]

↑ Adipsin PAH [207]

↑ Chemerin DUs [225]

↓ Chemerin PAH [224]

↑ Visfatin PAH [224]

Interferons ↑ IFN-γ PAH [150]

DUs, digital ulcers; NVC, nailfold videocapillaroscopy; mPAP, mean pulmonary artery pressure; PAH, pul-
monary arterial hypertension; sPAP, systolic pulmonary artery pressure; SRC, scleroderma renal crisis; SSc,
systemic sclerosis.

11. Other Molecules Markers of Vascular Damage
11.1. Soluble Thrombomodulin

Thrombomodulin (TM), also known as CD141, is a type I transmembrane glycoprotein
expressed on the surface of ECs that functions as a cofactor in the thrombin-catalyzed acti-
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vation of protein C in the anticoagulant pathway by forming a 1:1 stoichiometric complex
with thrombin [229]. Circulating fragments of TM lacking the transmembrane domain and
known as soluble TM (sTM) are also found in blood, urine, and other biofluids [229]. In
healthy humans, sTM levels are low, while high sTM levels are common in patients suffer-
ing from various diseases. In particular, a consistent increase in sTM levels is now widely
regarded as an important biomarker for EC dysfunction and vascular risk assessment [229].
As far as SSc is concerned, sTM was found to be elevated in SSc patients respect to healthy
controls [230,231], and to be significantly associated with PAH [232]. Differently, a previous
study reported a significant decrease in circulating sTM in SSc patients with PAH compared
to healthy controls [233].

11.2. Soluble CD163

CD163, the high affinity scavenger receptor for the hemoglobin-haptoglobin complex,
is involved in the removal of necrotic cells, apoptotic cells, cell debris, and opsonized
pathogens [234]. It is expressed on the cell surface of activated M2 macrophages, but it
can be released from the membrane by proteolysis as a soluble form (sCD163) in response
to oxidative stress or inflammatory stimuli [234]. In SSc patients, several studies have
reported significantly elevated serum levels of this soluble molecule compared to healthy
controls, suggesting that sCD163 might represent a useful potential biomarker for the
disease [235–237]. In particular, patients with elevated serum sCD163 levels showed
not only higher right ventricular systolic pressure and lower carbon monoxide diffusing
capacity levels [235], but also a significantly higher sPAP [236], suggesting a possible
association between sCD163 and the severity of disease-related PAH. Of note, elevated
serum levels of sCD163 in SSc patients were reported to positively correlate also with renal
vascular damage [238]. As far as DUs is concerned, conflicting results have been reported.
Indeed, although increased sCD163 has been described to be indicative of a lower risk of
DUs [239], in a previous report sCD163 serum levels were found to be significantly elevated
in SSc patients with DUs compared to those without these complications [236]. Finally,
another study demonstrated raised ex vivo production of sCD163 by PBMCs from SSc
patients relative to healthy controls [240]. Although these findings collectively support
sCD163 as a potential biomarker in SSc, it has to be considered that in a recent study such
a soluble molecule did not emerge as a useful biomarker for specific SSc-related clinical
manifestations [237].

11.3. Basigin

Basigin, also known as CD147 or extracellular MMP inducer (EMMPRIN), is a trans-
membrane glycoprotein belonging to the immunoglobulin superfamily that induces the
synthesis of MMPs [241]. Serum soluble CD147 (sCD147) has been investigated to deter-
mine its possible role in SSc-related SRC pathogenesis. In particular, one study reported
that sCD147 levels were significantly elevated in sera from SSc patients compared with
healthy individuals, and that patients with elevated sCD147 had SRC more often than those
with normal sCD147 levels [242].

11.4. Brain Natriuretic Peptide and N-terminal pro-Brain Natriuretic Peptide

Brain natriuretic peptide (BNP) belongs to the family of natriuretic peptides, that
comprises also atrial, C-type, D-type, and V-type natriuretic peptides, as well as urodi-
latin. BNP, which is released into the blood from ventricular myocytes and fibroblasts
in response to pressure overload and increased myocardial pressure, is synthesized as a
longer precursor (proBNP) that is subsequently cleaved into an active C-terminal peptide
(BNP), able to stimulate diuresis in order to reduce ventricular preload, and an inactive
N-terminal fragment (NT-proBNP) [243]. Several studies have been conducted to evaluate
the utility of NT-proBNP concentrations as a screening tool for SSc-related PAH [243–253].
A systematic review and meta-analysis through PubMed, Embase, and Cochrane Library
databases was recently performed to estimate the diagnostic accuracy of serum NT-proBNP
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measurement in the clinical setting of SSc-PAH [254]. In this meta-analysis, involving many
of the aforementioned studies [244–248,251–253], the pooled sensitivity and specificity of
NT-proBNP to diagnose SSc-PAH were found to be 0.84 and 0.68, respectively, revealing
that NT-proBNP has certain diagnostic value for PAH due to its better specificity and
moderate sensitivity. However, although elevated serum NT-proBNP levels could warn
clinicians of the occurrence of PAH, echocardiography and right heart catheterization
should be conducted appropriately for further diagnosis [254].

11.5. Von Willebrand Factor

vWF is a circulating glycoprotein syntetized by injured ECs that plays an important
role in the coagulation cascade by acting as a carrier and stabilizer for coagulation factor
VIII. SSc patients have been found to exhibit increased vWF circulating levels with respect
to healthy controls [255–259]. Moreover, it has been reported that raised serum vWF
concentrations in lcSSc patients increase the risk of developing subsequent PAH [32,260].
However, a previous study did not find any difference between SSc patients with or
without PAH [42].

11.6. Maresin 1

Macrophage mediators in resolving inflammation (Maresins) belong to the superfamily
of specialized pro-resolving mediators, namely anti-inflammatory endogenous mediators
derived from essential polyunsaturated fatty acids precursors, and are specifically synthe-
sized by macrophages from docosahexaenoic acid [261]. Maresin 1 is principally produced
by M2 macrophages, and it promotes a phenotype switch from pro-inflammatory M1 to M2
macrophage, with the consequent production of anti-inflammatory cytokines and growth
factors [262]. In a very recent study, maresin 1 levels were found to be significantly lower
in SSc patients respect to healthy controls [262]. In addition, during a follow-up period
of 18 weeks, maresin 1 was reported to be higher in SSc patients with new DUs than in
those without, suggesting a predictive role of this molecule in the development of these
peripheral vascular manifestations [262].

11.7. Soluble Urokinase Plasminogen Activator Receptor

The urokinase plasminogen activator receptor (uPAR) is a key component of the
fibrinolytic system, and plays an important role in ECM remodeling and angiogenesis. An
abnormal uPAR cleavage resulting in dysfunctional uPAR-mediated pathways in ECs is
implicated in SSc-related microvascular abnormalities and impaired angiogenesis [263].
Systemic levels of soluble uPAR (suPAR), which is released from cell membrane-bound
uPAR, have been shown to positively correlate with both prognosis and mortality in a wide
range of diseases [264]. As far as SSc is concerned, two studies have assessed circulating
suPAR as a potential indicator of microvascular manifestations in SSc [265,266]. In the
former, suPAR values were found to be higher in SSc patients than in controls, and to
correlate with the presence of microvascular lesions including naifold capillaroscopic
abnormalities and DUs [265], while in the latter suPAR levels were not associated with any
vascular manifestation [266].

12. Concluding Remarks

Microvascular impairment is a key feature of SSc and represents the initial event of
the disease, accounting for the main disabling and/or life-threatening clinical manifesta-
tions, including ischemic DUs, nailfold capillary abnormalities, PAH and SRC. Despite the
various available therapeutic options, treatment of SSc-related vascular disease remains
difficult, even considering SSc etherogenity and the quite narrow therapeutic window.
In this context, the identification of reliable predictive biomarkers of vascular severity or
extension becomes extremely relevant for the stratification of patients according to the
risk and to allow an earlier therapeutic intervention, as well as for the development of
novel specific therapies. Although several circulating SSc biomarkers of microvascular
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damage have been proposed so far, none of them have yet been validated and incorpo-
rated into treatment guidelines. Indeed, it is important to consider that: (i) blood-based
biomarkers are not always perfectly specific for a given cell type or tissue; (ii) since sam-
ple collection/processing, as well as assay reagents, standards, and instrumentation for
most biomarkers are not rigorously standardized, it is not correct to interpret biomarker
values provided across studies with unidentical measurement techniques as “absolute”;
and (iii) the lack of longitudinal studies for some biomarkers reduces the clinical impact of
the findings. Interestingly, a recent narrative review highlighted that specific SSc-related
autoantibodies and NVC patterns, so far considered independent prognostic markers for
patients, appear instead to be interconnected, with a faster microvascular progression and
certain autoantibody profiles characterizing patients with worse clinical outcomes [267]. In
this context, the assessment of SSc autoantibodies and NVC profiles in combination with
some of the most relevant herein discussed circulating vascular biomarkers could represent
an additional tool to improve the accuracy of early diagnosis and guide targeted therapy.
Of note, too, is that since multiplexed assays with a machine learning approach have been
recently used to explore the association between different candidate vascular biomarkers
and both DUs and PAH [119,268,269], it is likely that new biomarkers will be discovered
and validated, thus making precision medicine in SSc a reality. Finally, large, multicenter,
prospective studies of well-defined clinical cohorts should be performed to fully establish
useful and reliable biomarkers of SSc-related vasculopathy.

Author Contributions: Conceptualization, B.S.F., I.R., E.R. and M.M.; writing—original draft prepa-
ration, B.S.F., I.R., E.R. and M.M.; writing—review and editing, B.S.F., I.R., M.M.-C., E.R. and M.M.
All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Denton, C.P.; Khanna, D. Systemic sclerosis. Lancet 2017, 390, 1685–1699. [CrossRef] [PubMed]
2. Korman, B. Evolving insights into the cellular and molecular pathogenesis of fibrosis in systemic sclerosis. Transl. Res. 2019,

209, 77–89. [CrossRef] [PubMed]
3. Asano, Y. The pathogenesis of systemic sclerosis: An understanding based on a common pathologic cascade across multiple

organs and additional organ-specific pathologies. J. Clin. Med. 2020, 9, 2687. [CrossRef] [PubMed]
4. Matucci-Cerinic, M.; Kahaleh, B.; Wigley, F.M. Review: Evidence that systemic sclerosis is a vascular disease. Arthritis Rheum.

2013, 65, 1953–1962. [CrossRef] [PubMed]
5. Romano, E.; Rosa, I.; Fioretto, B.S.; Matucci-Cerinic, M.; Manetti, M. New insights into profibrotic myofibroblast formation in

systemic sclerosis: When the vascular wall becomes the enemy. Life 2021, 11, 610. [CrossRef]
6. Zanin-Silva, D.C.; Santana-Gonçalves, M.; Kawashima-Vasconcelos, M.Y.; Oliveira, M.C. Management of endothelial dysfunction

in systemic sclerosis: Current and developing strategies. Front. Med. 2021, 8, 788250. [CrossRef]
7. Moschetti, L.; Piantoni, S.; Vizzardi, E.; Sciatti, E.; Riccardi, M.; Franceschini, F.; Cavazzana, I. Endothelial dysfunction in systemic

lupus erythematosus and systemic sclerosis: A common trigger for different microvascular diseases. Front. Med. 2022, 9, 849086.
[CrossRef]

8. Gigante, A.; Leodori, G.; Pellicano, C.; Villa, A.; Rosato, E. Assessment of kidney involvement in systemic sclerosis: From
scleroderma renal crisis to subclinical renal vasculopathy. Am. J. Med. Sci. 2022, 364, 529–537. [CrossRef]

9. Cole, A.; Ong, V.H.; Denton, C.P. Renal disease and systemic sclerosis: An update on scleroderma renal crisis. Clin. Rev. Allergy
Immunol. 2022. [CrossRef]

10. Chora, I.; Guiducci, S.; Manetti, M.; Romano, E.; Mazzotta, C.; Bellando-Randone, S.; Ibba-Manneschi, L.; Matucci-Cerinic,
M.; Soares, R. Vascular biomarkers and correlation with peripheral vasculopathy in systemic sclerosis. Autoimmun. Rev. 2015,
14, 314–322. [CrossRef]

11. Manetti, M.; Romano, E.; Rosa, I.; Guiducci, S.; Bellando-Randone, S.; De Paulis, A.; Ibba-Manneschi, L.; Matucci-Cerinic, M.
Endothelial-to-mesenchymal transition contributes to endothelial dysfunction and dermal fibrosis in systemic sclerosis. Ann.
Rheum. Dis. 2017, 76, 924–934. [CrossRef]

http://doi.org/10.1016/S0140-6736(17)30933-9
http://www.ncbi.nlm.nih.gov/pubmed/28413064
http://doi.org/10.1016/j.trsl.2019.02.010
http://www.ncbi.nlm.nih.gov/pubmed/30876809
http://doi.org/10.3390/jcm9092687
http://www.ncbi.nlm.nih.gov/pubmed/32825112
http://doi.org/10.1002/art.37988
http://www.ncbi.nlm.nih.gov/pubmed/23666787
http://doi.org/10.3390/life11070610
http://doi.org/10.3389/fmed.2021.788250
http://doi.org/10.3389/fmed.2022.849086
http://doi.org/10.1016/j.amjms.2022.02.014
http://doi.org/10.1007/s12016-022-08945-x
http://doi.org/10.1016/j.autrev.2014.12.001
http://doi.org/10.1136/annrheumdis-2016-210229


Int. J. Mol. Sci. 2023, 24, 4097 23 of 33

12. Utsunomiya, A.; Oyama, N.; Hasegawa, M. Potential biomarkers in systemic sclerosis: A literature review and update. J. Clin.
Med. 2020, 9, 3388. [CrossRef]

13. Hasegawa, M. Biomarkers in systemic sclerosis: Their potential to predict clinical courses. J. Dermatol. 2016, 43, 29–38. [CrossRef]
14. Harjunpää, H.; Llort Asens, M.; Guenther, C.; Fagerholm, S.C. Cell adhesion molecules and their roles and regulation in the

immune and tumor microenvironment. Front. Immunol. 2019, 10, 1078. [CrossRef]
15. Bruni, C.; Frech, T.; Manetti, M.; Rossi, F.W.; Furst, D.E.; De Paulis, A.; Rivellese, F.; Guiducci, S.; Matucci-Cerinic, M.; Bellando-

Randone, S. Vascular leaking, a pivotal and early pathogenetic event in systemic sclerosis: Should the door be closed? Front.
Immunol. 2018, 9, 2045. [CrossRef]

16. McEver, R.P. Selectins: Initiators of leucocyte adhesion and signaling at the vascular wall. Cardiovasc. Res. 2015, 107, 331–339.
[CrossRef]

17. Borsig, L. Selectins in cancer immunity. Glycobiology 2018, 28, 648–655. [CrossRef]
18. Hasegawa, M.; Asano, Y.; Endo, H.; Fujimoto, M.; Goto, D.; Ihn, H.; Inoue, K.; Ishikawa, O.; Kawaguchi, Y.; Kuwana, M.; et al.

Serum adhesion molecule levels as prognostic markers in patients with early systemic sclerosis: A multicentre, prospective,
observational study. PLoS ONE 2014, 9, e88150. [CrossRef]

19. Blann, A.D.; Sanders, P.A.; Herrick, A.; Jayson, M.I. Soluble L-selectin in the connective tissue diseases. Br. J. Haematol. 1996,
95, 192–194. [CrossRef]

20. Dunne, J.V.; Van Eeden, S.F.; Keen, K.J. L-selectin and skin damage in systemic sclerosis. PLoS ONE 2012, 7, e44814. [CrossRef]
21. Inaoki, M.; Sato, S.; Shimada, Y.; Takehara, K. Elevated serum levels of soluble L-selectin in patients with systemic sclerosis

declined after intravenous injection of lipo-prostaglandin E1. J. Dermatol. Sci. 2001, 25, 78–82. [CrossRef] [PubMed]
22. Shimada, Y.; Hasegawa, M.; Takehara, K.; Sato, S. Elevated serum L-selectin levels and decreased L-selectin expression on

CD8+lymphocytes in systemic sclerosis. Clin. Exp. Immunol. 2001, 124, 474–479. [CrossRef] [PubMed]
23. Yeini, E.; Satchi-Fainaro, R. The role of P-selectin in cancer-associated thrombosis and beyond. Thromb. Res. 2022, 213, S22–S28.

[CrossRef]
24. McLellan, K.; Papadopoulou, C. Update on biomarkers of vasculopathy in juvenile and adult myositis. Curr. Rheumatol. Rep.

2022, 24, 227–237. [CrossRef] [PubMed]
25. Valim, V.; Assis, L.S.; Simões, M.F.; Trevisani, V.F.; Pucinelli, M.L.; Andrade, L.E. Correlation between serum E-selectin levels and

panoramic nailfold capillaroscopy in systemic sclerosis. Braz. J. Med. Biol. Res. 2004, 37, 1423–1427. [CrossRef]
26. Valentini, G.; Marcoccia, A.; Cuomo, G.; Vettori, S.; Iudici, M.; Bondanini, F.; Santoriello, C.; Ciani, A.; Cozzolino, D.; De Matteis,

G.M.; et al. Early systemic sclerosis: Marker autoantibodies and videocapillaroscopy patterns are each associated with distinct
clinical, functional and cellular activation markers. Arthritis Res. Ther. 2013, 15, R63. [CrossRef]

27. Wautier, J.L.; Wautier, M.P. Vascular permeability in diseases. Int. J. Mol. Sci. 2022, 23, 3645. [CrossRef]
28. Ihn, H.; Sato, S.; Fujimoto, M.; Kikuchi, K.; Kadono, T.; Tamaki, K.; Takehara, K. Circulating intercellular adhesion molecule-1

in the sera of patients with systemic sclerosis: Enhancement by inflammatory cytokines. Br. J. Rheumatol. 1997, 36, 1270–1275.
[CrossRef]

29. Sfikakis, P.P.; Tesar, J.; Baraf, H.; Lipnick, R.; Klipple, G.; Tsokos, G.C. Circulating intercellular adhesionmolecule-1 in patients
with systemic sclerosis. Clin. Immunol. Immunopathol. 1993, 68, 88–92. [CrossRef]

30. Avouac, J.; Meune, C.; Ruiz, B.; Couraud, P.O.; Uzan, G.; Boileau, C.; Kahan, A.; Chiocchia, G.; Allanore, Y. Angiogenic biomarkers
predict the occurrence of digital ulcers in systemic sclerosis. Ann. Rheum. Dis. 2012, 71, 394–399. [CrossRef]

31. Avouac, J.; Vallucci, M.; Smith, V.; Senet, P.; Ruiz, B.; Sulli, A.; Pizzorni, C.; Frances, C.; Chiocchia, G.; Cutolo, M.; et al. Correlations
between angiogenic factors and capillaroscopic patterns in systemic sclerosis. Arthritis Res. Ther. 2013, 15, R55. [CrossRef]

32. Pendergrass, S.A.; Hayes, E.; Farina, G.; Lemaire, R.; Farber, H.W.; Whitfield, M.L.; Lafyatis, R. Limited systemic sclerosis
patients with pulmonary arterial hypertension show biomarkers of inflammation and vascular injury. PLoS ONE 2010, 5, e12106.
[CrossRef]

33. Thakkar, V.; Patterson, K.A.; Stevens, W.; Wilson, M.; Roddy, J.; Sahhar, J.; Proudman, S.; Hissaria, P.; Nikpour, M. Increased
serum levels of adhesion molecules ICAM-1 and VCAM-1 in systemic sclerosis are not specific for pulmonary manifestations.
Clin. Rheumatol. 2018, 37, 1563–1571. [CrossRef]

34. Wang, J.; Liu, H. The roles of junctional adhesion molecules (JAMs) in cell migration. Front. Cell Dev. Biol. 2022, 10, 843671.
[CrossRef]

35. Hartmann, C.; Schwietzer, Y.A.; Otani, T.; Furuse, M.; Ebnet, K. Physiological functions of junctional adhesion molecules (JAMs)
in tight junctions. Biochim. Biophys. Acta Biomembr. 2020, 1862, 183299. [CrossRef]

36. Manetti, M.; Guiducci, S.; Romano, E.; Rosa, I.; Ceccarelli, C.; Mello, T.; Milia, A.F.; Conforti, M.L.; Ibba-Manneschi, L.; Matucci-
Cerinic, M. Differential expression of junctional adhesion molecules in different stages of systemic sclerosis. Arthritis Rheum. 2013,
65, 247–257. [CrossRef]

37. Romano, E.; Rosa, I.; Fioretto, B.S.; Matucci-Cerinic, M.; Manetti, M. Increased circulating soluble junctional adhesion molecules
in systemic sclerosis: Association with peripheral microvascular impairment. Life 2022, 12, 1790. [CrossRef]

38. Rabquer, B.J.; Amin, M.A.; Teegala, N.; Shaheen, M.K.; Tsou, P.S.; Ruth, J.H.; Lesch, C.A.; Imhof, B.A.; Koch, A.E. Junctional
adhesion molecule-C is a soluble mediator of angiogenesis. J. Immunol. 2010, 185, 1777–1785. [CrossRef]

39. Stratton, R.J.; Coghlan, J.G.; Pearson, J.D.; Burns, A.; Sweny, P.; Abraham, D.J.; Black, C.M. Different patterns of endothelial cell
activation in renal and pulmonary vascular disease in scleroderma. QJM 1998, 91, 561–566. [CrossRef]

http://doi.org/10.3390/jcm9113388
http://doi.org/10.1111/1346-8138.13156
http://doi.org/10.3389/fimmu.2019.01078
http://doi.org/10.3389/fimmu.2018.02045
http://doi.org/10.1093/cvr/cvv154
http://doi.org/10.1093/glycob/cwx105
http://doi.org/10.1371/journal.pone.0088150
http://doi.org/10.1046/j.1365-2141.1996.7562378.x
http://doi.org/10.1371/journal.pone.0044814
http://doi.org/10.1016/S0923-1811(00)00108-0
http://www.ncbi.nlm.nih.gov/pubmed/11154868
http://doi.org/10.1046/j.1365-2249.2001.01514.x
http://www.ncbi.nlm.nih.gov/pubmed/11472411
http://doi.org/10.1016/j.thromres.2021.12.027
http://doi.org/10.1007/s11926-022-01076-4
http://www.ncbi.nlm.nih.gov/pubmed/35680774
http://doi.org/10.1590/S0100-879X2004000900018
http://doi.org/10.1186/ar4236
http://doi.org/10.3390/ijms23073645
http://doi.org/10.1093/rheumatology/36.12.1270
http://doi.org/10.1006/clin.1993.1100
http://doi.org/10.1136/annrheumdis-2011-200143
http://doi.org/10.1186/ar4217
http://doi.org/10.1371/journal.pone.0012106
http://doi.org/10.1007/s10067-018-4081-7
http://doi.org/10.3389/fcell.2022.843671
http://doi.org/10.1016/j.bbamem.2020.183299
http://doi.org/10.1002/art.37712
http://doi.org/10.3390/life12111790
http://doi.org/10.4049/jimmunol.1000556
http://doi.org/10.1093/qjmed/91.8.561


Int. J. Mol. Sci. 2023, 24, 4097 24 of 33

40. Mittag, M.; Beckheinrich, P.; Haustein, U.F. Systemic sclerosis-related Raynaud’s phenomenon: Effects of iloprost infusion therapy
on serum cytokine, growth factor and soluble adhesion molecule levels. Acta Derm. Venereol. 2001, 81, 294–297. [CrossRef]

41. Kuryliszyn-Moskal, A.; Klimiuk, P.A.; Sierakowski, S. Soluble adhesion molecules (sVCAM-1, sE-selectin), vascular endothelial
growth factor (VEGF) and endothelin-1 in patients with systemic sclerosis: Relationship to organ systemic involvement. Clin.
Rheumatol. 2005, 24, 111–116. [CrossRef] [PubMed]

42. Iannone, F.; Riccardi, M.T.; Guiducci, S.; Bizzoca, R.; Cinelli, M.; Matucci-Cerinic, M.; Lapadula, G. Bosentan regulates the
expression of adhesion molecules on circulating T cells and serum soluble adhesion molecules in systemic sclerosis-associated
pulmonary arterial hypertension. Ann. Rheum. Dis. 2008, 67, 1121–1126. [CrossRef] [PubMed]
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150. Bălănescu, P.; Lădaru, A.; Bălănescu, E.; Nicolau, A.; Băicuş, C.; Dan, G.A. IL-17, IL-6 and IFN-γ in systemic sclerosis patients.
Rom. J. Intern. Med. 2015, 53, 44–49. [CrossRef]

151. de Almeida, A.R.; Dantas, A.T.; Pereira, M.C.; de Melo Rêgo, M.J.B.; Guimarães Gonçalves, R.S.; Pitta, I.D.R.; Branco Pinto Duarte,
A.L.; Parra Abdalla, D.S.; da Rocha Pitta, M.G. Increased levels of the soluble oncostatin M receptor (sOSMR) and glycoprotein
130 (sgp130) in systemic sclerosis patients and associations with clinical parameters. Immunobiology 2020, 225, 151964. [CrossRef]

152. Robak, E.; Gerlicz-Kowalczuk, Z.; Dziankowska-Bartkowiak, B.; Wozniacka, A.; Bogaczewicz, J. Serum concentrations of IL-17A,
IL-17B, IL-17E and IL-17F in patients with systemic sclerosis. Arch. Med. Sci. 2019, 15, 706–712. [CrossRef]

153. Fukayama, M.; Yoshizaki, A.; Fukasawa, T.; Ebata, S.; Kuzumi, A.; Yoshizaki-Ogawa, A.; Asano, Y.; Oba, K.; Sato, S. Interleukin
(IL)-17F and IL-17E are related to fibrosis and vasculopathy in systemic sclerosis. J. Dermatol. 2020, 47, 1287–1292. [CrossRef]

154. Kawabata, K.; Makino, T.; Makino, K.; Kajihara, I.; Fukushima, S.; Ihn, H. IL-16 expression is increased in the skin and sera of
patients with systemic sclerosis. Rheumatology 2020, 59, 519–523. [CrossRef]

155. Di Benedetto, P.; Guggino, G.; Manzi, G.; Ruscitti, P.; Berardicurti, O.; Panzera, N.; Grazia, N.; Badagliacca, R.; Riccieri, V.;
Vizza, C.D.; et al. Interleukin-32 in systemic sclerosis, a potential new biomarker for pulmonary arterial hypertension. Arthritis
Res. Ther. 2020, 22, 127. [CrossRef]

156. Stefanantoni, K.; Sciarra, I.; Vasile, M.; Badagliacca, R.; Poscia, R.; Pendolino, M.; Alessandri, C.; Vizza, C.D.; Valesini, G.;
Riccieri, V. Elevated serum levels of macrophage migration inhibitory factor and stem cell growth factor β in patients with
idiopathic and systemic sclerosis associated pulmonary arterial hypertension. Reumatismo 2015, 66, 270–276. [CrossRef]

157. Kolstad, K.D.; Khatri, A.; Donato, M.; Chang, S.E.; Li, S.; Steen, V.D.; Utz, P.J.; Khatri, P.; Chung, L. Cytokine signatures
differentiate systemic sclerosis patients at high versus low risk for pulmonary arterial hypertension. Arthritis Res. Ther. 2022,
24, 39. [CrossRef]

158. Dimberg, A. Chemokines in angiogenesis. Chemokine Syst. Exp. Clin. Hematol. 2010, 341, 59–80.
159. Miyabe, Y.; Lian, J.; Miyabe, C.; Luster, A.D. Chemokines in rheumatic diseases: Pathogenic role and therapeutic implications.

Nat. Rev. Rheumatol. 2019, 15, 731–746. [CrossRef]

http://doi.org/10.1111/1346-8138.13252
http://doi.org/10.1136/ard.2010.148247
http://doi.org/10.1007/s10067-011-1686-5
http://doi.org/10.1136/annrheumdis-2012-201553
http://doi.org/10.1007/s10238-022-00864-7
http://doi.org/10.1016/j.mvr.2022.104344
http://www.ncbi.nlm.nih.gov/pubmed/35182578
http://www.ncbi.nlm.nih.gov/pubmed/9034992
http://doi.org/10.1111/cei.13651
http://doi.org/10.1111/jocd.15133
http://www.ncbi.nlm.nih.gov/pubmed/35634998
http://doi.org/10.1093/rheumatology/ket131
http://doi.org/10.1007/s00296-022-05250-w
http://doi.org/10.1097/RHU.0000000000000947
http://doi.org/10.1093/rheumatology/kev260
http://doi.org/10.1002/art.30318
http://doi.org/10.1515/rjim-2015-0006
http://doi.org/10.1016/j.imbio.2020.151964
http://doi.org/10.5114/aoms.2019.84738
http://doi.org/10.1111/1346-8138.15508
http://doi.org/10.1093/rheumatology/kez318
http://doi.org/10.1186/s13075-020-02218-8
http://doi.org/10.4081/reumatismo.2014.774
http://doi.org/10.1186/s13075-022-02734-9
http://doi.org/10.1038/s41584-019-0323-6


Int. J. Mol. Sci. 2023, 24, 4097 29 of 33

160. Keeley, E.C.; Mehrad, B.; Strieter, R.M. Chemokines as mediators of neovascularization. Arterioscler. Thromb. Vasc. Biol. 2008, 28,
1928–1936. [CrossRef]

161. Stamatovic, S.M.; Keep, R.F.; Mostarica-Stojkovic, M.; Andjelkovic, A.V. CCL2 regulates angiogenesis via activation of Ets-1
transcription factor. J. Immunol. 2006, 177, 2651–2661. [CrossRef] [PubMed]

162. Low-Marchelli, J.M.; Ardi, V.C.; Vizcarra, E.A.; van Rooijen, N.; Quigley, J.P.; Yang, J. Twist1 induces CCL2 and recruits
macrophages to promote angiogenesis. Cancer Res. 2013, 73, 662–671. [CrossRef] [PubMed]

163. Antonelli, A.; Ferri, C.; Fallahi, P.; Ferrari, S.M.; Giuggioli, D.; Colaci, M.; Manfredi, A.; Frascerra, S.; Franzoni, F.; Galetta, F.; et al.
CXCL10 (alpha) and CCL2 (beta) chemokines in systemic sclerosis-a longitudinal study. Rheumatology 2008, 47, 45–49. [CrossRef]

164. Vettori, S.; Cuomo, G.; Iudici, M.; D’Abrosca, V.; Giacco, V.; Barra, G.; De Palma, R.; Valentini, G. Early systemic sclerosis: Serum
profiling of factors involved in endothelial, T-cell, and fibroblast interplay is marked by elevated interleukin-33 levels. J. Clin.
Immunol. 2014, 34, 663–668. [CrossRef] [PubMed]

165. Bandinelli, F.; Del Rosso, A.; Gabrielli, A.; Giacomelli, R.; Bartoli, F.; Guiducci, S.; Matucci Cerinic, M. CCL2, CCL3 and CCL5
chemokines in systemic sclerosis: The correlation with SSc clinical features and the effect of prostaglandin E1 treatment. Clin. Exp.
Rheumatol. 2012, 30, S44–S49.

166. Carulli, M.T.; Handler, C.; Coghlan, J.G.; Black, C.M.; Denton, C.P. Can CCL2 serum levels be used in risk stratification or to
monitor treatment response in systemic sclerosis? Ann. Rheum. Dis. 2008, 67, 105–109. [CrossRef]

167. Wu, M.; Baron, M.; Pedroza, C.; Salazar, G.A.; Ying, J.; Charles, J.; Agarwal, S.K.; Hudson, M.; Pope, J.; Zhou, X.; et al. CCL2 in the
circulation predicts long-term progression of interstitial lung disease in patients with early systemic sclerosis: Data from two
independent cohorts. Arthritis Rheumatol. 2017, 69, 1871–1878. [CrossRef]

168. Liao, Y.Y.; Tsai, H.C.; Chou, P.Y.; Wang, S.W.; Chen, H.T.; Lin, Y.M.; Chiang, I.P.; Chang, T.M.; Hsu, S.K.; Chou, M.C.; et al. CCL3
promotes angiogenesis by dysregulation of miR-374b/ VEGF-A axis in human osteosarcoma cells. Oncotarget 2016, 7, 4310–4325.
[CrossRef]

169. Wang, S.W.; Liu, S.C.; Sun, H.L.; Huang, T.Y.; Chan, C.H.; Yang, C.Y.; Yeh, H.I.; Huang, Y.L.; Chou, W.Y.; Lin, Y.M.; et al.
CCL5/CCR5 axis induces vascular endothelial growth factor-mediated tumor angiogenesis in human osteosarcoma microenvi-
ronment. Carcinogenesis 2015, 36, 104–114. [CrossRef]

170. She, S.; Ren, L.; Chen, P.; Wang, M.; Chen, D.; Wang, Y.; Chen, H. Functional roles of chemokine receptor CCR2 and its ligands in
liver disease. Front. Immunol. 2022, 13, 812431. [CrossRef]

171. Yanaba, K.; Yoshizaki, A.; Muroi, E.; Hara, T.; Ogawa, F.; Shimizu, K.; Hasegawa, M.; Fujimoto, M.; Takehara, K.; Sato, S. CCL13 is
a promising diagnostic marker for systemic sclerosis. Br. J. Dermatol. 2010, 162, 332–336. [CrossRef]

172. Gambichler, T.; Yilmaz, E.; Höxtermann, S.; Kolios, A.; Moritz, R.; Bechara, F.G.; Kreuter, A. Serum CCL13 levels in patients with
systemic sclerosis and controls. Br. J. Dermatol. 2011, 165, 216–218. [CrossRef]

173. Benkheil, M.; Van Haele, M.; Roskams, T.; Laporte, M.; Noppen, S.; Abbasi, K.; Delang, L.; Neyts, J.; Liekens, S. CCL20, a
direct-acting pro-angiogenic chemokine induced by hepatitis C virus (HCV): Potential role in HCV-related liver cancer. Exp. Cell
Res. 2018, 372, 168–177. [CrossRef]

174. Korbecki, J.; Grochans, S.; Gutowska, I.; Barczak, K.; Baranowska-Bosiacka, I. CC chemokines in a tumor: A review of pro-cancer
and anti-cancer properties of receptors CCR5, CCR6, CCR7, CCR8, CCR9, and CCR10 ligands. Int. J. Mol. Sci. 2020, 21, 7619.
[CrossRef]

175. Ikawa, T.; Miyagawa, T.; Fukui, Y.; Minatsuki, S.; Maki, H.; Inaba, T.; Hatano, M.; Toyama, S.; Omatsu, J.; Awaji, K.; et al.
Association of serum CCL20 levels with pulmonary vascular involvement and primary biliary cholangitis in patients with
systemic sclerosis. Int. J. Rheum. Dis. 2021, 24, 711–718. [CrossRef]

176. Xiong, Y.; Huang, F.; Li, X.; Chen, Z.; Feng, D.; Jiang, H.; Chen, W.; Zhang, X. CCL21/CCR7 interaction promotes cellular
migration and invasion via modulation of the MEK/ERK1/2 signaling pathway and correlates with lymphatic metastatic spread
and poor prognosis in urinary bladder cancer. Int. J. Oncol. 2017, 51, 75–90. [CrossRef]

177. Pickens, S.R.; Chamberlain, N.D.; Volin, M.V.; Pope, R.M.; Talarico, N.E.; Mandelin, A.M., 2nd; Shahrara, S. Role of the CCL21
and CCR7 pathways in rheumatoid arthritis angiogenesis. Arthritis Rheum. 2012, 64, 2471–2481. [CrossRef]

178. Hoffmann-Vold, A.M.; Hesselstrand, R.; Fretheim, H.; Ueland, T.; Andreassen, A.K.; Brunborg, C.; Palchevskiy, V.; Midtvedt, Ø.;
Garen, T.; Aukrust, P.; et al. CCL21 as a potential serum biomarker for pulmonary arterial hypertension in systemic sclerosis.
Arthritis Rheumatol. 2018, 70, 1644–1653. [CrossRef]

179. Didriksen, H.; Molberg, Ø.; Mehta, A.; Jordan, S.; Palchevskiy, V.; Fretheim, H.; Gude, E.; Ueland, T.; Brunborg, C.; Garen, T.; et al.
Target organ expression and biomarker characterization of chemokine CCL21 in systemic sclerosis associated pulmonary arterial
hypertension. Front. Immunol. 2022, 13, 991743. [CrossRef]

180. Roderburg, C.; Labuhn, S.; Bednarsch, J.; Lang, S.A.; Schneider, A.T.; Hammerich, L.; Vucur, M.; Ulmer, T.F.; Neumann, U.P.;
Luedde, T.; et al. Elevated serum levels of CCL23 are associated with poor outcome after resection of biliary tract cancer. Mediat.
Inflamm. 2022, 2022, 6195004. [CrossRef]

181. Yanaba, K.; Yoshizaki, A.; Muroi, E.; Ogawa, F.; Asano, Y.; Kadono, T.; Sato, S. Serum CCL23 levels are increased in patients with
systemic sclerosis. Arch. Dermatol. Res. 2011, 303, 29–34. [CrossRef] [PubMed]

182. Jian, J.; Pang, Y.; Yan, H.H.; Min, Y.; Achyut, B.R.; Hollander, M.C.; Lin, P.C.; Liang, X.; Yang, L. Platelet factor 4 is produced
by subsets of myeloid cells in premetastatic lung and inhibits tumor metastasis. Oncotarget 2017, 8, 27725–27739. [CrossRef]
[PubMed]

http://doi.org/10.1161/ATVBAHA.108.162925
http://doi.org/10.4049/jimmunol.177.4.2651
http://www.ncbi.nlm.nih.gov/pubmed/16888027
http://doi.org/10.1158/0008-5472.CAN-12-0653
http://www.ncbi.nlm.nih.gov/pubmed/23329645
http://doi.org/10.1093/rheumatology/kem313
http://doi.org/10.1007/s10875-014-0037-0
http://www.ncbi.nlm.nih.gov/pubmed/24760110
http://doi.org/10.1136/ard.2006.067967
http://doi.org/10.1002/art.40171
http://doi.org/10.18632/oncotarget.6708
http://doi.org/10.1093/carcin/bgu218
http://doi.org/10.3389/fimmu.2022.812431
http://doi.org/10.1111/j.1365-2133.2009.09507.x
http://doi.org/10.1111/j.1365-2133.2011.10330.x
http://doi.org/10.1016/j.yexcr.2018.09.023
http://doi.org/10.3390/ijms21207619
http://doi.org/10.1111/1756-185X.14103
http://doi.org/10.3892/ijo.2017.4003
http://doi.org/10.1002/art.34452
http://doi.org/10.1002/art.40534
http://doi.org/10.3389/fimmu.2022.991743
http://doi.org/10.1155/2022/6195004
http://doi.org/10.1007/s00403-010-1078-8
http://www.ncbi.nlm.nih.gov/pubmed/20824279
http://doi.org/10.18632/oncotarget.9486
http://www.ncbi.nlm.nih.gov/pubmed/27223426


Int. J. Mol. Sci. 2023, 24, 4097 30 of 33

183. Jiang, Z.; Chen, C.; Yang, S.; He, H.; Zhu, X.; Liang, M. Contribution to the peripheral vasculopathy and endothelial cell
dysfunction by CXCL4 in systemic sclerosis. J. Dermatol. Sci. 2021, 104, 63–73. [CrossRef] [PubMed]

184. van Bon, L.; Affandi, A.J.; Broen, J.; Christmann, R.B.; Marijnissen, R.J.; Stawski, L.; Farina, G.A.; Stifano, G.; Mathes, A.L.;
Cossu, M.; et al. Proteome-wide analysis and CXCL4 as a biomarker in systemic sclerosis. N. Engl. J. Med. 2014, 370, 433–443.
[CrossRef] [PubMed]

185. Volkmann, E.R.; Tashkin, D.P.; Roth, M.D.; Clements, P.J.; Khanna, D.; Furst, D.E.; Mayes, M.; Charles, J.; Tseng, C.H.;
Elashoff, R.M.; et al. Changes in plasma CXCL4 levels are associated with improvements in lung function in patients re-
ceiving immunosuppressive therapy for systemic sclerosis-related interstitial lung disease. Arthritis Res. Ther. 2016, 18, 305.
[CrossRef]

186. Haddon, D.J.; Wand, H.E.; Jarrell, J.A.; Spiera, R.F.; Utz, P.J.; Gordon, J.K.; Chung, L.S. Proteomic analysis of sera from individuals
with diffuse cutaneous systemic sclerosis reveals a multianalyte signature associated with clinical improvement during imatinib
mesylate treatment. J. Rheumatol. 2017, 44, 631–638. [CrossRef]

187. Valentini, G.; Riccardi, A.; Vettori, S.; Irace, R.; Iudici, M.; Tolone, S.; Docimo, L.; Bocchino, M.; Sanduzzi, A.; Cozzolino, D. CXCL4
in undifferentiated connective tissue disease at risk for systemic sclerosis (SSc) (previously referred to as very early SSc). Clin.
Exp. Med. 2017, 17, 411–414. [CrossRef]

188. Ichimura, Y.; Asano, Y.; Akamata, K.; Takahashi, T.; Noda, S.; Taniguchi, T.; Toyama, T.; Aozasa, N.; Sumida, H.; Kuwano, Y.; et al.
Fli1 deficiency contributes to the suppression of endothelial CXCL5 expression in systemic sclerosis. Arch. Dermatol. Res. 2014,
306, 331–338. [CrossRef]

189. Rabquer, B.J.; Tsou, P.S.; Hou, Y.; Thirunavukkarasu, E.; Haines, G.K., 3rd; Impens, A.J.; Phillips, K.; Kahaleh, B.; Seibold, J.R.;
Koch, A.E. Dysregulated expression of MIG/CXCL9, IP-10/CXCL10 and CXCL16 and their receptors in systemic sclerosis.
Arthritis Res. Ther. 2011, 13, R18. [CrossRef]

190. Cossu, M.; van Bon, L.; Preti, C.; Rossato, M.; Beretta, L.; Radstake, T.R.D.J. Earliest phase of systemic sclerosis typified by
increased levels of inflammatory proteins in the serum. Arthritis Rheumatol. 2017, 69, 2359–2369. [CrossRef]

191. Oller-Rodríguez, J.E.; Vicens Bernabeu, E.; Gonzalez-Mazarío, R.; Grau García, E.; Ortiz Sanjuan, F.M.; Román Ivorra, J.A. Utility
of cytokines CXCL4, CXCL8 and GDF15 as biomarkers in systemic sclerosis. Med. Clin. 2022, 159, 359–365. [CrossRef] [PubMed]

192. Jones, B.; Koch, A.E.; Ahmed, S. Pathological role of fractalkine/CX3CL1 in rheumatic diseases: A unique chemokine with
multiple functions. Front. Immunol. 2012, 2, 82. [CrossRef] [PubMed]

193. Skoda, M.; Stangret, A.; Szukiewicz, D. Fractalkine and placental growth factor: A duet of inflammation and angiogenesis in
cardiovascular disorders. Cytokine Growth Factor Rev. 2018, 39, 116–123. [CrossRef] [PubMed]

194. Hasegawa, M.; Sato, S.; Echigo, T.; Hamaguchi, Y.; Yasui, M.; Takehara, K. Up regulated expression of fractalkine/CX3CL1 and
CX3CR1 in patients with systemic sclerosis. Ann. Rheum. Dis. 2005, 64, 21–28. [CrossRef]

195. Sicinska, J.; Gorska, E.; Cicha, M.; Kuklo-Kowalska, A.; Hamze, V.; Stepien, K.; Wasik, M.; Rudnicka, L. Increased serum
fractalkine in systemic sclerosis. Down-regulation by prostaglandin E1. Clin. Exp. Rheumatol. 2008, 26, 527–533.

196. Benyamine, A.; Magalon, J.; Cointe, S.; Lacroix, R.; Arnaud, L.; Bardin, N.; Rossi, P.; Francès, Y.; Bernard-Guervilly, F.;
Kaplanski, G.; et al. Increased serum levels of fractalkine and mobilisation of CD34+CD45- endothelial progenitor cells in
systemic sclerosis. Arthritis Res. Ther. 2017, 19, 60. [CrossRef]

197. Stochmal, A.; Czuwara, J.; Zaremba, M.; Rudnicka, L. Altered serum level of metabolic and endothelial factors in patients with
systemic sclerosis. Arch. Dermatol. Res. 2020, 312, 453–458. [CrossRef]
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