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Abstract
Background: Systemic lupus erythematosus (SLE) is one of the most widely studied
diseases in medicine
Objectives: To study the relation between risk factors and clinical manifestations of
systemic lupus erythematosus (SLE) at Qena governorate.
Patients and methods: Assessment of 61 lupus patients was done through clinical
and laboratory evaluation of musculoskeletal system (MSK), mucocutaneous
involvement and renal involvement in addition to evaluation of smoking status,
combined oral contraception (COC) and family history in each patient.
Results: MSK manifestations were detected in all smoker lupus patients, all COC
user lupus patients and half of those of familial lupus. Mucocutaneous manifestations
were detected in 83 % of COC user lupus patients, 75 % of familial lupus patients and
50 % of smoker lupus patients. Lupus nephritis was detected in all COC user patients
and half of either smoker lupus patients or familial lupus patients.
Conclusion: Smoking, COC using and family history affect upon renal, MSK and
mucocutaneous manifestations of SLE patients at Qena governorate.
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Introduction

Systemic lupus erythematosus (SLE) is the
prototypic systemic autoimmune disease
that is characterized by highly variable
clinical features. Systemic autoimmunity
in SLE results from complex interaction
between abnormal innate and adaptive
immune response complicated with tissue
inflammation and injury manifested with
several pathologic manifestations
(Manderson et al., 2004).

Risk factors engaged in SLE
development are genetic factor, hormonal
element, current not past smoking, Low
vitamin D, low anti-oxidant and several
environmental factors (Tedeschi et al.,
2013). No organ is immune in SLE so
lupus experts usually say “Lupus can do
anything, but not everything is lupus”
(Heinlen et al.,, 2007). Constitutional
manifestations can be essential finding in
lupus patients or complication.
Constitutional ~ manifestations  include
fever, fatigue and weight loss (Mahieu et
al, 2016). Cutaneous lupus can be separate
entity or part of SLE. Cutaneous lupus
manifestations may specific or nonspecific.
The former is classified into acute
cutaneous LE, subacute cutaneous LE and
chronic cutaneous LE (Sontheimer et al,
1997). Musculoskeletal (MSK)
involvement in SLE is one of most
common and earliest presentations among
the broad spectrum of targeted systems in
SLE. It 1is manifested as arthritis,
arthralgia, tenosynovitis, myopathy,
fibromyalgia, osteonecrosis, osteopenia
and osteoporosis (Grossman et al, 2009).
Lupus nephritis represents one of
dangerous manifestations in SLE. Survival
rate improved significantly however no
change has been seen in the incidence of
progression to renal failure (Palmer et al,
2017). Cytopenias, including anemia,
leukopenia ~ or  lymphopenia, and
thrombocytopenia, are frequent
manifestations of active SLE, although the
mechanisms are not always clear, and these
features may or may not be immune
mediated (Karpouzas et al., 2019).
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Relation of these 5 risk factors among
lupus patients are well established however
current study aims at clearing these risk
factors among lupus patients in certain
locality exactly at Qena governorate.
Patients and methods

The current study is a descriptive cross-
sectional study which was conducted in the
department  of  rheumatology  and
rehabilitation Qena University Hospital.
Study group

61 SLE patients were diagnosed according
to the 2017 ACR/EULAR criteria (Suda et
al,2017). All of the patients were naive for
biologic therapies.

Inclusion criteria

1- Patients diagnosed as SLE
according to SLICC criteria
(2012) or ACR/EULAR criteria
(2017).

2- No age limitations.

3- SLE patients are resident at
Qena governorate.

Exclusion criteria

1- Systemic autoimmune diseases other
than SLE.

2. Overlap syndromesMethods for
patients

The steps of this work progressed

through clinical assessment and laboratory
evaluation.
Clinical assessment:

1. Demographic data and personal
history including smoking status,
detailed history of general health
condition, therapeutic history of
hormonal treatment and family
history of SLE).

2. History of present illness to
evaluate mainly 3 systems among
lupus patients; musculoskeletal
system, renal system and
mucocutaneous manifestations

3. General examination including
vital signs.

4. Systematic examinations

Statistical analysis
Data were analyzed and expressed in tables
as mean values + standard deviations (SD).
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SPSS version 21.0 program was used for
data processing.

Unpaired t-test was used in comparison of
numerical  parametric data  between
rheumatoid patients and control groups.
Pearson correlation test was applied to
analyze correlations between different
quantitative variables within each group.
Values were considered significant when P
values were equal or less than 0.05.
Results

Demographic data in studied group

This work included 50 SLE patients. Two
of patients are males and fifty nine are
females. Age of patients ranges between 19
and 65 years with average of 28.34 + 10.12

years.
Relation between Musculoskeletal
Involvement and Risk Factors among
Studied Group

Current study shows that 72.9% of non-
smokers have musculoskeletal
manifestations and all smokers who are
two also have musculoskeletal
manifestations. Current study shows that
75.4% of patients with sporadic lupus have

SVU-IJMS, 7(1):127-133

musculoskeletal manifestations. As regard
familial lupus, half of cases show
musculoskeletal manifestations. Current
study shows that whole lupus patients
using COCs have musculoskeletal
manifestations. 69.8% of lupus patients
who are COC non users have
musculoskeletal manifestations (Table.1).

Relation between Mucocutaneous
Involvement and Risk Factors among
Studied Group

Current study shows that 67.8% of non-
smokers have mucocutaneous
manifestations. As regard smokers who are
only two cases; one has mucocutaneous
manifestations. Current study shows that
83.3% of lupus patients using COCs have
mucocutaneous manifestations. 66% of
lupus patients who are COC non users
have mucocutaneous
manifestations.Current study shows that 75
% of patients with familial lupus have
mucocutaneous manifestations. As regard
sporadic lupus, 70.2% of patients with
sporadic lupus have mucocutaneous
manifestations (Table.2) .

Table.1. Risk Factors in Relation to Musculoskeletal Involvement

Presence of Musculoskeletal
Variables Findings P value
No Yes
Smoking
No 16 (27.1 %) 43 (72.9 %) 0.5
yes 0 (0 %) 2 (100 %)
COCs
No 16 (30.2) 37 (69.8 %) 0.1
yes 0 (0%) 6 (100 %)
Family history 14 43
No (24.6%) (75.4 %)
yes 2 (50%) 2 (50 %) 0.2
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Table.2. Risk Factors in Relation to Musculoskeletal Involvement

Presence of Mucocutaneous
Variable Findings P value
No Yes

Smoking
No 19 (32.2 3%) 40 (67.8 %) 0.5
yes 1 (50 %) 1 (50 %)

COCs
No 18(34 %) 35(66 %) 0.3
yes 1(16.7 %) 5833 %)
Family history

No 17(29.8 %) 40(70.2 %) 0.09%*
yes 1 (25 %) 3 (75 %)

Relation between Lupus Nephritis and
Risk Factors

Current study shows that 52.5%of non
smokers have lupus nephritis
manifestations. As regard smokers who are
only two cases; one has lupus nephritis
manifestations. Current study shows that
whole lupus patients using COCs have

lupus nephritis manifestations. 69.8% of
lupus patients who are COC non users
have lupus nephritis manifestations.
Current study shows that 52.6% of patients
with sporadic lupus have lupus nephritis
manifestations. As regard familial lupus,
half of cases show lupus nephritis
manifestations (Table.3).

Table 3. Risk Factors in Relation to Lupus Nephritis Findings

Presence of Lupus Nephritis
Variables Findings P value
No Yes
Smoking
No 28 (47.5 %) | 31(52.5 %) 0.5
yes 1 (50 %) 1(50 %)
COCs
No 16(30.2 %) | 37(69.8 %) 0.3
yes 000 %) 6(100 %)
Family history
27474 %) | 31(52.6 %) 0.09*
No 2 (50%) 2 (50 %)
yes

Discussion

Current study was designed to evaluate 3
risk factors; smoking, COC and family
history in relation to 3 involved systems
among lupus patients. As regard to MSK
involvement, Romy Kallas et al study

evaluated relation between smoking and
lupus MSK involvement also and
concluded that Caucasian SLE patients
who ever smoked were more likely to have
muscle atrophy (Kallas et al., 2020).
Xiaomei Leng et al study done in China
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was concerned with relation between
family history and lupus MSK and
concluded that Family history of lupus did
not significantly affect musculoskeletal
manifestations (Leng et al., 2017).

Gensous N et al evaluated relation
between contraception and SLE and found
that no worsening of disease activity with
the use of combined oral contraceptive in
women with stable or inactive SLE
(Gensous et al.,, 2017). As regard to
mucocutaneous involvement, Ekblom-
Kullberg S et al study evaluated this point
in relation to smoking. Ekblom-Kullberg S
et al study compared different statuses of
smoking; heavy smokers, simple currently
smokers, past smokers, ex-smokers and
never smokers among lupus patients and
controls and concluded that development
of SLE is strongly associated with smoking
(Ekblom et al., 2013). Romy Kallas et al
study that was concerned also with
evaluation of relation between smoking
and lupus patients found that African-
American patients who ever smoked were
more likely to have skin damage compared
to African-American non-smokers (Kallas
et al, 2020).

According to European League
against Rheumatism (EULAR)
recommendations of lupus women health,
COCs are well known as activity inducer
drug of skin disease (Andreoli et al.,
2017). LY Chen et al studied 330 searches
and his  analysis revealed  that
photosensitivity was negatively associated
with familial SLE what means that
Photosensitivity could be more common in
sporadic SLE (Chen et al., 2018). As
regard to lupus nephritis, Ricardo A
Montes et al study was concerned with
effect of smoking on organ damage in
lupus patients.

Cumulative chronic damage was
measured by the Systemic Lupus
International Collaborating
Clinics/American College of
Rheumatology Damage Index (SDI). Study
found that smoking exposure was
associated  with  cumulative  chronic
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damage that may have huge burden on
patient morbidity (Montes et al., 2016).
Julkunen HA et al study evaluated relation
between COC using and lupus nephritis
and found that Initial manifestations or
exacerbations of SLE were noted in 13%
of lupus patients during the first six months
after starting COCs and three of these four
patients had major renal involvement so
Julkunen HA et al study recommended not
to use COCs in SLE patients with active
nephritis (Julkunen et al., 1991). L Y
Chen et al study that was concerned with
evaluation relation between family history
and SLE found that nephritis was
negatively associated with familial SLE
what means that renal involvement could
be more common in sporadic SLE (Chen
et al., 2018).
Conclusion
Current study showed that all smoker
patients who participated in the current
study are manifested with MSK
manifestations while half of them are
manifested with lupus nephritis and
mucocutaneous manifestations
All COC user patients who participated in
the current study are manifested with MSK
manifestations and lupus  nephritis
manifestations while 83 % of them are
manifested with mucocutaneous
manifestations.
Half of patients with familial lupus who
participated in the current study are
manifested with lupus nephritis and MSK
manifestations while 75 % of them are
manifested with mucocutaneous
manifestations.
Limitation
The main limitations of the present study
are low sample number and very low male
to female ratio. Also the current study
evaluated involved systems as a whole in
lupus patients while it was better to analyse
each system in more detail.
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