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Prognosis of patients with systemic lupus erythematosus 
and discoid lesions*

Prognóstico de pacientes com lúpus eritematoso sistêmico e lesões discóides  
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Abstract:  BACKGROUND: It has been observed that patients with systemic lupus erythematosus and discoid lesions
have a milder systemic disease. OBJECTIVE: To compare the clinical, demographic and autoantibody profile of sys-
temic lupus erythematosus patients with and without discoid lesions. METHODS: We carried out a retrospective
study involving 288 systemic lupus erythematosus patients who met at least four classification criteria of the
American College of Rheumatology for systemic lupus erythematosus, comparing the clinical, serological and
demographic factors between patients with and without discoid manifestations. RESULTS: Of the 288 patients,
13.8% had discoid lesions. Univariate analysis found no differences in the prevalence of malar rash, photosensi-
tivity, arthritis, serositis, leukopenia, lymphopenia and hemolytic anemia or anemia of the central nervous system
(p = ns). Renal lesions were more common in those without discoid lesions (p =0.016), and hemolysis (p<0.0001)
was more common in those with discoid lesions. Regarding the profile of autoantibodies, only the anti-RNP anti-
body was more common in those with discoid events (p =0.04). In a logistic regression study, only the renal lesions
and anti-RNP maintained their associations with discoid manifestations. CONCLUSION: Patients with lesions of sys-
temic lupus erythematosus and discoid lesions have lower prevalence of renal involvement and a greater presence
of anti RNP. 
Keywords: Glomerulonephritis; Lupus erythematosus, cutaneous; Lupus erythematosus, discoid; Lupus erythe-
matosus, systemic

Resumo: FUNDAMENTOS: Existe a observação de que pacientes com lúpus eritematoso sistêmico e lesões discoides
têm uma doença sistêmica mais branda. OBJETIVO: Comparar o perfil clínico, demográfico e de autoanticorpos de
pacientes com lúpus eritematoso sistêmico com e sem lesões discoides. MÉTODOS: Estudo retrospectivo de 288
pacientes com lúpus eritematoso sistêmico que satisfizeram pelo menos 4 critérios classificatórios do Colégio
Americano de Reumatologia para o diagnóstico de lúpus eritematoso sistêmico, comparando-se os achados clí-
nicos, sorológicos e demográficos entre pacientes com e sem manifestações discoides. RESULTADOS: Dos 288
pacientes, 13,8% tinham lesões discoides. Na análise univariada não se encontraram diferenças quanto à preva-
lência de eritema malar, fotossensibilidade, artrite, serosite, leucopenia, linfopenia e anemia hemolítica ou de sis-
tema nervoso central (p=ns). Lesões renais foram mais comuns naqueles sem lesão discoide (p =0,016), e a hemó-
lise (p<0.0001) foi mais comum nos com lesão discoide. No que se refere ao perfil de autoanticorpos apenas o
anticorpo anti-RNP foi mais comum naqueles com manifestações discoides (p=0,04). Em estudo por regressão
logística, só as lesões renais e o anticorpo anti-RNP mantiveram suas associações com manifestações discoides.
CONCLUSÃO: Pacientes de lúpus eritematoso sistêmico com lesões discoides têm menor prevalência de envolvi-
mento renal e uma maior presença do anticorpo anti RNP. 
Palavras-chave: Glomerulonefrite; Lupus eritematoso cutâneo; Lupus eritematoso discóide; Lúpus eritematoso
sistêmico
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RESULTS
The analysis of the study population showed

that of the 288 patients, 21 (7.3%) were men and 267
(92.7%) were women aged between 17 and 70 years, a
median of 38.00 (28-46) years; the age at diagnosis was
between 17 and 69 years, a median of 30.00 (22-38.7)
years, and disease duration was between 6 and 483
months, a median of 72 (36-132) months.

In this population, we found the following:
40/288 (13.8%) with discoid lesions, 215/284 (75.7%)
with photosensitivity; 150/282 (53.1%) with malar
rash, 128/282 (45.3% ) with oral ulcers, 19/287 (6.6%)
with psychosis, 28/285 (9.8%) with seizures, 61/288
(21.2%) with serositis, 165/280 (58.9%) with arthritis,
80/284 with leukopenia, 69/283 (24.3%) with throm-
bocytopenia, 43/270 (15.9%) with lymphopenia,
27/284 (9.5%) with hemolytic anemia. All patients
with glomerulonephritis (diagnosed according to the
ACR criteria(6) as having more than 0.5g of protein in a
24-hour urine collection or an active urinary sediment
- 133/280 or 47.5%) underwent renal biopsy and were
classified as class 6 (10/280), class 5 (31/208), class 4
(55/280), class 3 (28/280) and class 2 (9/280).

The profile of autoantibodies showed the fol-
lowing: 100% positive ANA, anti-dsDNA in 95/284
(33.5%), anti-Ro in 103/281 (36.6%), anti-La in 53/279
(19, 0%), anti-Sm in 66/276 (23.91%), anti-RNP in
71/250 (28.4%), aCl IgG in 40/280 (14.2%), 37 IgM in
aCl / 282 (13.1%) and LAC in 27/256 (19.5%).

The comparison between patients with and
without discoid lesions can be seen in table 1.

In a logistic regression analysis in which the
discoid lesions were considered as dependent vari-
ables and kidney damage, hemolytic anemia and
presence of anti-RNP as independent variables, it was
observed that only kidney damage (OR = 0.8, 95% CI
0.65 to 0.98) and anti-RNP (OR = 2.4, 95% CI 1.12 to
5.19) maintained its associations.

DISCUSSION
Cutaneous lesions can provide the physician

with much information about SLE patients. They are
present in 25% of cases at the beginning of the disease
and are easily accessible to clinical examination.7,8

Specific lesions (such as discoid form, subacute lupus
and lupus acute) suggest the diagnosis of the disease,
whereas nonspecific lesions inform us about the same
activity.8

Discoid lesions may be part of the spectrum of
lupus erythematosus or may appear isolated as a dis-
ease confined to the skin. It is estimated that the sys-
temic form of the disease appear in 17-30% of those
who initially present only discoid lesions, and there
are discoid lesions in 8-28% of those with an estab-
lished diagnosis of systemic lupus erythematosus.8,9,10

INTRODUCTION
Systemic lupus erythematosus (SLE) is a dis-

ease that has a wide variety of clinical forms. They
may range from a mild disease limited to the skin and
joints to more serious forms involving the kidneys
and central nervous system, which may compromise
the survival of the patient.1

Some patients with SLE may form distinct clin-
ical groups, some related to the profile of the pro-
duced autoantibodies. In these groups, the appear-
ance of a particular symptom may lead to the expect-
ed appearance of another.2,3,4 An example of these asso-
ciations is that of anti-dsDNA, LAC (lupus anticoagu-
lant) and aCl (anticardiolipin), which are more repre-
sented in Caucasians and linked to arterial and
venous thrombosis, strokes and livedo reticularis.4

Knowledge of these associations is important for the
physician who accompanies the patient because they
allow a careful follow-up and they help to determine
the individual prognosis.

According to some authors, SLE patients who
have discoid lesions usually have a milder disease,
with fewer renal manifestations and antibodies to
dsDNA.5 These authors consider discoid lesions as
markers for a more benign course of the disease. As
systemic lupus disease is influenced by genetic back-
ground, it is interesting to know whether it applies to
the Brazilian population, which is quite different from
other populations due to its high degree of racial mis-
cegenation.1 It is in this context that the present study
was undertaken.

METHODS
This retrospective study was approved by the

Local Research Ethics Committee. It analyzed the med-
ical records of 288 patients of both sexes who met at
least 4 of the classification criteria for SLE established
by the American College of Rheumatology (ACR).6

The studied group formed a convenience non-
probability sample and it was part of the 416 lupus
patients followed over the past 5 years (January 2006
to December 2011) at a single outpatient university
center whose medical records had been properly
filled, allowing a correct analysis.

We collected demographic, clinical profiles
(according to the classification criteria defined by the
ACR) and autoantibody profiles.6 Patients with and with-
out discoid lesions were compared using the Fisher’s
exact test and chi-square test for nominal data and Mann-
Whitney test for numeric data. The level of significance
was 5%, and the calculations were made with the aid of
the GraphPad Prism software, version 5.0. To analyze the
correlation of discoid lesions with variables whose p>
0.05, we carried out a multivariate analysis (logistic
regression) using Medcalc, version 12 .1.3.0.
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The generalized form of discoid lesions, i.e., the one
that affects areas of the skin below the neck, is associ-
ated with an increased tendency to become systemic
(20% of cases), whereas there is a 5% risk that those
lesions limited to the head will develop into the sys-
temic form.11,12

In the present study, we found that patients
with discoid lesions have a lower risk of kidney dis-
ease (OR = 0.8) and a higher prevalence of anti-RNP
(OR = 2.4). These findings corroborate previous obser-
vations made in a series of patients. Callen et al.
described 17 patients with SLE and discoid lesions of
whom only one had lupus nephritis.13 In another
study involving 65 patients with discoid lesions, some
with extra cutaneous manifestations, only one had
proteinuria.14 Merola et al. described 16 patients with
SLE and discoid lesions of whom four had anti-
dsDNA antibodies and two had a history of nephritis.5

In the series currently described, no association with

anti-dsDNA was found. While this may seem para-
doxical, since this autoantibody has been associated
with nephritis, there is the observation that perhaps
this association is not so strong in our population.15 A
study in Bahia showed that anti-dsDNA is not associ-
ated with lupus nephritis in African-Brazilians with
SLE. 16

Interestingly, we observed a positive associa-
tion between the occurrence of discoid lesions and
anti-RNP. This antibody has been linked with mixed
connective tissue disease, which has classically shown
a low prevalence of renal involvement.17

CONCLUSION
Summarizing, we can say that patients with

systemic lupus erythematosus and discoid lesions
have a lower prevalence of renal involvement. Since
this is a severe manifestation of SLE, discoid lesions
may point to patients with better prognosis. q

Median Age (years) 41.5(28,2-48,7) 37.0 (28,0-45,0) 0.21
Median age at diagnosis (years) 29.0 (22.5-41.0) 30.0 (22.0-38.0) 0.55
Photosensitivity 34/40 (85.0%) 181/244 (74.1%) 0.13
Malar rash 20/40 (50.0%) 130/242 (53.7%) 0.66
Oral ulcers 17/38 (44.7%) 111/244 (45.4%) 0.93
Seizures 4/40 (10%) 24/245 (9.7%) 1.00
Psychosis 2/40 (5.0%) 17/247 (6.8%) 1.00
Serositis 7/40 (17.5%) 54/248 (21.7%) 0.53
Renal involvement 12/40 (30.0%) 121/240 (50.4%) 0.016
Arthritis 23/40 (57.5%) 142/240 (59.1%) 0.84
Leukopenia 14/38 (36.8%) 66/246 (26.8%) 0.20
Thrombocytopenia 9/39 (23.0%) 60/244 (24.5%) 0.83
Lymphopenia 9/37 (24.3%) 34/233 (14.5%) 0.13
Hemolytic anemia 12/38 (31.5%) 15/246 (6.0%) <0.0001
Anti-dsDNA 13/38 (34.2%) 82/246 (33.3%) 0.91
Anti-Ro 17/39 (43.5%) 86/242 ( 35.5%) 0.33
Anti-La 9/39 (23.0%) 44/240 (18.3%) 0.48
Anti-Sm 11/37 (29.7%) 55/239 (23.0%) 0.37
Anti-RNP 15/35 (42.8%) 56/215(26.0%) 0.04
Anticardiolipin IgG 7/39 (17.9%) 33/241(13.6%) 0.48
Anticardiolipin IgM 5/39 (12.8%) 32/243 (13.3%) 1.00
Lupus anticoagulant 2/33 (6.0%) 25/223 (11.2%) 0.54

With discoid Without discoid P
lesions No. = 40 lesions No. = 248

TABLE 1: Clinical and autoantibody profile in systemic lupus erythematosus patients 
with and without discoid lesions. (N= 288)
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