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Presente.

Estimado Dr. Avila Martinez:

Me permito informar a usted que el Dr. Jorge Rojas Serrano, alumno del curso de
especializacion en Medicina Interna en el Instituto Nacional de Ciencias Médicas y
de la Nutricién "Dr. Salvador Zubiran”, presenta el trabajo de investigacion intitulado
“Lupus patients in an emergency unit. Causes of consultation, hospitalization

and outcome. A cohort study".
De conformidad con el articulo 21 capitulo 5°. de las Normas Operativas del Plan Unico de

Especializaciones Médicas (PUEM) se considera que cumple con los requisitos para
validarlo como el trabajo formal de Investigacion que le otorga el derecho de la

diplomacion como especialista.

Sin otro particular de momento, reciba un cordial saludo.
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( DIRECCION DE ENSENANZA
\ México, D.F
DR. LEOBARDO C. RUIZ PEREZ (==
RO
» D D
LRP*ajr. i '

_— IJI

RIRT INTECA CERTD A?



wZatop £

Introduction

Lupus (2000) 9, 60 &%
& 200C Macmiiar 2z smers Lo

1 i ki S8

All rignts resemed 0%£1.2033400  $15.00 m

WWW Nalure.com/iup

o .

P =0.01). Multiple logistic regression identified physician’s global assessment. fewer ACR criteria
and higher SLICC-ACR scores as the main variables associated with hospitalization. Five patients
died; two with community acquired pneumonia, one with pancreatitis, multiple thromboses, and
sepsis, one with pulmonary hemorrhage; and one with pulmonary thromboembolism.

In conclusion, poor compliance. low level of formal education, severity, depression, lower ACR
cniteria and higher SLICC-ACR scores were important variables identified with hospitalization.
Chloroquine use seemed to have a protective effect. Causes of death were related 1o infections and
antiphospholipid syndrome. Lupus (2000) 9, 601-606.

Keywords: systemic lupus erythematosus; emergency medicine; compliance. depression

aqoup. Loy
Aactneny PAPER
intithod “3
1 199n e " = .
-en ! Lupus patients in an emergency unit. Causes of consultation,
senden -
Wty hospitalization and outcome. A cohort study
1€s and
rombosis
J Rojas-Serrano! and MH Cardiel'*
gulant r 'Depantment of Immunology and Rheumatology. Instituto Nacional de Ciencias Medicas v Nutnicion, Salvador Zubiran, Meéxico City, México
epro-..
I daget The objectives were to determine causes of consuliation, hospitalization and outcome 1n a cohort of
_ i :mc;' lupus patients in an emergency unit.
rombii: Pauents with systemic lupus erythematosus (SLE) who visited the emergency department for
d anu- consultation from 1 September 1996 to 17 May 1997 were included in the study. They were
evaluated during the visit by looking at 100 variables such as demographic, socioeconomic,
Tties ofy clinical, therapeutical, behavioral, (compliance), emotional (Beck depression inventory). disease
ISA and’ activity, (Mex-SLEDAI), discase severity (Lupus SDI). chronic damage (SLICC-ACR), and
_ i physician’s and patient’s global assessments of severity. All causes of consuitation, hospitalization
i and outcome were registered. Descriptive statistics, univariate analysis and multiple logistic
festatins regression were used for analvsis. Significance was set at the 0.05 level.
t6 it 180 patients were included. 164 were female, mean age 31.7/11.39y. mean Mex SLEDAI score
Sl 3.8, mean SLICC-ACR 1.3. Fever, poliarthralgia and abdominal pain were the main causes of
’ consultation with 26, 25 and I8 cases each. 49 patients were hospitalized and these were
e X-DRT statistically different than non-hospitalized patients in level of formal education (10.2 vs 11.8,
“nt (LA P =0.03): compliance (7.6 vs 9, P =0.0001); malar rash (57% vs 82%. OR, 95% C1=0.28,0.13 -
_ 0.62. P=0.0008), chloroquine dailv dose intake (45 vs 77mg, P=0.04); disease severity in
\rmqm-tlol; physician’s global assessments (5.6 vs 2.1, P =0.0001) and Beck depression inventory (21 vs 16,

. : " %
lupus patients attending an emergg-%mt have not.

The aim of this study was to detern

e causes of

Although the prognosis of systemic lupus erythema-
tosus (SLE) has improved, these patients may develop
severe disease activity, serious side effects,! infec-
tions,2-4 antiphospholipid syndrome’ and organ
involvement, all of them related with bad outcomes.
Although genera! causes of hospitalization have been
defined.6 causes of consultation and hospitalization of
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consultation, hospitalization and éutcome in a cohort
of lupus patients seen in a tertiary .care center and *
identify modifiable psychosodidl -factors related to

poor outcome. G

i

Material and methods
QR
DiIVISSs

Patients

i

All patients w'th at least four of thie’ American
Rheumatism Association classification criteria’ who
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visited the emergency unit for consultation at the
Instituto Nacional de Ciencias Medicas y Nutricion,
Salvador Zubiran from September 1996 to May 1997

were invited to participate. We excluded repeated - -

visits. The Institutional Review Board approved the
proposal and patients gave written informed consent
to participate.

Clinical ¢valuation

All patients answered questions about their age, social
status, and demographic variables. These included
level of formal education, socioeconomic status using
a local classification, family monthly income, number
of people living at patient’s home, age at first
symptom. age at diagnosis, compliance with medical
appointments, drug intake and laboratory assessments,
these compliance variables being scored on a 0 (none)
to 10 (excellent) scale. We also registered regular use
of alcohol, tobacco, or illicit drugs. This information
was validated with medical records. The main cause
of consultation was registered. Patients were asked
to fill out validated Spanish versions of the Beck
depression inventory (BDI),® and the Arthritis Impact
Measurements Subscales for depression (AIMSD) and
anxiety (AIMSA).? In cases where the patient could
not provide this information, it was considered as a
missing value only for these variables. Medical
treatment was registered and annual total dose was
calculated for the following drugs: prednisone,
chloroquine, azathioprine, methotrexate and cyclo-
phosphamide. We filled out the MEX-SLEDAI
index,'0 the lupus severity disease index'' (lupus
SDI) and the Systemic Lupus Erythematosus Interna-
tional Collaborating Clinics/American College of
Rheumatology damage index for systemic lupus
erythematosus!? (SLICC-ACR) by physical examina-
tion and laboratory assessment to measure disease
activity, severity and chronic damage, respectively.
The antiphospholipid syndrome (APS) was defined by
a history of arterial or venous thromboses, recurrent
fetal losses, thrombocytopenia, and abnormal high
titers of antiphospholipid antibodies.!® Each patient
was asked to qualify severity using visual ana! .ue
scales (0 to 10, with 0 no severity to 10 highest
severity level). Physician’s global assessments of
severity and activity of SLE using visual analogue
scales (0 to 10, 0 no severity/activity, 10 highest level
of severity/activity) were also obtained. All discharge
diagnoses were registered, and in the case of
hospitalization. all patients were follow.* " heir
final outcome was obtained.

Statistical analvsis

Only first visits were analyzed. Descriptive and
inferential statistics were applied as appropriate
Comparisons among hospitalized versus non-hospita-
lized patients with non-parametric and parametric
statistics were made. Stepwise multiple logistic
regression was used to evaluate participation of
independent variables associated with hospitalization,
Significance was set at the 0.05 level.

Results

183 SLE patients went to the emergency unit for
medical consultation, all except three being accepted
to participate in the study. The mean age was
324+ 11.3 (range 14-77)y. with 164 (91.1%) female
and 16 (8.9%) male. 38 (21.1%) patients had APS.
The main cause of consultation was fever in 26
(14.4%) patients, followed by arthralgias, abdominal
pain, airway symptoms and chest pain with 23
(13.8%), 18 (9.9%), 14 (7.7%) and 11 (6.1%) patients.
respectively (Figure 1). 40% of patients were of a low
socioeconomic status. Family monthly income had a
mean of 2448+ 2377 (range 0-14,000) pesos. or
259+ 251 (range 0—1481.4) US dollars. Mean formal
education was 11.3+4.37 (range 0—21) y. Mean age
of first SLE symptom was 23.4+ 10 (range 4—64)v.
with a mean age of SLE diagnosis 25.6 + 10.2 (range
11-64)y. Compliance with office visits had a mean
of 8.6+£22 for every ten planned appointments.
compliance with drug prescription had a mean of
8.3+2.2 for every 10 pills the patient had to take. and
compliance with laboratory assessments had a mean
of 89+2.1 for every ten appointments. The mean
prednisone daily dose was 10.94 15.9 (range 0-
75)mg and the mean of prednisone total dose in the
last year was 3141.4+3584.2 (range 0—18,200) mg.
The mean azathioprine daily dose intake was
2274412 (range 0—150)mg. The mean annua
azathioprine total dose intake in the last year wat
8039+ 15,182 (range 0-59,400)mg. Chloroquin
mean daily dose intake was 68.6+93 (range (-
300) mg. Chloroquine mean total dose intake in th
last year was 19,264+ 27.400 (range 0—98.150)m¢

The mean value of the MEX-SLEDAI index wa

38+45 (range 0—17). The mean value of

SLICC/ACR was 1.3+ 1.7 (range 0—9). Lupus SD

index mean was 4.8+23 (range 1-12). Be

depression inventory had 2 mean of 17.94 11.1 (rang

0-46). The AIMSD and AIMSA had means !

" 3.3+ 1.1 (range 0—6.6) and 3.59+ 1.2 (range 0 6.3

respectively. Patient’s perception of severity had
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Figure 1 Most common causes of consultation in 180 SLE patients.

mean of 5.38£3.0. Physician’s global assessment of
severity and SLE activity had a mean of 3.09+4.3
and 3.3+4.3, respectively. 131 (72.8%) patients were
discharged from the emergency unit, while 49
(27.2%) patients were hospitalized.

Discharged patients

Of these patients, 120 (91.6%) were female and 11
(8.4%) male, and 23 (17.6%) patients had APS. Mean
age was 31.2+ 10.1y (range 14—77y). Education had
a2 mean of 11.8+4.3 (range 0-21)y of formal
education. The family monthly income had a mean
of 2482+2465.3 (range 0-14,000) pesos or
262.6+260.8 (range 0—1481.4) US dollars. Compli-
ance with office visits had a mean of 9.02+ 1.7 of
every ten appointments. Compliance with drug
prescription was 8.6+ 1.8 for every ten pills the
patient had to take. Compliance with laboratory
assessments was 9.2+ 1.7 for every ten appointments.
MEX-SLEDAI index was 3.54+4.3 (range 0-17).
The SLICC/ACR and the lupus SDI indices had a
mean of 1.2+ 1.7 {range 0—-9) and 4.7+ 2.4 (range
1-12), respectively. The mean Beck depression
lmventory was 16.7+ 10.2 (range 0—46). The patient’s
Perception of severity had a mean of 5.1+3. The
Physician’s global assessment of severity had a mean
of 2.142.2. The following were the main causes of
Consultation in this group: fever in 16 (12%); upper

S .

Abdominal pain

Airway symptoms ~ Chest pain Others

airway symptoms in 14 (10.7%); abdominal pain in 9
(6.9%) patients. The main discharge diagnosis were
infections in 35 (26.7%) patients (urinary tract
infections in 14; 12 had upper airway infections, 9
had acute diarrhea). SLE disease activity in 24
(18.3%) patients, and 9 (5%) patients had their SLE
diagnosis made in this visit (Figure 2).

Hospitalized patients

49 (37.4%) patients were hospitalized. 5 (10.2%)
patients were male, while 44 (89.8%) patients were
female. 15 (30.6%) patients had APS. The mean age
was 33+ 14.2 (range 15—-68)y. Education had a mean
of 10.2+4.4 (range 1—17)y of formal education. The
family monthly income had a mean of 2358.9+ 2146
(range 300-—10,000) pesos or 249.64227 (range
31.7—-1058.2) US dollars. Compliance with office
visits had a mean of 7.5+ 2.7 of every ten appoint-
ments. Compliance with drug prescription was
7.4+2.8 for every ten pills. Compliance with
laboratcry assessments had a mean of 74428
for every ten appointments. MEX-SLEDAI index

- was 465 (range 0-17). The lupus SDI and

SLICC,;ACR had a mean of 5+2.1 (range 1—-11)
and 1.7+ 1.7 (range 0-—8) respectively. The patient’s
perception of severity had a mean of 6+ 3. The mean
of the physiciar’s perception of global assess-
ment of severity .15 5.6+ 2.6. The main causes of

L3
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consultation in this group were fever in 10 (20.4%):
abdominal pain in 8 (16.3%): dyspnea in 6 (12.2%)
and arthralgias 1in 5 (10.2%) patients. The main
diagnosis for hospitalization was first time SLE
diagnosis in 6 patients (12.2%). and acute abdomen
i 6 patients (12.2%). with SLE disease activity in 3
patients (6.1%), deep venous thromboses, neutropenia
and fever, and bacterial spontaneous bacterial perito-
nitis with 2 (4%) patients each. The mean hospitaliza-

35

30

25

20

15

10

0 1 T L Ll 1

Infections Activity SLE diagnosis

Figure 2 Most common discharge diagnoses in 131 SLE patients.

Table 1 Differences
hospitalized, SLE patients

between hospitalized versus non-

Hospitalized  Non-hospitalized P value*

n (%) 49 (37.4) 131 (62.6)

Education (v) (p. 9) 10, 4 12. 4 P=003

Compliance (0-10) (n, &) *

{a) Office visits 76,27 9.1.8 P =0.0001

{b) Drugs 74, 28 86,18 P=0.002

(¢) Laboratory 8.26 9.2 k32 P =0.001

Depression (BDI) 21,3 16.7. 10.2 P =0.0001
(p. & min. max)

Physician’s global 56.26 21,22 P=0.0001
assessmicnt 10— 10)
(. &)

Chlorogquine daily dose 45, 85 - 77. 94 P=0.04
(mg) (y.

Chioroquine {ast year 11,341, 21.863 22,228, 28.718 P =0.0008
total dose (mg) (. 8)

Malar rash (%0) 57 82 P =0.008

Photosensivity (%) A9.3 87 P=0.01

ACR criteria (p, d) 6.5.1.3 7.2, 1.7 P=0.005

*Significance according to ch square or unpaired r-tests.

Irmitable bowel syndrome

tion stay was 10.9+8.8d (range 0—-41d). The mui
discharge diagnoses were 14 (28.5%) patients wuj
diverse infectious diseases; 6 (12.2%) patients witl
SLE diagnosis for the first time and 6 (12.2%) patient:
with SLE activity. 5 (10.2%) patients died; 2 due
community acquired pneumonia, 1 with pulmonan
embolism, 1 with pulmonary hemorrhage, and 1 witl
acute pancreatitis, multiple thromboses and sepsi:
(Table 1).

Comparison between hospitalized versus non-hospitalize;
patients

Hospitalized (49 cases) patients differed from non
hospitalized patients (131 controls) in years of forma
education with 102+4.4 vs 11.8+4.2 (P=0.03)
Non-hospitalized patients had better compliance witl
office visits: 9+ 1.8 vs 7.6+ 2.7 (P=0.0001); med
ications, 8.6+1.8 vs 7.4+28 (P=0.002) anc
laboratory assessments with 9.2+ 1.7 vs 8+2¢
(P=0.001). Non-hospitalized patients had lowe
scores in the Beck depression inventory with
16.7+10.2 vs 21 £ 3.04 (P =0.01). Physician’s globa
assessment of severity was lower in non-hospitalizec
patients, 2.1+22 vs 5.6+2.6 (P=0.0001). The
number of ACR criteria was lower in hospitalizec
patients (6.5+1.3 vs 7.2+ 1.5; P=0.005). Hospita
lized patients were taking lower doses of chloroquine
45+84.9 vs 77+ 94mg/d (P=0.04) and they alsc
had lower annual tctal dose of chloroquine
11,341.8+21.863.8 vs 222282+  28,718mg
(P=0.01). No differences were found with othe
drugs. Malar rash was more prevalent in non
hospitalized patients (82% vs 57%; odds ratio, 93%
CI 0.28, 0.13-0.62 (P=10.0008). Photosensitivity
was also more prevalent in the non-hospitalized grouf
(87% vs 69.3%; odds ratio, 95% CI 0.34, 0.14-0.38
P=0.01) (Table 2).

Stepwise multiple logistic regression identifie¢
three variables associated with hospitalization. Physt-
cian’s global assessment of disease severity was the
most important variable (P = 0.00001), accounting for
25.8% of the log likelihood. Fewer ACR criteria were
also associated with hospitalization (P=0.00./

Table 2 Causes of death of hospitalized patients

P
Community acquired pneumonia >
Pulmenary hemorrhage |
Pulmonary embolism I
+ Pancreatitis. muluple thromboses, seps: '
Total -
gl S - ALY _,—-—"""-
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well as higher SLICC-ACR scores (P=0.01). The
model had a P value of 0.0000! and accounted for
34.3% of the log likelihood.

Weak but statistically significant Spearman’s
rank correlations were found between Beck depres-
sion inventory and physician’s global assessment of
severity (rs =0.18); disease activity (rs =0.17): for-
mal education (rs=—0.24); family income (rs=
—~0.19) and prednisone intake (rs =0.16).

Discussion

The main cause of consultation in this cohort was
fever, and the main discharge diagnosis was infection.
The second discharge diagnosis of both hospitalized
and non-hospitalized patients was disease activity.
This is important since the main cause of hospitaliza-
tion in the Hopkins Lupus Cohort® was disease
activity (35%), with infection and/or active SLE
being the second most likely cause (14%). This
different proportion and order of causes is something
that can be explained by different populations and
socioeconomic characteristics between settings. Fever
is a main cause of consultation and hospitalization, it
has special difficulties to differentiate between SLE
activity and infection, and some patients may have
both, as it was represented in some of the 14% of
cases in the Johns Hopkins study.® Infections were the
main cause of death in SLE patients'- '4 and there are
multiple reports of uncommon infections in this group
of patients.2—4. 1> This was also the case in this cohort.
These findings support the concept that clinicians
should look carefully for infectious in every SLE
patient with fever.

It is interesting to notice that some variables
associated with hospitalization in this cohort were
socioeconomic and behavioral rather than disease
oriented, such as level of formal education, compli-
ance. and depression. Both low level of education'®
and depression'” have been related to bad outcomes.
Depression could affect patients’ behaviour in multi-
ple ways. Compliance is a good example, since a
depressed patient is probably more likely to stop
taking lupus treatments, they tend to avoid their usual
clinical appointments and these could be related with
poor disease control, all of which will decrease self-
efficacy. These are potentially modifiable factors with
early identification, proper education and adequate
Counseling.

Similar findings with low level of formal education
have been detected in our setting with rheumatoid
arthritis patients.'® Depression in SLE was associated
with disability in a study done by Ward et al.'® They

R
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also identified disease activity with less social support
and organ damage with lower self-esteem and time
orientation favoring the present over the future.
Karlson et al?° identified that higher education,
private insurance/Medicare and higher income were
associated with less disease activity at diagnosis but
these were unstable measures. Another study by
Karlson er al*! found that disease activity was most
strongly associated with lower self-efficacy, less
social support and younger age. Lower self-efficacy
was associated with worse physical function. Social
support was also associated with better physical,
social and emotional variables in a study conducted by
Sutcliffe er al.??

Physician’s global assessment of severity was
greater in the hospitalized group. This was expected
and is the most important variable identified in a
stepwise muitiple logistic regression model. This is
not a surprise since it is the physician who decides if
the patient has to be hospitalized.

15 patients were discharged with a diagnosis of
SLE. Our institution is a referral center for SLE and
related diseases, which is a possible explanation of
this finding. We did not find trauma as a major cause
of consultation, nor obstetrical causes. Our institution
does not provide these services as a main part of their
attention. There are other specialized institutions that
take care of these specific problems.

Chloroquine intake seemed to have a protective
effect, as did malar rash and photosensitivity.
Chloroquine has been found as a protector against
mortality.?? The possible explanation is that chloro-
quine is used to treat mucocutaneus SLE and this is
reflecting lower SLE disease activity and severity.
Nevertheless another explanation is possible through a
pharmacologic long-term clinical benefit, since con-
sistent information regarding antimalarials intake as a
protective factor against SLE relapses is avatlable in
two studies from the same Canadian group.2425 They

have shown in a randomized controlled study that the

relative risk to develop a flare-up was 2.5 times higher
in SLE patients who stop taking hydroxichloroquine.
They also found that the relative risk of a severe
exacerbation of disease was 6.1 time higher for the
patients taking placebo. Mortality in this cohort was
related to infections, SLE activity and the AFS.
In summary, noor compliance with medical treatment,
low level o formal education, physician’s global
assessment ¢ severity and depression were important
variables identified with hospitalization. Chloroquine
use and skin involment seemed to have a protective
effect. The main diagnoses at discharge were in-
fections and disease activity, and causes of death
were related to infections and the antiphospholipid
syndrome.

W T (A, SRR T

o
A
W

603



Lupus patients in an emergency unit
J Rojas Serrano and ME Carduel

Lupus

Acknowledgements

This work was supported in part by grants of the
Academia Mexicana de Ciencias, as part of the
Programa III. Residencia Anual de la Investigacion
Cientifica.

References

| Pistiner M, Wallace DJ, Nessim S et al. Lupus erythematosus in the
1980s: a survey of 570 patients. Semin Arthritis Rheum 1991; 21:
55-64.

2 Van Der Straeten C, Nathan W, Rothschild J er al. Rapidly fatal
pneumococcal septicemia in systemic lupus erythematosus. J Rheu-
maiol 1987; 14: 1177-1180.

3 Hellmann DB, Petn M, Whiting-O'Keefe Q. Fatal infection in
systemic lupus erythematosus: the role of opportunistic organisms.
Medicine 1987; 66: 341348,

4 Sanchez-Guerrero J, Alarcon-Segovia D. Salmonella pericarditis with
tamponade in systemic lupus erythematosus. Br J Rheumatol 1990; 29:
69-71.

5 Drenkard C, Villa AR, Alarcon-Segovia D, Peérez-Vazquez ME.
Influence of the antiphospholipid syndrome in the survival of
patients with systemic lupus erythematosus. J Rheumatol 1994; 21:
1067 - 1072.

6 Petri M, Genovese M. Incidence of and risk factors for hospitalization

in systemic lupus erythematosus, a prospective of the Hopkins lupus

cohont. J Rheumatol 1992: 19: 1559 - 1565.

Tan EM, Cohen AS, Fries JF er al. Special article: the 1982 revised

criteria for the classification of systemic lupus erythematosus. Arthritis

Rheum 1982; 25: 1271 -1277.

Suarez-Mendoza AA, Cardiel MH. Caballero-Unibe CV er al

Measurement of depression in Mexican patients with rheumatoid

arthritis: validity of the Beck Depression Inventory. 4rthritis Care Res

1997; 10: 194--199. .

9 Abello-Banfi M. Cardiel MH, Ruiz-Mercado R. Alarcon-Segovia D.
Quality of life in rheumatoid arthritis; validation of a Spanish version
of the Arthritis Impact Measurement Scales (Spanish-AIMS).
J Rheumatol 1994; 21: 1250-1255.

10 Guzman J, Cardiel MH. Arce Salinas A et al. Measurement of disease
activity in systemic lupus erythematosus prospective validation of 3
clinical indices. J Rheumatol 1992; 19: 1551 —1558.

~1

o0

19

2

22

23

25

Katz JD. Senecal JL. Rivest Ch ef al. A simple seventy of diveise
index for systemic lupus erythematosus. Lupus 1993; 2- 119422
Gladman DD. Ginzler E. Goldsmith CH et al. Development and 1nig)
validation of the systemic lupus erythematosus international collahor.
ating Clinics/American College of Rheumatology damage index tor
systemic lupus erythematosus. 4rthrins Rheum 1996; 39: 363 - 30y
Hughes GRV. The anuphospholipid svndrome. Ten years on. Luncer
1993; 342: 341 -344.

Abu-Shakra M, Urowitz MB, Gladman DF. Gough J. Monalitv studies
in systemic Jupus ervthematosus. Results from a single center |
Causes of death. J Rheumatol 1995 22: 1259—1264.

Kraus A, Cabral AR. Cifuentes J, Alarcon-Segovia D. Listeriosis
in patients with connective tissue diseases. J Rheumatol 1994, 2|
635-638.

Karlson EW. Daltroy LH, lew RA er al. The relationshir of
socioeconomic status, race, and modifiable nsk factors to outcomes
in patients with systemic lupus ervthematosus. Arthritis Rheum 997
40:; 17 -56.

Ward MM, Lotstein DS, Bush TM er al. Psychosocial correlates of
morbidity in women with systemic lupus erythematosus. J Rheumarof
1999; 26: 2153 -2158.

Glave-Testino C. Cardiel MH. Arce-Salinas A, Alarcon-Segovia D,
Factors associated with disezse sevenity in Mexican patients with
rheumatoid arthritis. Clin Exp» Rheumarol 1994, 12: 589 - 594

Ward MM, Lotstein DS, Bush TM er al. Psychosocial correlates ol
morbidity in women with sysiermic lupus erythematosus. J Rheumaton
1999; 26: 21532158,

Karlson EW, Daltroy LH, Lew RA er al. The independence anc
stability of socioeconomic predictors of morbidity in systemic lupus
erythematosus. Arrhritis Rheum 1995; 38: 267273,

Karlson EW, Daliroy LH, Lew RA er al The relationship ol
socioeconomic status, race. and modifiable nsk factors 1o outcome:
in patients with systemic lupus ervthematosus. Arthritis Rheum 1997
40: 47 -56. .
Sutcliffe N, Clarke AE, Levinton C er al. Associates of health starus ir
patients with systemic lupus erythematosus. J Rheumarol 1999. 26
2352--2356. .
Hemandez-Cruz B, Tapia N, Villa AR, Cardiel MH. Morntalidad er
pacientes con lupus eritematoso generalizado. Estudio de casos )
controles. (Resumen). Rev Mex Reum 1997; 12(Suppl 1): 27.

The Canadian Hydroxychloroquine Study Group. A randomized nai
of the effect of withdrawing hydroxychloroquine sulphate in sysiermic
lupus erythematosus. New Engl J Med 1991; 324: 150154,

The Canadian Hydroxychloroguine Study Group. A long term studs of
hydroxychloroquine withdrawal on exacerbations in systemic wpu
erythematosus. Lupus 1998; 7: 80—85.



	Portada
	Texto
	References



