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S umma r y

TThhee  aaiimm  ooff  tthhee  ssttuuddyy  was to characterize a large, and as homogeneous
as possible, group of Polish patients with systemic lupus erythematosus
(SLE). We focused on the sociodemographic characteristics of this group,
clinical status at enrollment, and access to healthcare resources.
MMaatteerriiaall  aanndd  mmeetthhooddss::  The study included 269 consecutive patients
from six Polish centers for rheumatology, in Bialystok, Katowice, Lublin,
Poznań, Warsaw, and Wroclaw, qualified for the international mul-
ticenter study SESAME.

S t r e s z c z e n i e

CCeell  pprraaccyy::  Charakterystyka grupy polskich chorych na toczeń rumie-
niowaty układowy (TRU). W opracowaniu skupiono się na charak-
terystyce społeczno-demograficznej tej grupy, obrazie klinicznym
w chwili zakwalifikowania do badania oraz dostępie do pomocy spo-
łecznej.
MMaatteerriiaałł  ii mmeettooddyy::  Badaniem objęto 269 kolejnych pacjentów z sze-
ściu polskich ośrodków reumatologicznych: w Białymstoku, Katowicach,
Lublinie, Poznaniu, Warszawie i Wrocławiu, zakwalifikowanych do mię-
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Introduction

Systemic lupus erythematosus (SLE) is an autoimmune
condition with a probably heterogeneous etiopathogene-
sis, unknown cause, and poorly understood pathogenesis.
SLE can be associated with the involvement of virtually all
systems and tissues, which is reflected by a variability of
clinical symptoms; diagnosis of SLE is additionally hindered
by heterogeneity of immunological parameters [1].

Epidemiological data, although inconclusive, suggest
that the peak incidence of SLE occurs at relatively young
age, at 29 years on average [2]. This corresponds to the risk
of impairment in relatively young individuals, and preterm
mortality [3]. Furthermore, obstetrical failures constitute
an important complication of SLE due to high prevalence
of this condition in young women [4].

Activity of the disease is a basic prognostic factor in SLE
patients; also, the side effects of chronic corticosteroid ther-
apy and immunosuppressive treatment should not be un -
dervalued [5]. This is reflected by the necessity of offering
specialist medical surveillance to SLE patients, as well as
providing them proper access to healthcare resources. How-
ever, due to heterogeneous manifestation of the disease,
the realization of this goal faces a number of obstacles. First-
ly, data on SLE epidemiology are not collected on a routine

basis. Secondly, patients with this condition are supervised
by specialists in various medical disciplines, some of them
not optimally prepared to perform complex therapy of con-
nective tissue disorders. Thirdly, patients are most commonly
hospitalized and treated due to organ complications
rather than the underlying disorder, i.e. SLE. This is reflect-
ed by the underestimated number of Polish patients re -
ported for statistical and epidemiological purposes.

The etiology of SLE is multifactorial. Continuous
progress in clinical genetics allowed for the identification
of many genetic risk factors of SLE; moreover, the phenotype
of this condition is modulated by ethnic and geographic
factors, among others [6, 7]. In view of the considerations
mentioned above, one should avoid broad generalizations
in the epidemiological studies of SLE, and rather focus on
the regional characteristics of the prevalence of this con-
dition. However, searching through the available literature
we did not find any published reports on the sociodemo-
graphic characteristics of Polish patients diagnosed with
SLE, aside from those of 50 patients included in the Euro-
pean multicenter Euro-Lupus trial [2].

The aim of this study was to characterize a large, and
as homogeneous as possible, group of Polish patients with
SLE who were qualified for a multicenter non-interventional
study. We focused on the sociodemographic characteris-

RReessuullttss::  The majority of participants were women (n= 234; 87%). Only
28.6% of SLE patients were employed full-time, and about one third
of them received disability pension. The studied group included 12%
of patients with at least a 6-point SELENA SLEDAI score, who
showed a decreased level of complement and tested positively for
anti-dsDNA antibodies. Patients whose SELENA SLEDAI scores
exceeded 10 points (42%) showed the active involvement of all sys-
tems and organs included in the SLE Activity Index, except for skin
and mucosal membranes, with a significantly greater frequency than
the other groups. The involvement of the musculoskeletal system was
also significantly more frequent in patients with SELENA SLEDAI scores
between 6 and 10 points (30.5%). We observed a significant asso-
ciation between the activity of the disease and the prevalence of dis-
ability or having the support of a social worker.
CCoonncclluussiioonnss::  The population of Polish patients with SLE includes
a group of individuals who, due to high activity of the disease con-
firmed both by physical examination and additional testing, require
intensification of the therapeutic protocol. This group can be iden-
tified on the basis of the SELENA SLEDAI score. Also, patients with
severe disability are characterized by higher activity of the disease.
It cannot be excluded that optimal therapeutic control of SLE activ-
ity in this group could be reflected by diminished demand for social
care services and by a higher level of health-related quality of life.

dzynarodowego wieloośrodkowego badania SESAME, dotyczącego
epidemiologii TRU w trzech krajach Europy Środkowej: w Rumunii, Pol-
sce i na Węgrzech.
WWyynniikkii::  Wśród uczestników badania przeważały kobiety (n= 234; 87%).
Zaledwie 28,6% chorych na TRU było zatrudnionych w pełnym wymia-
rze czasu pracy, a ok. 1/3 pobierała rentę zdrowotną. W badanej pró-
bie znalazło się 12% chorych z SELENA SLEDAI score wynoszącym co
najmniej 6 pkt, u których stwierdzono zmniejszone stężenie dopeł-
niacza oraz obecność przeciwciał przeciw natywnemu DNA. U pacjen-
tów, u których wartości SELENA SLEDAI score były wyższe niż 10 pkt
(42%), istotnie częściej niż w pozostałych grupach stwierdzano aktyw-
ne zajęcie wszystkich układów i narządów uwzględnionych w oce-
nie SLE Activity Index, z wyjątkiem skóry i błon śluzowych. Zajęcie
układu mięśniowo-szkieletowego znamiennie częściej dotyczyło
chorych o wartościach SELENA SLEDAI score mieszczących się w za -
kresie od 6 do 10 pkt (30,5%). Zaobserwowano istotny związek pomię-
dzy wyższą aktywnością choroby a częstością występowania różnego
stopnia niepełnosprawności oraz korzystaniem z pomocy pracownika
socjalnego.
WWnniioosskkii::  W populacji polskich chorych na TRU znajduje się grupa osób,
które z uwagi na wysoką aktywność choroby potwierdzoną zarów-
no w badaniu klinicznym, jak i w badaniach laboratoryjnych wyma-
gają intensyfikacji postępowania terapeutycznego. Wydaje się, że gru-
pa ta może być identyfikowana na podstawie aktywności choroby
określonej przy użyciu skali SELENA SLEDAI score. Znamiennie wyż-
szą aktywnością choroby charakteryzują się również chorzy o znacz-
nym stopniu niepełnosprawności. Nie można wykluczyć, że optymalna
kontrola terapeutyczna aktywności TRU w tej grupie mogłaby prze-
łożyć się na mniejsze zapotrzebowanie na świadczenia opieki spo-
łecznej oraz na poprawę jakości życia.
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tics of this group, clinical status at enrollment, and access
to healthcare resources.

Material and methods

The study included Polish patients qualified for the inter-
national multicenter study SESAME (Systemic Lupus Ery-
thematosus in CEE settings – Romania, Poland, Hungary;
an insight on medical, economic and social burden),
dealing with the epidemiology of SLE in three Central Euro-
pean countries: Romania, Poland and Hungary. The pro-
tocol of the study was approved by its sponsor (GSK Ro -
mania, protocol no. BEL115014), as well as by the Local
Bioethical Committees of all clinical centers taking part in
the project. All qualified patients gave their informed writ-
ten consent to participate in the study.

The study, whose recruitment phase took place
between April 30th, 2011 and the end of May 2012 in six
Polish centers for rheumatology – in Bialystok, Katowice,
Lublin, Poznań, Warsaw, and Wroclaw – included 269 con-
secutive patients diagnosed with SLE. The inclusion criteria
of the study included completing 18 years of age, and cur-
rently or previously established diagnosis of SLE on the basis
of the American College of Rheumatology 1997 classification
criteria [8]. Simultaneous participation in any other clini-
cal trial was the only exclusion criterion.

Basic sociodemographic characteristics of each patient
were obtained during the enrollment visit, along with any
obstetrical history of female patients. Moreover, the activ-

ity of the disease was determined on the basis of the 
SELENA SLEDAI score and SLE Activity Index [9], as well as
the degree of patient’s impairment (mild, moderate, or
severe). Prior to the study, all the researchers were trained
in the use of the SELENA SLEDAI score and SLE Activity Index
scales.

Statistical analysis

Normal distribution of continuous variables was veri-
fied with the Shapiro-Wilk test. Due to deviation from nor-
mal distribution, the statistical characteristics of continu-
ous variables are presented as medians, interquartile
intervals, and ranges. The statistical characteristics of dis-
crete and qualitative variables are presented as number
and percentage distributions. Values of continuous variables
in two groups were compared with the Mann-Whitney 
U-test, while the Kruskal-Wallis test with Dunn post-hoc
test was used for multiple comparisons. The Pearson’s chi-
square test or the Fisher exact test was used for the inter-
group comparison of discrete or qualitative variable dis-
tributions. Power and direction of relationships between
pairs of continuous variables were analyzed on the basis
of Spearman’s coefficient of rank correlation (R). Associ-
ation between SELENA SLEDAI score and the degree of dis-
ability or the utilization of social care resources was veri-
fied in a univariate and multivariate model of logistic
regression; odds ratios (ORs) were calculated, along with
their 95% confidence intervals (95% CI). All calculations were

VVaarriiaabbllee TToottaall WWoommeenn MMeenn pp--vvaalluuee

nn %% nn %% nn %%

Educational level

primary/grammar 19 7.1 16 6.8 3 8.6 0.161

secondary 131 48.7 119 50.9 12 34.3

higher 68 25.3 59 25.2 9 25.7

other 51 19.0 40 17.1 11 31.4

Professional status

fulltime job 77 28.6 65 27.8 12 34.3 0.699

part time job 17 6.3 14 6.0 3 8.6

unemployment pay 11 4.1 10 4.3 1 2.9

unemployed without pay 9 3.3 8 3.4 1 2.9

pupil/student 14 5.2 14 6.0 0 0.0

disability pension 91 33.8 79 33.8 12 34.3

retirement 29 10.8 27 11.5 2 5.7

other 21 7.8 17 7.3 4 11.4

TTaabbllee  II.. Sociodemographic characteristics of the study participants (n = 269)
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carried out with the Statistica 10 (StatSoft®, Tulsa, OK, USA)
package, with the level of significance set at p ≤ 0.05.

Results

Sociodemographic characteristics

Our group included 269 patients, among them 268
(99.6%) of Caucasian race. Median age of the studied group
was 41 years (range 18–73 years; interquartile interval 
32–53 years). The majority of participants were women 
(n = 234; 87%). Only 28.6% of SLE patients were employed
full-time, and about one third of them received disability
pension. The remaining sociodemographic characteristics
of the studied group are presented in Table I.

Due to considerable representation of individuals
receiving disability pension in our group (n = 91; 33.8%),
we determined the statistical characteristics of age in this
subgroup; the median age of disability pensioners was 43
years (range 24–64 years; interquartile interval 36–54 years).

Clinical characteristics

Median time after diagnosis of SLE in the studied
patients was 7 years (range 0–39 years; interquartile inter-
val 3–13 years). Activity of the disease (SELENA SLEDAI score)
was determined in 200 patients. Median SELENA SLEDAI
score was 9 (range 1–59; interquartile interval 4–14.5). We
did not document a significant correlation between the

MMeeaassuurree TToottaall WWoommeenn MMeenn pp--vvaalluuee

nn %% nn %% nn %%

Seizure 3 1.1 2 0.9 1 2.9 0.343

Psychosis 5 1.9 3 1.3 2 5.7 0.128

Organic brain syndrome 20 7.4 19 8.1 1 2.9 0.234

Visual disturbance 11 4.1 10 4.3 1 2.9 0.569

Cranial nerve disorder 2 0.7 2 0.9 0 0.0 0.756

Lupus headache 16 5.9 16 6.8 0 0.0 0.100

Cerebrovascular accidents 4 1.5 3 1.3 1 2.9 0.429

Vasculitis 35 13.0 33 14.1 2 5.7 0.131

Arthritis 97 36.1 85 36.3 12 34.3 0.487

Myositis 30 11.1 27 11.5 3 8.6 0.430

Hematuria 34 12.6 28 12.0 6 17.1 0.268

Urinary casts 6 2.2 5 2.1 1 2.9 0.570

Pyuria 22 8.2 19 8.1 3 8.6 0.567

Proteinuria 39 14.5 33 14.1 6 17.1 0.397

Alopecia 62 23.0 55 23.5 7 20.0 0.415

Skin lesions 78 29.0 71 30.3 7 20.0 0.144

Mucosal ulcers 16 5.9 16 6.8 0 0.0 0.100

Pleuritis 8 3.0 8 3.4 0 0.0 0.323

Pericarditis 11 4.1 8 3.4 3 8.6. 0.160

Low complement 52 19.3 45 19.2 7 20.0 0.534

Anti-dsDNA antibodies 57 21.2 48 20.5 9 25.7 0.307

Fever 20 7.4 18 7.7 2 5.7 0.502

Thrombocytopenia 13 4.8 12 5.1 1 2.9 0.476

Leukopenia 21 7.8 21 9.0 0 0.0 0.047

TTaabbllee  IIII..  Prevalence of SELENA SLEDAI indices in the studied group
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PPaarraammeetteerr AAccttiivviittyy  ooff  tthhee  ddiisseeaassee  ((SSEELLEENNAA  SSLLEEDDAAII  ssccoorree)) pp--vvaalluuee

<<  66  ((nn ==  5555)) 66––1100  ((nn ==  6611)) >>  1100  ((nn ==  8844))

nn %% nn %% nn %%

Decreased complement 15 27.3 18 29.5 19 22.6 0.626

Anti-dsDNA antibodies 13 23.6 24 39.3 20 23.8 0.079

Decreased complement 6 10.9 10 16.4 14 16.7 0.607

and anti-dsDNA antibodies

TTaabbllee  IIIIII..  Prevalence of decreased level of complement and/or anti-dsDNA antibodies in subgroups of pa -
tients with various activity of the disease (n = 200)

activity of the disease and the age of patients (R = 0.02;
p = 0.803) or time after diagnosis (R = –0.1; p = 0.166). Fur-
thermore, there were no significant gender-related differ-
ences in the median duration of SLE (women: 4 years [1–11],
men: 8 years [3–13], p = 0.071) and median SELENA
SLEDAI score (women: 9 [6–15], men: 8 [4–14], p = 0.231).

The prevalence of clinical and laboratory features includ-
ed in the SELENA SLEDAI scale in the studied group is pre-
sented in Table II. The most frequently observed 
features included arthritis and skin lesions, and the least
prevalent ones were cranial nerve disorders, seizures, cere-
brovascular accidents, and psychoses. The only gender-
related difference in the prevalence of symptoms includ-
ed in SELENA SLEDAI, which came close to statistical
significance, referred to leukopenia, observed solely in
women.

The studied group included 24 patients (12%) with at
least a 6-point SELENA SLEDAI score, who had a decreased

level of complement and were tested positively for anti-
dsDNA antibodies. Subgroups of patients with various activ-
ity of the disease (SELENA SLEDAI score below 6, between
6 and 10, and above 10 points) did not differ significant-
ly in terms of the presence of low complement and/or anti-
dsDNA antibodies (Table III).

Our patients most frequently showed active involve-
ment of the musculoskeletal system and skin, while the
respiratory and cardiovascular systems were least fre-
quently involved. In turn, organic injuries were most com-
mon in kidneys and the nervous system (Table IV). We did
not observe a significant effect of patient gender on the
prevalence of active involvement or injury of various sys-
tems/organs.

The group of patients whose SELENA SLEDAI scores
exceeded 10 points showed the active involvement of all
systems and organs included in the SLE Activity Index,
except for skin and mucosal membranes, with a significantly
greater frequency than the other groups. The involvement
of the musculoskeletal system was significantly more fre-
quent in patients with SELENA SLEDAI scores between 
6 and 10 points (Table V).

Obstetric failures

Our group included 114 women with documented
obstetric history, among them 35 (30.7%) with a history
of obstetric failures: spontaneous miscarriage (n = 32), preg-
nancy termination (n = 2), or miscarriage/pregnancy ter-
mination (n = 1). Thirteen patients had a history of more
than one miscarriage, namely two (n = 10), three (n = 2),
or four (n = 1).

Overall, there were 55 cases (22%) of failure among 250
pregnancies documented in the studied group, among them
49 due to spontaneous miscarriage, and 6 associated with
the necessity of pregnancy termination.

At enrollment in the study, patients with a history of
obstetric failures did not differ significantly from the
remaining women in terms of median SELENA SLEDAI score
(8 [4–12] vs. 8 [4–12] respectively, p = 0.902).

OOrrggaann//ssyysstteemm AAccttiivvee  IInnjjuurryy

iinnvvoollvveemmeenntt

nn %% nn %%

Cardiovascular system 15 5.6 26 9.7

Hematopoietic system 38 14.1 16 5.9

Mucosal membranes 55 20.4 19 7.1

and skin

Musculoskeletal system 76 28.3 23 8.6

Nervous system 25 9.3 32 11.9

Kidneys 53 19.7 32 11.9

Respiratory tract 11 4.1 17 6.3

Blood vessels 22 8.2 13 4.8

TTaabbllee  IIVV.. Prevalence of active involvement or
injury of various organs/systems determined
on the basis of SLE Activity Index (n = 269) 



Degree of disability
The analyzed group included 101 (37.5%) individuals with

various degrees of disability, among them 56 (20.8%)
patients with mild, 35 (13%) with moderate, and 10 (3.7%)
with severe disability. Eleven patients (4.1%) had the
support of a social worker. We observed a significant asso-

ciation between the activity of the disease and the preva-
lence of disability of various degree or having the support
of a social worker (Fig. 1a, b). In contrast, we did not reveal
any significant differences in SELENA SLEDAI score, asso-
ciated with the fact of obtaining disability pension 
(p = 0.567).
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OOrrggaann//ssyysstteemm AAccttiivviittyy  ooff  tthhee  ddiisseeaassee  ((SSEELLEENNAA  SSLLEEDDAAII  ssccoorree)) pp--vvaalluuee

<<  66  ((nn ==  5555)) 66––1100  ((nn ==  6611)) >>  1100  ((nn ==  8844))

nn %% nn %% nn %%

Cardiovascular system 1 1.8 1 1.6 9 10.7* 0.023

Hematopoietic system 5 9.1 7 11.5 21 25.0* 0.021

Mucosal membranes and skin 11 20.0 20 32.8 22 26.2 0.296

Musculoskeletal system 8 14.5 32 52.5* 31 36.9* < 0.001

Nervous system 1 1.8 4 6.6 17 20.2* 0.001

Kidneys 7 12.7 10 16.4 30 35.7* 0.002

Respiratory tract 1 1.8 0 0.0 8 9.5* 0.013

Blood vessels 1 1.8 1 1.6 19 22.6* < 0.001

*Significantly more frequently than in the remaining subgroups (p ≤ 0.05)

p = 0.007 p = 0.001

no mild moderate severe

40

35

30

25

20

15

10

5

Mean

Mean ± SE

Mean ± 1.96*SE

FFiigg..  11..  SELENA SLEDAI score depending on the degree of disability (a) or having the support of a social
worker (b).
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Univariate analysis of logistic regression revealed
that at enrollment in the study individuals with moderate
or severe disability differed from the remaining patients
in terms of significantly higher prevalence of the follow-
ing signs included in the SELENA SLEDAI score: visual 
disturbance (OR = 15.9, 95% CI: 4.0–63.2, p < 0.001), 
cerebrovascular accidents (OR = 15.9, 95% CI: 1.6–158.5, 
p = 0.018), organic brain syndromes (OR = 4.8, 95% CI: 
1.9–12.6, p = 0.001), mucosal ulcers (OR = 4.4, 95% CI: 
1.5–12.6, p = 0.006), myositis (OR = 3.5, 95% CI: 1.5–8.0, 
p = 0.003), proteinuria (OR = 2.7, 95% CI: 1.2–5.8, p = 0.013),
and vasculitis (OR = 2.3, 95% CI: 1.0–5.2, p = 0.049). In con-
trast, individuals with a severe or moderate degree of dis-
ability did not differ significantly from the remaining
patients in the prevalence of active involvement or injury
of organs/systems included in the SLE Activity Index. The
multivariate analysis of logistic regression identified
visual disturbance (OR = 9.2, 95% CI: 1.7–48.2, p = 
= 0.009) and proteinuria (OR = 2.4, 95% CI: 1.0–5.6, p = 0.044)
as significant independent determinants of severe or mod-
erate disability.

Higher degree of disability was associated with sig-
nificantly higher frequency of receiving disability pension
(p < 0.001). This type of social support was received by 7/10
(70%) patients with severe disability, 18/35 (51.4%) with
moderate disability, 32/56 (57.1%) with mild disability, and
34/168 (20.2%) fully-capable individuals. The univariate
analysis of logistic regression showed that at enrollment
in the study patients receiving disability pension differed
from the remaining subjects solely in terms of significantly
higher prevalence of mucosal ulcers (OR = 3.5, 95% CI: 
1.2–10.1, p = 0.018).

Discussion

Demographic and clinical characteristics

The non-interventional study constituting the basis for
selecting our sample included patients who met at least
four American College of Rheumatology classification
criteria [8]; the demographic characteristics of the sample
thus selected were similar as in other epidemiological stud-
ies. Our group included 13% men. According to current
knowledge, the prevalence of SLE among men is approx-
imately 10 times lower than in women. According to
a recently published review of the literature, men repre-
sent from 4% to 22% of SLE patients; however, this per-
centage can increase up to 30% in the case of familial aggre-
gation of SLE [10]. Similar evidence originates from recent
epidemiological studies conducted in European coun-
tries. The percentage of male patients amongst the par-
ticipants of the European multicenter Euro-Lupus trial was
9% [2], and in another multicenter European study was 11%
[11]. However, the studies covering smaller administrative
areas produced more variable results: in a population-based

study of a representative sample of nearly 26 000 Sardinia
inhabitants there were no male patients with SLE (com-
pared to 148 female cases) [12], in Croatia men corresponded
to 10.5% of all 162 SLE patients [13], in Southern France to
15% (n = 6/41) [7], and in Porto (Portugal) to as many as
36.4% [14].

The results of many studies suggest that exposure to
endogenous estrogens, resulting from the overexpression
of estrogen receptor-α, is a main factor responsible for 
higher prevalence of SLE in women [15]. However, although
in animal models the course of SLE is more severe in females
[16], most epidemiological studies revealed the inverse asso-
ciation in humans [17]. The previously mentioned Euro-Lupus
study revealed that at the diagnosis of SLE men more fre-
quently show serositis, but in the course of fully sympto-
matic disease they suffer from arthritis less frequently than
women [2]. Other studies showed higher prevalence of kid-
ney involvement and failure in men [18, 19], as well as high-
er frequency of thromboembolic episodes [18]. Also the
results of studies conducted outside Europe suggest that
the manifestation of SLE is more severe in male patients
[17]. Worse prognosis in men with SLE was attributed to
the lack of protective effect of estrogens against organ injury
[20], and stimulatory influence of androgens on the
processes of apoptosis [21].

We did not observe any significant gender-related dif-
ferences in the prevalence of SLE-specific organic lesions
or the activity of the disease. It is very likely that this lack
of gender-related differences did not result from the con-
founding effect of any clinical variables, as there was no
correlation between the time elapsed after diagnosis
and SELENA SLEDAI score, and the duration of the disease
in men and women was comparable.

Also in previous European studies of SLE patients the
gender-specific differences in the activity of the disease were
not so evident as on other continents [17]. Therefore, one
can suppose that ethnic background along with related
genetic predisposition represents a factor determining the
outcome of SLE. This hypothesis was at least partially con-
firmed by the results of previous epidemiological studies.
The Euro-Lupus study revealed that European patients, the
majority of whom are Caucasians, are characterized by
a lower frequency of the organ manifestation of SLE com-
pared to patients from Asia, and North and South Amer-
ica [2, 6]. This observation was also confirmed by other
authors [5, 22]. Moreover, the results of another multicenter
European study [11] suggest that the activity of SLE can also
differ within the same continent. This study showed that
patients from southern Europe were characterized by sig-
nificantly lower SLEDAI scores than individuals from oth-
er countries [11].

Also the time elapsed from diagnosis is vital for the activ-
ity of SLE. According to Urowitz et al. [5], the activity of the
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disease decreases markedly and stabilizes within the ini-
tial five years after diagnosis. Furthermore, it was observed
that the activity of SLE in Caucasian patients decreases ear-
lier than in individuals of other races [22]. Although it was
not confirmed by the analysis of correlation, perhaps it was
the relatively long time after diagnosis of SLE (median 
7 years, interquartile range 3–13 years) which was reflect-
ed by the relatively low activity of the disease in our patients
(median SELENA SLEDAI score equal to 9). In contrast, in
one multicenter European study, the mean SLEDAI-2K score
of 200 patients who were diagnosed with SLE at an aver-
age age of 34.8 years was 12.2. However, it should be not-
ed that the activity of the disease in this group was deter-
mined earlier than in our patients, i.e. 28 months after
diagnosis on average [11].

The spectrum of clinical changes observed in our
patients was similar to that previously described in mul-
ticenter European studies [2, 11]. Similar to our patients,
arthritis and skin lesions were the most frequent abnor-
malities documented among the participants of these stud-
ies. However, they were observed markedly more frequently
(arthritis: 48.1–69%, skin lesions: 31.1-53%) than in our group
(36.1% and 29%, respectively). Probably, also these dif-
ferences could be attributed to the homogeneous ethnic
background of our group (nearly 100% Caucasians) and
longer duration of disease, promoting its attenuation.

Nevertheless, it should be noted that in our group in
12% of patients high activity of the disease (SELENA SLEDAI
score ≥ 6 points) coexisted with the presence of anti-dsD-
NA antibodies and a low level of complement. Moreover,
patients with a SELENA SLEDAI score above 10 points sig-
nificantly more frequently showed the active involvement
of most organs. These findings suggest that the popula-
tion of patients with SLE includes a group of individuals who,
due to high activity of the disease confirmed both by phys-
ical examination and additional testing, require intensifi-
cation of the therapeutic protocol. Moreover, the results
of our study suggest that this group can be identified on
the basis of the SELENA SLEDAI score.

Obstetric failures

Our study revealed failure of 22% of pregnancies in SLE
patients. This observation is consistent with literature evi-
dence: according to recent reports, the prevalence of obstet-
ric failures among SLE patients does not exceed 23% [23].
Marked improvement in this matter was documented dur-
ing the last two decades, as before 1990 the percentage
of live births in SLE patients was more than 10% lower than
nowadays [24]. Nevertheless, in many cases pregnancy has
to be terminated preterm due to SLE-specific complications;
this was reflected by the significant increase in the num-
ber of preterm births among SLE patients, from 19.1% to

24.5%, that was documented during the last two decades
[24]. The most frequent complications observed in preg-
nant patients with SLE include preeclampsia, throm-
boembolic episodes, infections, and thrombocytopenia with
susceptibility to bleeding [25].

Our patients with a history of obstetric failure did not
differ significantly from the remaining women in terms of
the activity of SLE determined on the basis of the SELENA
SLEDAI score. In turn, the active stage of the disease con-
stitutes a documented risk factor of obstetric failure [25–27].
However, it should be remembered that we analyzed obstet-
ric histories retrospectively, and thus SELENA SLEDAI
scores documented in our patients did not reflect the activ-
ity of the disease at conception and pregnancy.

Although the prevalence of obstetric failure in our group
did not differ markedly from data reported in the literature,
it should be remembered that we did not collect information
on birth weight and other indices of fetal/neonatal well-
being. In turn, these parameters also constitute important
in dicators of the optimal obstetric care for SLE patients 
[4, 28].

Degree of disability in SLE patients

Our study revealed that nearly 40% of Polish patients
with SLE show various degrees of disability, and approxi-
mately one-third of them receive a disability pension. Sta-
tistical analysis confirmed that the degree of disability deter-
mines the accessibility of social care for individuals with
SLE. However, although we documented a significant asso-
ciation between the activity of the disease and the degree
of disability, we failed to confirm that individuals obtain-
ing a disability pension were characterized by higher activ-
ity of the disease determined on the basis of the SELENA
SLEDAI score. Probably, this resulted from the fact that the
activity of the disease was determined post factum rather
than at the time of being granted the pension.

Social support should play a crucial role in the complex
therapy of SLE patients. This was confirmed by a review
of previous studies dealing with the problem in question,
conducted by Mazzoni and Cicognani [29]. These authors
revealed that various forms of social support, including psy-
chological counseling and behavioral therapy, play a vital
role not only in the context of higher quality of life in SLE
patients, but also with regards to the degree of disease activ-
ity and organ injuries. We did not analyze the availability
of this type of support to our patients; nevertheless, our
empiric experiences suggest that it is low. This was also
confirmed in a large study of Polish patients with rheuma-
toid arthritis, in which 95% of participants reported the feel-
ing of social exclusion [30].

High prevalence of disability among patients with SLE
is undoubtedly associated with a significant financial bur-
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den on the Polish social care system. In this context, our
finding of a significant relationship between the activity of
the disease and the degree of disability seems worth not-
ing. We revealed that patients with severe disability are char-
acterized by significantly higher SELENA SLEDAI scores.
Therefore, one could ask if optimal therapeutic control of
SLE activity would not be reflected by diminished demand
for social care services. This raises further questions on the
cost effectiveness of healthcare and social care services and
their influence on health-related quality of life.

Strengths and limitations of the study

The large size of our group, as well as unified inclusion
criteria, homogeneous ethnic background, and complete-
ness of data, represent unquestionable strengths of this
study. One potential limitation pertains to the retrospec-
tive character of some data, as it hindered verification of
their relationship to the activity of the disease at enrollment.
Nevertheless, we did our best to adjust for this potential con-
founder during the interpretation of our findings.

Conclusions

1. The population of Polish patients with SLE includes
a group of individuals who, due to high activity of the dis-
ease confirmed both by physical examination and addi-
tional testing, require intensification of the therapeutic
protocol. Our findings suggest that this group can be iden-
tified on the basis of the SELENA SLEDAI score.

2. Also, patients with severe disability are characterized by
higher activity of the disease. Therefore, it cannot be
excluded that optimal therapeutic control of SLE activ-
ity in this group could be reflected by diminished
demand for social care services and a higher level of
health-related quality of life.
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