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Overall Survival in Lupus has
Improved
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Gabiriel, S. et al., Arthritis Rheum 1999:42:46-50.




Late Deaths in SLE are due to
Heart Disease (Atherosclerosis)
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Abu-Shakra M, et al. J Rheum. 1995;22:1265-1270. [Evidence Level B]




There Is an Increased Risk for
Atherosclerosis (ATH) in SLE

CAD (Females 35-44 y)
M All Patients
B MI (Non-Obese)
B CAD Death

B CVA

CVA = cerebrovascular accident.

Esdaile JM, et al. Arthritis Rheum. 2001;44:2331-2337 [Evidence Level B]; Karrar A, et al. Semin Arthritis Rheum.
2001;30:436-443 [Evidence Level C]; Manzi S, et al. Am J Epidemiol. 1997;145:408-415 [Evidence Level B]; Manzi S,
et al. Arthritis Rheum. 1999;42:51-60. [Evidence Level B]
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Prevalence of ATH Plaque Among
Control Subjects and Patients With
SLE, According to Decade of Life

P =.001 P =.08
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Roman MJ, et. al. N Engl J Med. 2003;349:2399-2406. [Evidence Level B]




Why do SLE patients have an
Increased risk of Heart

Disease?




Patients with SLE Do Have
Traditional Cardiac Risk Factors

RISK FACTOR
High Blood Pressure 41%

Family History Heart Disease  41%
Smoking 35%
Increased Cholesterol

Diabetes

Sedentary Lifestyle

Petri et al. Medicine 1992




Traditional Risk Factors Do
Contribute to ATH In SLE

25 -

20+ p=0.0001

15-

©
]
i}
(7))
=,
©
@®©
)
(@)
®©

10+ EH PLAQUE
B NO Plaque

5_

)
>
(@
<
o
e
S=
=
(7))
i}
c
Q
—
©
o
Y
@)
AN

O . .
MALE High Diabetes

Gender Blood
Pressure

Maksimowicz-McKinnon et al. J Rheum 2006




SLE Disease Activity Influences
Standard Lipid Levels

Posadas-Romero et al. Arthritis Rheum. 2004:50:160-165




ton lipid levels
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Less use of cyclophosphamide (Cytoxan)

Less use of prednisone and hydroxychloroquine
(Plaquenil)



Risk Factors for ATH in SLE and RA

SLE and RA patients do appear have an increase in
traditional cardiac risk factors

— Age *

— Smoking

— High Blood Pressure
— Elevated cholesterol *
— Diabetes

But these traditional risk factors DO NOT fully explain the
iIncreased risk of ATH in SLE or RA!!

* Most consistently associated risks
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rFlypotnesis

One siudy In non- SLE ozilents witn ATr
out no cardiac risk factors found thai 90%
rec) ”r)ro~JrJ'fJ?lmma[or / DL FIDL witn
a0rormel grotectlve funcior



rIDL are antl -inflarmmatory
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Pro-Inflammatory HDL in CHD patients,
before and after statin
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Populations of Worner studied

Not taxing medicines for cnolesierol

1

154 \Wornern wiin SLE

72 Cornirol Sugjects
48 Female Hneumatold Artnritls pailents



p <0.0001

p=0.001 !

p=0.039

e | 20.1% |
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Pro-Inflarnrnatiory rIDL rmay ne

assoclatec wiin neart disease
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Populations of Worner studied
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123 Wornern wiin sSL

53 Conirol Sugjects



" p<0.0001
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Stat 5[ cal Analysls was perforrmed o taxe
traditionzal cardiac risy faciors Inio accourii
(EIJS nign plood pressure, diapeies, rigrn
cnolesierol and current srmoxing)

After tzeuwdng traditional risy faciors into
account, tnere was silll increased ODDS
FOR PLAQUE IN oirlDL POSITIVE SLE =

0 0
0.9



surnrneary

FIDL are apnormeal and *Pro-Inflammatory” in a
supstanial proportion of patiernis wiin SLE and
RA.
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Pro-Inflarnmatory FIDL are significanily assoclated
witr olaicjue on caroild ultrasournd in worner with
SLE put not in nealiny conirols.



Fuilre: Develop risk profile Including
olrlDL to predict levels of risk for

J
accelerataed ATH

Develog new treaimernis © Anil-oxidant
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Weys to lmprove ATH FIsK Factors
Witnout Medicailons
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Control Hlign Blood Pressure
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Blood Pressure Targets sroul
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<130 rrn/rlg systolic olood pressure

r‘)

<50 mirn/rly diasiolic blood oressure
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Minirnize salt Inteye
IT vorderline, may per
olood pressure cuUff
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L DL Cholesterol Goals:
The NCEP guidelines

Risk Category

LDL Goal
(mg/dL)

LDL Level at Which to
Initiate Therapeutic
Lifestyle Changes
(TLC) (mg/dL)

LDL Level at Which
to Consider
Drug Therapy

(mg/dL)

CHD or CHD Risk
Equivalents
(10-year risk >20%)

3130
(100-129: drug
optional)

2+ Risk Factors
(10-year risk £20%)

10-year risk 10-20%:
3130

10-year risk <10%:
3160

0-1 Risk Factor

3190
(160-189: LDL-
lowering drug

optional)




Status of Stail
RA: 118 patlenis treaied & montns wiin
c|c)

atorvastatin 40 g

— Disease actlvity sco '8 WS 519r11r1 antly lower ir)
siailin group, P=.004 put srmall cnange (-0.9)

— Markers of inflammation (ESF, CRP) lower In
palilents taxing siaiins
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No effect on coronary calciurn progressiorn
No significant improvernent in disease actvity

No significant difference in mearn artery thicness
(IMT) change, alinougn there was a s JHJHQSIHF
differerice inine proporiion of pailents in wrorm
IMT Irnproved, < [Fl/#] ine sarne, or got worse
fawvoring atorvastaiin



surnrnary of staiins in
~Rheumaiology Praciice

Statins nave the expecied effecis on lipid levels
Tney lower markers of inflarmmation (25K and
CRP)

Effecis on disease activity in RA and SLE are rnot
lzirge In doses and greparation siudied o daie

[ney lower oirlDL ,'f i rot to norrmel



Antlrnalarizal drugs rrey nave & peneficlal

effect on lioid oroflles in SLE

— Cornpare 180 patients on staole dosage
orednisone (rnearn, 9.7 md/d) witn 180 patienis
or staple prednisone dosage (mezan, 10.2
rg/d) and antimalarial

— Antirmalarial patients nad 11% recuction in TC
wriern cornpared witr paiients on prednisone
alone (P <.01)
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rlydroxycnloroquine in SLE

2|0 contripute to decrea 1SaC I r1sk of ATH
c)

ited witn nydroxycriloroguine
Wers less likely to nave olacue on caroiid



Conclusions

— Comomgluom Of FrchIJFJDrJrl] clisease-related risk
felctors

Low inresnold to get screened for ATH

Minirnize Traditlonal risk factors

— BP control

— Dilet

— Exercise
|

Flign Criolesierol
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Contact stucdy coordinator at: 310-825-6452

Or emeall Dr. McManon:
rmrrcrnanon@rnednet, uc

cla.eduy
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