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ABSTRACT
Introduction: Systemic Lupus Erythematosus is a multisystem autoimmune connective tissue disease with a wide range
of clinical manifestations. Oral ulceration, with other clinical
features and laboratory tests, is one of the important component for the diagnosis of Systemic Lupus Erythematosus
issued by American College of Rheumatology (ACR).
Material and Method: The study was conducted in Division of Rheumatology, Fatima Memorial Hospital, Lahore,
in collaboration with Department of Morbid Anatomy and
Histopathology, University of Health Sciences, Lahore.
Patients (n=100) qualifying our inclusion criteria were prepared and examined clinically.
Results: A total of 100 patients were included in the study
with male: female ratio of 1:9. Mean age was 28.54 ± 10.09,
while mean age for disease onset was 23.77± 8.57. Most
(51%) of the patients belonged to poor socioeconomic status.
On clinical examination, photosensivity was present in 62%
patients followed by arthritis (55%) and nephritis (53%). On
oral examination, xerostomia (52%), past history of oral ulceration (51%) and oral ulcers present on examination (24%)
were seen in Systemic Lupus Erythematous patients. Of all
the ulcers found, mostly (42%) were present on the tongue.
Moderate xerostomia was the commonest (23%) finding.
Conclusion: Oral lesions are quite prevalent in patients with
Systemic Lupus Erythematosus. This study not only highlights the preventive aspects needed to improve the oral
health which in turn enhances quality of life as well as compliance to drug therapy in these patients.
Keywords: SLE, Clinical Features of SLE, Oral Features of
SLE, Oral ulcers, Xerostomia.
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INTRODUCTION
Systemic Lupus Erythematosus (SLE) is the prototypic autoimmune condition affecting multiple organ systems in the body, with a broad field of clinical
demonstrations comprising almost all type of tissues
and organs. It is an autoimmune disorder, in which the
patient’s own immune system assaults its own tissues,
particularly constituents of the cellular nuclei.1
Incidence of Systemic Lupus Erythematosus (SLE)
in US population is 20 to 150 cases per 100,000. The
prevalence varies among different race.2 In Asia it accounts for 3.2-19.3 per 100,000.3 As regard of gender,
females are more commonly affected.4 The ratio between female and male varies from 4.3 to 13.6.5 Onset
of the first attack of SLE before puberty and after menopause is uncommon.6 Mean age at onset of symptoms
was 32 years and mean age at the time of diagnosis of
SLE was 34 years.7
The pathogenesis of SLE is incompletely understood.
It is caused by interaction among various genetic and
environmental factors i.e. it is multifactorial disease. It
is described by an overall loss of self-tolerance by production of pathogenic autoantibodies by auto reactive
B and T lymphocytes resulting in the tissue damage.8
The foremost contributor of the disease, innate immunity is necessary for the unusual adaptive immune
responses in SLE. It is characterized by modification
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and regulation of both cellular and humoral immune
responses. B cell hyperactivity and genetic aberration
leads to the creation of complement fixing of IgG autoantibodies with anti-dsDNA and anti-nucleosome antibodies. Pathological T cell clone that identify double
stranded DNA and nucleosome further drives B cell
production of DNA autoantibodies.9 Abnormalities in
programmed cell death (apoptosis), immune complex
clearance, complement functions and nucleosome processing have been documented to play their role.10
Hereditary and genetic susceptibility of the host may
predispose to loss of tolerance to self-antigen induced
by either exogenous triggers or endogenous metabolic
disturbances.11-12
The manifestation of SLE may be localized or systemic, depending upon the organ involved. It has been suggested that the range of medical manifestations as well
as the reasons of death are different depending on the
time of development of the disease. Moreover, it has
been hypothesized that SLE tends to enter into diminution in many patients after a long time of progression.13
The reported prevalence of oral ulcer in SLE is 7–52%
of patients. Frequently involved areas in the mouth
were buccal mucosa, hard palate, and vermilion border.14 Studies showed painful mucosal lesions in 57%
of the patients. Oral ulcers detected in SLE patients
were painless (82%) while discoid lesions were mostly
painful. This difference may be due to dissimilarities
in the kind of lesion as erythematous lesions are naturally painless.15 Oral ulcerations are also part of the 11
criteria devised by American College of Rheumatology
for the diagnosis of SLE.16 The objective of the study
was to find out the various clinical and oral features
with which a SLE patient presents and is present during
the treatment. By knowing these clinical features we
can device preventive measures to reduce the unwanted
sign and symptoms in the patients.
MATERIALS AND METHODS
It was a descriptive study conducted in Division of
Rheumatology, Fatima Memorial Hospital, Lahore,
in collaboration with Department of Morbid Anatomy
and Histopathology, University of Health Sciences,
Lahore. The study was completed in 7 months (AprilOctober 2014). A total of n=100 diagnosed patients of
SLE of both gender and all age groups were recruited
in the current study after getting written informed consent. Patients with any comorbid conditions were excluded from the study. All the patients were examined
for clinical and oral changes and data was recorded.

The current study was approved by Institutional Review Board of Fatima Memorial Hospital Lahore and
Advanced Studies & Research Board of University of
Health Sciences Lahore, Pakistan.
STATISTICAL ANALYSIS
Data was analyzed using SPSS version 20. Frequencies
and percentages were computed for all categorical variables Mean age and standard deviations were calculated for age of the patients.
RESULTS
Male to female ratio was 1:9. Mean age was 28.54 ±
10.09. Age range of 12-56 years was seen. Mean age
of the female patients was 27.93 ± 9.68 years with a
range of 12-56 years, while for the males it was 34.67
± 12.64 years with a range of 17-56 years. The mean
age at onset of disease was 23.77± 8.57 with a range
of 9-47 years. Mean age at onset of disease for female
patients was 23.10 ± 8.21 years with a range of 10-54
years, while for the males it was 30.44 ± 9.69 years
with a range of 17-50 years.
A total of 13% patients reported positive family history.
Most (51%) of the patients belonged to low socioeconomic status while 39% belonged to middle socioeconomic status with only 10% patients belonging to
upper socioeconomic status.
On clinical examination photosensivity was noticed in
62% followed by arthritis (55%) and nephritis (53%)
as shown in Table 1. When nephritis was staged, stage
II nephritis was the commonest finding as presented in
graph 1.
On oral examination, xerostomia was found in 52% patients, past history of oral ulcerations in 51% patients
and glossitis in 34% patients as shown in table 2.
Considering the site of oral ulceration during examiClinical Sign and symptoms

Percentage

Photosensivity

62%

Arthritis

55%

Nephritis

53%

Hair loss

23%

Weight loss

16%

Malar Rash

15%

Skin lesions

12%

Psychosis/Seizures

09%

Table-1: Clinical Sign and Symptoms seen in n=100
SLE Patients.
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nation, tongue was involved in 10 patients as shown in
table 3.
Xerostomia were reported in total 52 patients with
moderate xerostomia being the most common (23
patients) finding. Mild xerostomia was found in
12 patients and severe xerostomia was found in 17
patients.
Age, socioeconomic status, skin lesions was strongly associated (p<0.05) with duration of disease.
Xerostomia was strongly associated with gingival
bleeding (p<0.00), history of lip lesions (p=0.028),
arthritis (p=0.013). Hair loss was associated with glossitis (p=0.053), photosensivity (p=0.020) and arthritis
(p=0.011). Arthritis was also associated with oral ulcerations present on examination (p=0.024). No significant association was seen with other studied clinical
and oral variables.
Oral Sign and Symptoms

Percentages

Xerostomia

52%

Past history of oral ulcerations

51%

Glossitis

34%

Gingival bleeding

32%

Past history of lip lesions

31%

Painless oral ulcers on examination

24%

Metallic Taste

1%

Table-2: Frequency of oral findings in n=100 SLE
Patients
Oral ulcers site

Percentages (Patients out of 24)

Tongue

42% (10patients)

Palate

34% (8 patients)

Buccal Mucosa

21% (5 patients)

Gingiva

3% (1 patient)

Table-3: Frequency of oral ulcers site in n=24 SLE
Patients

45%
40%
35%
30%
25%
20%
15%
10%
5%
0%

42%
30%
21%

Stage 2

Stage 3

Stage 4

7%
Stage 5

Graph-1: Different stages of lupus nephritis in n=53 SLE
Patients

DISCUSSION
SLE has been a subject of debate comprehensively all
over the world. This study is the first from Pakistan
reporting the prevalence of oral lesions in association
with other clinical variables in patients with SLE. A
local study carried out in Karachi, Pakistan, reported
mean age of SLE patients being 31 years with an age
range of 14-76.17 In a study from Middle East, the median age of patients with SLE was 26 years while it
was 31 years in an American report.18-19 This data quite
concurrent with our findings (Mean Age: 28.54 ± 10
years).
Of n=100 patients (males n=9 and females n=91) male
to female ratio in the present study was 1:9 which is
strikingly consistent with the studies from Pakistan and
US being 1:7.2 and 1:9 respectively.17,20
Regarding the socioeconomic status, in the present
study, 51% patients belonged to lower and 39% belonged to middle socio-economic status; while 10%
patients represented upper class. A study from US. in
2013 also showed that SLE is more common and hits
hard in lower socioeconomic class.21 Similar findings
were reported from UK in 1999, where majority of the
patients were jobless and from poor background.22
Family history in first degree relatives was positive in
13 % of study cases in the present study. No relevant
data was found from Pakistan. However a study conducted in Italy showed that 22.7% of SLE patients had
a positive family history of auto immune disorder.23
Clinical manifestations of SLE found were photosensitivity in 62% patients, followed by arthritis (55%), nephritis (53%), hair loss (23%), malar rash (15%), skin
lesions (12%) and psychosis/seizures were observed in
9% patients. A study conducted in Karachi, reported
malar rash in 29%, photosensitivity in 6%, and hairloss in 22%. Arthritis was noted in 38% patients and
14% patients had seizures at some stage during the
course of illness.17 A study conducted in Tunisia reported that 78% patients had articular involvement, 53%
had photosensitivity and 63% had malar rash.24 A study
in US found nephritis in 37% of the patients.21 Skin
lesions were reported in a range of 11% to 12.5% in
different European studies.25-26
As regarding oral changes, gingival bleeding was present in 32% of the patients in the present study. A research from Italy however reported an increase in micro-vascular density to be cause of this bleeding in SLE
patients.27
On examination, painless oral ulcers were present in
24% of the patients with the commonest site being
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tongue (42%). A study conducted by Urman et al in
1978 reported 26% SLE patients presented with oral
ulceration with palate being the most commonest site
(92%).28 Xerostomia was found in 52% of the patients
in the present study. A study from Norway showed xerostomia in SLE as a major finding in their research.29
A study from Brazil showed that 58% of SLE patient
reported with xerostomia that may be because of IgG
deposition in the ductal basement membrane of salivary glands.30
CONCLUSION
Females with a positive family history are more prone
to SLE so should get a regular checkup. Oral findings
predominantly glossitis, gingivitis and oral ulcers are
prevalent in patients with SLE that highlights the importance of taking preventive measures to improve the
oral health which subsequently will enhance the quality
of life as well as compliance to drug therapy of these
immunosuppressed patients.
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