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of C-terminal telopeptide of type I collagen (CTX). Its place in the formation of
osteoporosis in SLE patients is poorly understood, as well as its relationship with
the course of the disease.
Objectives: The aim of study was to determine serum level of CTX in the SLE
patients and its relationship with structural and functional state of bone tissue,
course of the disease.
Methods: The study involved 58 SLE women (study group) and 29 healthy
individuals (control group) representative by age and gender. The mean age of
patients was 45,11±1,03 years. For every patient data were recorded on age,
body mass index (BMI), chronic SLE damage (SLICC/ACR DI) and disease
activity score (SLEDAI), cumulative glucocorticoid dose, serum concentrations of
interleukin-6 (IL-6) and C-reactive protein (CRP), bone resorption marker (CTX).
Serum concentration of CTX was determined using ELISA test system “Nordic
Bioscience Diagnostics A/S”. Changes in BMD of the lumbar spine and proximal
hip were determined by Dual-energy X-ray absorptiometry.
Results: It was established, that in patients with SLE serum level of C-terminal
telopeptide of type I collagen was 1,15±0,03 ng/ml, while in the control group –
0,83±0,03 ng/ml, or was higher more than 19,0%. Violation of bone remodeling
in patients with SLE was associated with reduced BMD, increased incidence of
osteopenia and osteoporosis. Thus, the mean concentration of CTX in patients
with osteoporosis was 1,63±0,04 ng/ml, while in patients with normal bone –
1,0±0,03 ng/ml. In SLE patients with osteopenia the level of C-terminal telopeptide
of type I collagen was 1,23±0,04 ng/ml (higher more than 23% compared with the
control group). Increased CTX practically had no correlation with age, duration of
the disease, smoking and BMI. At the same time the serum CTX was associated
with chronic SLE damage index (r =0,51), SLEDAI disease activity (r =0,41),
concentration of IL-6 (r =0,45) and CRP (r =0,44)
Conclusions: Alterations of bone metabolism were found in 19% female SLE
patients in the form of increasing serum CTX and closely associated with the
severity and activity of the disease, high levels of CRP and IL-6 and did not
depend on the age, disease duration, smoking and body mass index.
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Background: Antiphospholipid syndrome (APS) patients express skin mani-
festations with the presence of various levels of antiphospholipid antibodies
(aPL).Several studies have shown the frequency of dermatological manifestations
with APS1,2,3, including livedo reticularis, cutaneous ulcers, acrocyanosis, and
other.
Objectives: Dermatological manifestations can be the initial clue in the diagnosis
of this disease.
Methods: Our study includes a total of 508 APS patients; 360 were PAPS patients
(283 female and 77 male, mean age 44.0±12.9 years),148 had APS associated
with SLE/SAPS (133 female and 15 male,mean age 47.7±14.8 years).aPL
analysis included:LA, aCL (IgG/IgM), β2GPI (IgG/IgM).In all patients, we collected
data considering frequently occured skin lesions.
Results: Our results showed prevalence of skin manifestations in SAPS group
of patinenst regading to PAPS (Table 1). Patients with skin manifestations overall
had higher prevalence of thrombosis (Table 2).

Table 1. Prevalence of skin manifestations analyzed in PAPS and SAPS group

PAPS (N=360) SAPS (N=148) p

Livedo 46 (12.8%) 86 (58.1%) 0.0001
Skin ulcerations 31 (8.6%) 47 (31.8%) 0.0001
Pseudovasculitis lesions 34 (9.4%) 72 (48.6%) 0.0001
Superfitial cutaneous necrosis 9 (2.5%) 25 (16.9%) 0.0001
Digital gangrene 3 (0.8%) 14 (9.5%) 0.0001
Skin manifestations overall 98 (27.2%) 113 (76.4%) 0.0001

Table 2. Skin manifestations and thrombosis

PAPS (p values) SAPS (p values)

Livedo 0.038 0.062
Skin ulcerations 0.024 0.004
Pseudovasculitis lesions 0.007 0.019
Superfitial cutaneous necrosis 0.005 0.380
Digital gangrene 1.000 0.008
Skin manifestations overall 0.0001 0.076

Conclusions: Dermatological manifestations can be very often the initial symp-
toms of severe manifestations of APS.Our study showed that patients with
secondary APS had higher prevalence of skin lesions, and that some aPL types
were risk factors for thrombotic manifestations in APS patients
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Background: The most severe complication of Sjögren Syndrome is the
development of lymphoproliferative processes. Several neoplasia have been
associated with the disease, being non-Hodgkin lymphoma the most frequent
one.
Objectives: Our objective was to evaluate incidence of cancer in a cohort of
patients with primary Sjögren Syndrome.
Methods: A retrospective descriptive study was performed in a university hospital
with its own health insurance and captive population. Using electronic medical
records and laboratory database were review the entries performed between
01/01/2000 and 12/31/2015. We analyzed those patients with either diagnosis
of Sjögren Syndrome, complain of dry mouth/eyes, or positive antibodies anti-
Ro/SSA and anti-LA/SSB.
Among these patients, we included those fulfilling either ACR 2012 or EULAR
2002 Sjögren criteria, or those who were diagnosed as Primary Sjögren Syndrome
by the treating rheumatologist even if they did not fulfill criteria.
We then proceeded to register and analyze demographic, clinical and histopatho-
logic information available on their clinical records.
Results: One hundred fifty-seven patients with Primary Sjögren Syndrome were
identified. Female accounted for 95.5% of the cohort; mean age at diagnosis
was 49.4 years (SD 19). Median follow-up time was 7.7 years (IQR 8). The
development rate and type of neoplasia was the following:
• Lymphomas: Three (Two MALT lymphomas of the parotid and one disseminated

non-Hodgkin lymphoma). Density of Incidence 260/100,000 person/year (CI
95%: 50 – 750/100,000 person/year)

• Multiple Myeloma: One
• Skin (non-melanoma) neoplasia: Four
• Solid organ Neoplasia: Seven (Four breast cancer, one lung cancer, one uterus

cancer, one tongue cancer). Density of Incidence 600/100,000 person/year (CI
95% 240 – 1240/100,000 person/year)

Univariate analysis showed association between lymphoma and cryoglobulinemia
(p=0.01; OR=5,8), low C4 fraction of complement (p=0.01; OR=5,1), anemia
(p=0.02; OR=1,96) and leucopenia (p=0.03; OR=1,67)
Conclusions: Development of cancer is a known complication of Primary Sjögren
Syndrome. The association between lymphoma and cryoglobulinemia, low C4
fraction of complement, anemia and leucopenia enhances the importance of
periodic screening for neoplasms among this subgroup of patients with Primary
Sjögren Syndrome.
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Background: it’s known that infection could complicate the course of systemic
lupus erythematosus (SLE) because of the immune status or the long term
steroids and immunosuppressors.
Objectives: This study was aiming at determining the prevalence of infectious
complications during SLE and their predictive factors.
Methods: A retrospective bi-centric analyzes of 289 patients diagnosed as SLE
between January 2004 and December 2016 according to the ARA criteria of 1997
was conducted. A descriptive analysis of infectious complications was first made,
then a comparative study between patients with (group 1) and without (group 2)
infectious complications was performed to detect predictive factors.
Results: Mean age was 84.6±13 years (14–72 years) with a sex ratio F/M=6.
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Cardiac involvement and lupus nephritis (LN) were developed in 20% of patients.
About 13.75% of patients had neurological manifestations, 26.5% articular
complications, 16% vascular involvement and 10% of them developed infectious
complications. Eight percent of these infections were diagnosed concomitantly
with the diagnosis of SLE and 92% of them after the diagnosis of lupus with
an average of 25 months. About 52.9% of the patients developed more than 2
episodes of infection. The spectrum of infectious complications was: pulmonary
in 33.3%, urinary in 22.2% and cutaneous in 13.9%. Tuberculosis was the most
frequent infection 12.5%. Lupus flare complicated the infection in 28.6% of patients
with mean SLEDAI score at 10. Comparative study between group 1 and group 2
revealed that LN, corticosteroids and immunosuppressors were associated with a
high risk of infection (p=0.002, p=0.017 and p=0.034 respectively). In multivariate
analysis only LN was an independent predictive factor (OR=3.5, 95% CI=1.06-
12.87, p=0.049).
Conclusions: Infections may complicate the course of SLE with flares presenting
in 1/3 of cases. Half of the patients had more than 2 episodes of infection
during their follow up. The presence of LN represents a predictive factor of such
complication.
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Background: The Sjögren syndrome (SS) is an autoimmune disease where
the cellular and humoral mechanisms affect the exocrine glands. In 2016, new
classification criteria validated by ACR and EULAR were established.
Objectives: To compare the new criteria with those used so far in our hospital,
as well as to assess the need for changes in the current diagnostic strategy.
Methods: Retrospective observational study in which 65 patients diagnosed with
SS at the Hospital of León were randomly included. We reviewed the diagnostic
tests performed and the fulfilment of the different classification criteria developed
since 1993. Other variables studied were: sex; age at the time of diagnosis
and the months from the onset of symptoms; xerostomia and xerophthalmia;
extraglandular involvement, ESSDAI; immunosuppression; Raynaud; lymphoma
development; and analytical alterations.
Results: The mean age at the time of diagnosis was 54.9 years ±14 | 23–82 |, with
an average of months from the onset of symptoms to the diagnosis of 10.2±9.5
| 0–36|. 90.8% were women. 87.7% presented xerostomia; and 91% showed
xerophthalmia, being severe in 43.1%. 64.6% had extraglandular manifestations;
being the most prevalent the joint manifestation (60%) and the cutaneous one
(18.4%). Over the past year, 37% developed haematological alterations in the
form of cytopenias, and 73% biological alterations. At the time of the study,
32.8% presented low activity, 38.5% moderate activity and 9.2% high activity,
measured by ESSDAI; being higher in anti-Ro positive patients (p=0.011). There
was no association between ESSDAI and other antibodies, Raynaud or severe
ocular involvement. 10.8% required systemic immunosuppression (RTX 5, AZA
2) and 18.5% needed ocular immunosuppression (topical cyclosporine). Only one
patient developed lymphoma.
A Schirmer’s test (ST) was performed in 92.3% (positive in 89.2%), saving the Van
Bijsterveld test for patients with severe ocular involvement. The Ocular Staining
Score (OSS) was not performed in any patient.
The scintigraphy of the salivary glands was positive in 70.8% of the patients and
was not performed in 21.5%. The parotid sialography was only performed in two
patients and the study of the salivary flow was not stimulated in none of them.
Regarding the autoimmunity, 80% presented positive antiRo; 61.5% antiLa; 89%
ANA; 61.5% RF; 43% quadruple positivity.
Labial gland biopsy was performed only in 18.4%, with a positive result in 75%.
All patients met the 1993 European Criteria; 86.2% met the European-American
criteria of 2002; and only 10.8% met the SICCA-ACR Criteria. The new criteria
validated by ACR and EULAR were verified in 80%. Four patients who fulfilled
the European criteria did not meet the new criteria, coinciding with those patients
with negative ST, but positive scintigraphy.
Conclusions: In our hospital, the method for electing the xerostomia study was
the salivary scintigraphy; therefore, we cannot establish direct comparisons with
the new criteria.
The incorporation of non-stimulated salivary flow in our diagnostic strategy is
necessary.
We should consider conducting a lip biopsy more systematically for histological
confirmation since there are no validated diagnostic criteria.
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Background: Primary Sjögren’s syndrome (pSS) is a chronic systemic autoim-
mune disease often accompanied by analytical abnormalities. Altered levels in
serum protein concentration, blood cell count and autoantibodies contribute to the
broad spectrum of biological manifestations that characterize pSS.
Objectives: The objective of this study is to evaluate the presence of laboratory
abnormalities in patients with pSS from the SjogrenSER registry.
Methods: We conducted a multicentre transversal study of a cohort of pSS
patients fulfilling 2002 European/American criteria, from 33 Spanish rheumatology
departments. Every patient was interviewed for data collection and signed an
informed consent. Data were also collected by reviewing medical records. Local
ethics committees approved the study. Variables were analysed by descriptive
statistical methods, using means, medians and rates. Chi-square was used to
establish the statistical associations. A p<0.05 was considered significant.
Results: Four hundred and thirty-seven patients were included. Ninety-five
percent of them were women. The median age of the cohort was 58 years.
AntiRo antibodies were present in 93.6% of patients and AntiLa antibodies in
67.3% of patients. All patients were ANA+. Rheumatoid factor (RF) was positive
in 64.8% of patients. Low levels of C3 and C4 were observed in 14.87% and
14.19% of patients, respectively. Polyclonal hypergammaglobulinemia (HGG)
was present in 53% of patients. Thirteen patients had cryoglobulins (2.97%).
An increase in β2microglobulin was observed in 22.2% of patients. Fifty-six
percent of the patients had hematological involvement: 29% of the patients had
anemia, 38% had leukopenia (38% lymphopenia, 10.5% had neutropenia), and
9% had thrombocytopenia. The median ESR was 25 mm. Age at diagnosis and
age at onset of symptoms were significantly lower in patients presenting RF+
vs RF- (48.71 vs 53.73, p<0.001 and 44.76 vs 49.53, p=0.001, respectively),
decreased C3 vs normal C3 (45.66 vs 51.18, p=0.004 and 42.2 vs 46.99,
p=0.018, respectively), decreased C4 vs normal C4 (47.02 vs. 50.89, P=0.042,
for age at diagnosis) and HGG (47.59 vs 54, p<0.001, and 43.44 vs 50.16,
p<0.001, respectively). ESR was significantly higher in patients with hematological
involvement (35.94 vs 26.24, p<0.001), RF+ (36.39 vs 22.91, p<0.001), decreased
C3 (37.8 vs 30.53, p=0.026) and C4 (38.71 vs. 30.42, p=0.04)), HGG (36.21
vs 26.03, p<0.001) and increased β2microglobulin (38.80 vs 29.71, p=0.009).
ESSDAI (Eular Sjögren Syndrome Disease Activity Index) was significantly higher
in patients with haematological involvement (5.58 vs 3.69, p<0.001), RF+ (5.40
vs 3.53, p<0.001) and HGG (5.31 vs 3.93, P=0.011). The median ESSDAI score
was 2 (P25-P75, 0–4).
Conclusions: in SjogrenSER registry all patients were serologically positive.
More than half of the patients presented abnormalities in serum proteins and
14% had hipocomplementemia. More than half of the patients had abnormalities,
mostly leucopenia and lymphopenia. Patients with analytical alterations were
younger at the time of diagnosis and had more often elevated ESR and higher
ESSDAI score.
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Background: Sjogren’s disease (SD) is a multisystemic disease mostly manifest
with sicca symptoms. Lympocytic infiltration of the glandular and extra glanduler
organs is the dominant pathologic feature of the disease. Multiple stimulators were
accused in the pathogenesis of SD. Leptin, an endogenous peptide, involves in
various metabolic processes as well as influence immune system (1). Increased
serum leptin level is observed in patients with autoimmune diseases such as
SD, systemic lupus erythematosus and rheumatoid arthritis when compared to
healthy controls (2).
Objectives: Even if serum leptin level increases in the patient with SD, there is no
data about its effect on exocrine glands. We aimed to compare density of leptin
in the salivary gland of SD patients with control group. Furthermore we evaluted
the relation between intensity of lympocytic infiltration and density of leptin in the
salivary glands of SD patients
Methods: We applied leptin immunostain to minor salivary glands samples of
24 SD patientss,who were fullfilled American College of Rheumatology Sjögren’s
Disease Classification Criteria (ACR-SDCC) and 19 patients who undergo minor
salivary gland biopsy due to clinically on suspicion of SD but not fullfilling the ACR-
SDCC and had no lymphocytic focus on biopsy. Herein,leptin density in acinar and
ductal structures of the salivary glands were evaluated in both groups.Moreover,


