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Rezumat

Lupusul eritematos este o boald multisistemicd, cu un
spectru larg de manifestdri, de la forme relativ benigne,
limitate la piele, pand la afectdri grave, multiviscerale, cu
prognostic rezervat.

Lupusul eritematos prezintd si astidzi un interes
deosebit pentru clinicieni si imunologi, desi au trecut mai
bine de 100 de ani de la prima descriere clard fiicuti de Biett
sub denumirea de ,erytheme centryfuge” (1823), denu-
mirea de lupus eritematos fiind folositd pentru prima datd
in 1838 de Cazenave.

In ultimul timp s-au elucidat o serie de probleme si
s-au conturat concepte noi privind LE. Totusi, aceastd boald
atrage atentia cercetdtorilor deoarece etiopatogenia nu este
complet elucidatd, evolutia este variabild, cu exacerbari si
remisiuni, iar tratamentul reprezintd incd o provocare, desi
in ultimii ani descoperirea terapiei biologice, care
actioneazi pe diferite etape ale imunopatogenezei bolilor
autoimune, au schimbat tactica in aplicarea terapiei.

Tratamentul pacientilor cu lupus eritematos are ca
scop inducerea remisiunii bolii si menfinerea acesteia pe o
perioadd cit mai indelungatd, dar si prevenirea efectelor
secundare ale terapiilor.

Prin acest articol doresc sd subliniez, prin studiul
literaturii recente de specialitate, importanta si complexi-
tatea terapiei in lupusul eritematos.

Cuvinte cheie: lupus eritematos sistemic, lupus erite-
matos cutanat, tratament, remisiune.
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Summary

Lupus erythematosus is a multisystem disease with a
wide range of manifestations, from relatively benign forms
limited to the skin, to severe multivisceral damages with
reserved prognosis.

Lupus erythematosus is still of great interest for
clinicians and immunologists today, despite a century
having passed since Biett’s first description of what he
called “erytheme centryfuge” (1823), the term “lupus
erythematosus” being used for the first time by Cazenave in
1838.

Lately a lot of issues have been clarified and new
concepts came to light regarding LE. However, this disease
attracts the attention of researchers as its etiology is still
incompletely understood, its evolution is variable, with
exacerbations and remissions, and the treatment is still a
challenge, even considering the discovery of biological
therapy acting at different stages in the immune
pathogenesis of the autoimmune diseases, which changed
the therapeutic strategy.

Treatment for patients with lupus erythematosus is
intended to achieve disease remission and maintenance for
as long as possible, also preventing side effects of therapies.

This article intends to underline the importance and
complexity of treatment in lupus erythematosus, through
research of recent scholarly literature.
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Introducere

Lupusul eritematos este o boald autoimuna
cu afectare cutanati si/sau multisistemics, ca-
racterizatd prin dezvoltarea de autoanticorpi
si complexe imune,care determind inflamatie,
leziuni tisulare si 0 mare varietate de manifestari
clinice.

Termenul de , Lupus” = lup, ulcer (lat.) este
un termen foarte vechi, utilizat in medicina
greacd si arabd, fard un sens exact pana in secolul
XIX, denumind toate ulceratiile terebrante, cu
evolutie cronica.

Afectiunea este raspanditad pe tot globul, dar
cu variatii geografice, se Intalneste mai frecvent la
persoanele de sex feminin, raportul femei :
barbati fiind de 3:1.

Aceastd boald prezinta aspecte clinice,
histologice si biologice bine definite in prezent,
care variazd in functie de forma clinica.

Conform clasificarii de la Dusseldorf (2003)
LE cutanat este impartit in:

1. lupus cronic;

2. lupus subacut;

3. lupus acut;

4. lupus intermediar.

Lupusul eritematos cutanat (LEC) reprezinta
cea mai frecventd forma clinicd a bolii carac-
terizatd prin prezenta unor leziuni (eritem,
scuame, atrofie) cu evolutie cronicd, rareori
insotite de afectare viscerald.

Tratamentul lupusului eritematos are drept
scop echilibrarea balantei dintre prevenirea
afectdrii organelor vitale, mentinerea unui grad
ridicat al calitatii vietii si minimalizarea efectelor
secundare. In acest sens pacientul cu lupus
trebuie atent supravegheat si monitorizat.

Tratamentul preventiv poate reduce riscul
exacerbarilor.

Recomandadrile generale constau in evitarea
expunerii la radiatiile ultraviolete, acoperirea
zonelor cutanate expuse, folosirea de paldrii cu
boruri largi, precum si utilizarea consecventa a
preparatelor fotoprotectoare. Aceste creme cu
ecran solar cu factor de protectie peste 30 vor fi
aplicate indiferent de anotimp cu 30-60 de minute
anterior expunerii, apoi la fiecare 4-6 ore. De
asemenea, se recomandd evitarea altor factori
care pot agrava eruptia precum frigul, vantul,
traumatismele. Masurile de protectie sunt foarte
importante in reusita terapiei. [1, 2]
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Introduction

Lupus erythematosus is an autoimmune
disease characterized by auto-antibodies and
immune complexes, causing cutaneous and/or
multisystem damages which translate to inflam-
mation, tissue injury and a wide range of clinical
signs.

The term “Lupus” = wolf, ulcer (lat.) is an
ancient one, used in Greek and Arab medicines,
and having no defined meaning until the 19th
century; it designates all terebrant ulcers with
chronic evolution.

The disease is present all over the world but
with geographical variations, and is more
frequent in females, having a women: men ration
of 3:1.

This disease has clinical, histological and
biological aspects that are currently well defined,
and are variable depending on the clinical form.

According to Diisseldorf classification (2003),
cutaneous LE is divided into:

1. Chronic lupus;

2. Subacute lupus;

3. Acute lupus;

4. Intermittent lupus;

Cutaneous lupus erythematosus (CLE) is the
most frequent clinical form of the disease,
characterized by lesions (erythema, squamae,
atrophy) with chronic evolution, rarely accom-
panied by visceral damage.

Treatment of lupus erythematosus aims to
obtain a balance between preventing vital organ
damage, maintaining a high quality of life and
minimizing side effects. In this regard, a lupus
patient must be closely observed and monitored.

Preventive treatment may reduce the risk of
exacerbations.

General recommendations include avoiding
ultraviolet radiation exposure, covering the
exposed areas, using wide-brimmed hats, and
consistently using sunscreen formulations. These
creams with a sun protection factor over 30 will
be applied in any season, 30-60 minutes before
exposure, then every 4-6 hours. Avoiding other
factors that could aggravate eruption, e.g. cold,
wind, trauma, is also recommended. Protective
measures are crucial for treatment success. [1, 2]

Disease progression is not significantly
altered by diet, but a balanced diet adapted to
weight, physical activity and disease is




Evolutia bolii nu este modificatd semnificativ
de dietd, se recomandd o dietda echilibrata
adaptatd greutatii corporale, activitatii bolii. In
perioadele de acutizare a bolii se recomanda un
aport caloric usor crescut.

La pacientii cu deficit dovedit de vitamina D
se recomandd vitamina D 800 Ul/zi si calciu
1.500 mg/zi, eventual asociate cu biofosfati la cei
cu consum cronic de corticosteroizi si femeilor
postmenopauza.[3, 4, 5]

Se recomandd vaccinarea antigripald si anti-
pneumococica a pacientilor, desi vaccinurile au
fost impliacate in reactivarea bolii, datorita
imunosupresiei.[4, 5]

Pacientii cu lupus trebuie sd evite medi-
camentele care pot induce fotosensibilitate si a
celor implicate in producerea lupusului medi-
camentos, precum si a unor alimente care cresc
sensibilitatea pielii la radiatiile UV (patrunjel,
telind).[4]

Un regim de viatd adecvat este esential in
tratarea lupusului, reducand frecventa si
severitatea puseelor si contribuind astfel la o
imbunatétire a calitatii vietii.

Aceasta include: exercitii fizice regulate,
cunoasterea si intelegerea bolii, evitarea fuma-
tului, consumului excesiv de alcool, un regim
alimentar echilibrat, suport afectiv din partea
anturajului. Anturajul bolnavului trebuie sa
inteleagd boala acestuia, In ce mod ii afecteaza
viata , limitdrile si necesitatile pe care le impune
un puseu activ si cum pot sa-1 ajute. In astfel de
situatii gruparile suportive pot fi de ajutor.[6,7.8]

Controlarea stresului este esentiald deoarece
acesta poate declansa simptomele lupusului, In
acest sens se recomandd simplificarea pro-
gramului zilnic, delegarea altor persoane pentru
efectuarea unor obligatii zilnice, plimbari zilnice,
folosirea tehnicilor de relaxare (meditatia sau
yoga, masajul, imaginatia stimulatd).Terapiile de
relaxare pot ajuta pacientii sa facd fata unei boli
cronice si imbundtatesc calitatea vietii.

Prognosticul bolii s-a imbunétédtit mult in
ultimile decenii datoritd perfectionarii metodelor
de diagnostic si a descoperirilor in domeniul
terapeutic.

Scopul tratamentului este diagnosticarea
precoce a pacientilor, monitorizarea regulata,
minutioasd, initierea tratamentului adecvat cu
inducerea remisiunii si mentinerea acesteia pe o
perioadd cat mai indelungatd, dar si prevenirea
efectelor secundare ale terapiilor.[4]
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recommended. During exacerbation periods, a
slightly higher caloric intake is recommended.

In patients with confirmed vitamin D
deficiency, 800 IU vitamin D/day and 1.500 mg
calcium/day are recommended, possibly
associated with biophosphates in those with
chronic use of corticosteroids and in post-
menopausal women. [3, 4, 5]

Influenza and pneumococcal vaccination is
recommended although vaccines have been
involved in reactivation of the disease due to
immunosuppression. [4, 5]

Lupus patients should avoid medications
that induce photosensitivity or are involved in
drug-induced lupus, as well as foods that
increase skin sensitivity to UV radiation (parsley,
celery).[4]

An adequate lifestyle is essential in treating
lupus, as it reduces frequency and severity of
outbursts, thus helping improve the quality of
life.

It includes: regular physical activity, knowing
and understanding the disease, avoidance of
smoking and excessive alcohol consumption, a
balanced diet, emotional support from friends
and family. Friends and family of the patient
must understand his/her disease, how it affects
his/her life, the limitations and needs brought on
by an active outburst, and how they can help
him/her. In such cases, support groups can be
helpful.[6,7.8]

Stress control is essential, as stress can trigger
symptoms of lupus, so it is recommended to
simplify the daily schedule, to delegate daily
chores to other people, to take daily walks, to use
relaxation techniques (meditation or yoga,
massage, imagination stimulation). Relaxation
therapies could help patients cope with a chronic
disease, and increase the quality of life.

The prognosis of the disease improved very
much in the last decades, due to improvements in
diagnosis methods and discoveries in the
therapeutic area.

Treatment goals are early diagnosis, regular
and thorough monitoring, initiation of adequate
treatment to achieve disease remission and
maintenance for as long as possible, also
preventing the side effects of therapies.[4]
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1. Tratamentul lupusului eritematos
cronic cutanat

— Tratamentul local - consta in:

Preparate cu dermatocorticoizi cu potenta
medie sau mare administrate topic sau intra-
lezional.

Leziunile active trebuie tratate prompt
pentru limitarea riscului formadrii de cicatrici.

Sunt preferati corticoizii topici cu potentd
mare, ca metilprednison (Advantan), mome-
tazond (Elocom), fluocinolon (Fluocinolon
acetonid). In unele cazuri dermatocorticoizii se
pot aplica In pansamente ocluzive sau infiltratii
locale cu hidtrocortizon de 2 ori/sdptaimana.
Unguentele sunt mai eficiente decat cremele.
Pentru scalp se folosesc lotiuni, geluri, solutii.
[2,4,9,10]

Corticosteroizii sunt cele mai potente si
eficiente medicamente topice antiinflamatorii,
avand de asemenea si capacitatea de a inhiba
diviziunea celulard precum si sinteza de colagen.
Eficacitatea corticoizilor topici depinde de
potenta lor, dar si de puterea lor de penetrare
percutanard, activitatea lor fiind dependenta de
capacitatea de a se lega de un receptor specific
din citosol, precum si de vehiculul in care este
incorporat. Astfel s-a stabilit o corelatie intre
actiunea vasoconstrictoare a unui glucocorticoid
topic evidentiata prin testul de vasoconstrictie
Mac Kenzie si Sttoughton si potenta anti-
inflamatorie a variatelor preparate gluco-
corticoide. Totusi, trebuie tinut cont de efectele
secundare ale terapiei cortizonice locale: atrofia
cutanatd, telangiectazii, hipertricoza, hiper-
sensibilitate locala.[1, 2]

In ceea ce priveste ritmul aplicirii gluco-
corticoizilor topici, cei din clase inferioare ca
intensitate de actiune se vor aplica mai des, de 2-
3 ori/zi, iar cei puternici o singurd data pe
zi.Datorita aparitiei unui fenomen de toleranta
atdt in domeniul vasoconstrictor cat si anti-
mitotic, s-ar putea indica administrarea In ritm
discontinuu, folosind o dozd dubla, o zi din doua.
Desi wunii autori evidentiaza o eficacitate
superioara a tratamentului alternativ, aparitia
unui alt fenomen specific numit , de rezervor”
contraindicd acest tip de terapie. [1, 2]

Pimecrolimus crema 1%, tacrolimus un-
guent 0,1%, 2 aplicatii/ zi, minim 6 sdptamani, se
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1. Treatment of chronic cutaneous lupus
erythematosus

- Local treatment includes:

Dermocorticoid preparations with medium
or high potency, administered topically or
intralesionally.

Active lesions must be promptly treated in
order to limit the risk of scar formation.

Topical corticoids with high potency are
preferred, such as methylprednisolone
(Advantan), mometasone (Elocom), fluocinolone
(Fluocinolon acetonid). In certain cases,
dermocorticoids can be applied as occlusive
patches or local hydrocortisone infiltrations 2
times/week. Ointments are more efficient than
creams. On the scalp lotions, gels or solutions can
be used. [2, 4, 9, 10]

Corticoids are the most potent and efficient
topical anti-inflammatory drugs, also having the
ability to inhibit cell division as well as collagen
synthesis. The efficacy of topical corticoids
depends on their potency, as well as their ability
of percutaneous penetration, their activity
depending on their capacity of binding to a
specific receptor in the cytosol, and on the vehicle
that incorporates them. Thus, a correlation has
been established between the vasoconstrictor
action of a topical corticoid, highlighted by the
McKenzie and Stoughton vasoconstriction assay,
and the anti-inflammatory potency of various
glucocorticoid drugs. However, the side effects of
local cortisone therapy must be considered:
cutaneous atrophy, telangiectases, hypertrichosis,
local hypersensitivity. [1, 2]

Concerning the frequency of application of
topical glucocorticoids, those with lower
intensity of effect are applied more frequently, 2-
3 times/day, while the strong ones only once a
day. Due to the occurrence of tolerance
phenomenon for both vasoconstrictor and
antimitotic effects, discontinuous administration
might be prescribed, using a double dose every
other day. While some authors highlight a
superior efficacy of the alternative treatment, the
occurrence of another specific phenomenon, the
“reservoir effect”, contraindicates this type of
therapy. [1, 2]

Pimecrolimus cream 1%, tacrolimus oint-
ment 0.1%, 2 applications/day, for at least 6




pot utiliza in LEC discoid care nu raspunde la
alte tratamente.[1, 12, 13, 14]

In unele cazuri refractare la tratamentul
clasic, cu leziuni care produc prejudiciu estetic,
au fost utilizati cu rezultate bune derivati ai
vitaminei A: etretinat, acitretin.[15, 16, 17]

Calcipotriolul si imiquimodul au fost ra-
portate ca fiind eficiente la cativa pacienti.

in leziunile vechi, fixe, keratozice se poate
utiliza crioterapia cu zdpada carbonicd sau azot
lichid, 10-15 secunde pentru o aplicatie efectuata
la 2-3 sdptdmani.[1, 9]

Camuflajul cosmetic este folosit pentru a
ascunde plécile inestetice.[18]

Laserul vascular ND-YAG 1067 se poate
utiliza pentru reducerea telangiectaziilor.

— Tratamentul sistemic — se pot utiliza:

Antimalarice de sinteza utilizate pentru
efectul antiinflamator, antibacterian prin legarea
de ADN, cu stabilizarea moleculei si inhibarea
fenomenelor de replicare a ADN-ului si trans-
criptie a ARN-ului; acestea au efecte imuno-
supresive prin diminuarea sintezei inter-
leukinelor de catre monocite si macrofage, inhiba
formarea celulelor, a anticorpilor antinucleari si a
factorului reumatoid, ca si disocierea com-
plexelor imune circulante; Reduc activitatea
colagenazei si hialuronidazei, au efecte foto-
protectoare, proprietdti antiagregante plachetare,
precum si de stabilizare a membranelor. [9, 10]

Hidroxiclorochina (Plaquenil) reprezinta
medicamentul de electie, cu o buni tolerabilitate,
dozele folosite variind intre 200-600 mg/zi
(nedepasind 6 mg/kg) timp de cateva luni.
Raspunsul terapeutic se evalueazd la 4-8
sdptdmani. [1, 2, 19]

Alte antimalarice de sintezd precum
Clorochin (Nivaquin 200-400 mg/zi), care este
mai putin tolerat, Damoquina (Amodiaquine) si
Atebrina (Mepacrin 100 mg/zi) care au
hepatotoxicitate mai mare, sunt astazi
exceptional utilizate In formele care nu raspund
la antipaludicele albe. [1, 2]

Dintre efectele secundare sunt de mentionat:

Crize de hemolizd, la cei cu deficit de
glucozo-6-fosfatdehidrogenazad, anemie hemo-
litica, anemie aplasticd, trombocitopenie, neuro-
patii periferice, intolerantd digestiva. [19]
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weeks, could be used in discoid LE that does not
respond to other treatments.[1, 12, 13, 14]

In some cases refractory to classic treatment,
with lesions causing aesthetic complaints,
vitamin A derivatives have been used with good
results: etretinate, acitretin .[15, 16, 17]

Calcipotriol and imiquimode had reported
efficiency in some patients.

Carbonic ice or liquid nitrogen cryotherapy
may be used for old, fixed, keratotic lesions, one
10-15 second application every 2-3 weeks. [1, 9]

Cosmetic camouflage is used to conceal
inaesthetic plaques.[18]

ND-YAG 1067 vascular laser can be used for
telangiectasia reduction.

— Systemic treatment can use:

Synthetic antimalarial drugs, used for their
anti-inflammatory and antibacterial effect
through DNA binding, molecule stabilization,
and inhibition of DNA replication and RNA
transcription; these drugs have immuno-
suppressive effects through reduction of inter-
leukin synthesis by monocytes and macrophages,
they inhibit cell, antinuclear antibody and
rheumatoid factor formation, as well as
dissociation of circulating immune complexes;
they reduce the activity of collagenase and
hyaluronidase, have photoprotective effects,
antiplatelet and membrane stabilizing properties.
[9, 10]

Hydroxychloroquine (Plaquenil) is the first-
line drug, with good tolerability and doses
ranging between 200-600 mg/day (not more than
6 mg/kg) for several months. Therapeutic
response is assessed after 4-8 weeks.[1, 2, 19]

Other synthetic antimalarial drugs, such as
Chloroquine (Nivaquin 200-400 mg/zi) which is
less well tolerated, Damoquine (Amodiaquine)
and Atabrine (Mepacrine 100 mg/day) which
have higher hepatotoxicity, are currently used
only in forms that do not respond to other
antipalludic drugs.[1, 2]

Notable side effects:

Hemolytic crises in patients with glucose-6-
phosphate dehydrogenase deficiency, hemolytic
anemia, aplastic anemia, thrombocytopenia,
peripheral neuropathy, digestive intolerance.[19]

Cloroquine can cause bluish-grey or blackish-
purple skin pigmentation, especially on pretibial
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La nivel cutanat clorochina poate induce o
pigmentatie gri-albdstruie sau mov-negricioasa
in special pe zonele pretibiale si la extremitatea
cefalicd, pigmentarea este lent reversibild dupa
intreruperea tratamentului. De asemenea pot
apdrea toxidermii polimorfe: urticarie, eruptii de
tip lichen plan, eritem fix pigmentar, eritem
inelar centrifug, eritem polimorf. [1, 9]

Mai pot sa apard alopecia si fotosensibili-
tatea, cefalee usora si tranzitorie, oboseald,
iritabilitate, psihoze toxice, apatie, confuzie,
depresie, surditate nervoasa, vertij. Poate s pro-
ducd reactii adverse cardiovasculare: hipo-
tensiune, modificdri ale EKG, cardio-miopatie.
[20]

Terapia cu antimalarice se poate administra si
in timpul sarcinii deoarece nu afecteaza fatul.[21]

Cea mai de temut este toxicitatea oculard,
deoarece produce leziuni retiniene ireversibile.
De aceea se recomandd consult oftalmologic
inaintea Inceperii tratamentului si apoi periodic
la fiecare 6 luni pentru identificarea premaculo-
patiilor.

Corticoterapia sistemicd, Predison 30-60
mg/zi, se utilizeaza in cure scurte, in asociere cu
antimalaricele dupé evaluarea atentd a raportului
beneficiu/ risc, in forma de LEC diseminats, la
pacientii cu altralgii sau cu leziuni cicatriciale ale
scalpului,[2, 9] precum si in cazul in care
anticorpii antinucleari sunt prezenti.

Administrarea corticosteroizilor este grevata
de o serie de reactii adverse care pot sd apara
precum: acneea, facies cushingoid, piele fragila
cu favorizarea aparitiei echimozelor, iritabilitate,
agitatie, depresie, insomnie. In corticoterapia de
lunga duratd pot sd apard reactii adverse ce
includ: cataracta, necroza avasculard osoasd,
osteoporoza, infectii. Pot agrava boli precum
diabetul zaharat, HTA, glaucomul, pot produce
ulcer gastric, cresterea valorilor serice ale
colesterolului si trigliceridelor. [1, 9]

Dapsona in dozd de 25-100 mg/zi, 6-16
sdptdmani, se utilizeaza in terapia leziunilor
buloase, paniculitei, ulceratiilor bucale, in
formele necicatriceale de LE,precum si ca
alternativa la pacientii care nu au rdspuns la
corticoterapie sau antimalarice de sinteza.
Mecanismul de actiune cel mai important al
dapsonei este cel antiinflamator.
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areas and cephalic extremity, slowly reversible
after treatment discontinuation. Polymorphous
light eruptions are also possible: rash, lichen
planus-type eruptions, fixed pigmented ery-
thema, erythema annulare centrifugum, poly-
morphous erythema.[1, 9]

Alopecia and photosensitivity, mild transient
headache, fatigue, irritability, toxic psychosis,
apathy, confusion, depression, neural hearing
loss, vertigo may also occur. Cardiovascular
adverse effects that may occur: hypotension, ECG
changes, cardiomyopathy.[20]

Antimalarial therapy can be also adminis-
tered during pregnancy, as it does not affect the
fetus.[21]

Ocular toxicity is the most problematic,
because it causes irreversible retinal damage.
Therefore ophthalmological examinations are
recommended before starting the treatment, than
every 6 months in order to detect premacu-
lopathies.

Systemic corticotherapy, Prednisone 30-60
mg/day is used in short-term therapies,
associated with antimalarial drugs after careful
risk /benefit assessment, in disseminated CLE, in
patients with arthralgia or scar tissue of the
scalp,[2, 9] and also when antinuclear antibodies
are present.

Use of corticosteroids comes with a series of
adverse reactions that may occur, such as: acne,
Cushingoid appearance, fragile skin fostering the
emergence of ecchymoses, irritability, rest-
lessness, depression, insomnia. In long-term
corticotherapy adverse reactions may occur,
which include: cataract, avascular bone necrosis,
osteoporosis, infections. Some diseases may be
aggravated, such as diabetes, hypertension,
glaucoma, gastric ulcer may occur, as well as
increase in cholesterol and triglyceride serum
levels.

Dapsone in 25-100 mg/day doses for 6-16
weeks is used for treatment of bulous lesions,
panniculitis, oral ulcerations, in non-scarring
types of LE, and also as alternative treatment in
patients that did not respond to corticotherapy or
synthetic antimalarial drugs. The antiinflam-
matory mechanism of action is the most
important one for dapsone.

Dapsone use comes with side effects that
include methemoglobinemia, hemolysis, agranu-




Utilizarea dapsonei este grevatd de efecte
secundare cum sunt: methemogobinemia,
hemoliza, agranulocitoza. Pentru prevenirea
acestora se recomanda asocierea de fier, vitamina
E, vitamina C, cimetidini.[21]

Retinoizii (isotretinoin, etretinat, acitretin )
au fost folositi in LEC cutanat, in special in
formele verucoase, cretacee. [1, 9, 22]

Retinoizii au ca mecanisme de actiune
scdderea proliferarii si cresterea diferentierii
epidermice, reducerea eritemului si a infiltratului
celular, inhibarea migrarii PMN, etc

Etretinatul se poate folosi in doza de 1mg/kg
/i, dar datoritd timpului lung de Injumatatire de
100 de zile, este de evitat in cazul femeilor care
folosesc contraceptive orale.

Acitretinul (Soriatane) este un analog de acid
retinoic similar cu etretinatul si izotrexinul, are
timpul de Injumatatire mai scurt, 50 ore, fiind
preferat etretinatului. Efectele adverse includ:
prurit, xerozd, descuamare, dermatitd, usca-
ciunea mucoaselor, alopecie, paronichie,
simptome gastro-intestinale, perturbari ale
metabolismului lipidic si fosfocalcic, etc.

Clofazimina 50-200 mg/zi are actiune
antimalaricd si suprimd leziunile cutanate din
LEC in 2/3 din cazuri. [23] Se utilizeazd in LEC
diseminat, iar ca efect secundar se produce
coloratia roz a pielii.

Ciclofosfamida (50-200 mg/zi), este utilizata
in cazurile cu leziuni multiple, sindrom biologic
prezent si tendinta de virare spre lupus sistemic
siin cazurile care nu au raspuns la tratamentul cu
antimalarice sau corticoizi topici.[2, 9, 10]

Azathioprina (Azasan, Imuran) antagoni-
zeazd metabolismul purinic si inhibd sinteza
ADN-ului, ARN-ului si a proteinelor. Poate
reduce proliferarea celulelor sistemului imunitar,
din care rezultd o activitate autoimund scdzuta.

Azathioprina a dat rezultate bune in trata-
mentul LE cu leziuni palmo-plantare, rezistent la
alte terapii. [23]

Ciclosporina A in terapia LEC cutanatd a
avut rezultate variabile. Aceasta determina
expresia functiei celulelor T helper si stimuleaza
capacitatea celulelor T de a sintetiza si elibera
limfokine. Efectele adverse care pot apdrea sunt:
hiperplazie gingivald, tremor, nefrotoxicitate,
hepatotoxicitate, inhibarea maduvei osoase.
[24, 25]
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locytosis. To prevent these, it is recommended
to associate iron, vitamin E, vitamin C, cime-
tidine. [21]

Retinoids (isotretinoin, etretinate, acitretin)
have been used in cutaneous CLE, especially in
verrucous, hypertrophic forms. [1, 9, 22]

The mechanism of action of retinoids consist
of decrease in proliferation and increase in
epidermal differentiation, decrease in erythema
and cellular infiltration, inhibition of poly-
morphonuclear leukocyte migration, etc.

Etretinate may be used in doses of 1 mg/
kg/day, but should be avoided in women that
use oral contraceptives, due to its 100-day long
half-life.

Acitretin (Soriatane) is a retinoic acid
analogue, similar to etretinate and isotretinoin,
but with a shorter half-life - 50 hours - which
makes it preferable to etretinate. Adverse effects
include: pruritus, xerosis, desquamation, der-
matitis, mucosal dryness, alopecia, paronychia,
gastro-intestinal symptoms, disruptions in lipid,
calcium and phosphate metabolism, etc.

Clofazimine 50-200 mg/day has antimalarial
effect and suppresses cutaneous lesions in 2/3
cases of CLE.[23] It is used in disseminated CLE,
and as a side effect causes pink discoloration of
the skin.

Cyclophosphamide (50-200 mg/day) is used
in cases with multiple lesions, biological
syndrome and a tendency towards systemic
lupus, and in cases that did not respond to
antimalarial drugs or topical corticoids.[2, 9, 10]

Azathioprine (Azasan, Imuran) is a purine
antagonist which inhibits DNA, RNA and protein
synthesis. It can reduce proliferation of immune
cells, which results in a decreased autoimmune
activity.

Azathioprine showed good results in LE with
palmoplantar lesions, resistant to other treat-
ments.[23]

Cyclosporin A had wuneven results in
cutaneous CLE. It induces expression of helper T
cells, and stimulates the ability of T cells for
lymphokine synthesis and release. The adverse
effects that can occur are: gingival hyperplasia,
tremor, nephrotoxicity, hepatotoxicity, bone
marrow suppression. [24, 25]
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Imunomodulatoarele:

Talidomida (Thalidomid) — initial se admi-
nistreazd 200 mg/zi timp de cdteva sdptdmani,
apoi se scade treptat la o dozad de intretinere de
25-50 mg/ zi, durata tratamentului nu trebuie sa
depéseasca 3-5 luni. [2]

Thalidomida poate suprima producerea
excesivd a factorului de necrozd tumorald alfa
(TNF-alfa), si poate reglementa adeziunea
moleculelor de suprafatd implicate In migrarea
leucocitelor.

Efectele secundare tratamentului cu thali-
domidd pot fi: somnolentd, halucinatii, cefalee,
greturi, varsaturi, constipatie, dureri abdominale,
impotentd sexuald, hipotensiune, uscaciune
bucald si oculard, prurit, eruptie eritematoasa sau
papuloasd, edem al fetei si membrelor, sangerare
genitald, dar poate produce si efecte severe
precum: neuropatia, predominant distald senzi-
tiva si teratogenitate. [26, 27] Din aceste motive
Thalidomida in prezent nu se mai foloseste.

Mycophenolat mofetil (CellCept) se admi-
nistreazd 1-3 g/zi, timp de 6 luni. Acesta inhiba
inozin monofosfat dehidrogenaza si suprima
sinteza de novo a purinelor de cdtre limfocite,
inhiband astfel proliferarea lor. Medicamentul
inhiba producerea de anticorpi.

Methotrexat - inhiba reversibil dihidrofolat-
reductaza, limiteazd disponibilitatea fragmen-
telor de carbon-1 necesare pentru sinteza puri-
nelor si conversia deoxiuridilat la timidilat in
sinteza ADN-ului si diviziunea celulara.[28]

Compusii de aur -pot regla functia celulelor
imunitare, se utilizeaza rar in formele de LEC cu
leziuni fixe de tip keratozic. [1, 2]

Auranofin (Ridaura) - aurul este preluat de
macrofage, care la randul lor inhiba fagocitoza si
stabilizarea membranei lizozomale. Acesta
modificd imunoglobulinele, scizand sinteza de
prostaglandine si activitatea enzimei lizozomale.

Interferonul alfa2 -Pentru controlul functiei
imune a fost folosit in dozd medie de 35 mil
U/saptamand, timp de 4-8 sdptdmani, cu rezul-
tate bune, dar cu aparitia rapida a recidivelor
dupd Intreruperea tratamentului. [29, 30]

Imunoglobulinele IV se pot administra la
pacientii cu formele severe de LEC cutanat.
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Immunomodulators:

Thalidomide - initially administered in doses
of 200 mg/day for several weeks, than
progressively reduced to a maintenance dose of
25-50 mg/day, the treatment being no longer
than 3-5 months.[2]

Thalidomide might suppress excessive
production of tumoral necrosis factor alpha
(TNF-alpha), and can regulate the adhesion of
surface molecules involved in leukocyte
migration.

Side effects of thalidomide include: drowsi-
ness, hallucinations, headache, nausea, vomiting,
constipation, abdominal pain, impotence, hypo-
tension, oral and ocular dryness, pruritus,
erythematous or papular rash, oedema of the face
and limbs, genital bleeding, as well as severe
effects such as: distal sensory polyneuropathy
and teratogenicity.[26, 27] For these reasons,
Thalidomide is no longer used.

Mycophenolate mofetil (CellCept) is admi-
nistered for 6 months, 1-3 g/day. It inhibits
inosine monophosphate dehydrogenase and
suppresses de novo purine synthesis by the
lymphocytes, thus inhibiting their proliferation.
The drug inhibits antibody production.

Methotrexate — reversibly inhibits dihy-
drofolate reductase, limits the availability of one-
carbon fragments needed for purine synthesis
and conversion of deoxyuridine monophosphate
to thymidine monophosphate during DNA
synthesis and cell division.[28]

Gold compounds can regulate immune cell
function and are used rarely, in CLE forms with
fixed keratotic lesions. [1, 2]

Auranofin (Ridaura) - gold is taken up by
macrophages, which in turn inhibit phagocytosis
and stabilization of lysosomal membrane. It
modifies immunoglobulins by decreasing
prostaglandin synthesis and the activity of
lysosomal enzyme.

Interferon alpha-2 - used on average in doses
of 35 mil U/week for 4-8 weeks, with good
results in controlling the immune function, but
with rapid relapse after treatment discon-
tinuation. [29, 30]

IV immunoglobulins can be administered to
patients with severe forms of cutaneous CLE.




2. Tratamentul lupusului sistemic

Antimalaricele de sintezd si/sau gluco-
corticoizii se recomandd in tratamentul LES fara
manifestari organice majore.

AINS pot fi folosite la pacientii cu risc redus
de complicatii.

Azathioprina, mycophenolate mofetil si
methotrexatul se recomandd la pacientii non-
responsivi sau la cei la care doza de cortizon nu
poate fi redusa la un nivel acceptabil pentru uzul
cronic. Aceste medicamente trebuie utilizate
judicios, tinand cont de efectele secundare.

In puseele acute sunt administrati corticoizii
in doze mari, prednison 60-80 mg/zi, cu scdderea
treptatd a dozei imediat ce situatia pare a fi sub
control, pana la doze de 5-10 mg/ zi.

In cazurile rapid progresive cu afectare
renald, a SNC, pneumonie si In unele cazuri de
trombocitopenie refractard la tratament s-a
incercat corticoterapia in bolus, cu doze mari de
peste 100 mg metilprednisolon/zi, administrate
in perfuzie iv timp de 4 ore, cu 500 ml solutie de
clorura de sodiu izotond. Aceastd doza se repeta
3 zile consecutiv.[31, 32]

Asocierea dozelor mari de corticosteroizi cu
ciclofosfamida a reprezentat standardul de aur in
terapia nefritei lupice proliferative multi ani, desi
eficace acest tratament este limitat de o toxicitate
semnificativa.

Terapia pulsatild lunard cu ciclofosfamida
poate fi utild in afectarea renald, se administreaza
1 g/m? suprafatd corporald/lund, timp de 6 luni,
urmatd de o pauzd de 3 luni, dupd care se reia
tratamentul, durata fiind de 2 ani timp in care se
urmaresc inflamatia activa prin biopsie renald si
nivelul creatininei serice. [21]

In 2002 s-a publicat asa-numitul proces Euro-
lupus care sustine utilizarea ciclofosfamidei in
,doze mici”(pulsuri de 500 mg o datd la
2 saptdmani), cu reducerea riscului de infer-
tilitate, fara impact negativ asupra bolii renale.
[33]

In LES cu afectare renald se utilizeaza
cortizon si imunosupresoare. Ciclofosfamida
amelioreazd prognosticul pe termen lung, cu
riscul unor efecte secundare importante in
formele proliferative de nefritd lupica.

Mycophenolatul amelioreazad prognosticul pe
termen scurt si mediu, dar cu reactii adverse mai
reduse.
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2. Treatment of systemic lupus

Synthetic antimalarial drugs and/or gluco-
corticoids are recommended for treatment of SLE
without major organ manifestations.

NSAIDs can be used in patients having low
risk of complications.

Azathioprine, mycophenolate mofetil and
methotrexate are recommended to non-
responsive patients or to those for whom the
cortisol dose cannot be lowered to a level deemed
acceptable for chronic use. These drugs must be
used soundly, taking into account their side
effects.

During aggravation stages corticoids in high
doses are administered, 60-80 mg predisone/day,
the dose being progressively lowered to 5-10
mg/day as soon as the situation seems under
control.

In rapid progressive cases with kidney and
CNS damage, pneumonia, and in some cases of
refractory thrombocytopenia, bolus cortico-
therapy has been tempted, using high doses of
over 100 mg methylprednisolone/day, admi-
nistered in iv perfusion over a period of 4 hours,
with 500 ml isotonic saline solution. This dose is
repeated for 3 consecutive days. [31, 32]

High doses of corticosteroids associated with
cyclophosphamide has been the golden standard
in treatment of proliferative lupus nephritis for
many years; while effective, this treatment is
limited by significant toxicity.

Monthly pulse cyclophosphamide therapy
can be useful in renal damage; 1 g/m? body
surface area/month is administered for 6
months, followed by a 3-month pause, then the
treatment is resumed, up to a 2-year duration
while monitoring the active inflammation
through renal biopsy, and the level of serum
creatinine.

In 2002 the so called Euro-Lupus regimen
was published, which argues the use of “low
dose” cyclophosphamide (500 mg pulses once
every 2 weeks), leading to the reduction of
infertility risk, with no negative impact on renal
disease.[33]

In SLE with renal damage cortisol and immuno-
suppressants are used. Cyclophosphamide
improves long-term prognosis, but with the risk
of important side effects in proliferative forms of
lupus nephritis.
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Ciclofosfamida asociatd cu corticoterapia
incetineste progresia leziunilor renale mai mult
decét corticoterapia izolatd, dar nu influenteaza
mortalitatea.

Plasmafereza este folositd doar In cazuri
exceptionale in care nici un alt tratament nu s-a
dovedit eficient (alveolite hemoragice, purpura
trombocitopenicd, sindroame de hipervasco-
zitate, crioglobulinemie). Trebuie obligatoriu
asociatd cu imunosupresie cu Ciclofosfamida.[34]

Imunoglobulinele IV — sunt folosite in doza
de 400 mg/kg/zi 5 zile consecutiv in trombo-
citopenie, anemie hemoliticd refractard la cortico-
terapie si imunosupresie, afectare neurologica
refractard la tratamente conventionale, afectare
cutanatd severd refractara la tratamentele
conventionale.

Terapii hormonale — Danazolul este folosit in
cazul trombocitopeniilor refractare la celelalte
metode terapeutice.

Tratamentul anticoagulant — este folosit
pentru tratamentul trombozelor din cadrul
sindromului

Tratamentul cu DHEA - este un supliment
nutritiv androgenetic extras din igamul sdlbatic ,
utilizarea lui se pare cd reduce simptomatologia
lupusului, dar rezultatele cercetdtorilor sunt
neconcordante. Efectele adverse sunt acneea si
hirsutismulla femeie si alopecia la barbati, fiind
recomandatd evaluarea nivelurilor sanguine de
DHEA la fiecare 6 luni.

Tratamentul chirurgical se recomanda
pacientilor cu functia renald grav afectata, nefrita
lupicd in stadiu final. La acesti pacienti trans-
plantul renal sau dializa renald sunt preferate in
locul administrarii unui tratament medicamentos
de lungd durata cu doze mari si efecte secundare
redutabile. De asemenea, la pacienti non-
responsivi la tratamentul cu doze mari de
corticosteroizi sau medicatie imunosupresiva,
transplantul renal sau dializa reprezintd optiunea
cea mai buna.

Din motive necunoscute, evolutia lupusului
pe perioada dializei sau dupa transplantul renal
este mai putin severd, este posibil sd nu apara
nefrita lupica recurentd in alogrefa.

Metodele terapeutice aflate in prezent in
studiu includ transplantul de celule stem si
terapiile biologice.
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Mycophenolate improves short- and
medium-term prognosis, with less significant
adverse reactions.

Cyclophosphamide associated with corti-
cotherapy slows down the progression of renal
damage more than individual corticotherapy, but
does not impact mortality.

Plasmapheresis is used only in exceptional
cases, when no other treatment proved efficient
(alveolar hemorrhage, thrombocytopenic pur-
pura, hyperviscosity syndromes, cryoglobu-
linemia). It must be associated with
Cyclophosphamide immunosuppression. [34]

IV immunoglobulins - used in 400 mg/kg/
day doses for 5 consecutive days, in thrombo-
cytopenia, hemolytic anemia refractory to
corticotherapy and immunosuppression, neur-
ological impairment refractory to conventional
treatments, severe cutaneous damage refractory
to conventional treatments.

Hormone therapy — Danazol is used in
thrombocytopenia refractory to other types of
treatment.

Anticoagulant treatment - used for treating
thromboses within the syndrome.

DHEA treatment - it is an androgenetic food
supplement extracted from wild yam; its use
seems to reduce symptoms of lupus, but research
results are inconsistent. Adverse effects are acne
and hirsutism in women, and alopecia in men, so
it is recommended to monitor DHEA blood levels
every 6 months.

Surgical treatment is recommended for
patients with severe impairment of kidney
function, final stage lupus nephritis. Kidney
transplant or dialysis are preferred for these
patients, instead of administering long-term
treatment with high doses and important side
effects. Kidney transplant or dialysis area also the
best option for patients who do not respond to
high-dose corticosteroid treatment or immuno-
suppressive medication.

For unknown reasons, lupus progression
during dialysis or following kidney transplant is
less severe, and it is possible that recurring lupus
nephritis does not occur in allograft.

Therapeutic methods currently under
research include stem cell transplant and
biological therapies.




Transplantul de celule stem constd in
inlocuirea celulelor maduvei osoase afectate de
boald, cu celule noi, sdndtoase - celulele stem.

Celulele stem derivate de sange din cordonul
ombilical (uMSCs) au fost utilizate pentru
tratarea nefritei lupice, fiind transplantate la
modele de soareci cu LES; rezultatele benefice
fiind raportate intr-un studiu realizat de
cercetdtori din Taiwan.[35]

3. Tratamentul cu agenti biologici

Aceste terapii includ noi agenti de imuno-
supresie, medicatie biologicd, agenti de toleranta,
imunoablatie si medicatie hormonali. Céateva
dintre aceste terapii sunt in momentul de fata
aplicate in studiile de specialitate iar altele
asteapta sa intre In studiile clinice.

Genetica si heterogenitatea fenotipicd,
caracteristicd in LES precum si activitatea
ondulanta a bolii au facut dificila obtinerea unui
rdspuns terapeutic benefic al acestor terapii, mai
ales cd multe efecte erau aceleasi cu cele ale
terapiilor imunosupresoare.

Primul agent biologic impotriva celulelor B,
folosit in terapia LES, a fost rituximab, un
anticorp monoclonal himeric murin/uman
impotriva CD20. CD20 este exprimat inca din
primele etape ale dezvoltdrii limfocitelor B.
Administrarea de rituximab a dus la depletia
rapidd a limfocitelor B CD20 pozitive. Dupa
administrarea de rituximab, o parte dintre
pacienti au reconstituit celule B native si au intrat
in remisiune.[9, 22, 30]

Rituximabul a fost folosit in studii deschise
si s-a observat o imbundtdtire In ceea ce priveste
evolutia bolii. In plus s-a observat c este sigur de
folosit si bine tolerat. Doud studii mari,
multicentrice placebo-controlate in care s-a folosit
rituximab la pacienti cu forme moderate si severe
de LE (EXPLORER) si la pacienti cu nefritd lupica
proliferativd (LUNAR) nu au putut demonstra
efectul benefic al medicamentului comparat cu
placebo. Efectele adverse ale rituximabului sunt
in general usoare: accidente de perfuzare (30-
35%), neutropenie (8%), si anticorpi umani
antihimenici (9%). Au fost raportate insa doua
cazuri fatale de leucoencefalopatie multifocald
progresiva la pacientii tratati cu rituximab.
Rituximabul a avut rezultate neconcludente in
nefrita lupica.
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Stem cell transplant consists of replacing
bone marrow cells affected by disease with new,
healthy ones - stem cells.

Umbilical cord blood-derived stem cells
(uMSCs) have been used for treating lupus
nephritis in SLE mouse models, beneficial results
being reported in a study by Taiwanese
researchers.[35]

3. Biological treatments

These therapies include new immuno-
suppressive agents, biological medication,
tolerance agents, immunoablation and hormone
medicines. Some of these therapies are currently
involved in research studies, and others are ready
to begin clinical testing.

Genetics and phenotypic heterogeneity
characteristic to SLE, as well as the fluctuant
activity of the disease made it difficult to get a
beneficial response from these therapies,
especially considering that many effects were the
same as the ones of immunosuppressive
therapies.

The first biological agent used against B-cells
for treating SLE was rituximab, a mouse/human
chimeric monoclonal antibody targeted against
CD20. CD20 is expressed ever since the early
phases of lymphocyte B development. Use of
rituximab led to fast depletion of CD20-positive B
lymphocytes. After administering rituximab,
some patients restored native B cells and went
into remission. [9, 22, 30]

Rituximab was used in open studies and an
improvement in disease progression was
reported. Additionally, it proved safe to use and
well tolerated. Two large, multicenter, placebo-
controlled trials that used rituximab in patients
with moderate and severe forms of LE
(EXPLORER) and in patients with proliferative
lupus nephritis (LUNAR) were not able to
demonstrate a positive effect of the drug as
compared to placebo. Adverse effects of
rituximab are generally mild: perfusion accidents
(30-35%), neutropenia (8%), and human anti-
heme antibodies (9%). However, two fatal cases
of progressive multifocal leukoencephalopathy
were reported in patients treated with rituximab.
Rituximab had inconclusive results in lupus
nephritis.
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Belimumab este un anticorp monoclonal in
intregime uman care se leagd de BlyS si ii inhiba
activitatea.

S-a efectuat un studiu multicentric cu doua
faze in care au fost studiate eficacitatea,
tolerabilitatea si siguranta belimumabului in
terapia LES si dupd 52 de sdptdmani de analiza
s-a remarcat scdderea activitatii bolii si sciderea
recurentelor. [36]

Atacicept reprezintd o alternativa in blocarea
Blys, fiind un receptor transmembranar activator
solubil, calciu dependent si un ligant interactiv al
ciclofilinei care leagd BLYS de April cu efecte
antagoniste. A fost utilizat la pacienti cu LES
generalizat cu scopul de a reduce semnele de
aparitie a bolii si la cei cu nefrita lupicd, cu scopul
de a Imbunitatii rdspunsul renal la tratament.

Ocrelizumab un anticorp monoclonal anti
CD20 recombinat, umanizat a fost studiat in faza
III a unor studii pe LES extrarenal si pe nefrita
lupica. Dozarea ocrelizumabului a fost oprita mai
intdi in studiul BEGIN datoritd rezultatului
negativ obtinut intr-un studiu similar cu
anticorpul anti CD20 rituximab si mai recent s-a
oprit si in studiul BELONG datoritd aparitiei
unor infectii oportuniste la pacientii tratati cu
ocrelizumab si terapie standard comparativ cu
cei tratati numai cu terapie standard.

Anticorpi monoclonali anti CD20 noi au fost
descoperiti unii complet umanizati — ofatumab
si GA-101-RO5072759 sau 90% umanizati —
veltumumab. Acestia au fost administrati doar in
limfoame si artritd reumatoidd, neexistand date
cu privire la administrarea acestora in LES.[19,22]

Desi existd numeroase medicamente bio-
logice, cu tintd specifica pe diversi receptori ai
limfocitelor, doar cateva si-au dovedit utilitatea.

Concluzii

Tratamentul lupusului eritematos are ca scop
inducerea remisiunii bolii si mentinerea acesteia
pe o perioadd cat mai indelungatd, dar si pre-
venirea efectelor secundare ale terapiilor.

S-a constatat cd antimalaricele reduc la
jumatate episoadele de exacerbari in LES, meto-
trexatul are o compliantd bund pe componenta
articulard, cutanatd si pe activitatea bolii, in timp
ce azatioprina s-a dovedit beneficd in LES fara
afectdri renale si neurologice.
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Belimumab is a human monoclonal antibody
that binds BlyS and inhibits its activity.

A multicenter, two-phase trial was done to
study efficacy, tolerability, and safety of
belimumab in SLE therapy, which reported a
decrease in disease activity and recurrence after
52 weeks of analysis.[36]

Atacicept is another BlyS blocker; it is a
soluble transmembrane activating receptor,
dependent on calcium, also an interactive ligand
for cyclophilin that binds BLyS and APRIL with
antagonistic effects. It was used in patients with
generalized SLE to diminish signs of disease, and
in patients with lupus nephritis in order to
improve kidney response to treatment.

Ocrelizumab, a recombinant humanized
anti-CD20 monoclonal antibody, has been
studied in phase 3 trials for extrarenal SLE and
lupus nephritis. Use of ocrelizumab was firstly
discontinued in the BEGIN trial due to negative
results obtained in a similar trial with rituximab
anti-CD20 antibody, and more recently in the
BELONG trial due to occurrence of opportunistic
infections in patients treated with ocrelizumab
and standard therapy, as compared to those
receiving only standard therapy.

New monoclonal anti-CD20 antibodies were
discovered, either completely humanized -
ofatumumab and GA-101-RO5072759, or 90%
humanized - veltuzumab. They were only used
in lymphomas and rheumatoid arthritis, and
there are no data regarding their use in SLE.
[19,22]

While there are a large number of biological
medications that target specific lymphocyte
receptors, only few of them proved useful.

Conclusions

Treatment for patients with lupus erythe-
matosus is intended to achieve disease remission
and maintenance for as long as possible, at
the same time preventing the side effects of
therapies.

It was found that antimalarial drugs halve the
exacerbation episodes in SLE, methotrexate
shows good compliance on articular and
cutaneous components and on disease activity,
while azathioprine proved beneficial in SLE
without kidney and neurological damage.




Agentii biologici reprezinta alternative tera-
peutice promitatoare, pentru cd evitd imuno-
supresia nespecificd, care antreneazd o crestere a
riscului de infectii si neoplazii. Utilizarea acestora
se bazeazd pe intelegerea mecanismelor pato-
genice ale bolii, astfel de substante Incercand sa
interfereze procesele imune reprezentate de
activarea celulei T si colaborarea cu limfocitul B,
producerea de autoanticorpi, depozitarea com-
plexelor imune, activarea complementului si
activarea citokinelor. Insi rezultatele multor
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Biological agents are promising therapeutic
alternatives, as they avoid unspecified immuno-
suppression which translates to high risk of
infections and neoplasia. Their use is based on
the understanding of the pathogenic mechanisms
of the disease, these substances trying to interfere
with the immune processes, such as T-cell acti-
vation and collaboration with B cell, production
of autoantibodies, immune complex deposition,
complement and cytokine activation. However,
the results of many studies have been incon-

studii au fost neconcludente.

se asociazd medicatia clasica (corticoizi si cito-
static) cu doze prin tatonare de terapii biologice.

satisfdcdtoare pentru a induce o remisiune stabila
si de lungd duratd a lupusului eritematos.

clusive.

There are many treatment attempts where
classic drugs (corticoids and cytostatic) are
associated with titrated doses of biological
therapies.

There is no fully adequate medication at the
moment to induce durable and long-term
remission of lupus erythematosus.

Sunt numeroase incercari de tratament in care

Actualmente nu existd o medicatie pe deplin
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