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Background

 Lupus nephritis (LN) is a serious and common complication of

systemic lupus erythematosus (SLE) associated with

considerable morbidities, including an increased risk of end-

stage kidney disease (ESKD).

 For patients with refractory LN, disease outcomes tend to be

worse compared to those without refractory disease.1,2

 The objective of this literature review was to qualitatively

summarize the reported literature on the long-term disease

outcomes and comorbidities of LN in adult SLE patients in the

United States (US).

Results  Uncontrolled LN is associated with poor long-term outcomes, such as ESKD or death,

and increased risk of comorbidities such as CVD or infections, compared to SLE alone or

non-SLE controls.

 Only about half of adult patients with LN achieve complete renal response with existing

therapies and may still be hospitalized or die due to CVDs and infections.

 Thus, there is a high unmet need for new therapies that can improve disease

management and long-term disease outcomes in LN.

Conclusions
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Methods
 A targeted literature review (TLR) was conducted in

MEDLINE/Pubmed and Embase to identify studies in adult

patients with diagnosed LN.

 A search strategy was developed separately for the two

databases to identify relevant peer-reviewed articles published

in English between March 2012 and March 2022, and

conference abstracts indexed in Embase since 2019.

 All records were screened by a single reviewer according to

pre-specified inclusion and exclusion criteria.

RENAL RESPONSE AND LONG-TERM OUTCOMES OF DISEASE

 At 1 year of follow-up from starting therapy, only 26% of adult patients with LN achieved complete

response, defined as reduction in urine protein creatinine ratio (UPCR) to <0.5, normal serum creatinine

(sCr) ≤125% of baseline, and <10 mg/day prednisone at time of response assessment.3,4

 At 2 years of follow-up, 41 – 59% of adults with LN achieved complete renal remission, defined as return

to normal sCr and urine protein ≤0.5 g/day or normal estimated creatinine clearance and UPCR <0.5

(Figure 2).5

 Patients who did not achieve renal response (CR or PR) at 2 years from starting therapy were more

likely to develop ESKD or die compared to those who did achieve renal response according to both

mALMS (p=0.004) and mBLISS-LN (p=0.01) response criteria (Figure 2).5

MORTALITY

 In an analysis of Medicaid data, deaths occurred in 20% of patients with LN with serious infections

requiring hospitalization, with nearly 50% of deaths occurring during hospitalization or up to 30

days after discharge (Figure 4).9

 In two analyses of USRDS data, 40% of patients with LN who developed ESKD died during follow-

up,6 and up to 42% of deaths were related to CVD and 14% related to infections (Figure 4).14

Figure 2. Only ~50% of adult patients with LN achieved renal remission, and those who did were

less likely to die or develop ESKD compared to those who did not achieve remission

 Of 4,216 records 

identified in the 

medical databases, 

20 non-interventional 

studies3-22 reported 

on the long-term 

outcomes and burden 

of comorbidities 

associated with LN in 

the US (Figure 1).

 The majority of

studies were 

retrospective 

analyses of  

longitudinal cohorts 

or large, nationwide 

claims and medical 

databases.
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COMORBIDITIES

 Adults with LN frequently suffer from hypertension (35 – 78%),6,7 cachexia (62%),8 serious infections

requiring hospitalization (26%),9 and mental health disorders (29%).10

 Patients with LN were more likely to: experience cardiovascular disease (CVD),7,11 fractures,12 and

hospitalization due to posterior reversible encephalopathy syndrome (PRES) compared to adults with or

without SLE (Figure 3).13

Figure 3. Patients with LN are more likely to experience multiple comorbidities compared to

patients with or without SLE

Figure 4. Serious infections are a key cause of death in adults with LN and CVD-related

events are a key cause of death in those who developed ESKD
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*Other rheumatic diseases include ANCA-associated vasculitis, PsA, and 

systemic sclerosis
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