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Abstract

Introduction

 Systemic lupus erythematosus (SLE) is an autoimmune 
disease of unknown cause that involves almost all organ 
systems of the body.1 It commonly affects women between 
ages 15 to 64,2 with three to fourfold higher prevalence 
among African- American, Hispanic, and Asian compared to 
Caucasian and African ethnicities.3 It can have mild clinical 
manifestations to severe, life-threatening complications 
leading to hospitalization and death.

 The prevalence and incidence of SLE in the Philippines 
are unknown. In the Philippine General Hospital (PGH), a 
review of SLE cases from 1974-2004 characterizes the patients 
as predominantly young females in the third decade of life, 
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with the most common presenting symptoms of rash, joint 
pain, and fever. In 7.8% of this cohort, the onset of disease 
is in the elderly.4 

 The management of a chronic and complicated disease 
like SLE is often a challenge. A few publications describe the 
causes, predictors, and outcomes of hospitalizations among 
patients with SLE. Lupus disease activity and infections are the 
two most common causes of hospital admission.5-10 In North 
America, 12-35% of admissions are due to active disease and 
11-16% due to infections.5-7 In North Africa, most admissions 
are due to active SLE. 10 The same pattern is seen in Asia 
where 58-81% of admissions are due to active lupus and 23- 
37% due to infections.8,9

 There is no documentation of the causes of hospitalization 
among lupus patients in the Philippines in recent times and 
this study hopes to fill in this knowledge gap. Thus we reported 
the outcome of hospitalizations of patients with SLE admitted 
at the charity wards of the University of the Philippines- 
Philippine General Hospital (UP-PGH) from January 2015 to 
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Introduction: There is no documentation of the causes of 
hospitalization among lupus patients in the Philippines in 
recent times and this study hopes to fill in this knowledge 
gap. Thus, this study reports the outcomes of hospitalizations 
among patients with systemic lupus erythematosus (SLE) 
admitted at the charity wards of the University of the 
Philippines-Philippine General Hospital (UP-PGH). 

Methods: A retrospective chart review was done on all 
admitted patients with SLE from January 2015 to December 
2015 admitted at UP-PGH, the national referral center and 
tertiary training government hospital in Manila, Philippines.

Results: There were a total of 81 SLE patients meeting the 
inclusion criteria. SLE admission comprised 3.1% (138/4408) of 
admitted charity cases in our department. The most common 
reasons for hospitalizations are infection (64.1%), lupus 
activity (60.3%), and lupus activity with infection (47.4%). 
The mean duration of hospitalization was 12.4 (SD 8) days. 
Patients with organ damage from lupus were mostly able to 

fully recover (20%) while those admitted due to more than 
one reason mostly had partial recovery (95.2%). Infection is 
the top leading cause of death (6%). Serositis [OR 0.11, 95% 
confidence interval (CI) 0.02- 0.63] and number of ACR SLE 
criteria fulfilled on diagnosis (OR 0.47, 95% CI 0.22- 0.997) 
were likely to have poor outcome of hospitalization. The 
over-all cohort’s survival on admission was 100.0%, 98.8%, 
97.4%, and 92.5% for one, two, six, and more than 15 days 
of admission, respectively.

Conclusion: Our cohort confirms the results of previous 
studies suggesting that infection and disease activity were 
the top reasons for hospitalization among lupus patients 
whether living from emerging and developed nations. 
Indeed, the morbidity and mortality of our patients remains 
a great challenge not just among physicians but with the 
government and various stakeholders.
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December 2015. In a government-funded training hospital 
such as PGH, this study will serve to further characterize our 
lupus population and give feedback on the quality of care 
that we provide. The planning of interventions to improve 
patient services will be optimally guided with this information 
at hand.

Methods

 This was a retrospective cohort study of charity admitted 
adult SLE patients at PGH, a tertiary training government 
hospital and the national referral center in the Philippines 
from January 2015 to December 2015 with a diagnosis of SLE. 
The study population included male and female patients 
ages 18 years old and above with a diagnosis of SLE based 
on the 1997 Update of the 1982 Revised American College 
of Rheumatology (ACR) or 2012 Systemic Lupus International 
Collaborating Clinics (SLICC) classification criteria for SLE 
(Appendix 1), period of hospitalization in PGH is from January 
2015 to December 2015, and the patient was admitted in 
the charity wards of the hospital. The patients who meet 
the foregoing criteria are excluded if they have any of the 
following: patients with unavailable or incomplete medical 
records and those with unknown outcome of hospitalization 
because of transfer to another medical facility or decision 
to go home against medical advice. 

 The standard data collection form includes demographic 
profile, clinical history, clinical manifestations at onset and 
diagnosis, disease activity index using the MEX-SLEDAI, and 
the cause of admission or prolongation of hospitalization. 
Likewise, the presence of organ damage, infection, and 
outcome of hospitalization were also included.

 A sample size of 81 was computed based on calendar 
year 2015 total SLE charity admitted population of 138 
with a prevalence of 50% having unfavorable outcome of 
hospitalization. 50% prevalence was used due to the lack 
of known prevalence from review of previous literature. 
Furthermore, 50% will yield the highest sample size. The 
sample size was computed at 5% alpha level and 80% power.

 The patients were screened and included in the study 
after due consideration of the inclusion and exclusion 
criteria. After approval from the Technical Research Board 
(TRB) and Extended Hospital Research Office (EHRO), a 
request letter to retrieve patients’ charts was forwarded to 
the head of the Medical Records Section (MRS). All charts 
were reviewed and pertinent information was recorded by 
any one of the investigators in a standard data collection 
form. There was no patient interaction throughout the study 
period. Statistical analysis was done after data gathering 
and cleaning.

 For descriptive statistics, frequency and proportion were 
used for the categorical variables. Mean and standard 
deviations were used to report quantitative variables. Tables 

and graphs were constructed to provide a clear overview of 
the data. For inferential statistics, multiple logistic regression 
was employed, with quantitative and categorical exposure 
variables. This technique was used since the dependent 
variable (unfavorable outcome of hospital ization) is 
dichotomous. The odds ratio for every significant factor 
identified were computed as well. The Cox’s proportionate 
hazards ratio was also computed. Summary measures and 
statistical analyses were done using SPSS version 23.

 The study was approved by the UP-PGH Technical 
Review Board (TRB) and the Extended Hospital Research 
Office (EHRO) prior to conduct of this study. Informed 
consent was obtained, and data were kept confidential. 
The authors have no conflicts of interest to disclose. 

Results

Demographic characteristics
 The population studied was predominantly comprised of 
females (78/81, 96.3%). Most of the patients are single (45/81, 
55.5%), completed high school (40/81, 49.3%), and mostly 
from the National Capital Region (47/81, 58%). No patient 
came from Mindanao. Nearly one-thirds has Philippine 
Health Insurance Coverage (PHIC). Majority of them are 
non- alcoholic beverage drinkers or cigarette smokers. There 
is lupus in another family member in 5.1% (Table I).

 Prior to hospitalization, majority of the patients (50/81, 
64.1%) have consultation at PGH Rheumatology clinic, 
while eight patients were admitted from PGH and other 
hospitals before present hospitalization. 70 or 86.4% of the 
patients reported that they did not have previous multiple 
admissions to any hospital but a tenth of patients did 
not ever receive any consultation or hospitalized prior to 
admission (Table I).

Disease characteristics 
 Majority of the patients were admitted due to active 
disease based on MEX-SLEDAI score (47/81, 58%) while a 
quarter of them have inactive disease on admission. The 
average number of ACR SLE criteria fulfilled until present 
was 4.8 (SD 1.1). The average prednisone dose taken for the 
past three months was 32.1 mg (SD 19.4). Half of the patients 
(41/81, 53.9%) have immunosuppressive drug use (Table II).

Lupus manifestations 
 The top five lupus manifestations that were commonly 
found in most patients at diagnosis were: malar rash (65/81, 
80.2%), positive ANA (63/81, 77.7%), non-erosive arthritis 
(62/81, 76.5%), oral ulcers (39/81, 48.1%), and photosensitivity 
(34/81, 59.25%). One-third of the patients manifested with 
renal disorder, discoid rash, oral ulcers, and non-scarring 
alopecia. The top three additional manifestations after lupus 
diagnosis were: renal disorder (8/81, 9.8%), anti-phospholipid 
syndrome (4/81, 4.9%), and neurologic disorder (3/81, 3.7). 
Majority of the patients who developed lupus nephritis after 

Outcomes of Hospitalizations Among Patients with Systemic Lupus ErythematosusQuilisado JE, et al.

12     Volume 58 Number 1 Jan - Mar., 2020 



Outcomes of Hospitalizations Among Patients with Systemic Lupus Erythematosus Quilisado JE, et al.

Volume 58 Number 1 Jan - Mar., 2020     13

Table II. Disease characteristics of patients admitted at UP-PGH from January 2015 – December 2015
Whole cohort

n (%)
Full recovery

n (%)
Partial recovery

n (%)
Death
n (%)

Disease Activity Score (MEX- SLEDAI score)
Clearly active disease (≥5) 47 (58.0) 2 (4.2) 43 (91.4) 2 (4.2)
Probably active disease (2-5) 14 (17.2) 3 (21.4) 10 (71.4) 1 (1.2)
Clearly inactive disease (<2) 20 (24.6) 14 (70) 6 (30) --

Number of ACR SLE criteria fulfilled until present* 4.8 (1.1) 4.4 (0.8) 5.0 (1.2) 4.3 (0.6)
Prednisone dose 90 days prior to admission, in mg* 32.1(19.4) 18.4 (14.3) 37.2 (19.5) 26.7 (5.8)
Immunosuppressive drug use 41 (53.9) 5 (6.6) 34 (44.7) 2 (2.6)

Note: * Mean (Standard deviation). The rest are frequency (percent)

Table I. Characteristics of patients with SLE hospitalized at UP-PGH from January 2015 to December 2015 (n= 81)
Characteristics Whole cohort

n (%)
Full Recovery

n (%)
Partial    Recovery

n (%)
Death
n (%)

Sex
Male 3 (3.7) -- 2 (66.6) 1 (33.3)
Female 78 (96.3) 19 (24.3) 54 (69.2) 2 (2.5)
Total 81 (100.0) 19 (23.4) 56 (69.1) 3 (3.7)

Marital Status
Single 45 (55.5) 10 (22.2) 33 (73.3) 3 (6.6)
Married 33 (41.3) 7 (21.2) 25 (75.7) --
Live-in 2 (2.5) 1 (50.0) 1 (50.0) --
Widow/er 1 (1.3) 1 (100.0) -- --
Total 81 (100.0) 19 (23.4) 59 (72.8) 3 (3.7)

Educational Attainment
College 25 (32.1) 8 (32.0) 14 (56.0) 3 (12.0)
Vocational 3 (3.8) 1 (33.3) 2 (66.6) --
High School 40 (49.3) 8 (20.0) 32 (80.0) --
Elementary 13 (16.7) 2 (15.3) 11 (84.6) --
Total 81 (100.0) 19 (23.4)  59(72.8) 3 (3.7)

Residence
NCR 47 (58.0) 10 (21.7) 34 (72.3) 3 (6.3)
Luzon 32 (40.0) 8 (25.0) 22 (68.7) --
Visayas 2 (2.5) 2 (100.0) -- --
Mindanao -- -- -- --
Total 81 (100.0) 20 (24.6) 56 (69.1) 3 (3.7)

Government Insurance coverage (Philhealth/PHIC) 22 (28.2) 5 (6.4) 17 (21.8) --
Smoking

Current smoker 2 (2.6) -- 2 (100.0) --
Ever smoker 2 (2.6) 1 (50.0) 1 (50.0) --
Non- smoker 77(95.0) 18 (23.3) 56 (72.7) 3 (3.8)

Alcohol intake
Current drinker 2 (2.6) -- 2 (100.0) --
Ever drinker 2 (2.6) 1 (50.0) 1 (50.0) --
Non- drinker 77(95.0) 18 (23.3) 56 (72.7) 3 (3.8)

Family history of CTD 4 (5.1) 2 (2.6) 2 (2.6) --
Health care provision prior to hospitalization

Consultation at ambulatory clinic
PGH Rheumatology clinic 50 (64.1) 14 (28.0) 34 (68.0) 2 (4.0)
Other PGH clinics   3 (3.8) 2 (66.6) 1 (33.3) --
Other government clinics 1 (1.3) -- 1 (100.0) --
Private clinics 9 (11.5) 2 (22.2) 7 (77.7) --

Hospitalization
PGH 4 (5.1) -- 3 (75.0) 1 (25.0)
Other government hospital 1 (1.3) -- 1 (100.0) --
Private hospital 3 (3.8) -- 3 (100.0) --

None 7 (9.0) 1 (14.2) 6 (85.7) 3 (42.8)
Previous multiple admissions 11 (14.1) -- 10 (12.8) 1 (1.3)
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diagnosis predominantly presented with ≥5 RBC and ≥5 
WBC casts on urinalysis (Table III).

 Hypertension was the top co-morbidity suffered among 
patients (22/81, 27.1%) while tuberculosis (both pulmonary 

and extra-pulmonary) ranks second among a tenth of the 
patients. There were other 15 diseases each of which was 
present in only one patient (Table IV).

Hospitalization data 
 The majority of patients (73/81, 90.1%) were admitted 
due to emergency reasons. There were sixty-seven patients 
(82.7%) who had their first admission due to the main 
medical problem. Most patients (74/81, 91.4%) were located 
at non-ICU ward. Two out of seven patients admitted at 
ICU died. The three most common reasons for admission 
were infection (50/81, 64.1%), lupus activity (47/81, 60.3%), 
and lupus activity with infection (37/81, 47.4%). The mean 
hospital stay was 12.4 (SD 8) days. Those who fully recovered, 
partially recovered, and died spent around 9, 11, and 6 days 
(median), respectively (Table V). 

 Renal (49.3%) and mucocutaneous (35.8%) activity 
were the top lupus activity manifested.  Arthritis, neurologic, 
leukopenia or lymphopenia, and serositis were evident by a 
quarter of the patients. Myositis was the least common lupus 
activity documented (1.2%). The top three infections were 
pneumonia (22/81, 27.1%), urinary tract infection (18/81, 
22.2%), and cutaneous infection (13/81, 16%). Renal organ 
damage was most evident by 12.3% in our cohort (Table VI).

Outcomes of hospitalizations 
 Lupus patients with organ damage were mostly able 
to fully recover by more than a half margin (20%) from 
patients with other causes of admission (4.2- 8%). Majority 
of the patients have partial recovery whether admitted due 
to lupus activity, infection, and organ damage. Those who 
have more than one reason for admission mostly had partial 
recovery (95.2%). Infection is the top leading cause of death 
in 6% of the admission (Table VII).

Table III. Lupus manifestations of patients admitted at UP-PGH from 
January 2015 – December 2015 (n= 81)
Manifestations on Diagnosis n (%)
Malar rash 65 (80.2)
(+) ANA 63 (77.7)
Oral ulcers 39 (48.1)
Photosensitivity 34 (41.9)
Renal disorder  28 (34.5)
Discoid rash 25 (30.8)
Non- scarring alopecia  23 (28.3)
(+) Anti-DsDNA 19 (23.4)
Hemolytic anemia 12 (14.8)
Neurologic disorder 6 (7.4)
Lymphopenia 6 (7.4)  
Thrombocytopenia 6 (7.4)
Pleuritis 3 (3.7)
Pericarditis 5 (6.1) 
Leukopenia 5 (6.1)
Low C3/C4/CH50 4 (4.9)
(+) Anti-Sm 2 (2.4)
Urine casts/sediments

≥ 5 RBC casts --
≥ 5 WBC casts 2 (2.4)
Fat bodies --
Waxy casts 1 (1.2)
Telescoped sediments --
Broad renal failure casts --
Cellular casts --

Coarse granular casts 2 (2.4)
Fine granular casts --
Hyaline casts 1 (1.2)

Additional Manifestations after Diagnosis
Renal disorder 8 (9.8)
(+) APAS 4 (4.9)
Neurologic disorder 3 (3.7)
Oral ulcers 2 (2.4)
Pleuritis 2 (2.4)
Non- erosive arthritis 2 (2.4) 
Hemolytic anemia 2 (2.4)
Photosensitivity 1 (1.2)
Non- scarring alopecia 1 (1.2)  
Pericarditis 1 (1.2)
Leukopenia 1 (1.2)
Thrombocytopenia 1 (1.2)
(+) ANA 1 (1.2)
Lymphopenia --
(+) anti- DSDNA --
(+) Anti-Sm --
Discoid rash --
Urine casts/sediments

≥ 5 RBC casts 27 (33.3)
≥ 5 WBC casts 35 (43.2)
Fat bodies 1 (1.2)
Waxy casts 3 (3.7)
Telescoped sediments --
Broad renal failure casts --
Cellular casts --
Coarse granular casts 4 (4.9)
Fine granular casts 6 (7.4)
Hyaline casts 9 (11.1)

Table IV. Co-existing Diseases in the study population on admission 
(n= 81)

n (%)
Hypertension 22 (27.1)
PTB 11 (13.5)
Extra-pulmonary TB 11 (13.5)
Diabetes mellitus 4 (4.93)
ADR to anti-Koch’s 4 (4.9)
Avascular necrosis 2 (2.4)
Bronchial asthma 1 (1.2)
Vasculitis 1 (1.2)
APAS 1 (1.2)
Abnormal uterine bleeding 1 (1.2)
Appendicitis 1 (1.2)
Diffuse thyroid goiter 2 (2.4)
Dyslipidemia 1 (1.2)
Hypothyroidism 1 (1.2)
Internal hemorrhoids 1 (1.2)
Intrauterine growth restriction 1 (1.2)
Pelvic organ prolapsed 1 (1.2)
Retinal detachment 1 (1.2)
Thyroiditis 1 (1.2)
Valvular heart disease 1 (1.2)
Past Hep B infection 1 (1.2)
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Table V. Hospital admissions data
Admissions data Whole cohort

n (%)
Full recovery

n (%) 
Partial recovery

n (%)
Death
n (%)

Urgency
Elective 8 (9.9) 7 (87.5) 1 (12.5) --
Emergency 73 (90.1) 12 (16.4) 55 (75.3) 3 (4.1)
Total 81 (100.0) 19 (23.4) 56 (69.1) 3 (3.7)

Type of admission
First admission for the problem 67(82.7) 17(25.3) 48 (71.6) 2 (2.9)
Readmission for the same problem 11 (13.6) 1 (9.0) 7 (63.6) --
Readmission for the new problem 3 (3.7) 1 (33.3) 1 (33.3) 1 (33.3)
Total 81 (100.0) 19 (23.4) 56 (69.1) 3 (3.7)

Ward location
ICU 7 (8.6) -- 5 (71.4) 2 (28.5)
Non- ICU ward 74 (91.4) 19 (25.6) 51 (62.9) 1 (1.3)
Total 81 (100.0) 19 (23.4) 56 (69.1) 3 (3.7)

Reasons for admission
Lupus Activity 47 (60.3) 2 (4.2) 43 (91.4) 2 (4.2)
Infection 50 (64.1) 4 (8.0) 43 (86.0) 3 (6.0)
Organ damage 20 (26.0) 4 (20) 16 (80) --
Lupus activity + infection 37 (47.4) -- 35 (94.5) 2 (5.4)
Lupus activity + organ damage 13 (16.7) -- 13 (100.0) --
Lupus activity + infection + organ damage  11 (14.3) -- 11 (100.0) --

Duration of admission (in days
Mean 12.4 9.7 13.7 7.7
Median 10.0 9.0 11.0 6.0
SD 8.0 4.8 8.9 6.7

Table VI. Causes of admission or prolongation of hospitalization
Cause of admission n (%)
Lupus Disease Activity Manifestation

Renal 40 (49.3)
Mucocutaneous 29 (35.8)
Arthritis 14 (17.2)
Serositis 13 (16.0)
Neurologic 11 (13.5)
Leukopenia or lymphopenia 11 (13.5)
Hemolysis 7 (8.6)
Vasculitis 6 (7.4)
Fever or fatigue 6 (7.4)
Myositis 1 (1.2)

Infection
Pneumonia 22 (27.1)
Urinary Tract Infection 18 (22.2)
Cutaneous Infection 13 (16.0)
Pulmonary TB 11 (13.5) 
Sepsis 7 (8.6)
Catheter-related bloodstream infection 5 (6.1)
ADR to Anti-Koch’s 4 (4.9)
Musculoskeletal infection 3 (3.7)
Head and Neck Infection 3 (3.7)
TB pericarditis 3 (3.7)
Multiple sites of infection 2 (2.4)
Acute Gastroenteritis 2 (2.4)
Extrapulmonary TB 2(2.4)
Oral candidiasis 1 (1.2)
Appendicitis 1 (1.2)
Intra-abdominal abscess 1 (1.2)
Central nervous infection 1 (1.2)
Pancreatitis 1 (1.2)
Past Hepatitis B infection 1 (1.2)

Organ damage from lupus or its treatment
Renal 10 (12.3)
Musculoskeletal 4 (4.9)
Ocular 3 (3.7)
Diabetes 3 (3.7)

Table VI. Causes of admission or prolongation of hospitalization
Cardiovascular 1 (1.2)
Peripheral vascular disease 1 (1.2)
Malignancy 1 (1.2)
Neuropsychiatric 0
Pulmonary 0
Gastrointestinal 0
Skin 0
Premature gonadal failure 0

Table VII. Outcomes of Hospitalization of admitted lupus patients

Reason for admission Whole 
cohort

Outcome
Full recovery Partial recovery Death

Lupus Activity 47 (60.3) 2 (4.2) 43 (91.4) 2 (4.2)
Infection 50 (64.1) 4 (8) 43 (86) 3 (6)
Organ Damage 20 (24.6) 4 (20) 16 (80) --
More than one reason 42 (51.8) -- 40 (95.2) 2 (4.7)

Table VIII. Risk factors for unfavorable outcomes of hospitalization

Risk factors OR 95% CI for 
OR

Serositis 0.11 0.02- 0.63
Number of SLE criteria fulfilled on diagnosis 0.47 0.22- 0.997
Previous multiple admissions 0.69 0.78- 6.06
Presence of infection on admission 7.28 0.41- 129.74
Presence of both infection and lupus activity on admission 0.21 0.01- 7.28
MEX-SLEDAI at time of admission 0.77 0.09- 6.25
Neuropsychiatric SLE 3.74 0.31- 45.39
Length of hospital stay 1.01 0.92- 1.10

Table IX. Overall comparison of survival rates between groups of 
lupus patients

Group Log Rank X2 p- value
Sex (male and female) 6.132 0.013
Age (< 50 and > 50 years) 0.135 0.713
Renal disorder (with and without) 0.007 0.932
Hematologic disorder (with and without) 2.863 0.091
Neurologic disorder (with and without) 0.455 .500

Degree of freedom= 1.
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Factors for unfavorable outcomes of hospitalization
 Using a forced-entry (or direct) method of binary logistic 
regression, the full regression model containing all nine risk 
factors was statistically significant, χ2 (df=9, n=73) = 19.61, 
p<.05. Moreover, the model explained between 23.6% (Cox 
and Snell R squared) and 35.0% (Nagelkerke R squared) of 
the variance in an unfavorable outcome, and correctly 
classified 80.8% of cases. Further, results of Hosmer and 
Lemeshow goodness of fit test, χ2 (df=8, n=73)=3.28, p=.92 
(i.e., >.05) revealed a good model fit, indicating that the 
model is worthwhile. 

 Only two risk factors made a unique statist ically 
significant contribution to the regression model: serositis, (OR 
0.11, 95% Confidence Interval (CI) [0.02- 0.63]) and number 
of ACR SLE criteria fulfilled on diagnosis (OR 0.47, 95% CI 
0.22- 0.99), controlling for all other risk factors in the regression 
model. These results indicated that poor hospitalization 
outcome was approximately one-tenth as likely to occur 
among lupus patients who had serositis than among those 
who did not have serositis. Moreover, for every additional 
count of the number of ACR SLE criteria fulfilled on diagnosis, 
patients were 0.47 times less likely to have a poor outcome. 

 These results indicated that the odds of having organ 
damage was one-tenth times more likely to occur among 
lupus patients with serositis than among those who did not 
have serositis. Moreover, every additional count of the 
number of ACR SLE criteria fulfilled on diagnosis decreased 
the odds of having poor outcome by 53% (Table VIII).

Survival rates of lupus patients
 Kaplan-Meier analysis was used to examine the survival 
rates of lupus patients within 12-month admission. The 
patients were grouped and compared by sex (male and 
female) and age category (<50 and >50 years), as well as 
whether they had renal disease, hematologic disorder, and 
neurologic disorder. 

 Kaplan- Meier analysis (Figures 1 to 4) illustrate the 
probability that a patient would survive of lupus disease. 
Overall comparison between male and female patients 
revealed that females had statistically significantly higher 
probability of surviving than did male, log rank χ2(df=1, 
n=81)=6.132, p<.05. The rest of the four groups did not reveal 
any statistical significance in the difference in survival rate 
(Table IX). 

 The survival rate in one day of admission was 100.0% for 
both male and female patients. The 100.0% survival rate of a 
male patient was maintained for fourteen days of admission, 
but suddenly dropped to 0% for 15 days and onwards, until 
the end of the 12-month duration of this study. Female 
patients’ survival rate for two days of admission was 98.6% 
and then dropped to and maintained at 97.1% for six days, 
until the end of the study period. Moreover, the over-all 
cohort’s survival on admission was 100.0%, 98.8%, 97.4%, and 

92.5% for one, two, six, and more than 15 days of admission, 
respectively.

Discussion
 
 In this retrospective study, we described the cohort of 81 
Filipino patients with SLE admitted at a tertiary government 
hospital in the Philippines over a one-year period. Like other 
studies, the study population is mainly comprised of female 
patients in the reproductive age. Cutaneous lesions and non- 
erosive arthritis were the most common manifestations which 
is consistent with the Asian cohort.4 Likewise, less common 
presentations such as serositis (pleuritis, pericarditis) and 
neurologic manifestation are also reported. Although renal 
disorder is the most common manifestation after diagnosis, 
all our patients were not able to comply with kidney biopsy 
primarily due to high cost (around Php 25,000). Among 
immunologic tests, ANA is the most common test present on 
diagnosis as compared to anti-DsDNA and anti-Smith which 
are more expensive. As compared to other private tertiary 
institutions, lupus panel test is not widely utilized in our setting 
due to its high cost (Php 19,000).

 It is expected that majority of the patient hail from 
the National Capital Region since PGH is situated at Metro 
Manila. Moreover, our institution is the national referral 
center in the country thus we catered patients coming 
from nearby provinces of Luzon (40%) while two patients 
from Visayas although none from Mindanao. Our data 
showed that most of our admissions were patients from our 
OPD Rheumatology clinics. However, we cannot ascertain 
whether these patients have poor follow-up and adherence 
to medications necessitating hospitalization. 

 From the August 2015 National Statistics Office total 
national population of 100,098,00011 and among 183 Filipino 
rheumatologists, there is a ratio of one rheumatologist 
per 546,984 patients in the country. This indeed reflects 
the lack of subspecialists attending to the needs of lupus 
patients practicing not only in key cities but in the different 
underserved regions and provinces. In addition, based on 
the 2015 PGH Annual charity census, we found that SLE was 
responsible for 3.1% (138/ 4,408) of all charity admissions in 
our department. These findings mirror that SLE is a rare but 
life-threatening condition admitted in our institution. 

 In our cohort, most of the patients were admitted 
to the non-ICU ward with only seven patients needing 
mechanical intubation and crit ical care monitoring. 
These ICU patients suffered from acute respiratory failure 
from pneumonia, severe neuropsychiatric activity, and 
pulmonary hemorrhage. Admissions to ICU were higher in our 
cohort (8.6%) as compared to other studies with 4-4.9% ICU 
admission rate.10,23 This can be correlated to the sickest lupus 
patients referred to our institution or patients with clearly 
active disease activity upon admission. However, we likewise 
presumed that there may be under-reporting of ICU cases 
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since other intubated patients were not transferred to ICU 
due to no bed vacancy at the time of hospitalization. The 
lupus patients were treated by a medical team comprised 
of residents-in-training, fellows-in-training, and consultants. 
To achieve high quality of care, appropriate management 
were implemented based on the latest recommended 
treatment guidelines.

 We have eight patients admitted for elective procedures 
(hip arthroplasty secondary to AVN, obstetric- gynecologic 
procedures) from whom patients were on remission. In 
contrary to a Korean cohort, 12 pregnancy-related co 
morbidities were one of their reasons for admission but it 
was not evident in this study. 

 Our study revealed that infection is the top reason for 
admission (64.1%). As observed from other studies, infections 
were one of the leading causes of hospitalization.7,10,13 
Among developed countries, infections (14-36%) were also 
the leading cause of admission based on the Euro-Lupus, 
British UCLH, and Hopkins Lupus cohorts.7,13,14 Likewise, higher 
rates of infection among lupus patients were observed 
among emerging countries like Thailand (52%),15 China 
(55%),16 Brazil (58%),17 and in a local UST lupus cohort (80%)18 
which were comparable to ours. These discrepancies might 
be due to high disease activity and co-existing nephritis 
among patients from third world countries.19 From the latest 
2013 Department of Health (DOH) statistics, among the top 
ten leading causes of morbidity among Filipinos were acute 
respiratory infection, hypertension, acute watery diarrhea, 
tuberculosis, and dengue fever.20 Moreover, the national 
census reported 1.6% mortality rate among diseases of the 
musculoskeletal system and connective tissues wherein lupus 
was categorized but also acknowledging under-reported 
cases of death from lupus per se. In our study, pneumonia 
ranks first as the top cause of admission which is comparable 
to the national data. Tuberculosis, both pulmonary and 
extra-pulmonary, is still an epidemic in the Philippines 
with morbidity rates of 71. 5% and 31.6%, respectively.20 
Risk factors for developing TB and other infections among 
lupus patients are not ascertained in this study but we 
presumed that disease activity, active nephritis, high doses 
of steroids, and cyclophosphamide use were contributory. 
Among the 53.9% of our patients with immunosuppressive 
drug use, we observed that cyclophosphamide is the 
most widely used drug which can be correlated due to its’ 
affordability. For instance, a patients’ budget allocation for 
mycophenolate mofetil and azathioprine would cost around 
Php 7,200-8,000 per month as compared to Php 300- 500 per 
cyclophosphamide infusion. Therefore, it is likewise evident 
that with poor hygienic practices, poor living conditions, 
low socio-economic status (SES), and immunosuppressive 
drug use our patients easily contracted infections. It is 
indeed advocated that to prevent infection among lupus 
patients, they should have proper vaccination, compliance 
with immunosuppressant medications, regular disease 
monitoring, and antibiotic prophylaxis.21, 22 

 Analysis of our data also showed that lupus activity was 
the second most common indication for admission (60.3%) 
which is comparable to Singaporean (58%)10 and Malaysian 
cohort (77.5%),23 but lupus activity was their main cause of 
admission. These findings are expected since SLE is active 
within five years of disease progression.24 Several other 
studies rank lupus activity as their main reason for admission 
evident in the Hopkins cohort7 and the United States Inpatient 
Sample data.25 Likewise, our data is higher in comparison to 
North American cohort (17.5%). These discrepancies may 
be due to ethnic and socio-economic differences, better 
infection control, and more aggressive treatment in the 
out-patient setting in developed countries leading to fewer 
lupus flares requiring admission.8 Among patients with active 
disease, majority (49.3%) had lupus nephritis. Classification 
of lupus nephritis is largely based on clinical and laboratory 
assessment but not on routine kidney biopsy due to its high 
cost. 

 The average length of hospitalization in this cohort (12.4 
days) is comparable to other studies ranging from six to 
twelve days.7,24,25,26 Jones et al. stated that there is a positive 
association between length of hospital stay with increased 
disease severity, co-morbid conditions, and adverse drug 
reactions.27 This is reflective from our study because majority 
of our patients have clearly active disease activity based 
on MEX-SLEDAI score (58%), immunosuppressive drug use 
(53.9%), and with high steroid requirement (SD 32.1). It is 
established that lupus patients have higher cardiovascular 
morbidity thus it is evident that hypertension was commonly 
reported from our cohort. Consistent with other studies, 
coronary artery disease and venous thromboembolism as 
less common causes of admission6,7,10 were not documented 
from this study. Previous studies have indicated that the 
presence of ischemic heart disease is increased among 
lupus patients.28, 29, 30 Since most patients were admitted for 
the first time (82.7%), it is expected that we documented 
only a quarter of patients with organ damage.

 As one of the novel findings in our cohort, we revealed 
that serositis (OR 0.11, 95% CI 0.02- 0.63) and the number 
of ACR criteria fulfilled on diagnosis (OR 0.47, 0.22-0.997 
95% CI) were risk factors for unfavorable outcome of 
hospital ization. Serosit is is one of the least common 
manifestations on presentation (3.7- 6.1%) from our study that 
is comparable to the Asian cohort which mentioned along 
with discoid rash and neurologic features as less common 
abnormality observed.4 In Lee et al. study,31 anti- Ro/SS-A 
antibody positivity, arthritis and or pericarditis have worse 
prognosis and predictors for frequent hospitalization. Our 
admitted patients necessitating thoracentesis, closed tube 
thoracostomy, pericardiocentesis and pericardiostomy 
have clearly active disease which often leads to prolonged 
hospital stay and ICU admission. Moreover, in a Singaporean 
study, re-admissions were associated with active lupus 
nephritis, clinical flare, and increased numbers of ACR 
criteria. 10 In contrary to our study, the latter was believed to 
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contribute to poor outcome probably because more organ 
systems were involved at the onset of disease. Therefore, 
a physician should recognize these clinical manifestations 
to establish appropriate management and to avoid life-
threatening complications. 

 Our study revealed survival rates of both sexes at 100%, 
98.8%, 97.4%, and 92.5% for one, two, six, and more than 15 
days of admission, respectively. In contrast to a Chinese 
study done by Lin et al., lupus patients >50 years old with 
hematologic and renal manifestations but not neurologic 
disorder was attributed to most deaths.32 It is however 
in contrast to our study which showed no difference in 
the survival rates among lupus patients with regards to 
age group and associated systemic manifestations. In a 
Northeastern US cohort, predictors for reduced 10-year 
survival were associated with male sex, older age group, 
and Black race.33 This is somehow comparable to our study 
since we revealed that female lupus patients had a better 
survival rate. It is mentioned that male lupus patients have 
higher rates of organ damage and disease severity leading 
to more complicated disease course and survivability. In 
a large multicentric US cohort, renal disease was the most 
important predictor of mortality 34 however it was not evident 
from our study. 

 It is noteworthy that patients with already organ 
damage from lupus were able to fully recover. These patients 
already had chronic stable lupus status and were admitted 
for elective surgical and obstetric-gynecologic reasons.  
Most of our patients partially recover across all reasons for 
admission. It is clearly established that worse outcomes are 
generally correlated to low SES, ethnic minorities, and low 
educational levels leading to several unfavorable outcomes 
including disease activity and severity, organ damage, work 
disability, and mortality.35, 36 Mezalek and Bono stated that 
emerging countries such as the Philippines faced challenges 
in providing quality healthcare both from adequate care 
and prevention of infectious diseases and prevention of 
chronic medical illnesses (rheumatic and cardio-metabolic 
disease).37 Interestingly, our study highlights poor access 
(28.2%) to government health care insurance policy (PHIC) 
which may explain the severity of our patients’ SES despite 
free enrollment among indigent patients. Nevertheless, 
none of our patients have commercial insurance coverage. 
It is important to note that aside from health insurance 
accessibility, there are also other contributing factors to 
poor health quality which includes patient factor (unhealthy 
practices, poverty, malnutrition, non- adherence to medical 
advice), societal factor (lack of social support, inadequate 
health policies, poor gross domestic products), and 
healthcare system (geographic isolation, inaccessibility to 
specialized facilities).38 Therefore we believe that it entails 
a comprehensive approach towards optimal management 
among patients with lupus which would negate admission 
and mortality. Exemplif ied by Fortin et al., his group 
developed “Lupus Health Passport,” a personalized pocket-

size booklet containing personal health and educational 
data, emergency contacts, lupus information, co-morbidities 
information, diet and exercise advise, drug list, medical and 
laboratory history, hospitalization data, and follow-up visits.39 
We believe that with this approach can be prospectively 
explored in our setting in the future. Indeed, the morbidity 
and mortality of our patients arose from these possibilities 
that remains a great challenge not just among physicians 
but with the government and various stakeholders. 

Conclusion

 Systemic lupus erythematosus (SLE) is a significant cause 
of admission among the internal medicine department 
charity ward in our institution. Our cohort confirms the results 
of previous studies suggesting that infection and disease 
activity were the top reasons for hospitalization among lupus 
patients with infection as the top leading cause of death. 
Our data is comparable to studies from developed nations. 
Although our patient’s high hospitalization survival rate of 
100.0%, 98.8%, 97.4%, and 92.5% for one, two, six, and more 
than 15 days of admission, there is a need to implement 
sustainable strategies to further prevent morbidity and 
mortality towards a better quality of life among patients with 
lupus.

Limitations
 With the retrospective nature of data gathering, we 
recognized the underestimation of the number of ACR 
criteria present on diagnosis and unable to accurately 
calculate SLE disease activity on presentation. Contributory 
to these is a lack of medical history data reflected in the 
charts. The charts of the patients with previous multiple 
admissions were not completely retrieved. Not all patients 
were able with complete the antibody profile test and the 
degree of nephritis was not documented through kidney 
biopsy as well. Patients’ compliance to immunosuppressant 
medications was not recorded through the adherence 
report. Our data gathering observation period of one year 
is shorter than other cohorts. 

Recommendation
 We recommend further longer observation period among 
hospitalized lupus patients and include documentation of 
clinical symptoms during follow-up periods. It is suggested to 
include lupus patients admitted under private care as well. 
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