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Fig. 4 Renal outcomes in 31
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Patients-with  I-LN - Class IV was common - in : these
patients -but rarely associated with the irreversible renal
damage at: the time of the last -observation. Two. patients
had end-stage renal disease: a patient with RPGN at SLE
onset followed by: repeated - renal relapses. and: another
patient with class II-ILN at SLE onset and suffering from
later  developed - thrombotic - thrombocytopenic - purpura
(TTP) that caused uremia:

Patients with D-LN ~ Trreversible renal damage was com-
mon in these patients having various renal. pathology
classes including class IV before initial therapy for the LN.
TTP was involved :in two: patients and directly  caused
chronic renal failure in at least one of the patients.

Renal pathology before therapy for relapsed LN
(change of the histology)

The renal pathology at time:of the LN relapse was docu-
mented in five ELN patients and nine D-LN patients. These
findings are described below: in' reference to those at first
biopsy: (in: parentheses) -and clinical: renal- outcomes  in
terms defined in Table 2.

Patients with I-LN-- In four patients; retherapy for relapsed
LN of class T1.(V), IVa (V). IVa (ND) or IVc (V) led toa
¢linical ‘remission’ at . the  last observation. In :another
patient, LN of class IVc + V (IVa) manifested after
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self-discontinuation: of maintenance therapy,. and respon-
ded to retherapy and led to mild persistent disease (MPD)
that was relapse-free for 16 years by the present time.

Patients with D-LN I two patients; each of the. rethera-
pies: for relapsed LN of class IVc (V) using combined
cyclophosphamide improved nephrotic syndrome to-MPD.
In another three patients, relapsed LN of class IVa (II), IVd
(IVb) or IVd (ND) resulted.in CRF:without uremia despite
retherapy: In the remaining four patients, relapsed LN of
class IVd (V), IVd:(11), IVc.(IVa) or Va (V) accompanied
by intractable nephrotic syndrome resulted in. CRF on he-
modialysis despite retherapy.

As described above, class IV with sclerosing . lesions
was commonly uncovered at the second biopsy in the D-
LN patients who resulted in CRF. On the other hand, a
transformation of renal histology observed in most of the
examined cases of relapsed I-L.N showed a small impact on
clinical prognosis.

Discussion

The - present chart: review: study. and. questionnaire  study
consistently showed: a relatively better: prognosis of I-LN
patients: compared with D-LN patients. Half of the I-LN
patients: were expected to be relapse-free after theinitial
therapy  (Fig. 2) and most of- the relapse-free  patients
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achieved renal remission throughout the observation per-
iod. In the I-LN cases of relapsed LN, most patients
responded to retherapy (Fig. 3). Consistent with these
findings, more than 70% of the I-LLN patients had obtained
prolonged renal remission at the last observation (Table 2).
In contrast, a poor prognosis of D-LN patients was shown,
and irreversible real damage was precipitated in this cate-
gory of LN. The resulting data (Figs. 2, 3 and Table 2) in
the two study groups were surprisingly similar, and
strongly suggested the prognostic impact of the difference
between the two chronological categories I-LN and D-LN.
A pathological transformation towards class IV with scle-
rosing lesions was found at the second biopsy in most of
the examined D-LN cases in the chart review.

Despite a similarity in the patients’ demographics
between the present two study groups (Table 1), there was a
large difference in the ratio of D-LN to I-LN patients: 51/34
(1.5) in the chart review and 34/91 (0.37) in the questionnaire
study (P < 0.00001). The chart review study in our hospital
included all of the deceased patients and numerous numbers
of referral patients because of intractable disease, and thus
patients with severe forms of SLE may be overrepresented in
the chart review study. The result of the higher D-LN/I-LN
ratio in the chart review than that in the questionnaire study
may be consistent with the putative poorer prognosis of
D-LN compared with I-LN.

The present study suggested that D-LN tended to progress
in renal damage despite steroid therapy, in contrast to the
good therapeutic response of I-LN even having renal
pathology class IV. Cyclophosphamide, which has been
included recently in a standard regimen for treating LN in our
hospital, had not been widely used for the cases in the present
study that included only therapies occurring more than
5 years ago. Therapy using steroid and combined cyclo-
phosphamide may improve the prognosis of D-LN patients,
and the efficacy of therapy for I-LN and that for D-LN should
be estimated separately because of a probable difference in
therapeutic response between the two LN categories.

Conclusions
The time of the initial appearance of renal symptoms in the

course of SLE may have a prognostic impact on lupus
nephritis.
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