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Abstract: Shortening the time to diagnosis and initiating early treatment are imperative to improve
outcomes in patients with systemic lupus erythematosus (SLE). The aim of this case-control study,
based on the data from the Taiwan’s National Health Insurance Research Database (NHIRD), was
to investigate the patterns of diagnoses of disease phenotypes in female patients with SLE up to
eight years prior to its definitive diagnosis. The 547 cases were selected from the 2000–2012 NHIRD
catastrophic illness datafile and frequency-matched with 2188 controls. The primary diagnosis based
on the first ICD-9-CM code for each outpatient visit was converted to Phecodes. Separate regression
models, based on least absolute shrinkage and selection operator (lasso) regularization, with seven
different lag periods from 1–2 to 7–8 years, were conducted. Results showed that SLE was associated
with 46 disease phenotypes in a lag period of 2–3 years, but fewer in other lag periods. A number of
SLE-associated disease phenotypes, such as primary thrombocytopenia, thyroid diseases, Raynaud’s
syndrome, renal disease, and several infectious diseases, occurred mainly in the first few years prior
to SLE diagnosis. In conclusion, SLE should be suspected when the disease phenotypes identified in
the present study occurred concomitantly.

Keywords: systemic lupus erythematosus; National Health Insurance Research Database; disease
phenotypes; Phecodes; lasso regression

1. Introduction

Systemic lupus erythematosus (SLE) is a chronic, heterogeneous, systemic autoim-
mune disease with multi system involvement. Women, particularly of childbearing age, are
more susceptible to the disease [1]. It is currently believed that the onset of SLE is triggered
by exposure to certain environmental factors, such as ultraviolet light, infections, and hor-
monal factors in genetically susceptible individuals [2]. Aberrant epigenetic regulation has
been implicated in the pathogenesis of SLE, but the exact mechanism remains unclear [3].

A nationwide population-based study based on the National Health Insurance Re-
search Database showed that the overall prevalence of SLE in Taiwan in 2011 was 8.11
per 10,000 people, with 14.3 per 10,000 women and 1.62 per 10,000 men. The highest
prevalence rate was observed at the 40–49 age group in women [4]. SLE is also associated
with a substantial economic burden, including the use of health care resource and losses of
productivity due to impairment of work capacity [5,6].

The clinical course of SLE is highly variable with recurrent exacerbations of varying
severity [7]. Despite recent improvements in the treatment of SLE, disease-related and

J. Clin. Med. 2022, 11, 5406. https://doi.org/10.3390/jcm11185406 https://www.mdpi.com/journal/jcm

https://doi.org/10.3390/jcm11185406
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jcm
https://www.mdpi.com
https://orcid.org/0000-0001-9051-0351
https://orcid.org/0000-0002-9242-9167
https://doi.org/10.3390/jcm11185406
https://www.mdpi.com/journal/jcm
https://www.mdpi.com/article/10.3390/jcm11185406?type=check_update&version=2


J. Clin. Med. 2022, 11, 5406 2 of 12

treatment-related comorbidities can still have a serious and persistent impact on health-
related quality of life in patients with SLE [8]. In addition, a multisite international SLE
cohort consisting of 9547 patients indicated that while the mortality due to infections
and renal disorders had decreased over time, deaths due to circulatory diseases did not
change [9].

Currently, diagnosis of SLE is primarily based on clinical and laboratory findings after
exclusion of other diseases. Although classification criteria, such as the American College
of Rheumatology (ACR) 1997, the Systemic Lupus International Collaborating Clinics
criteria (SLICC) 2012, and the European League Against Rheumatism (EULAR)/ACR 2019,
designed for research purposes are available, the fulfilment of these classification criteria is
not sufficient for a diagnosis of SLE [10].

Initial clinical manifestations of SLE can vary widely. They may involve one or more
organ systems and over a variable period. Musculoskeletal, cutaneous, renal, hematological,
cardiac, pulmonary, gastrointestinal, ocular, neuropsychiatric, immunologic systems may
be involved. Other non-specific symptoms, such as fatigue, fever, arthritis, and arthralgia
are commonly present in patients with SLE [11]. Therefore, the diagnosis of SLE has always
been considered a clinical challenge for internists [12].

As early clinical features of SLE are mild and non-specific, the interval between the
initial symptoms and the diagnosis of SLE can be long. Ozbek et al. reported a mean
delay from the first symptom to diagnosis of 21.8 months. The study also revealed that the
interval between onset of symptoms and the diagnosis of SLE could depend on the types of
initial symptoms. While malar rash (mean delay 6.6 months) or renal involvement (mean
delay 15.1.6 months) could lead to early diagnosis of SLE, arthritis and arthralgia (mean
delay 23.8 months) was associated with a delay in diagnosis when compared with patients
without these symptoms [13]. Kernder et al. found that the mean time to diagnosis was
47 months (median 13 months), including 13 months from the first symptoms to the first
physician visit and 34 months from the first physician visit to the diagnosis of SLE [14]. An
observational study of 275 Greek patients with SLE found that the median time between the
onset of the symptoms and the diagnosis of SLE was 24 months, with patients consulting a
mean of three different physicians before achieving the diagnosis [15]. A survey conducted
on 2527 patients with SLE in the United Kingdom found a mean diagnosis time from the
first symptom of 6.4 years, and 47% of them received a different diagnosis prior to SLE [16].

A cross-sectional analysis of the data from the LuLa study, which is a nationwide
survey among Germany’s patients with SLE, revealed that delays in diagnosis were sig-
nificantly associated with a lower health-related quality of life and greater disease-related
damage [14]. Another retrospective longitudinal matched cohort study based on the Thom-
son Reuters MarketScan database reported that patients diagnosed with SLE sooner could
experience lower flare rates, hospitalization rates, and healthcare costs [17]. It is clear that
shortening the time to diagnosis and initiating early treatment are imperative to improve
outcomes, including preventing irreversible organ damage, in patients with SLE.

In the United Kingdom Clinical Practice Research Datalink study with 1739 incident
SLE cases and 6956 controls, Rees et al. reported that patients with SLE consulted their
general practitioner more frequently and with clinical features attributable to SLE in the
five years preceding diagnosis of SLE [18]. Our previous study, based on data from the
Taiwan National Health Insurance Research Database (NHIRD), revealed that patients
with SLE had a significantly increased use of medical care in the eight years preceding
their diagnosis of SLE. The frequencies of medical visits related to almost all organ systems
were significantly higher in patients with SLE compared with controls in the 0.5- to 2-year
period preceding the diagnosis of SLE [19]. However, the study did not examine which
diagnoses were higher and in which lag period in patients with SLE. Therefore, the aim
of this case-control study was to investigate the patterns of diagnosis in female patients
with SLE up to eight years before a definitive diagnosis of SLE. Due to the large number
of different diagnostic codes, based on the International Classification of Diseases, ninth
revision, clinical modification (ICD-9-CM), in relation to the sample size, the least absolute
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shrinkage and selection operator (lasso) regularization [20] was used to identify influential
diagnostic codes. In addition, to better align with the diseases encountered in clinical
practice, ICD-9-CM codes were converted to Phecodes in the present analysis [21]. Phecodes
was developed for phenome-wide association studies (PheWAS) to deal with the issue that
multiple patient billing codes are sometimes used to describe the same clinical disease [22].

2. Materials and Methods
2.1. Study Design and Data Source

This study used a case-control design based on health claim data from the Taiwan
NHIRD, which is a nationwide, population-based database that contains comprehensive
medical service utilization records of over 99% of the Taiwanese population [23].

The study protocol was approved by the institutional review board of Dalin Tzu Chi
Hospital, Buddhist Tzu Chi Medical Foundation, Taiwan (No. B10104020). The requirement
for obtaining informed consent from the patients was waived by the institutional review
board because the database contains deidentified information.

The 2000–2012 catastrophic illness datafile, which is a subset of the NHIRD, was used
as the source of patients with SLE. Patients were defined as having SLE if they received a
diagnostic code 710.0 based on the International Classification of Diseases, ninth revision,
clinical modification (ICD-9-CM) and were also holders of a catastrophic illness certificate.
In Taiwan, patients with SLE can apply for a catastrophic illness certificate from the National
Health Insurance Administration. The certificate is issued to patients after their medical and
serological reports have been reviewed by the National Health Insurance Administration
and confirmed to fulfill the 1997 American College of Rheumatology revised criteria for the
classification of SLE [24]. Holders of the certificate are exempted from their SLE-related
health care copayment fee.

Female patients with SLE were selected between 1 January 2000 and 31 December 2012.
The index date was defined as the date of application of the catastrophic illness certificate.
Patients under 20 or over 60 years of age at the index date were excluded from the study.

Controls were randomly sampled from the outpatient datafile of the 2000 Longitudinal
Health Insurance Database (LHID 2000) with claim records between 1 January 2000 and
31 December 2012. The LHID 2000 is a subfile of the NHIRD containing health claim data
for one million beneficiaries randomly sampled from all enrollees of the NHIRD in 2000.
For each patient with SLE, four patients were selected, based on frequency matching for
five-year age interval, insured amount, urbanization level, and year of index date.

Payroll-related insured amount was used as a proxy measure of a patient’s socioe-
conomic status. The variable was categorized into three levels with the lower and upper
cut-points set at New Taiwan $19,000 and $24,000, respectively. The urbanization level of
a patient’s residence was derived according to a published scheme, which is based on a
combination of population density, proportion of residents with college level or higher
education, proportion of residents >65 years, proportion of residents who were agriculture
workers, and the number of physicians per 100,000 people [25].

2.2. Identification of Main Diagnosis of Outpatient Medical Visits

To investigate the occurrence of various clinical diagnoses before the onset of SLE, the
primary diagnosis, represented by the first ICD-9-CM code, for every outpatient visit was
retrieved. Since the data used in the present study were between 2000 and 2012, ICD-9-CM
instead of ICD-10-CM codes were used. In Taiwan, ICD-9-CM was replaced by ICD-10-CM
in 2016 onward.

The ICD-9-CM codes were converted to Phecodes using the mapping provided on
the PheWAS website (https://phewascatalog.org/phecodes, accessed on 23 August 2022).
The Phecode system was originally developed to facilitate phenome-wide association
studies (PheWAS) by combining one or more related ICD-9-CM codes into distinct and
meaningful diseases or traits based on the consensus of clinical experts. Phecodes are

https://phewascatalog.org/phecodes
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arranged hierarchically, similar to the ICD-9-CM codes. However, its hierarchical structure
is not based on the billing hierarchy used by ICD-9-CM [26].

A separate variable was created for every Phecode noted in the outpatient visit.
Subsequently, these newly created variables were subsequently entered into the regression
model to identify influential variables associated with SLE. Seven separate regression
models with different lag periods were created according to the date of the outpatient visit.
The five lag periods were (1) 1 to 2 years, (2) 2 to 3 years, (3) 3 to 4 years, (4) 4 to 5 years,
(5) 5 to 6 years, (6) 6 to 7 years, (7) 7 to 8 years before the index date. All Phecode variables
were treated as continuous with their values equal to the frequencies of the outpatient visit
for the respective Phecode. In addition, those Phecodes that appeared only once for each
patient within each lag period were excluded from the analysis.

2.3. Statistical Analysis

All statistical analyses were performed using Stata Statistical Software, Release 17
(StataCorp, College Station, TX, USA). Continuous variables were summarized as mean
with standard deviation (SD) and median with interquartile range, as appropriate. Cate-
gorical variables were presented as frequencies and percentages. The basic characteristics
between patients with SLE and controls were compared using the chi-square test and the
t-test, as appropriate.

All regression models (seven separate logistic regression models with different lag
periods) were constructed using lasso regularization as the variable selection method. Lasso
is a statistical method developed by Tibshirani in 1996 to perform variable selection and
regularization to enhance both the accuracy and interpretability of regression models [18].
Instead of using least square methods to fit a model that contains a subset of the predictors,
lasso shrinks or regularizes the sum of the absolute values of the regression coefficients to
be less than a fixed value. The fixed value is called the shrinkage parameter (λ). In lasso,
the regression coefficients of noninfluential predictors are allowed to shrink to zero, which
effectively equals to performing variable selection. When λ = 0, the lasso will simply be
equal to the least squares fit, and when λ becomes sufficiently large, the lasso will give
the null model in which all the coefficient estimates equal zero. The optimal value of λ
was estimated by using ten-fold cross-validation. The λ value was selected for which the
cross-validation error is the smallest [27].

3. Results

The basic characteristics of the 547 patients with SLE and the 2188 controls are shown
in Table 1. As expected, no significant differences were observed between the two groups
with respect to age, geographic region, and socioeconomic status because of the frequency
matching used.

Table 2 shows the top 10 disease phenotypes within each of the seven lag period
that were associated with outpatient medical visits in female patients with SLE. The rows
were arranged according to Phecode in ascending order, except for the first two rows
representing SLE (Phecode 695.42) and cutaneous lupus erythematosus (Phecode 695.41).
The ranking of the Phecodes was based on the magnitude of the regression coefficients
from the lasso regression. In total, 30 different Phecodes were identified over the seven lag
periods. The numbers of the associated Phecodes were the highest in the year 2–3 at 46 and
decreased to only 3 in the year 7–8.

SLE (Phecode 695.42) and cutaneous lupus erythematosus (Phecode 695.41) were con-
sistently ranked the top two most influential disease phenotypes associated with SLE
in all lag periods. Primary thrombocytopenia (Phecode 287.31) appeared in the first
five most recent lag periods. Renal-related disorders, including chronic renal failure
(Phencode 585.3), chronic glomerulonephritis, not otherwise specified (Phecode 580.14),
nephrotic syndrome without mention of glomerulonephritis (Phecode 580.2), and calculus
of ureter (Phecode 594.3) also appeared in the first four most recent lag periods. Other
known manifestations of SLE, such as Raynaud’s syndrome (Phecode 443.1), arthropathy
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not otherwise specified (Phecode 716.9), Graves’ disease (Phecode 242.1), chronic lympho-
cytic thyroiditis (Phecode 245.21), visual disturbances (Phecode 368), infectious conjunctivi-
tis (Phecode 369.5), dental caries (Phecode 521.1), iron deficiency anemias (Phecode 280.1),
and herpes zoster (Phecode 053) appeared only once or twice during different lag peri-
ods. Localized superficial swelling, mass, or lump (Phecode 687.2), unspecified diffuse
connective tissue disease (Phecode 709.7), and disorders involving the immune mechanism
(Phecode 279) appeared only in the lag period of 1–2 years. Sicca syndrome (Phecode 709.2)
and systemic sclerosis (Phecode 709.3) appeared only in the lag period of 4–5 years. In
addition, musculoskeletal manifestations and bone involvement, including displacement
of intervertebral discs (Phecode 722.1), fracture of unspecified bones (Phecode 809), and
internal derangement of the knee (Phecode 835) appeared only in the lag period of 5–8 years.
Gynecological diseases, including other benign neoplasm of the uterus (218.2) appeared
only in the lag period of 5–6 years, whereas inflammatory diseases of the uterus, except
cervix (Phecode 614.4) and miscarriage or stillbirth (Phecode 634), appeared only in the lag
period of 5–6 years. An unexpected observation is the inverse association between SLE and
acute respiratory tract infections, including acute upper respiratory infections of multiple
or unspecified sites (Phecode 465) and acute bronchitis and bronchiolitis (Phecode 483).

Table 1. Basic characteristics of patients with systemic lupus erythematosus and controls (n = 2735).

Variable n (%) p Value

Systemic lupus erythematosus
547 (20.0)

Control
2188 (80.0)

Age group, years >0.999
20–29 170 (31.1) 680 (31.1)
30–39 161 (29.4) 644 (29.4)
40–49 127 (23.2) 508 (23.2)
50–59 89 (16.3) 356 (16.3)

Mean age, years (SD) 36.8 (10.6) 36.8 (10.6) >0.999
Socioeconomic status >0.999

Low 182 (33.3) 728 (33.3)
Medium 136 (24.9) 544 (24.9)

High 229 (41.9) 916 (41.9)
Urbanization level >0.999

Urban 140 (25.6) 560 (25.6)
Suburban 135 (24.7) 540 (24.7)

Rural 272 (49.7) 1088 (49.7)
Socioeconomic status was estimated by insurance premiums based on salary. Low: <19,000 New Taiwan dollars
(NT$); middle: 19,001–24,000; and high: >24,000. SD: standard deviation.

Table 2. Top 10 disease phenotypes within each lag period that were associated with outpatient
medical visits in women with systemic lupus erythematosus.

Disease Phenotype (Phecode)
Years Prior to Definitive Diagnosis of SLE

1–2 2–3 3–4 4–5 5–6 6–7 7–8
Systemic lupus erythematosus (695.42) 1 1 1 1 1 1 1

Cutaneous lupus erythematosus (695.41) 2 2 2 2 2 2 2
Herpes zoster (053) 6

Other benign neoplasm of uterus (218.2) 7
Graves’ disease (242.1) 3

Chronic lymphocytic thyroiditis (245.21) 10 10
Disorders involving the immune mechanism (279) 6

Iron deficiency anemias, unspecified or not due to blood loss (280.1) 4 6
Thrombocytopenia (287.3) 7

Primary thrombocytopenia (287.31) 5 5 4 3 4
Visual disturbances (368) 10

Conjunctivitis, infectious (369.5) 10
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Table 2. Cont.

Disease Phenotype (Phecode)
Years Prior to Definitive Diagnosis of SLE

1–2 2–3 3–4 4–5 5–6 6–7 7–8
Raynaud’s syndrome (443.1) 7 8

Acute upper respiratory infections of multiple or unspecified sites (465) 3 ↓ 7 ↓
Acute bronchitis and bronchiolitis (483) 7 ↓

Dental caries (521.1) 3
Chronic glomerulonephritis, not otherwise specified (580.14) 9 5

Nephrotic syndrome without mention of glomerulonephritis (580.2) 4
Chronic renal failure (585.3) 3 8 4

Calculus of ureter (594.3) 9
Inflammatory diseases of uterus, except cervix (614.4) 5

Miscarriage; stillbirth (634) 6
Other local infections of skin and subcutaneous tissue (686) 9

Localized superficial swelling, mass, or lump (687.2) 8
Sicca syndrome (709.2) 5

Systemic sclerosis (709.3) 6
Unspecified diffuse connective tissue disease (709.7) 8

Arthropathy, not otherwise specified (716.9) 9 8
Displacement of intervertebral disc (722.1) 3

Fracture of unspecified bones (809) 3
Internal derangement of knee (835) 4

Number of non-zero coefficient 22 46 40 25 8 4 3

SLE: systemic lupus erythematosus; ↓: inverse association. The rows in the table are arranged according to the
Phecodes in ascending order, except for the first two rows (systemic lupus erythematosus and cutaneous lupus
erythematosus).

The data shown in Table 2 were arranged visually to show the top five disease phe-
notypes within each of the first four most recent lag periods that were associated with
outpatient medical visits in female patients with SLE (Figure 1). The y-axis showed the
odds ratio for each of the disease phenotypes at the four different lag periods. All the odds
ratios for the associations were below 2 except for systemic lupus erythematosus (695.42).

Figure 1. Top five disease phenotypes with the first four most recent lag periods that were associated
with outpatient medical visits in women with systemic lupus erythematosus.
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4. Discussion

Our previous study, based on the data from the Taiwan NHIRD, showed that patients
with SLE had diseases of the respiratory system, digestive system, musculoskeletal system,
and skin tissue several years preceding the definitive diagnosis of SLE [19]. The present
study further explored the specific disease phenotypes associated with SLE between one
and seven years before the definitive diagnosis of SLE. In this study, we excluded the
analysis of outpatient visit records within one year before the definitive diagnosis of
SLE because most patients with SLE would receive relevant laboratory tests within a
one-year period prior to the diagnosis of SLE [19]. As ICD-9-CM was developed with a
hierarchical structure for billing purposes, the present study used Phecodes instead, in an
attempt to achieve more meaningful representation of diseases or traits observed in clinical
settings. In a study comparing 100 disease phenotypes based on known associations for
440 single-nucleotide polymorphism (SNP)-phenotype pairs, it was found that Phecodes
could provide groupings of disease codes that are better aligned with clinical diseases
mentioned in clinical practice than ICD-9-CM codes [26]. Another unique aspect of this
study was the use of lasso regularization instead of p-value-based variable selection in a
sparse logistic model to avoid the issue of overfitting and to deal with high multicollinearity
among the independent variables.

Overall, different disease phenotypes appeared within a lag period up to five years
might be considered as a diagnostic time window to prompt clinicians to suspect SLE.
Those appeared earlier were too few in number and non-specific to be informative. The
number of influential disease phenotypes was generally higher at a time closer to the
date of definitive diagnosis of SLE. At a lag period of 1–2 years, SLE was associated
with 22 disease phenotypes, and the number increased to 46 and 40 with 2–3 and 3–4,
respectively. However, the number reduced to less than 10 with a lag time of five years
or more. At a lag period of 6–7 years, in addition to disease phenotype SLE (Phecode
695.42) and cutaneous lupus erythematosus, SLE was only associated with fracture of
unspecified bones and primary thrombocytopenia. The latter finding is consistent with a
population-based retrospective cohort study, which reported a significant increased risk of
SLE in patients with idiopathic thrombocytopenic purpura [28]. While the increased risk of
incident fracture and osteoporosis is observed in patients with SLE [29], the reasons for the
association between SLE and fracture of unspecified bones at a lag period of 6–7 years as
well as displacement of intervertebral discs at a lag period of 7–8 years are unclear and will
require further elucidation.

The disease phenotypes SLE and cutaneous lupus erythematosus were consistently
and strongly associated with SLE in all seven lag periods. It is expected that patients
would eventually be suspected of having SLE and confirmed with follow-up laboratory
tests when the time is close to the definitive diagnosis. However, it is of interest to note
that even 7 to 8 years prior to its definitive diagnosis, SLE was already noted as a primary
diagnosis in these patients. Additional studies will be required to explore whether the
long duration before the final recognition of SLE in these patients was the result of milder
presentations in the early stage of the disease, and therefore, these patients were not referred
to a rheumatologist for follow-up.

SLE was also associated with primary thrombocytopenia in five lag periods (1–2, 2–3,
3–4, 4–5, and 6–7 years). Thrombocytopenia is one of the hematological criteria of SLE,
which is defined as a platelet count of <100,000/mm3, according to the ACR classification
criteria [30]. It is known that patients with thrombocytopenia are more prone to exhibit
renal [31] and hematological manifestations [32]. In the present study, SLE was associated
with iron deficiency anemia, chronic renal failure, chronic glomerulonephritis, nephrotic
syndrome, and calculus of ureter, and the timing was indeed coincided with that of primary
thrombocytopenia in the first four more recent lag periods. The diagnosis of calculus of
ureter could be explained by the presence of hematuria as a result of nephritis.

Among other common manifestations of SLE, most of them appeared in the three lag
periods between 2 and 5 years, including herpes zoster [33], infectious conjunctivitis [34],
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Raynaud’s syndrome [35], dental caries [36], and local infections of skin and subcutaneous
tissue [37]. Moreover, overlapping of SLE and other systemic autoimmune diseases could
be observed with a lag period of 4–5 years. SLE was associated with sicca syndrome and
systemic sclerosis. SLE is known to coexist with Sjögren’s syndrome with a prevalence
of 14% [38] and with systemic sclerosis with a prevalence of 6.8% [39]. The overlapping
clinical manifestations and similar autoantibody profile between Sjögren’s syndrome and
SLE have been suggested as a result of shared underlying etiopathogenic aspects, including
genetic factors, epigenetic, environmental, and hormonal factors between the two disor-
ders [40,41]. It is plausible that the presence of Sjögren’s syndrome prior to SLE could
play a role in the association of SLE with dental caries and infectious conjunctivitis. The
significant associations between SLE with dental caries and infectious conjunctivitis were
previously shown in studies based on the Taiwan NHIRD. A case-control study revealed
that the utilization of eye disorder outpatient medical services and dental services was
significantly higher in patients with Sjögren’s syndrome several years before the diagnosis
of the disease [42,43]. It has been shown that abnormal regulation of the T helper (Th)
17 cell pathway could be related to the occurrence of dry eye disease in patients with SLE
and Sjögren’s syndrome [44]. A study based on the Taiwan NHIRD showed that dry eye
syndrome could occur before the diagnosis of Sjögren’s syndrome with a median time
of approximately four years [45]. While about 10% of patients with clinically significant
aqueous deficient dry eye has underlying Sjögren’s syndrome, the disease is often under-
diagnosed [46]. Ophthalmologists should be vigilant about the association between dry
eye symptom and autoimmune rheumatic diseases to prevent delays in diagnosis.

Thyroid-related diseases, including chronic lymphocytic thyroiditis, occurred with
a lag period of 2–3 and 4–5 years, and Graves’ disease occurred with a lag period of
5–6 years. A secondary retrospective study based on the Taiwan NHIRD reported that
hyperthyroidism, hypothyroidism, and autoimmune thyroid disease were significantly
higher in patients with SLE [47]. Graves’ disease was found to be significantly associated
with an increased risk of incident SLE in another study based on the Taiwan NHIRD.
The authors suggested that the SLE and Graves’ disease might have a shared genetic
predisposition, and it is also possible that antithyroid medications used in the treatment of
Graves’ disease could induce SLE [48].

SLE was associated with arthropathy and internal derangement of the knee in the
lag period of 5–6 years. These conditions were in line with joint involvement commonly
seen in patients with SLE [49]. SLE was also associated with three gynecological disorders,
including miscarriage/stillbirth and inflammatory diseases of the uterus, except the cervix,
in the lag period of 5–6 years and other benign neoplasm of the uterus in the lag period of
4–5 years. While the reasons for the latter two associations will require further investigation,
the association with miscarriage and stillbirth could be explained by the coexistence of
anti-phospholipid syndrome (APS) and SLE. APS is an autoimmune disease characterized
by vascular thrombosis or obstetric complications, such as miscarriage and stillbirths [50].
Previous research suggested that APS could also be a forerunner of SLE [51]. A recent
cohort study based on the Taiwan NHIRD reported that the risk for incident SLE in the APS
group was 28 times higher than the non-APS group after propensity score-matching [52].

In this study, SLE was associated with fewer outpatient visits for acute respiratory
tract infections. This is an unexpected finding, because the impaired immune functions
and the use of immunosuppressive agents in SLE should contribute to the vulnerability to
infection [53]. A prospective study on 110 outpatients with SLE reported that these patients
were especially prone to develop urinary infection, pneumonia, and bacteremia without
focus [54]. Another case-control study of 83 patients with SLE showed that pneumonia
and bacteremia occurred in 41% and 24% of the patients, respectively [55]. However,
these findings might not be directly compared with those in the present study because the
observation periods were different. Whether a lower frequency of outpatient visits for acute
respiratory tract infections prior to SLE diagnosis is due to a different healthcare- seeking



J. Clin. Med. 2022, 11, 5406 9 of 12

behavior or an increasing number of different diseases competing for primary diagnosis
will require further investigation.

Furthermore, our studies did not find that manifestations common in SLE occurred
prior to its definitive diagnosis. For example, disease phenotypes related to heart involve-
ment [56] and neurologic involvement [57] were not observed in any of the lag periods.
This is consistent with the finding of our previous study that the four most common or-
gan system involvement of SLE did not include the circulatory system and the nervous
system [19].

Our study has some limitations that deserve to be mentioned. First, the definitive
diagnosis of SLE was defined as the application date of the catastrophic illness certificate
for SLE. Our previous study estimated that there was a mean lag time of 12 days between
the index date and the definitive diagnosis of SLE, which was defined as three consecutive
visits with the diagnosis of SLE. However, we have excluded the medical records within
the first year prior to the index date and, therefore, the short lag time of 12 days should
not materially affect our conclusion. Second, information on SLE disease severity was not
available, which is a limitation inherent in the use of NHIRD for analysis.

Despite the limitations, this study had several strengths. To our knowledge, this study
was the first to explore disease phenotypes associated with SLE in various lag periods before
the definitive diagnosis of SLE. Second, a multicenter cross-sectional study of 300 patients
with SLE reported that 30.3% of the patients were seen by two physicians and 18% were
seen by five or more physicians before the diagnosis of SLE was made [58]. Therefore, the
use of the NHIRD, which is a nationwide, population-based database, is necessary to obtain
a complete healthcare seeking records of patients with SLE over time because their medical
consultations might span across different clinics and hospitals. Third, logistic regression
with lasso regularization was used to overcome the difficulties in modeling the data with
sparse structure.

In conclusion, SLE is a complex autoimmune disease with variable manifestations.
Our findings suggested that a period of up to five years before the definitive diagnosis of
SLE might be an informative diagnostic time window. An increasing number of different
diseases occurred during this period. While it is known that many of the SLE symptoms,
such as fatigue, rash, and fever, are non-specific and overlap with other common disorders,
the present study revealed a number of specific disease phenotypes that clustered within
a relatively short period of time. SLE should be suspected when these disease pheno-
types occurred concomitantly. These patients should be referred to a rheumatologist for
confirmation to aid early diagnosis and treatment of SLE.

Author Contributions: M.-C.L., M.K. and C.-W.H. contributed to the conception and methodology
of the study. M.K. and C.-W.H. performed statistical analysis. M.K. wrote the manuscript. All authors
have read and agreed to the published version of the manuscript.

Funding: Buddhist Tzu Chi Medical Foundation (TCMF-A 108-05), Taiwan.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the institutional review board of the Dalin Tzu Chi Hospital, Buddhist
Tzu Chi Medical Foundation, Chiayi, Taiwan (No. B10104020 and date of approval: 6 December 2012).

Informed Consent Statement: Patient consent was waived by the institutional review board because
the National Health Insurance Research Database contains deidentified information.

Data Availability Statement: The data are not publicly available due to the Taiwan Personal Infor-
mation Protection Act. The data that support the findings of this study are available on request from
the corresponding author.

Acknowledgments: This study is based in part on data from the National Health Insurance Research
Database provided by the National Health Insurance Administration, Ministry of Health and Welfare
and managed by the National Health Research Institutes, Taiwan. The interpretation and conclusions
contained herein do not represent those of the National Health Insurance Administration, Ministry of
Health and Welfare or the National Health Research Institutes, Taiwan.



J. Clin. Med. 2022, 11, 5406 10 of 12

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Barber, M.; Drenkard, C.; Falasinnu, T.; Hoi, A.; Mak, A.; Kow, N.Y.; Svenungsson, E.; Peterson, J.; Clarke, A.E.;

Ramsey-Goldman, R. Global epidemiology of systemic lupus erythematosus. Nat. Rev. Rheumatol. 2021, 17, 515–532.
[CrossRef] [PubMed]

2. Barbhaiya, M.; Costenbader, K.H. Environmental exposures and the development of systemic lupus erythematosus. Curr. Opin.
Rheumatol. 2016, 28, 497–505. [CrossRef] [PubMed]

3. Tsokos, G.C.; Lo, M.S.; Costa Reis, P.; Sullivan, K.E. New insights into the immunopathogenesis of systemic lupus erythematosus.
Nat. Rev. Rheumatol. 2016, 12, 716–730. [PubMed]

4. Leong, P.Y.; Huang, J.Y.; Chiou, J.Y.; Bai, Y.C.; Wei, J.C. The prevalence and incidence of systemic lupus erythematosus in Taiwan:
A nationwide population-based study. Sci. Rep. 2021, 11, 5631. [CrossRef]

5. Jönsen, A.; Hjalte, F.; Willim, M.; Carlsson, K.S.; Sjöwall, C.; Svenungsson, E.; Leonard, D.; Bengtsson, C.; Rantapää-Dahlqvist, S.;
Pettersson, S.; et al. Direct and indirect costs for systemic lupus erythematosus in Sweden. A nationwide health economic study
based on five defined cohorts. Semin. Arthritis Rheum. 2016, 45, 684–690. [CrossRef]

6. Zhu, T.Y.; Tam, L.S.; Li, E.K. Cost-of-illness studies in systemic lupus erythematosus: A systematic review. Arthritis Care Res. 2011,
63, 751–760. [CrossRef]

7. Adamichou, C.; Bertsias, G. Flares in systemic lupus erythematosus: Diagnosis, risk factors and preventive strategies. Mediterr. J.
Rheumatol. 2017, 28, 4–12. [CrossRef]

8. Gomez, A.; Qiu, V.; Cederlund, A.; Borg, A.; Lindblom, J.; Emamikia, S.; Enman, Y.; Lampa, J.; Parodis, I. Adverse health-related
quality of life outcome despite adequate clinical response to treatment in systemic lupus erythematosus. Front. Med. 2021,
8, 651249. [CrossRef]

9. Bernatsky, S.; Boivin, J.F.; Joseph, L.; Manzi, S.; Ginzler, E.; Gladman, D.D.; Urowitz, M.; Fortin, P.R.; Petri, M.; Barr, S.; et al.
Mortality in systemic lupus erythematosus. Arthritis Rheum. 2006, 54, 2550–2557. [CrossRef]

10. Fanouriakis, A.; Tziolos, N.; Bertsias, G.; Boumpas, D.T. Update on the diagnosis and management of systemic lupus erythemato-
sus. Ann. Rheum. Dis. 2021, 80, 14–25. [CrossRef]

11. Lam, N.C.; Ghetu, M.V.; Bieniek, M.L. Systemic lupus erythematosus: Primary care approach to diagnosis and management. Am.
Fam. Physician 2016, 94, 284–294.

12. Bertsias, G.K.; Pamfil, C.; Fanouriakis, A.; Boumpas, D.T. Diagnostic criteria for systemic lupus erythematosus: Has the time
come? Nat. Rev. Rheumatol. 2013, 9, 687–694. [CrossRef]

13. Ozbek, S.; Sert, M.; Paydas, S.; Soy, M. Delay in the diagnosis of SLE: The importance of arthritis/arthralgia as the initial symptom.
Acta Med. Okayama 2003, 57, 187–190.

14. Kernder, A.; Richter, J.G.; Fischer-Betz, R.; Winkler-Rohlfing, B.; Brinks, R.; Aringer, M.; Schneider, M.; Chehab, G. Delayed
diagnosis adversely affects outcome in systemic lupus erythematosus: Cross sectional analysis of the LuLa cohort. Lupus 2021,
30, 431–438. [CrossRef]

15. Kapsala, N.N.; Nikolopoulos, D.S.; Flouda, S.P.; Chavatza, A.P.; Tseronis, D.D.; Aggelakos, M.D.; Katsimbri, P.P.; Bertsias, G.K.;
Fanouriakis, A.C.; Boumpas, D.T. From first symptoms to diagnosis of systemic lupus erythematosus: Mapping the journey of
patients in an observational study. Clin. Exp. Rheumatol. 2022, 40, 1–8. [CrossRef]

16. Morgan, C.; Bland, A.R.; Maker, C.; Dunnage, J.; Bruce, I.N. Individuals living with lupus: Findings from the LUPUS UK Members
Survey 2014. Lupus 2018, 27, 681–687. [CrossRef]

17. Oglesby, A.; Korves, C.; Laliberté, F.; Dennis, G.; Rao, S.; Suthoff, E.D.; Wei, R.; Duh, M.S. Impact of early versus late systemic
lupus erythematosus diagnosis on clinical and economic outcomes. Appl. Health Econ. Health Policy 2014, 12, 179–190. [CrossRef]

18. Rees, F.; Doherty, M.; Lanyon, P.; Davenport, G.; Riley, R.D.; Zhang, W.; Grainge, M.J. Early clinical features in systemic lupus
erythematosus: Can they be used to achieve earlier diagnosis? A risk prediction model. Arthritis Care Res. 2017, 69, 833–841.
[CrossRef]

19. Lai, N.S.; Tsai, T.Y.; Koo, M.; Huang, K.Y.; Tung, C.H.; Lu, M.C. Patterns of ambulatory medical care utilization and rheumatologist
consultation predating the diagnosis of systemic lupus erythematosus: A national population-based study. PLoS ONE 2014,
9, e101485. [CrossRef]

20. Tibshirani, R. Regression shrinkage and selection via the lasso. J. R. Stat. Soc. B Methodol. 1996, 58, 267–288. [CrossRef]
21. Denny, J.C.; Ritchie, M.D.; Basford, M.A.; Pulley, J.M.; Bastarache, L.; Brown-Gentry, K.; Wang, D.; Masys, D.R.; Roden, D.M.;

Crawford, D.C. PheWAS: Demonstrating the feasibility of a phenome-wide scan to discover gene-disease associations.
Bioinformatics 2010, 26, 1205–1210. [CrossRef]

22. Jiang, Y.; Ma, S.; Shia, B.C.; Lee, T.S. An epidemiological human disease network derived from disease co-occurrence in Taiwan.
Sci. Rep. 2018, 8, 4557. [CrossRef]

23. Lin, L.Y.; Warren-Gash, C.; Smeeth, L.; Chen, P.C. Data resource profile: The National Health Insurance Research Database
(NHIRD). Epidemiol. Health 2018, 40, e2018062. [CrossRef]

24. Hochberg, M.C. Updating the American College of Rheumatology revised criteria for the classification of systemic lupus
erythematosus. Arthritis Rheum. 1997, 40, 1725. [CrossRef]

http://doi.org/10.1038/s41584-021-00668-1
http://www.ncbi.nlm.nih.gov/pubmed/34345022
http://doi.org/10.1097/BOR.0000000000000318
http://www.ncbi.nlm.nih.gov/pubmed/27428889
http://www.ncbi.nlm.nih.gov/pubmed/27872476
http://doi.org/10.1038/s41598-021-84957-5
http://doi.org/10.1016/j.semarthrit.2015.11.013
http://doi.org/10.1002/acr.20410
http://doi.org/10.31138/mjr.28.1.4
http://doi.org/10.3389/fmed.2021.651249
http://doi.org/10.1002/art.21955
http://doi.org/10.1136/annrheumdis-2020-218272
http://doi.org/10.1038/nrrheum.2013.103
http://doi.org/10.1177/0961203320983445
http://doi.org/10.55563/clinexprheumatol/x3s9td
http://doi.org/10.1177/0961203317749746
http://doi.org/10.1007/s40258-014-0085-x
http://doi.org/10.1002/acr.23021
http://doi.org/10.1371/journal.pone.0101485
http://doi.org/10.1111/j.2517-6161.1996.tb02080.x
http://doi.org/10.1093/bioinformatics/btq126
http://doi.org/10.1038/s41598-018-21779-y
http://doi.org/10.4178/epih.e2018062
http://doi.org/10.1002/art.1780400928


J. Clin. Med. 2022, 11, 5406 11 of 12

25. Liu, C.Y.; Hung, Y.T.; Chuang, Y.L.; Chen, Y.J.; Weng, W.S.; Liu, J.S.; Liang, K.Y. Incorporating development stratification of
Taiwan townships into sampling design of large scale health interview survey. J. Health Manag. 2006, 4, 1–22. (In Chinese)

26. Wei, W.Q.; Bastarache, L.A.; Carroll, R.J.; Marlo, J.E.; Osterman, T.J.; Gamazon, E.R.; Cox, N.J.; Roden, D.M.; Denny, J.C. Evaluating
Phecodes, Clinical Classification Software, and ICD-9-CM Codes for Phenome-Wide Association Studies in the Electronic Health
Record. PLoS ONE 2017, 12, e0175508. [CrossRef]

27. James, G.; Witten, D.; Hastie, T.; Tibshirani, R. An Introduction to Statistical Learning: With Applications in R, 2nd ed.; Springer: New
York, NY, USA, 2021; pp. 225–288.

28. Zhu, F.X.; Huang, J.Y.; Ye, Z.; Wen, Q.Q.; Wei, J.C. Risk of systemic lupus erythematosus in patients with idiopathic thrombocy-
topenic purpura: A population-based cohort study. Ann. Rheum. Dis. 2020, 79, 793–799. [CrossRef]

29. Bultink, I.E.; Lems, W.F. Systemic lupus erythematosus and fractures. RMD Open 2015, 1, e000069. [CrossRef]
30. Jung, J.H.; Soh, M.S.; Ahn, Y.H.; Um, Y.J.; Jung, J.Y.; Suh, C.H.; Kim, H.A. Thrombocytopenia in systemic lupus erythematosus:

Clinical manifestations, treatment, and prognosis in 230 patients. Medicine 2016, 95, e2818. [CrossRef]
31. Bagavant, H.; Fu, S.M. Pathogenesis of kidney disease in systemic lupus erythematosus. Curr. Opin. Rheumatol. 2009, 21, 489–494.

[CrossRef]
32. Santacruz, J.C.; Mantilla, M.J.; Rueda, I.; Pulido, S.; Rodriguez-Salas, G.; Londono, J. A practical perspective of the hematologic

manifestations of systemic lupus erythematosus. Cureus 2022, 14, e22938. [CrossRef] [PubMed]
33. Kwan, A.; Rayes, H.A.; Lazova, T.; Anderson, N.; Bonilla, D.; Su, J.; Touma, Z. Herpes zoster in SLE: Prevalence, incidence and

risk factors. Lupus Sci. Med. 2022, 9, e000574. [CrossRef] [PubMed]
34. Dammacco, R. Systemic lupus erythematosus and ocular involvement: An overview. Clin. Exp. Med. 2018, 18, 135–149. [CrossRef]

[PubMed]
35. Pavlov-Dolijanovic, S.; Damjanov, N.S.; Vujasinovic Stupar, N.Z.; Marcetic, D.R.; Sefik-Bukilica, M.N.; Petrovic, R.R. Is there

a difference in systemic lupus erythematosus with and without Raynaud’s phenomenon? Rheumatol. Int. 2013, 33, 859–865.
[CrossRef]

36. Benli, M.; Batool, F.; Stutz, C.; Petit, C.; Jung, S.; Huck, O. Orofacial manifestations and dental management of systemic lupus
erythematosus: A review. Oral Dis. 2021, 27, 151–167. [CrossRef]

37. Cuchacovich, R.; Gedalia, A. Pathophysiology and clinical spectrum of infections in systemic lupus erythematosus. Rheum. Dis.
Clin. N. Am. 2009, 35, 75–93. [CrossRef]

38. Alani, H.; Henty, J.R.; Thompson, N.L.; Jury, E.; Ciurtin, C. Systematic review and meta-analysis of the epidemiology of
polyautoimmunity in Sjögren’s syndrome (secondary Sjögren’s syndrome) focusing on autoimmune rheumatic diseases. Scand. J.
Rheumatol. 2018, 47, 141–154. [CrossRef]

39. Alharbi, S.; Ahmad, Z.; Bookman, A.A.; Touma, Z.; Sanchez-Guerrero, J.; Mitsakakis, N.; Johnson, S.R. Epidemiology and survival
of systemic sclerosis-systemic lupus erythematosus overlap syndrome. J. Rheumatol. 2018, 45, 1406–1410. [CrossRef]

40. Pasoto, S.G.; Adriano de Oliveira Martins, V.; Bonfa, E. Sjögren’s syndrome and systemic lupus erythematosus: Links and risks.
Open Access Rheumatol. 2019, 11, 33–45. [CrossRef]

41. Moutsopoulos, H.M. Autoimmune rheumatic diseases: One or many diseases? J. Transl. Autoimmun. 2021, 4, 100129. [CrossRef]
42. Lu, M.C.; Fa, W.H.; Tsai, T.Y.; Koo, M.; Lai, N.S. Increased utilisation of eye disorder-related ambulatory medical services prior

to the diagnosis of Sjögren’s syndrome in female patients: A longitudinal population-based study in Taiwan. BMJ Open 2014,
4, e003862. [CrossRef]

43. Lu, M.C.; Jheng, C.H.; Tsai, T.Y.; Koo, M.; Lai, N.S. Increased dental visits in patients prior to diagnosis of primary Sjögren’s
syndrome: A population-based study in Taiwan. Rheumatol. Int. 2014, 34, 1555–1561. [CrossRef]

44. Peng, X.; Lu, Y.; Wei, J.; Lin, T.; Lu, Q.; Liu, Q.; Ting, W.J. A cohort study of T helper 17 cell-related cytokine levels in tear samples
of systemic lupus erythematosus and Sjögren’s syndrome patients with dry eye disease. Clin. Exp. Rheumatol. 2021, 39, 159–165.
[CrossRef]

45. Yen, J.C.; Hsu, C.A.; Li, Y.C.; Hsu, M.H. The prevalence of dry eye syndrome’s and the likelihood to develop Sjögren’s syndrome
in Taiwan: A population-based study. Int. J. Environ. Res. Public Health 2015, 12, 7647–7655. [CrossRef]

46. Akpek, E.K.; Bunya, V.Y.; Saldanha, I.J. Sjögren’s syndrome: More than just dry eye. Cornea 2019, 38, 658–661. [CrossRef]
47. Liu, Y.C.; Lin, W.Y.; Tsai, M.C.; Fu, L.S. Systemic lupus erythematosus and thyroid disease—Experience in a single medical center

in Taiwan. J. Microbiol. Immunol. Infect. 2019, 52, 480–486. [CrossRef]
48. Lee, C.; Chen, S.F.; Yang, Y.C.; Hsu, C.Y.; Shen, Y.C. Association between Graves’ disease and risk of incident systemic lupus

erythematosus: A nationwide population-based cohort study. Int. J. Rheum. Dis. 2021, 24, 240–245. [CrossRef]
49. Ceccarelli, F.; Perricone, C.; Cipriano, E.; Massaro, L.; Natalucci, F.; Capalbo, G.; Leccese, I.; Bogdanos, D.; Spinelli, F.R.;

Alessandri, C.; et al. Joint involvement in systemic lupus erythematosus: From pathogenesis to clinical assessment. Semin.
Arthritis Rheum. 2017, 47, 53–64. [CrossRef]

50. Alijotas-Reig, J.; Esteve-Valverde, E.; Anunciación-Llunell, A.; Marques-Soares, J.; Pardos-Gea, J.; Miró-Mur, F. Pathogenesis,
diagnosis and management of obstetric antiphospholipid syndrome: A comprehensive review. J. Clin. Med. 2022, 11, 675.
[CrossRef]

51. Tarr, T.; Lakos, G.; Bhattoa, H.P.; Szegedi, G.; Shoenfeld, Y.; Kiss, E. Primary antiphospholipid syndrome as the forerunner of
systemic lupus erythematosus. Lupus 2007, 16, 324–328. [CrossRef]

http://doi.org/10.1371/journal.pone.0175508
http://doi.org/10.1136/annrheumdis-2020-217013
http://doi.org/10.1136/rmdopen-2015-000069
http://doi.org/10.1097/MD.0000000000002818
http://doi.org/10.1097/BOR.0b013e32832efff1
http://doi.org/10.7759/cureus.22938
http://www.ncbi.nlm.nih.gov/pubmed/35399432
http://doi.org/10.1136/lupus-2021-000574
http://www.ncbi.nlm.nih.gov/pubmed/35017186
http://doi.org/10.1007/s10238-017-0479-9
http://www.ncbi.nlm.nih.gov/pubmed/29243035
http://doi.org/10.1007/s00296-012-2449-6
http://doi.org/10.1111/odi.13271
http://doi.org/10.1016/j.rdc.2009.03.003
http://doi.org/10.1080/03009742.2017.1324909
http://doi.org/10.3899/jrheum.170953
http://doi.org/10.2147/OARRR.S167783
http://doi.org/10.1016/j.jtauto.2021.100129
http://doi.org/10.1136/bmjopen-2013-003862
http://doi.org/10.1007/s00296-014-3003-5
http://doi.org/10.55563/clinexprheumatol/tlnr4z
http://doi.org/10.3390/ijerph120707647
http://doi.org/10.1097/ICO.0000000000001865
http://doi.org/10.1016/j.jmii.2016.11.008
http://doi.org/10.1111/1756-185X.14027
http://doi.org/10.1016/j.semarthrit.2017.03.022
http://doi.org/10.3390/jcm11030675
http://doi.org/10.1177/0961203307077993


J. Clin. Med. 2022, 11, 5406 12 of 12

52. Chen, H.H.; Lin, C.H.; Chao, W.C. Risk of Systemic lupus erythematosus in patients with anti-phospholipid syndrome: A
population-based study. Front. Med. 2021, 8, 654791. [CrossRef] [PubMed]

53. Navarra, S.V.; Leynes, M.S.N. Infections in systemic lupus erythematosus. Lupus 2010, 19, 1419–1424. [CrossRef] [PubMed]
54. Bosch, X.; Guilabert, A.; Pallarés, L.; Cerveral, R.; Ramos-Casals, M.; Bové, A.; Ingelmo, M.; Font, J. Infections in systemic lupus

erythematosus: A prospective and controlled study of 110 patients. Lupus 2006, 15, 584–589. [CrossRef] [PubMed]
55. Ruiz-Irastorza, G.; Olivares, N.; Ruiz-Arruza, I.; Martinez-Berriotxoa, A.; Egurbide, M.V.; Aguirre, C. Predictors of major infections

in systemic lupus erythematosus. Arthritis Res. Ther. 2009, 11, R109. [CrossRef]
56. Chen, J.; Tang, Y.; Zhu, M.; Xu, A. Heart involvement in systemic lupus erythematosus: A systemic review and meta-analysis.

Clin. Rheumatol. 2016, 35, 2437–2448. [CrossRef]
57. Shaban, A.; Leira, E.C. Neurological complications in patients with systemic lupus erythematosus. Curr. Neurol. Neurosci. Rep.

2019, 19, 97. [CrossRef]
58. Karremah, M.F.; Hassan, R.Y.; Faloudah, A.Z.; Alharbi, L.K.; Shodari, A.F.; Rahbeeni, A.A.; Alharazi, N.K.; Binjabi, A.Z.;

Cheikh, M.M.; Manasfi, H.; et al. From symptoms to diagnosis: An observational study of the journey of SLE patients in Saudi
Arabia. Open Access Rheumatol. 2022, 14, 103–111. [CrossRef]

http://doi.org/10.3389/fmed.2021.654791
http://www.ncbi.nlm.nih.gov/pubmed/34041252
http://doi.org/10.1177/0961203310374486
http://www.ncbi.nlm.nih.gov/pubmed/20947551
http://doi.org/10.1177/0961203306071919
http://www.ncbi.nlm.nih.gov/pubmed/17080913
http://doi.org/10.1186/ar2764
http://doi.org/10.1007/s10067-016-3373-z
http://doi.org/10.1007/s11910-019-1012-1
http://doi.org/10.2147/OARRR.S362833

	Introduction 
	Materials and Methods 
	Study Design and Data Source 
	Identification of Main Diagnosis of Outpatient Medical Visits 
	Statistical Analysis 

	Results 
	Discussion 
	References

