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ABSTRACT

INTRODUCTION:

Rheumatic diseases have been found to be associated with an increased risk of cardiovascular disease (CVD) and
dyslipidemia. Constant state of inflammation among patients with active rheumatic diseases predispose to endothelial
damage leading to increased risk of dyslipidemia and CVD. Dyslipidemias are being increasingly recognized as an
important contributory factor towards the development of CVD and also the leading cause of death in various
autoimmune diseases. We aim to study the prevalence and pattern of dyslipidemia in these patients.

MATERIALS & METHODS:

Consecutive patients with active rheumatic disease of >3months duration and fibromyalgia attending rheumatology
OPD were included from January 2013 to January 2014. Patients with diabetes, hypertension, hypothyroidism, CAD,
CKD and those on statin or fibrates were excluded. Activity was determined by clinical features, ESR and CRP levels.
Data were collected on predesigned excel sheet including fasting lipid profile.

RESULTS:

A total of 560 patients were enrolled (RA-255, SLE-70, other-45, FMS-190). Any form of dyslipidemia was found in
75.9% of patients. Isolated raised triglyceride >300mg/dl was seen in 178 (41.9%) of them, whereas LDL>120mg/dl
was seen 235(55.3%) of patients (23.7% had LDL>200). Almost all patients (98.7%) had LDL:HDL ratio of >2.5.
Dyslipidemia was seen in 86 (45.2%) patients with fibromyalgia but none of them had LDL>120 mg/dl.

CONCLUSION:

Patients with active rheumatic disease are likely to have significant dyslipidemia which can contribute to excess
cardiovascular mortality in these patients. Early identification and correction of significant lipid abnormalities may help
to reduce the morbidity and mortality in these patients.
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INTRODUCTION:

Rheumatic diseases have been found to be associated with an
increased risk of cardiovascular disease (CVD) and
dyslipidemia.' Various studies have been done on patients
with theumatic diseases to study the patterns of dyslipidemias.
It has been observed that increased inflammation and active
disease has an impact on lipid patterns in blood. The constant
state of inflammation among patients with active rheumatic
diseases predispose to endothelial damage leading to
increased risk of dyslipidemiaand CVD.?

In general population, dyslipidemia has been shown to be one
of the strongest predictors of CVD, with elevated levels of low
density lipoproteins (LDL) forming the primary treatment
target according to national guidelines.™ About 54% of
rheumatoid arthritis (RA )patient were found to have various
types of dyslipidemias." They are being increasingly
recognized as an important contributory factor towards the
development of CVD among active rheumatic diseases and
also the leading cause of death in various autoimmune
diseases, mainly rheumatoid arthritis (RA), systemic lupus
erythematosus (SLE), ankylosing spondylitis and anti-
phospholipid antibody syndrome.*® RA is associated with
50% increase in incidence of myocardial infarction (MI) and
cardiovascular diseases as compared to general population.’
CVD is the most prominent cause of mortality and morbidity
among SLE patients, prevalence ranges between 6 - 10%."

In context to Nepal, dyslipidemia is quite prevalent among
general population and the lipid pattern is significantly
different from that seen in other Asian studies.”"” We do not
have data available on the lipid patterns of patients with active
rheumatic diseases. Thus, the rationale of this study is to see
the prevalence and pattern of dyslipidemias in patients with
active rheumatic disorders in Nepal.

METHODOLOGY:

The study was cross sectional observational study conducted
at Rheumatology OPD of National Center for Rheumatic
Diseases (NCRD) and a tertiary hospital in Kathmandu from
January 2013 to January 2014. Consecutive patients of all age
group with active inflammatory rheumatic diseases of >3
months duration and fibromyalgia were included. Patients
with diabetes, hypertension, hypothyroidism, CVD, chronic
kidney disease and those on lipid lowering drugs (statins and
fibrates) were excluded from the study. Informed consent was
obtained from all subjects before encrollment in the study.

Detailed history, clinical examination and review of past
medical records were performed. A predesigned excel sheet

was filled to evaluate the clinical parameters used in
assessment of activity of each rheumatic disease.

Laboratory investigations were sent for C-reactive protein
(CRP), erythrocyte sedimentation rate (ESR), lipid profile
including high density lipoproteins (HDL), low density
lipoproteins (LDL), total cholesterol (TC) and triglycerides
(TG) after an overnight fasting of 12 hours.

Statistical analysis was performed using SPSS 19. Simple
descriptive statistics were used to define the prevalence and
type of dyslipidemia in these patients.

RESULTS:

A total of 560 patients were enrolled in the study (RA 255,
SLE 70, FMS 190 and others 45)[figurel].Others included
ankylosing spondylitis, polymyositis, anti-phospholipid
antibody syndrome, scleroderma etc.

Any form of dyslipidemia was found in 75.9% of patients.
Isolated raised triglyceride (TG) >300mg/dl was seen in 178
(41.9%) of them, whereas Low Density Lipoprotein
(LDL)>120mg/dl was seen 235(55.3%) of patients (23.7%
had LDL>200). Almost all patients (98.7%) had LDL:HDL
ratio of >2.5. Dyslipidemia was seen in 86 (45.2%) patients
with fibromyalgia but none of them had LDL>120 mg/dl.

DISCUSSION:

The complexity and diversity of many rheumatological
conditions is often attributed to their underlying autoimmune
nature. Autoimmunity forms the basis of many
rheumatological diseases, and may contribute not only to the
classical clinical manifestations but also to the complications.

Dyslipidemia can be considered as a major risk factor for
CVD and is very common in patients with active rheumatic
diseases.™ Many of the rheumatological diseases, including
RA and SLE are associated with an excess cardiovascular
morbidity and mortality."" RA is associated with 50%
increase in incidence of myocardial infarction and
cardiovascular diseases as compared to general population.’
The prevalence of CVD among SLE patients ranges between 6
-10%.

Active rheumatic diseases are associated with a heightened
inflammatory state in varying degree." Due to the increased
permeability of the dysfunctional endothelium, excess LDL
infiltrates the artery wall and is retained in the intima. LDL
then undergoes modification and oxidation, initiating an
inflammatory response in the artery wall.”"*
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Patterns of dyslipidemias in autoimmune rheumatic diseases
have been studied in different parts of the world; but there is no
study in Nepal on this subject. Thus, the study was conducted
in Nepalese patients with various types of theumatic diseases.
Different types of lipid disorders were observed in 75.9% of
the total patients. Population prevalence of dyslipidemia is
around 31% worldwide." Similar data was seen among
Nepalese general population too.”” Needless to say,
dyslipidemia is more common among diabetics.” A study in
2011 has shown elevated TG levels to be associated with
increased CVD risk among RA patients as compared to those
without RA.  The pattern of dyslipidemia may vary from one
country to another.” Around 42% of our patients also had
isolated raised TG levels.

When considering different lipid fractions individually, low
HDL and deranged cholesterol are the most significant
dyslipidemias associated with disease activity among these
rheumatic patients.” Almost all (98.7%) patients having high
LDL:HDL ratio indicates towards this risk factor also.

Thus, we can summarize that dyslipidemia is more prevalent
in patients with active rheumatic disease as compared to the
general population. An isolated high TG level, high LDL:HDL
ratio followed by high LDL levels are the main patterns seen in
these patients which is comparable to diabetic patients. *

CONCLUSION:

Patients with active rheumatic disease are likely to have
significant dyslipidemia which can contribute to excess
cardiovascular mortality in these patients. Although the
pattern and prevalence of dyslipidemia appears to differ
between the autoimmune rheumatic diseases, the mechanism
underlying these changes include the interplay of
inflammation and autoantibody formation. Thus, early
identification and correction of significant lipid abnormalities
may help to reduce the morbidity and mortality in these
patients.

Figure 1
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