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Abstract: Objective To investigate bone density and the risk of fracture, and the relationship between changes in bone density
and disease activity in patients with systemic lupus erythematosus ( SLE). Methods 49 cases of SLE diagnosed in our hospital
between August 2016 and September 2017 and 52 healthy individuals were included in this study. 3D bone mineral density (BMD)
and two-dimensional BMD of femur in the two groups were measured by dual energy X-ray absorptiometry. The relationship between
bone density, risk of fracture and disease activity were analyzed. Results (1) Compared with the control group, the hip
trabecular volumetric bone density was significantly lower (#=-0.47, P<0.05), and the cortical thickness of the anterior femoral
neck, the lateral aspect of the femoral trochanter and the anterior segment of the femoral shaft were significantly decreased in patients
with SLE (r=-2.34, -2.10 and -2. 36, respectively, all P<0.05); (2) Compared with the control group, the two-dimensional
bone mineral density of hip in SLE group was significantly decreased (1=-2.64, P<0.05). The risk of fracture was significantly
higher in SLE group than that of the control group (r=-3.54, P<0.01); (3) Positive correlation was observed between SLEDAI
scores and reduction in hip trabecular volumetric bone density and cortical thickness of femoral neck ( B=1 203. 32 and 1. 94, both P
<0.05). However, there was no obviously correlation between SLEDAI scores and two-dimensional BMD. Conclusion There
was high risk of fracture and lower bone density in patients with SLE. The changes in bone mineral density were mainly manifested

as trabecular volumetric bone mineral density and 2D bone density. And the change in trabecular volumetric bone mineral density was
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positively correlated with SLE disease activity. Thus, disease control of primary diseases has important clinical significance in

preventing osteoporosis in SLE patients.
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Table 1 Comparison of 3D volumetric bone mineral density of

femur between SLE patients and normal controls(%+s)
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FRA E(az iJ‘g) 2 (Sanszzﬁ) i P i
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Table 3  Comparison of two-dimensional bone mineral density
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Correlation between SLE-DAI score and 3D average

cortical thickness of femur

SLE-DAI #14y

e B P{E 95% B {5 X [H]
i g2y
T Bt -2.23 0.12 (-40.28,35. 83)
Ja T B -20.39 0.16 (-57.30,16.52)
T 1.94 0.04" (-22.66,26.54)
) T 0.36 0.29 (-27.86,28.58)
S -46.57 0. 06 (-21.56,2.26)
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R 36.08 0.18 (-5.24,7.40)
o B 5.32 0.39 (-3.15,13.79)
e -16.11 0.38 (-19.39,17.11)
& 0.03 0. 47 (-0.15,0.84)
¥ " P<0.05,

R 7 SLE-DAL U 5IRE WA 480 % & (BMD) 594
KA by
Table 7  Correlation analysis of SLE-DAIL score and two-

dimensional bone mineral density ( BMD) of femur and hip
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gl -20.92 0.33 (-60.10,18.25)
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