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Abstract

Objective—The Georgia Lupus Registry is a population-based registry designed to improve our 

ability to estimate incidence and prevalence of systemic lupus erythematosus (SLE) in a large 

population.

Methods—Potential cases were identified from multiple sources during the years 2002 through 

2004. Cases were defined by the American College of Rheumatology (ACR) Criteria for SLE or a 

combined definition. Age-standardized rates were determined and stratified by race and sex. With 

capture-recapture analyses, we estimated the under-ascertainment of cases.

Results—Using the ACR case definition, the overall crude and age-adjusted incidence rate was 

5.6/100,000, with capture-recapture and combined definition rates being slightly higher. The age-

adjusted incidence rate for women was >5 times higher (9.2 vs. 1.8) than that for men. Black 

women had an incidence rate nearly 3 times higher than that for white women with a significantly 

higher rate in the 30 to 59 years age group. The overall crude and age-adjusted prevalence rates 

were 74.4 and 73/100,000, respectively. The age-adjusted prevalence rate for women was nearly 9 

times higher (127.6 vs. 14.7) than that for men. Black women had very high rates (196.2). A 

striking difference was seen in the proportion with end-stage renal disease in prevalent cases, with 

a sevenfold greater involvement among blacks.

Conclusion—With more complete case finding, our incidence and prevalence rates are among 

the highest reported in the United States. Results continue to underscore striking gender, age, and 

racial disparities between blacks and whites.
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In the 1950’s, systemic lupus erythematosus (SLE) was thought to be rare, predominantly 

afflicting females with light hair, fair skin, and “inability to tan” (1). An epidemiologic study 

from 1956–65 showed for the first time the higher burden of disease in black women 

compared to their white counterparts (2). We now appreciate the disproportionate burden of 

SLE on women, particularly in their childbearing years, and in certain racial groups. These 

epidemiologic studies advanced our understanding of the burden of SLE but were limited in 

their ability to find all cases in the population and thus describe the full spectrum of 

diagnosed SLE.

Given the recent significant increase in awareness of and research in SLE, along with the 

availability of innovative techniques (3), the purpose of this Georgia Lupus Registry (GLR) 

study is to advance our epidemiologic understanding of SLE by doing more complete case 

finding in a targeted population, avoiding referral bias in a particular institution, using 

available case definitions to better define the incidence and prevalence of diagnosed SLE, 

and characterizing individuals with this disease from a population perspective. The GLR is 

one of two recently completed Centers for Disease Control and Prevention (CDC) funded 

population-based lupus registries designed to minimize many of the limitations of previous 

studies. An innovative tool in this approach is the use of the state public health surveillance 

exemption to the Health Insurance Portability and Accountability Act (HIPAA) to acquire 

greater access to protected health information without requiring individual patient consent, a 

limitation that can bias findings. This novel and powerful approach allows for an 

unprecedented completeness of case finding from multiple sites of ascertainment throughout 

the targeted community. Coupled with detailed training of abstractors, strict quality control 

of data gathering and processing, multiple sources of case ascertainment that minimizes bias 

from a consent process or institution type, and the high number of cases, this study provides 

more reliable population-based estimates of incidence and prevalence of SLE than 

previously reported.

Patients and Methods

THE GEORGIA LUPUS REGISTRY

In 2002, the CDC Arthritis Program funded the Georgia Department of Public Health (GA 

DPH) to conduct surveillance of SLE in 2 Georgia counties with large black populations 

(Fulton and DeKalb) (3). To avoid biased ascertainment and underreporting as a result of 

recruiting large numbers of community patients, the GA DPH, as a “public health 

authority”, used its public health surveillance exemption to the HIPAA Privacy Rule (45 

CFR parts 160 and 164) to obtain protected health information (PHI) without written patient 

consent (45 CFR 164.512[b]). PHI was needed to determine if diagnosed cases met the 

various case definition criteria and to provide enough information to prevent duplicate 

counting of patients when the same patient was encountered in multiple facilities. The GA 

DPH contracted with Emory University as its designated agent to provide lupus expertise 

and manage the project. CDC considered this surveillance project to be “public health 

practice” (rather than research) that did not need CDC Institutional Review Board (IRB) 

review, but it was reviewed and approved by the IRB’s at Emory University and the GA 

DPH.
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STUDY POPULATION AND PERIOD

The study population consisted of residents of Fulton and DeKalb counties, which include 

the city of Atlanta. Prevalence was estimated for 2002 and incidence for 2002–2004. The 

Bureau of the Census estimate in 2002 for the two counties was 1,552,970 with 51.1% 

women, 49.3% blacks, and 46.4% whites (4) and remained stable in 2003–04. The registry 

captured diagnosed cases retrospectively. Case ascertainment efforts began in late 2004 in 

order for data elements to have had time to be captured in various records and data systems. 

Given the tremendous effort required to obtain and validate cases through multiple sources 

in the pluralistic US health care system, data collection was not completed until 2011.

CASE DEFINITIONS

SLE is a complex disease that is currently defined using a variety of case definitions. The 

gold standard case definition is diagnosis by expert clinical assessment, usually a 

rheumatologist, which is impractical for large population-based studies. We used 3 case 

definitions for this study:

1. ≥ 4 ACR criteria. The most widely accepted standard is meeting ≥4 of 11 criteria in 

the 1997 update of the 1982 American College of Rheumatology (ACR) Revised 

Classification Criteria for SLE (≥ 4 ACR criteria) (5, 6).

2. Treating rheumatologist’s diagnosis. Those with 3 ACR criteria were required to 

have a documented statement of diagnosis of SLE in the medical record by a board-

certified rheumatologist. This acknowledges that a clinical diagnosis by the treating 

rheumatologist with direct access to the patient is important, particularly in 

prevalent patients with longstanding disease where certain records may have been 

inaccessible or lost over time for our study.

3. <4 ACR criteria plus lupus kidney disease. In the absence of fulfilling ≥4 of 11 

ACR criteria, those with SLE renal involvement were defined by either:

a. a biopsy consistent with class II–VI lupus nephritis (7–9). These biopsies 

were linked to SLE administrative coding or clinical documentation and 

were deemed significant enough of a clinicopathologic finding to suggest a 

case has SLE in the absence of meeting full ACR criteria (10).

b. end-stage renal disease (ESRD) requiring dialysis or renal transplantation 

with documentation of SLE in the medical record. This avoids missing 

patients who may have spent most of their time at dialysis centers for care 

and/or were busy dealing with other comorbidities. The likelihood of being 

able to locate or access medical records where most ACR criteria are 

documented decreases for these patients. Incident and prevalent patients may 

have achieved ESRD status before 2004 or 2002, respectively.

For analytic purposes, we report results in two ways: for the standard case definition (≥ 4 

ACR Criteria) alone and for a “combined” case definition that includes all 3 case definitions.

Incident cases were defined as those newly diagnosed with SLE from January 1, 2002 

though December 31, 2004 and prevalent cases were defined as those with a diagnosis of 
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SLE of any duration during the year 2002. Both must also have met a case definition with a 

documented address in one of the two targeted counties during the time of interest.

CASE ASCERTAINMENT, SCREENING, AND VALIDATION

The primary sources of potential cases included hospitals, rheumatologists, nephrology 

groups, and dermatology groups in and around the catchment area (Figure 1). 

Administrative databases were queried retrospectively for the International Classification of 

Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) diagnostic code 710.0 (SLE), 

as well as 695.4 (discoid lupus), 710.8 (other specified connective tissue disease), and 710.9 

(unspecified connective tissue disease). Antiphospholipid antibody syndrome, which lacks a 

specific ICD-9-CM code, was searched for if a consistent code was utilized at a particular 

facility.

Secondary sources included regional commercial and hospital-based laboratories, which 

were queried respectively for anti-nuclear antibodies (ANA) titer ≥ 1:320, anti-DNA and/or 

anti-Sm antibodies, depressed complement levels, and anti-cardiolipin antibodies. Pathology 

laboratories were queried for cutaneous and renal biopsies consistent with lupus. Data were 

also obtained from the Veterans Administration, electronic medical record systems, and the 

US Renal Data System (USRDS), which captures all patients with end stage renal disease 

receiving any kidney replacement therapy (e.g., dialysis or kidney transplantation).

After final screening for residency in the target counties during the target time period, 

available medical records were abstracted for over 200 data elements, each with detailed 

definitions in a data dictionary; elements were sought continuously from all sources (without 

stopping when a certain number of case definition criteria were met). Demographic 

information, such as race, was obtained from the medical record. Date of diagnosis was the 

earliest date assigned in the medical record by the patient’s treating physician because the 

date at which the patient met ≥4 ACR criteria, often used to define incidence in prospective 

studies, was difficult to accurately ascertain retrospectively.

Abstractors were thoroughly trained and tested by board-certified rheumatologists who were 

expert in lupus before entering the field, where they continued to undergo quality 

assessments every 100 records. This required a minimum inter-observer agreement of 90% 

of all elements and 95% of ACR criteria using the Principal Investigators’ (SL, CD) 

abstraction as the gold standard or remedial training until those criteria were met.

STATISTICAL ANALYSIS

Crude SLE incidence rates and 95% confidence intervals as well as race- and sex-stratified 

rates were estimated using methods based on the Poisson distribution (11). Denominator 

data for estimating rates for DeKalb and Fulton counties for the years 2002–2004 were 

obtained from the postcensal population estimates (4). Age-adjusted estimates and 95% 

confidence intervals were calculated based on the standard 2000 projected age distribution 

by the direct method using R (routine ageadjust.direct) (12), which calculates age 

standardized (adjusted) rates and “exact” confidence intervals based on the gamma 

distribution (13). Similar methods were used to estimate 2002 prevalence.
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CAPTURE-RECAPTURE

Capture-recapture (C-RC) methods estimate the completeness of case ascertainment when 

using multiple information sources. Log-linear models were used to estimate the true SLE 

population size by evaluating the degree of overlap among three data sources – hospitals, 

specialists, and health care systems, which were chosen by expert opinion from the 

investigators (SL, CD) to be the primary sources of cases. Modeling was performed 

separately for incident and prevalent data based on those patients who met the case 

definition of ≥ 4 ACR Criteria. The log-linear model was used to estimate the number of 

persons who were missed in the population.

Seven hierarchical log-linear models were fit to the data (one model assuming independence 

among the three data sources; three models of pairwise interaction; and three models of two 

pairwise interactions). The best fitting model was determined by goodness of fit statistics 

and the parsimony principle. Based on the estimated undercount, revised (C-RC) estimates 

of incidence and prevalence were calculated. All (C-RC) analyses followed the methods 

described by Bishop et al and McCarty et al and were implemented using SAS Proc Genmod 

(14, 15).

Results

INCIDENCE - ≥ 4 ACR CRITERIA

In 2002–2004, 267 cases fulfilled ≥ 4 ACR criteria for SLE, including 196 blacks, 62 

whites, and 9 other races (Table 1). The overall crude and age-adjusted incidence rates were 

similar [5.6 per 100,000 person-years]. Age-adjusted incidence rates were 5 times higher 

among women than men [9.2 (95% CI, 8.1–10.5) vs. 1.8 (95% CI, 1.3–2.4)]. Among 

women, age-adjusted rates for blacks were nearly 3 times higher than that for whites (13.4 

vs. 4.7); among men, rates for blacks were >4 times higher than that for whites (3.2 vs. 0.7). 

C-RC analysis estimated 31 (95% CI, 18–55) missed SLE cases resulting in a higher C-RC 

adjusted rate of 6.3 per 100,000 person-years.

Overall age-specific rates were significantly different between blacks and whites in both 

women and men. Figure 2 shows age-specific rates by sex and race. Black women had 

significantly higher IR’s compared to white women in the 30–59 age range, especially in the 

30–39 age strata (Figure 2A). Age-specific differences were not found between blacks and 

whites in men, though there were significantly fewer numbers of men in these strata (Figure 

2B).

The overall average age at diagnosis was 40.5 (s.d.±16.5) years, with no significant 

difference between women and men (40.7±16.3 vs. 39.4±17.9 years, p=0.48). However, 

blacks were significantly younger at diagnosis compared with whites (39.4±15.9 vs. 

45.4±17.7 years, p=0.016). Among women, the only incident cases in those <12 years of age 

were blacks. In the 12–19 age strata, black women and men predominated, with white cases 

only coming from women.
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INCIDENCE – COMBINED CASE DEFINITION

The “combined” case definition yielded an additional 78 cases and a total of 345 incident 

cases, increasing the crude and adjusted rates to 7.3 and 6.9 per 100,000 person-years, 

respectively (Table 1). Of these 78 cases, 72 met 3 ACR criteria, 13 had a renal biopsy 

consistent with lupus nephritis (5 of these had a documented anti-nuclear antibody (ANA) 

and/or anti-DNA antibody), and none had ESRD. All patients were identified as black or 

white except for 11 Asians and 3 with unknown race.

Using the “combined” case definition, the age-adjusted rate for women was 6 times higher 

than that for men (11.7 vs. 1.9 per 100,000 person-years). The age-adjusted rate for blacks 

was 3.2 times higher than that for whites (10.7 vs. 3.3 per 100,000 person-years). The 

proportions were different when comparing gender by race. The rate in women was 2.9 

times higher in blacks than whites (17.0 vs. 5.8 per 100,000 person-years). Black men had a 

4.3 times greater rate compared with white men (3.4 vs. 0.8 per 100,000 person-years).

PREVALENCE - ≥ 4 ACR CRITERIA

In 2002, 1,156 cases fulfilled ≥ 4 ACR criteria for SLE, including 889 blacks, 251 whites, 

and 16 other races (Table 2). The overall crude prevalence rate (PR) was 74.4 (95% CI, 

70.3–78.9) per 100,000 person-years. Age-adjusted PRs were similar to the crude rates. The 

age-adjusted PR for women was nearly 9 times higher than that for men (127.6 vs. 14.7). 

Among women, the PR for blacks was >3 times higher than that for whites (196.2 vs. 59); 

among men, the PR for blacks was >3 times higher than that for whites (23.7 vs. 7.5). C-RC 

analysis was done only for the ≥4 ACR criteria case definition and estimated 133 (95% CI, 

98–181) missing SLE cases resulting in a C-RC adjusted PR of 83 per 100,000 person-years.

PREVALENCE – COMBINED CASE DEFINITION

The “combined” case definition yielded an additional 290 cases for a total of 1,446 prevalent 

cases, increasing the crude and adjusted PRs to 93.1 and 92.1 per 100,000 person-years, 

respectively (Table 2). Of these 290 cases, 213 met 3 ACR criteria, 52 had a renal biopsy 

consistent with lupus nephritis (27 of these had a documented ANA and/or anti-DNA 

antibody), and 49 had ESRD. Of those with ESRD, 11 had a documented ANA and/or anti-

DNA antibody and all had less than 3 ACR criteria (8 had a documented ANA and/or anti-

DNA antibody).

The age-adjusted PR for women was >8 times higher than that for men (159.8 vs. 19.6). The 

age-adjusted PR for blacks was >3 times higher than that for whites, 147.5 vs. 43.1 per 

100,000 person-years. When comparing the age-adjusted PRs in women, blacks were >3 

times higher than whites (241.5 vs. 77.7); in men, blacks were >3 times higher than whites 

(32.2 vs. 9.6). Overall rates were significantly different between blacks and whites in both 

women and men. Black women had significantly higher PRs compared to white women 

across all age strata except for ages 0–11 and ≥ 70 (Figure 2C). For men, PRs were 

noticeably higher in blacks compared to whites between ages 20 and 49 (Figure 2D).
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CLINICAL MANIFESTATIONS

Among incident cases with ≥4 ACR criteria, arthritis, hematologic, and serologic ACR 

Criteria were the most common through the first year after the diagnosis (Table 3). The next 

most frequent were renal disorder and serositis in blacks, and photosensitivity and oral 

ulcers in whites. Less than 2% of incident cases had documented ESRD through the first 

year after the diagnosis. However, among prevalent cases, the proportion of blacks with 

ESRD was 8.4% and whites 1.2%.

Discussion

SLE is one of the most challenging conditions to study on a population level. Several studies 

throughout the world have attempted to advance our epidemiologic knowledge of SLE and 

results have varied widely. We have limited our review in this manuscript to those in the 

North American region (Table 4). Discrepancies in rates are in part due to the inherent 

disparities of SLE (i.e., higher rates in certain ethnic groups). Other reasons include the use 

of different case definitions, biased sources for case ascertainment, small source 

populations, the different demographic groups targeted, the protean manifestations of the 

disease that make diagnosis difficult, the poor reliability of self-report, the lack of reliability 

in coding in health system databases, and poor access to health care for high-risk 

populations. These latter differences not only exist across different countries and health care 

systems, but also within the same country. Although no one study can address these 

limitations completely, the methodologic advances in this study resulted in some of the most 

reliable population-based estimates of incidence and prevalence of SLE.

Leveraging the state’s public health surveillance exemption to obtain and review patient 

information from medical records and various databases without consent was a powerful 

tool to maximize case ascertainment that had never been utilized before for SLE. This led to 

a better population-based assessment without compromising patient confidentiality. This 

also required significant effort in maximizing the quality of the data, which was enhanced 

through the collection of uniformly defined data elements, regular quality assessments of the 

abstractors and data, and sharing of best practices with a parallel registry in Michigan 

through monthly teleconferences facilitated by the CDC. Multiple sources of cases captured 

a wide spectrum of disease, both phenotypically and the degree of disease severity. This 

included all major sources of pediatric cases. The large numbers of cases led to greater 

precision of the estimates and power to compare certain groups.

How cases are defined is essential to a study’s interpretation and comparability to other 

studies. The “gold standard” for diagnosing SLE is by clinical assessment from an 

experienced clinician (i.e., a rheumatologist), which is often impractical for population-

based studies. Currently, the most commonly accepted definition is the updated 1997 ACR 

Criteria for the Classification of SLE (5, 6). While the use of ACR criteria enhances the 

comparability of research studies, the sensitivity of the 1982 criteria has been shown to be 

only 83% in an external population versus 96% in the test population. The criteria also tend 

to be skewed towards limited detection of mild cases of SLE and incident cases at early 

stages of their prodrome. The population size would, therefore, be underestimated and 

biased towards those of longer disease duration and greater severity. Epidemiologic studies 
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would benefit from alternative definitions for comparison. Since the fulfillment of a single 

case definition in the field did not limit the extent of information that was obtained, this 

study utilized an alternative definition that improved sensitivity while minimizing impact to 

specificity, which is acceptable for a large epidemiologic study. Previous studies often 

utilized one definition. Alternative definitions, if available, were often those who met 

incomplete ACR criteria. Diagnoses validated with administrative data or by self-report 

have limitations and should be supplemented with additional data in situations when medical 

review is not feasible (16, 17).

The burden of SLE in the Atlanta, Georgia area is significant, with an overall age-adjusted 

prevalence rate among the highest reported in the US at 73 per 100,000 person-years by 

ACR Criteria, 83 by C-RC, and 92.1 by combined case definition. The overall age-adjusted 

incidence rate is similarly high at 5.6 per 100,000 person-years by ACR Criteria, 6.3 by C-

RC, and 6.9 by combined case definition. Use of the combined case definition yielded 

higher rates and underscores some limitations of the ACR Classification Criteria, which 

should be viewed as a minimal estimate in this retrospective study given the potential for 

data to be missed or overlooked (18). High rates may, in part, be due to improved awareness 

of SLE leading to increased referrals and testing, as well as improved 5-year survival rates 

that have gone from <50% to >90% due to earlier diagnosis and more aggressive treatment 

(19, 20). Including undiagnosed or early cases, which were not addressed in this study, 

would raise these estimates.

Striking gender, age, and racial disparities in SLE have been confirmed. Women have an 

age-adjusted incidence rate >5 times higher and prevalence rate >8 times higher than men 

using the ACR Criteria. The relatively higher female to male ratio that we found in prevalent 

(8:1) compared to incidence cases (5:1) may be related to a greater awareness among 

physicians of SLE in general and as a result in men. Likewise, mortality has been reported to 

be relatively higher in men than in women, particularly by studies from the 1980’s and 

1990’s (21). As the diagnosis and life expectancy of SLE improves, further mortality studies 

will advance our understanding of potential differences in the burden of disease and its 

outcomes by sex. Blacks have an incidence and prevalence rate >3 times higher and develop 

SLE earlier than whites. SLE particularly burdens black women, with some of the highest 

incidence and prevalence rates ever reported (15, 22). Black women between the ages of 30–

59 are at particularly high risk for developing SLE (Figure 2A). In women <20 years old, 

there were only 4 incident cases in whites as compared to 20 in blacks. Only black women 

developed SLE in ages <12 (n=5). Although age-specific prevalence rates were significantly 

higher for black women compared to their white counterparts across all age groups, the 

difference was more striking between the ages of 30 and 69 (Figure 2C). In men, blacks also 

had higher prevalence rates compared to whites, particularly between ages 20 and 50 (Figure 

2D). Our findings suggest that different age-related patterns of mortality by sex and race 

may occur in SLE patients as indicated in prior studies (23).

The burden of ESRD continues to be high, afflicting 6.7% and 1.9% of prevalent and 

incident cases (≥ 4 ACR criteria), respectively. A striking difference was seen in the 

proportion with ESRD, where there was no racial difference among incident cases but a 7 

fold greater involvement among blacks among prevalent cases. Some of this can be 
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explained by an inherently higher risk in those of African descent to develop nephritis (24). 

However, it also indicates a strong potential for disparities in health care access and other 

socioeconomic factors (25). 49 out of 127 prevalent ESRD cases did not have at least 3 ACR 

criteria indicating that up to a third of ESRD cases from lupus nephritis may not meet ACR 

criteria. A consistent renal biopsy, particularly in the setting of suggestive autoantibodies, is 

felt to be indisputable evidence for SLE and should be considered as sufficient “stand alone” 

clinical criteria in prospective studies (26). In an epidemiologic study such as this, given that 

SLE patients with ESRD are seen less often by rheumatologists and nephrologists outside 

dialysis centers, documentation of many of these serologies may have been lost with 

archived or destroyed records.

There are several limitations to this study. First, the US healthcare system is complex, 

heterogeneous, and fragmented, requiring that each practice and institution be approached 

separately to voluntarily participate in this study. Second, data were collected retrospectively 

from medical records designed for clinical use and varied tremendously with respect to 

organization, legibility, and accessibility. The result of these 2 limitations was a labor-

intensive process that required work into 2011 to evaluate the study period of 2002–04. 

Although trained abstractors were audited periodically to ensure consistency and accuracy, a 

degree of variability of clinical diagnosis by rheumatologists cannot be excluded. As a result 

of the retrospective nature of this registry, the degree in which the experience of treating 

physicians impacting the definition of cases, particularly of those with milder disease or 

fewer number of ACR criteria, cannot be determined. Third, there is underascertainment of 

serologic tests, particularly in prevalent cases in which diagnostic tests could have occurred 

many years ago and the results lost in the records, thus leading to lower rates of documented 

ANA and other autoantibodies than what would have been expected in a prospective study 

(table 3). Fourth, the catchment area was defined by artificial county boundaries. Fifth, the 

results of this study are best generalized to whites and blacks in the Southeastern US and not 

to other racial/ethnic groups and in other regions or countries. Sixth, race/ethnicity was 

assigned based primarily on the physician assessment as documented in the medical record. 

This may not reflect the patient’s true self-identity. Finally, this study was not able to 

estimate the rate of undiagnosed disease.

The GLR advances our epidemiologic understanding of SLE, a complicated and difficult to 

diagnose disease, and confirms the significant burden of SLE, particularly in younger black 

women and ESRD in blacks compared to whites. It is part of a larger, coordinated effort to 

more accurately estimate the burden of SLE among other high-risk groups in the US, such as 

Hispanics, Asians, and American Indians/Alaska Natives. Experience from this study could 

also inform efforts to develop ongoing surveillance of SLE and other medical conditions for 

which similar challenges exist.

Acknowledgments

The authors wish to acknowledge and thank the following people: Gaobin Bao, MPH for significant contributions 
in data management and analysis; Wendy Carter for her supervision and administrative support; our team of 
medical abstractors (Patricia Jenkins, Leuy Tong, Kamiran Jafar, Leisa Rossello, Jessica McGann, Ara Alan, Sonya 
Belimesova, Marti Hand);Drs. Somers and McCune and colleagues from the University of Michigan for their 
collaboration; the Georgia Society of Rheumatology and Lupus Foundation of America for their support; and the 
rheumatologists, nephrologists, dermatologists, and health systems who participated.

Lim et al. Page 9

Arthritis Rheumatol. Author manuscript; available in PMC 2015 October 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Supported in part by the CDC, and by cooperative agreement CDC-RFA-DP08-806 and earlier by cooperative 
agreement PA03022 from the CDC.

References

1. Brunsting LA. Disseminated (systemic) lupus erythematosus. Proc Staff Meet Mayo Clin. 1952; 
27(22):410–2. [PubMed: 13004006] 

2. Siegel M, Holley HL, Lee SL. Epidemiologic studies on systemic lupus erythematosus. 
Comparative data for New York City and Jefferson County, Alabama, 1956–1965. Arthritis Rheum. 
1970; 13(6):802–11. [PubMed: 5495391] 

3. Lim SS, Drenkard C, McCune WJ, Helmick CG, Gordon C, Deguire P, et al. Population-based 
lupus registries: advancing our epidemiologic understanding. Arthritis and rheumatism. 2009; 
61(10):1462–6. [PubMed: 19790117] 

4. United States Department of Health and Human Services (US DHHS)Centers for Disease Control 
and Prevention (CDC), National Center for Health Statistics (NCHS). Bridged-Race Population 
Estimates, United States July 1st resident population by state, county, age, sex, bridged-race, and 
Hispanic origin, compiled from 1990–1999 bridged-race intercensal population estimates and 2000–
2009 (Vintage 2009) bridged-race postcensal population estimates, on CDC WONDER On-line 
Database. [cited; Available from: http://wonder.cdc.gov/bridged-race-v2009.html on Jan 1, 2012 
9:47:23 PM

5. Tan EM, Cohen AS, Fries JF, Masi AT, McShane DJ, Rothfield NF, et al. The 1982 revised criteria 
for the classification of systemic lupus erythematosus. Arthritis Rheum. 1982; 25(11):1271–7. 
[PubMed: 7138600] 

6. Hochberg MC. Updating the American College of Rheumatology revised criteria for the 
classification of systemic lupus erythematosus. Arthritis Rheum. 1997; 40(9):1725. [PubMed: 
9324032] 

7. McCluskey, R. Kidney pathology decennial: 1966–1975. Sommers, S., editor. Lupus Nephritis New 
York: Appleton & Lange; 1975. p. 456-9.

8. Weening JJ, D’Agati VD, Schwartz MM, Seshan SV, Alpers CE, Appel GB, et al. The classification 
of glomerulonephritis in systemic lupus erythematosus revisited. J Am Soc Nephrol. 2004; 15(2):
241–50. [PubMed: 14747370] 

9. Weissleder R, Galarza DA, Garza MA. Lupus nephritis: classification, clinical features, and 
treatment. Rev Invest Clin. 1987; 39(3):263–76. [PubMed: 3324251] 

10. Costenbader KH, Karlson EW, Mandl LA. Defining lupus cases for clinical studies: the Boston 
weighted criteria for the classification of systemic lupus erythematosus. J Rheumatol. 2002; 
29(12):2545–50. [PubMed: 12465149] 

11. Altman, D.; Machin, D.; Bryant, T.; Gardner, M., editors. Statistics with Confidence. 2nd. London: 
British Medical Journal Books; 2000. 

12. Klein RJ, Schoenborn CA. Age adjustment using the 2000 projected U.S. population. Healthy 
People 2010 Stat Notes. 2001(20):1–10.

13. Fay MP, Feuer EJ. Confidence intervals for directly standardized rates: a method based on the 
gamma distribution. Stat Med. 1997; 16(7):791–801. [PubMed: 9131766] 

14. Bishop, Y.; Fienberg, S.; Holland, P. Discrete Multivariate Analysis: Theory and Practice. 
Cambridge, MA: MIT Press; 1975. 

15. McCarty DJ, Manzi S, Medsger TA Jr, Ramsey-Goldman R, LaPorte RE, Kwoh CK. Incidence of 
systemic lupus erythematosus. Race and gender differences. Arthritis Rheum. 1995; 38(9):1260–
70. [PubMed: 7575721] 

16. Bernatsky S, Lix L, Hanly JG, Hudson M, Badley E, Peschken C, et al. Surveillance of systemic 
autoimmune rheumatic diseases using administrative data. Rheumatol Int. 2011; 31(4):549–54. 
[PubMed: 20665025] 

17. Walitt BT, Constantinescu F, Katz JD, Weinstein A, Wang H, Hernandez RK, et al. Validation of 
self-report of rheumatoid arthritis and systemic lupus erythematosus: The Womens Health 
Initiative. The Journal of rheumatology. 2008; 35(5):811–8. [PubMed: 18398940] 

Lim et al. Page 10

Arthritis Rheumatol. Author manuscript; available in PMC 2015 October 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://wonder.cdc.gov/bridged-race-v2009.html


18. Petri M. Review of classification criteria for systemic lupus erythematosus. Rheum Dis Clin North 
Am. 2005; 31(2):245–54. vi. [PubMed: 15922144] 

19. Merrell M, Shulman LE. Determination of prognosis in chronic disease, illustrated by systemic 
lupus erythematosus. J Chronic Dis. 1955; 1(1):12–32. [PubMed: 13233308] 

20. Trager J, Ward MM. Mortality and causes of death in systemic lupus erythematosus. Curr Opin 
Rheumatol. 2001; 13(5):345–51. [PubMed: 11604587] 

21. Lu LJ, Wallace DJ, Ishimori ML, Scofield RH, Weisman MH. Review: Male systemic lupus 
erythematosus: a review of sex disparities in this disease. Lupus. 2010; 19(2):119–29. [PubMed: 
19946032] 

22. Molokhia M, Hoggart C, Patrick AL, Shriver M, Parra E, Ye J, et al. Relation of risk of systemic 
lupus erythematosus to west African admixture in a Caribbean population. Hum Genet. 2003; 
112(3):310–8. [PubMed: 12545274] 

23. Trends in deaths from systemic lupus erythematosus–United States, 1979–1998. MMWR Morb 
Mortal Wkly Rep. 2002; 51(17):371–4. [PubMed: 12018384] 

24. Bastian HM, Roseman JM, McGwin G Jr, Alarcon GS, Friedman AW, Fessler BJ, et al. Systemic 
lupus erythematosus in three ethnic groups. XII. Risk factors for lupus nephritis after diagnosis. 
Lupus. 2002; 11(3):152–60. [PubMed: 12004788] 

25. Feldman CH, Hiraki LT, Liu J, Fischer MA, Solomon DH, Alarcon GS, et al. Epidemiology and 
sociodemographics of systemic lupus erythematosus and lupus nephritis among US adults with 
Medicaid coverage, 2000–2004. Arthritis and rheumatism. 2013; 65(3):753–63. [PubMed: 
23203603] 

26. Petri M, Orbai AM, Alarcon GS, Gordon C, Merrill JT, Fortin PR, et al. Derivation and validation 
of systemic lupus international collaborating clinics classification criteria for systemic lupus 
erythematosus. Arthritis and rheumatism. 2012

27. Fessel WJ. Systemic lupus erythematosus in the community. Incidence, prevalence, outcome, and 
first symptoms; the high prevalence in black women. Arch Intern Med. 1974; 134(6):1027–35. 
[PubMed: 4433183] 

28. Hochberg MC. The incidence of systemic lupus erythematosus in Baltimore, Maryland, 1970–
1977. Arthritis Rheum. 1985; 28(1):80–6. [PubMed: 3966940] 

29. Nossent JC. Systemic lupus erythematosus on the Caribbean island of Curacao: an epidemiological 
investigation. Ann Rheum Dis. 1992; 51(11):1197–201. [PubMed: 1466595] 

30. Uramoto KM, Michet CJ Jr, Thumboo J, Sunku J, OFallon WM, Gabriel SE. Trends in the 
incidence and mortality of systemic lupus erythematosus, 1950–1992. Arthritis Rheum. 1999; 
42(1):46–50. [PubMed: 9920013] 

31. Peschken CA, Esdaile JM. Systemic lupus erythematosus in North American Indians: a population 
based study. J Rheumatol. 2000; 27(8):1884–91. [PubMed: 10955328] 

32. Walsh BT, Pope C, Reid M, Gall EP, Yocum DE, Clark LC. SLE in a United States-Mexico border 
community. J Clin Rheumatol. 2001; 7(1):3–9. [PubMed: 17039079] 

33. Deligny C, Thomas L, Dubreuil F, Theodose C, Garsaud AM, Numeric P, et al. Systemic lupus 
erythematosus in Martinique: an epidemiologic study. Rev Med Interne. 2002; 23(1):21–9. 
[PubMed: 11859691] 

34. Ward MM. Prevalence of physician-diagnosed systemic lupus erythematosus in the United States: 
results from the third national health and nutrition examination survey. J Womens Health 
(Larchmt). 2004; 13(6):713–8. [PubMed: 15333286] 

35. Naleway AL, Davis ME, Greenlee RT, Wilson DA, McCarty DJ. Epidemiology of systemic lupus 
erythematosus in rural Wisconsin. Lupus. 2005; 14(10):862–6. [PubMed: 16302684] 

36. Molina MJ, Mayor AM, Franco AE, Morell CA, Lopez MA, Vila LM. Prevalence of systemic 
lupus erythematosus and associated comorbidities in Puerto Rico. J Clin Rheumatol. 2007; 13(4):
202–4. [PubMed: 17762454] 

37. Bernatsky S, Joseph L, Pineau CA, Tamblyn R, Feldman DE, Clarke AE. A population-based 
assessment of systemic lupus erythematosus incidence and prevalence–results and implications of 
using administrative data for epidemiological studies. Rheumatology (Oxford). 2007; 46(12):
1814–8. [PubMed: 18032538] 

Lim et al. Page 11

Arthritis Rheumatol. Author manuscript; available in PMC 2015 October 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



38. Pelaez-Ballestas I, Sanin LH, Moreno-Montoya J, Alvarez-Nemegyei J, Burgos-Vargas R, Garza-
Elizondo M, et al. Epidemiology of the rheumatic diseases in Mexico. A study of 5 regions based 
on the COPCORD methodology. J Rheumatol Suppl. 2011; 86:3–8. [PubMed: 21196592] 

39. Flower C, Hennis AJ, Hambleton IR, Nicholson GD, Liang MH. Systemic lupus erythematosus in 
an African Caribbean population: incidence, clinical manifestations, and survival in the Barbados 
National Lupus Registry. Arthritis care & research. 2012; 64(8):1151–8. [PubMed: 22392730] 

Lim et al. Page 12

Arthritis Rheumatol. Author manuscript; available in PMC 2015 October 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 1. 
Flow Chart of Case Finding (for ≥ 4 ACR criteria case definition) from Primary and 

Secondary Data Sources to Screening/Abstracting to Meeting Case Definitions
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Figure 2. 
Age-Specific Incidence and Prevalence Rates of SLE by Sex and Race (≥4 ACR Criteria 

Case Definition)
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