
Indication

FLECTOR® Patch (diclofenac epolamine topical patch) 
1.3% is indicated for the topical treatment of acute pain 
due to minor strains, sprains, and contusions.

Carefully consider the potential benefi ts and risks of 
FLECTOR® Patch and other treatment options before 
deciding to use FLECTOR® Patch. Use the lowest effective 
dose for the shortest duration consistent with individual 
patient treatment goals.

Important Safety Information

Cardiovascular (CV) risk

CV thrombotic events, myocardial infarction, and 

with duration of use. Patients with CV disease or 

® Patch is contraindicated for the 
treatment of perioperative pain in the setting of 
coronary artery bypass graft surgery

Gastrointestinal (GI) risk

adverse events at any time during use and without 
warning symptoms including bleeding, ulceration, 

a patch on
the back.

Give patients

and perforation of the stomach or intestines, which 

FLECTOR® Patch is contraindicated in patients with 
known hypersensitivity to diclofenac. FLECTOR® Patch 
should not be given to patients who have experienced 
asthma, urticaria, or allergic-type reactions after 
taking aspirin or other NSAIDs. Severe, rarely fatal, 
anaphylactic-like reactions to NSAIDs have been 
reported in such patients.

FLECTOR® Patch should not be applied to nonintact or 
damaged skin resulting from any etiology, eg, exudative 
dermatitis, eczema, infected lesion, burns, or wounds.

NSAIDs, including FLECTOR® Patch, can lead to new 
onset or worsening of hypertension, contributing to 
increased incidence of CV events. Fluid retention and 
edema have been observed in some patients taking 
NSAIDs. Use with caution in patients with hypertension, 
fl uid retention, or heart failure.

Elevations of one or more liver tests may occur during 
therapy with FLECTOR® Patch. If abnormal liver tests 
persist or worsen, if clinical signs and/or symptoms

20 LUPUS/CT DISEASES M A R C H  2 0 1 0  •  R H E U M AT O L O G Y  N E W S

Clinically Quiescent Lupus Does Not Progress
B Y  K AT E  J O H N S O N

M O N T R E A L —  Patients with systemic
lupus erythematosus that is serological-
ly active but clinically quiescent do not
require treatment with steroids or im-
munosuppressive agents until the dis-
ease flares, according to a study present-
ed at the annual meeting of the
Canadian Rheumatology Association.

Until now, patients with such discor-
dant findings have presented a clinical
dilemma, said Dr. Amanda Steiman, who
presented the study’s findings.

“Many physicians have wondered
whether or not treatment is warranted in
light of just the serological activity in the
absence of any clinical disease,” she said
in an interview. “Does lupus progress
subclinically during a quiescent period?”

Her study followed 55 patients with
serologically active, clinically quiescent
(SACQ) systemic lupus erythematosus
over a 10-year period, and compared
their outcomes to those of 110 controls
with classic SLE who were matched for
age, sex, disease duration, and decade of
clinic entry.

Patients and controls were also
matched for baseline damage according
to the SDI (Systemic Lupus Internation-
al Collaborating Clinics/American Col-
lege of Rheumatology Damage Index),
incidence of renal damage, and inci-
dence of coronary artery disease.

SACQ was defined as a minimum of 2
years without clinical activity and per-
sistent serologic activity as defined by el-
evated anti–double stranded DNA
and/or hypocomplementemia. Anti-
malarials were permissible during an
SACQ period, but steroids or immuno-
suppressives were not.

The study found that, compared with
controls, SACQ patients showed very lit-
tle subclinical progression. At 3 years af-
ter the start of the study, SDI damage in
the SACQ patients was 0.7 vs. 1.13 in
controls; this pattern persisted at 5 years
(0.89 vs. 1.36), 7 years (0.94 vs. 1.71), and
10 years (1.26 vs. 2.26). 

Similarly, whereas 3.6% of the SACQ
patients vs. 6.4% of controls had coro-
nary artery disease at baseline, new cas-
es of CAD (myocardial infarction, angi-
na, or sudden cardiac death) occurred in
1.8% of SACQ patients vs. 7.3% of con-
trols over the 10-year study. 

One (1.8%) SACQ patient vs. 15.5% of
controls had renal damage at 5 years, and
at 10 years these numbers rose to 3.6% of
SACQ patients and 23.6% of controls.

Both disease and treatment can result
in lupus-related damage, said Dr.
Steiman, who is a rheumatology fellow
at the University of Toronto.

“The SDI differentiates between dam-
age which is definitely corticosteroid re-
lated (specifically ocular and muscu-
loskeletal damage) vs. possibly
corticosteroid related (such as cardiovas-
cular, peripheral vascular, neuropsychi-
atric, and diabetic damage) vs. damage
that occurs independent of corticosteroid
use (specifically renal, pulmonary, der-
matologic, and gonadal damage), as well

as malignancy,” she said. 
“Especially later in the course of lu-

pus—these patients were 11 years plus
into their lupus course—a lot of the
damage is related to treatment morbid-
ity,” she said in an interview. “If we can
avoid that for a good number of years,
then we are going to spare the people the
morbidity associated with the treat-
ment.” This subset of patients has less
progressive disease-related damage, she

added. Findings from a previous study by
Dr. Steiman’s associates showed that pa-
tients with SACQ represent about 6% of
the SLE population. Approximately 60%
of them flare and require treatment af-
ter a median of 3 years. 

Findings from the present study show
that SACQ patients used antimalarials,
corticosteroids, and immunosuppressives
at rates of 60%, 18%, and 5%, respec-
tively, during the study period, compared

with 77%, 76%, and 44% in controls.
“The SACQ period can be a very pro-

longed period without a flare, and at our
center we have not been treating these
patients. 

“Our study supports the practice of ac-
tive surveillance without treatment, so
that’s reassuring.” ■

Disclosures: Dr. Steiman stated that she
had no conflicts to disclose.




