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Case-based Review

Efficacy of a sequential treatment by belimumab in
monogenic systemic lupus erythematosus
Lujayn Akbar , Razan Alsagheir , Sulaiman M. Al-Mayouf

Abstract
The objective of the study was to report the safety and potential therapeutic effect of belimumab in
monogenic systemic lupus erythematosus (SLE). Consecutive children with monogenic SLE treated
with belimumab were evaluated retrospectively. Response parameters assessment was completed at
the time of initiation of belimumab, at 6 months, and last follow-up visit. Response parameters comprised physician global assessment (physician GA) and parent global assessment (parent GA), global
disease activity as measured by SLE disease activity index (SLEDAI), and daily glucocorticoids dose. Undesirable events affecting patients during treatment were also collected. Six children with monogenic
SLE proved by genetic testing (five patients with C1q deficiency and one patient with deoxyribonuclease II (DNase II) deficiency), failed glucocorticoids and sequential immunosuppressive medications.
Belimumab was added to glucocorticoids and current immunosuppressive medications. The main
indications for belimumab initiation were mucocutaneous disease, arthritis, and inability to taper glucocorticoids. All patients tolerated belimumab infusion. No serious events were reported. However,
one patient was lost to follow-up and died because of sepsis. Compared to the baseline values, there
was an improvement in physician GA, parent GA, and SLEDAI, and a notable reduction in the need
of daily corticosteroids. However, there were no significant changes in the complement and ds-DNA
antibody levels. Belimumab can be considered as an adjunctive therapeutic option for patients with
refractory monogenic SLE. Further follow-up and more patients needed to confirm this finding and a
larger prospective study is required for more definitive conclusions.
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Systemic lupus erythematosus (SLE) is a systemic autoimmune disease with clinical heterogeneity and
complex etiopathogenesis. The precise etiology of SLE remains incompletely defined. However, identifications of single-gene defects, including complement component C1q mutation have contributed in better
understanding of the clinical variability, and recognition of rare variants of childhood SLE (cSLE), known as
monogenic SLE (1-4). Typically, patients with monogenic SLE have early onset severe disease, especially
with mucocutaneous manifestations, and a strong family history of SLE (5-7). These findings suggested that
monogenic SLE represents a distinctive entity and might differ from the sporadic SLE. The clinical presentation of monogenic SLE has a wide variety of manifestations and unpredictable course and may overlap
with other disorders such as monogenic interferonopathies (8, 9). Despite advances in understanding the
immune mechanisms involved in SLE pathogenesis, there is no effective therapy that can halt the disease
progression yet. Also, it is not unusual that while treating a patient, the physician considered off-label medication as therapeutic options for refractory cases (10). Belimumab gained much attention in the treatment
of adult patients with SLE, particularly with arthritis and skin involvement. Recently, belimumab has been
approved for patients with cSLE aged 5 years and older. The available data in cSLE are still limited, and its
use in monogenic SLE is lacking (11-13).
Here, to the best of our knowledge, we report for the first time the therapeutic effect of belimumab in a
cohort of monogenic SLE.
Methods
It was a descriptive, retrospective cohort study of all children with monogenic SLE seen and treated
with belimumab at a single tertiary referral hospital between 2016 to 2020. All patients had genetically proven single-gene defect and met the Systemic Lupus International Collaborating Clinics criteria
(14). Data were collected from the hospital electronic medical records for demographic data, the age

Eur J Rheumatol 2020; 7(4): 184-9
at onset, clinical and laboratory findings, and
history of previous and current medication
for SLE. Also, data were collected for the response to therapeutic intervention by measuring disease activity at the time of initiation
of belimumab, then at 6 months, and at the
last follow-up visit, using Systemic Lupus Erythematosus Disease Activity Index (SLEDAI)
(15). Also, we considered the physician global
assessment (Physician GA), parent global assessment (Parent GA) as measured on a visual
analog scale with a range from 0 to 10 (0=very
poor; 10=very well), and daily corticosteroid
dose requirement.
Ethical considerations
The data were part of a study conducted in
accordance with the Declaration of Helsinki and approved by the Ethics committee of
the Research Affairs Council (RAC) at our institution (RAC approval no. 2191122). All the
data were collected from the routine medical
assessment. All data were collected anonymously, and the confidentiality of the patients
was protected. All data were exclusively used
for the present study. Informed consent for
genetic testing as part of patient care was obtained from the parents at the time of blood
extraction.
Results
Six consecutive patients with monogenic SLE
treated with belimumab were enrolled. Five
patients had C1q deficiency, and one patient
had deoxyribonuclease II (DNase II) deficiency.
Belimumab was added after the failure of intensive treatment using the standard therapy,
at the dose of 10 mg/kg every 2 weeks for 3
doses, then every 4 weeks. The main indications for belimumab initiation were refractory
mucocutaneous, arthritis, renal manifestations,
and inability to taper glucocorticoids. All patients tolerated belimumab infusion. Table 1
summarizes the clinical manifestations and
previous treatment.

Main Points

•

Monogenic systemic lupus erythematosus (SLE) represents a distinctive entity
and might be different from the sporadic
SLE.

•

Limited data exist regarding the treatment of monogenic SLE.

•

Our study demonstrates that belimumab can be considered as an adjunctive
therapeutic option for patients with refractory monogenic SLE.
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Case Presentation
Case 1
A 10-year-old girl presented at the age of 2
years to the local hospital with extensive mucocutaneous lesions, scarring diffuse alopecia,
and arthritis with a spastic gait. Also, she had
recurrent infections. At the age of 4 years, she
was referred to our pediatric rheumatology
service for further assessment. Complete blood
count revealed pancytopenia with white blood
cell count of 2.4×109 cells/L, platelet count of
94×109 cells/L with and elevated erythrocyte
sedimentation rate of 78 mm/h. Also, she had
antinuclear antibody (ANA) 1:1280 (<1:140),
and anti-double stranded DNA (ds-DNA) 646
IU/mL (0-200). At this point in time and based
on the early onset presentation and the constellation of clinical and laboratory findings,
monogenic SLE was considered. Whole-exome
sequencing (WES) identified homozygous C1q
variant. She was treated with prednisone (1
mg/kg/day), hydroxychloroquine (5 mg/kg/
day), mycophenolate mofetil (MMF) (40 mg/
kg/day), and monthly intravenous immunoglobulin (IVIG) infusion with poor response.
Therefore, she was offered different immunosuppressive medications, including two doses
of rituximab but with a partial improvement.
Then, belimumab was added to her treatment,
and she showed a remarkable improvement in
mucocutaneous manifestations and arthritis.
However, she lost her follow-up visits at our
hospital. We have been notified by her pediatrician at the local hospital that she passed
away after developing a chest infection complicated by a septic shock. Unfortunately, details about the intensive care unit course, and
isolated organisms were not available.
Case 2
An 8-year-old boy born to consanguineous
parents and presented at the age of 2 months
with mucocutaneous manifestations. Family
had two affected sisters, both died at a young
age with complications of refractory SLE. Laboratory results revealed high inflammatory
markers and high ANA, ds-DNA antibodies, and
low C3 level. WES identified homozygous C1q
mutation. Despite aggressive management, he
continued to have an active disease for 7 years.
After the initiation of belimumab, he showed
improvement in disease activity measures and
daily corticosteroid requirement.
Case 3
A 21-year-old boy presented at the age of 4
years with hematological and mucocutaneous
manifestations associated with high ANA and
ds-DNA with undetected C1q level. He was diagnosed as monogenic SLE based on the mo-

lecular genetic findings. He was treated with
glucocorticoids, immunosuppressive medications and IVIG. He had a refectory disease course
and developed biopsy proven membranoproliferative glomerulonephritis. After belimumab
was initiated, proteinuria improved, allowing
for the discontinuation of glucocorticoids and
MMF. While he was on belimumab, he had static nonnephrotic range proteinuria with normal
creatinine levels. However, few months after
MMF cessation, serum creatinine levels and
proteinuria increased. Hence, MMF was reintroduced and serum creatinine levels and proteinuria were significantly improved.
Case 4
An 8-year-old boy presented to the local hospital at the age of 3 years with polyarthritis
and high ANA and ds-DNA. He was managed
as polyarticular juvenile arthritis with methotrexate and adalimumab. Interestingly, he had
a long-standing headache associated with
bilateral papilledema required acetazolamide
treatment. Brain magnetic resonance imaging (MRI) showed white matter changes. Plain
radiography of both hands revealed nonerosive arthritis. Based on the constellation of
clinical and laboratory finding, the diagnosis
of SLE was made. Furthermore, molecular genetic findings identified homozygous DNase
II variant. Belimumab was initiated, and at a
3-month follow-up visit, joint pain significantly
improved. However, he continued to have deformed joints. Also, headache and papilledema
resolved completely, and acetazolamide was
discontinued.
Cases 5 and 6
Two siblings born to consanguineous parents.
The eldest one is a 9-year-old girl presented at
the age of 2 years with disfiguring facial lesions
and diffuse scarring alopecia. The other sibling, a 5-year-old boy, had a discoid facial rash.
Lately, he developed spastic gait and brain MRI
showed basal ganglia calcification. Both were
failure to thrive and recurrent infections, mainly
localized skin infections and otitis media. Both
had high ANA and ds-DNA. However, serum
complement levels (C3 and C4) were within
the normal limit. WES identified homozygous
C1q variant. They had a refractory disease
course despite of intensive, sequential immunosuppressive treatment. Since belimumab
initiation, there was no improvement in the
cutaneous manifestations.
Clinical assessment
None of the patients achieved remission but
there was improvement in response parameters including SLEDAI, Physician GA, and Parent
GA, associated with reduction in daily gluco-
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Arthritis
Lupus nephritis class V
Restrictive pulmonary disease
Recurrent infections		

C1q deficiency

8

Mucocutaneous

Arthritis

Lupus nephritis

Hematologic

NPSLE

Diagnosis

Disease duration (years)

Disease manifestations

MTX

AZA		

CYC			
CSA
Rituximab

MTX

AZA

CYC

CSA

Rituximab

63

AZA

MMF

HCQ

10

Rituximab

MTX

MMF

HCQ

Adalimumab

3

Rituximab

CYC

AZA

MTX

HCQ

IVIG

Steroids

1:640

3

HCQ

IVIG

Steroids

1:2560

Recurrent infections

NPSLE

Hematologic

Mucocutaneous

3

C1q deficiency

24

Male

5

Case 6

SLE: systemic lupus erythematosus; NPSLE: neuropsychiatric SLE; ANA: antinuclear antibodies; IVIG: intravenous immunoglobulin; HCQ: hydroxychloroquine; MMF: mycophenolate mofetil; MTX: methotrexate; AZA: azathioprine; CYC: cyclophosphamide; CSA:
cyclosporine.

9

MMF

MMF

11

HCQ

HCQ

Belimumab duration
(months)

IVIG

Steroids

IVIG

1:1280

NPSLE

Steroids
IVIG

Recurrent infections

Hematologic		

Lupus nephritis class V

Steroids

Steroids

Mucocutaneous

8

C1q deficiency

24

Female

9

Case 5

Arthritis with fixed deformities Hematologic

Mucocutaneous

5

DNase II deficiency

36

Medications

1:320

Recurrent infections

Hematologic

Lupus nephritis class III/V

Mucocutaneous

17

C1q deficiency

48

1:1280

1:2560

8

C1q deficiency

2

Male

8

Case 4

ANA

Recurrent infections

Dilated ventricle

Interstitial pneumonitis

Mucocutaneous

24

Male

Age at onset (months)

Male

Female

21

Gender

8

Case 3

10

Case 2

Age (years)

Case 1

Table 1. Summary of demographics, disease characteristics, and previous therapy at baseline.
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Discussion

Table 2. Summarized results of response to belimumab during follow-up period.
Case 1

Case 2

Case 3

Case 4

Case 5

Case 6

Baseline

19

7

9

14

4

2

6 months

9

2

4

2

-

-

Last visit

7

2

0

2

1

6

Baseline

3

4

4

3

3

6

6 months

7

6

7

8

-

-

Last visit

7

7

7

9

7

7

Baseline

2

5

4

3

4

5

6 months

6

7

4

9

-

-

Last visit

6

7

8

9

7

7

Baseline

7.5

7.5

12.5

20

5

5

6 months

10

5

5

5

-

-

Last visit

7

5

0

0

5

10

Baseline

646

453

63

1294

54.7

633.2

6 months

-

478.3

83

-

-

-

Last visit

-

485.1

34.4

947

22.8

175.2

Baseline

1.6

0.4

1.2

0.6

1.3

1.3

6 months

1.8

0.4

1.4

0.6

-

-

Last visit

1.9

0.4

1.1

0.7

1.5

1.5

Baseline

0.3

0.0

0.4

0.1

0.3

0.2

6 months

0.3

0.0

0.2

0.1

-

-

Last visit

0.4

0.0

0.3

0.1

0.4

0.2

SLEDAI

Physician GA

Parent GA

Mean daily steroid dose mg/day*

ds-DNA antibodies IU/mL (<200)

C3 g/L (0.9-1.8)

C4 g/L (0.1-0.4)

Urine protein/creatinine ratio mg/mmol (<30)
Baseline

160.6

46.4

225

50

24

23

6 months

160.6

48.1

43.5

14.6

-

-

Last visit

131.4

46.8

41.6

15.6

-

-

*Prednisone equivalent.
SLEDAI: SLE Disease Activity Index; Physician GA: physician global assessment; Parent GA: parent global assessment; Anti-dsDNA:
anti-double-stranded DNA; C3: complement C3; C4: complement C4.

corticoids dose. Complement levels were static

local hospital that she died because of sepsis.

and anti-ds-DNA showed a variable response.

Table 2 summarizes the results of response to

All patients tolerated belimumab with no sig-

belimumab during follow-up period. Figure 1

nificant adverse events. One patient was lost to

shows the changes in the response parameters

follow-up, and we have been notified by the

during the treatment period.

Monogenic SLE is a rare subtype of cSLE
caused by single-gene defects and characterized by early onset disease with a wide spectrum of clinical features and a strong family
history of SLE (2, 3, 6). Complement deficiency, namely deficiency, is frequently associated
with C1q (16). However, depending on the
gene defect, an affected individual carries a
risk for development of SLE manifestations
and immunodeficiency status (17). Based on
the similarities in immunopathogenesis with
entities characterized by immune dysregulation, monogenic SLE may overlap with primary
interferonopathies (9, 18, 19). Therefore, patients with monogenic SLE frequently develop
recurrent infections because of the disease
itself, underlying immune dysregulation and
the concurrent medication, including glucocorticoids and immunosuppressive agents.
The treatment of monogenic SLE represents
a challenge with limited nonspecific conventional therapeutic agents, including glucocorticoids and immunosuppressive medications
(10). There are some reports of a temporary
improvement of cutaneous lesions in C1q-deficient SLE patients after using fresh frozen plasma (FFP) infusion (20). However, it is difficult to
consider a regular FFP infusion as a standard
therapeutic option, especially with a shortlived response. The effect of allogenic hematopoietic stem cell transplantation in C1q-deficient SLE is promising. However, the procedure
carries a remarkable risk (21). Despite advances
in understanding the immunopathogenesis of
SLE and the notable development of a biologic treatment that has an encouraging impact
on the management of several autoimmune
diseases, still the implementation of the biologic treatment in cSLE is limited; most of the
previous reports focused on the therapeutic
role of rituximab in lupus nephritis (22). Belimumab, a monoclonal humanized IgG antibody
that inhibits B-lymphocyte stimulator, causes a
decrease B cell number and regulates its function. It has shown favorable results in adults
with active SLE, particularly those with cutaneous disease and arthritis (23). Recently, belimumab became the first biologically approved
treatment for cSLE. The efficacy and safety of
belimumab in cSLE is generally consistent with
its profile in adult SLE (10, 11). Here, we report
for the first time the use of belimumab combined with conventional treatment in patients
with refractory monogenic SLE (C1q deficiency and DNase II deficiency). Interestingly, four
patients treated with monoclonal anti-CD20
antibody had sequential B cell depleting therapy. Variable response measures were obtained.
Remarkable improvement in mucocutaneous
manifestations was observed in all patients af-
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3.

4.

5.

6.

Figure 1. Changes in response parameters over a period of 6 months after belimumab treatment.
ter adding belimumab. Also, two patients with
arthritis showed a dramatic improvement,
and arthritis resolved completely. However; a
patient with DNase II deficiency continued to
have deforming arthropathy without active synovitis. Of note, a similar finding has been seen
in a previous report (9). Two patients discontinued glucocorticoids, while the need for daily
glucocorticoids minimized in three patients
over at least 6-month follow-up interval. One
patient (case 6) had a disease flare and more
corticosteroid treatment, which was attributed
to medications incompliance. There was a sustained improvement in SLEDAI in five patients,
as early as 3 months after belimumab initiation.
However, certain parameters did not improve,
such as anti-ds-DNA level (case 2). Among four
patients with lupus nephritis treated with a
combination of belimumab and MMF, two patients showed a notable reduction in the quantitative proteinuria. It is worth stating that this
combination might provide a better response
for nephritis as reflected by the degree of proteinuria and creatinine levels as shown in case
3. Of note, this combination has been reported
in adult studies to induce remission in lupus
nephritis. Our observation is in line with the
improvement seen among patients sporadic
cSLE (12, 13). Belimumab was well tolerated,
with no significant adverse events. However,
one patient completed 11-month treatment,
she developed sepsis and died at the local
hospital. All other patients did not experience
any documented infection after the addition of
belimumab.
Considering the pathogenesis resemblance
with monogenic interferonopathies, more
novel approaches comprising Janus-kinase
(JK) inhibitors such as baricitinib with interferon-blocking activity may represent a therapeutic option in monogenic SLE (8, 24). JK inhibitor
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has not been used in our patients because it
was not available at our institution.
This study has limitations, it is an anecdotal retrospective report of a small number of patients
with a short follow-up period; hence results
should be interpreted carefully. Nonetheless, it
goes with the success of previous reports. To
our knowledge, there are no previous reports
of using belimumab in monogenic lupus.
Therefore, belimumab can be considered as an
adjunctive therapeutic option for patients with
refractory monogenic SLE. Further follow-up
and more patients are needed to confirm this
finding and a larger prospective study is required for more definitive conclusions.
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