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¿CUÁNDO USARLOS Y CÓMO USARLOS? 





 



 





LAS ENFERMEDADES 

AUTOINMUNES SISTEMICAS 

SON NUESTRAS… 

… por UEBOS 



Latín: opus + verbo sum (ser/estar) 

Opus est….es necesario o hay necesidad 

O…diptongo UE 
P intervocálica se convierte en B 

U se abrió a O 

UEBOS 





UEBOS 



MUJER DE 72 AÑOS 







NEFROLOGIA 

 

CIRUGIA 

 

INFECCIOSAS 

 

CARDIOLOGIA 

 
NEUMOLOGIA 

 

HEMATOLOGIA 

 

URGENCIAS 

 

ANATOMIA-PATOLOGICA 

 





Medicine (Baltimore). 2014 Nov;93(24):405-13.  

 

Single-organ gallbladder vasculitis: characterization and distinction from systemic 

vasculitis involving the gallbladder. An analysis of 61 patients. 

 





Review 

J Clin Med Res. 2015;7(6):379-384 

 

The Increased Cardiovascular Risk in Patients Affected by Autoimmune Diseases: Review of the 

Various Manifestations 



August 2014, Volume 25, Issue 8, pp 2157-2158 

 

Vitamin D levels and response to biphosphonates in postmenopausal women receiving 

glucocorticoid therapy 

  M. Ortego-Jurado, R. Ríos-Fernández, J. L. Callejas-Rubio, M. Á. 

Gonzalez-Gay, N. Ortego-Centeno 

Clin Exp Rheumatol. 2012 Nov-Dec;30(6):905-11.  

 

Bone mass and vitamin D in patients with systemic sclerosis 

from two Spanish regions. 
 

Rios-Fernández R1, Callejas-Rubio JL, Fernández-Roldán C, Simeón-Aznar 

CP, García-Hernández F, Castillo-García MJ, Fonollosa Pla V, Barnosi Marín 

AC, González-Gay MÁ, Ortego-Centeno N. 



Veo al 

INTERNISTA 

en el centro de 

muchas 

patologías, 

entre ellas las 

EAS 

http://www.google.es/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.zocalo.com.mx/seccion/articulo/kate-hudson-ve-gente-muerta-como-el-nino-de-el-sexto-sentido-1411311271&ei=DnhrVY_rK4GgUuW2gfAO&bvm=bv.94455598,d.d24&psig=AFQjCNG-aLWvLC5ZCqj4uinbf_9LPKou8g&ust=1433192824490381
http://www.google.es/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://frasesdelapelicula.com/el-sexto-sentido/&ei=TnhrVbDAOsusUZDkgqAP&bvm=bv.94455598,d.d24&psig=AFQjCNEb2uOY_6VniSB2-lF-fv2o3PcRaQ&ust=1433192897392877


Listado de EAS 

• Lupus 

• Vasculitis 

• Miopatías inflamatorias 

• Behcet 

• Sarcoidosis 

• Sd de Sjögren 

• Sd antifosfolípido 

 

• Uveítis no infecciosas 

• Enfermedad de Still 

• Fiebre mediterránea 

• Síndromes autoinflamatorios 

• Enfermedad por IgG4 

• AHAI, PTI, PTT 

• Pyodermas  

• Etc… 

 



Listado de IS 
• Antipalúdicos 

• Corticoides 

• Metotrexate 

• Leflunomida 

• Azatioprina 

• Ciclosporina A 

• Tacrolimus 

• Ciclofosfamida 

• Talidomida y lenalinomida 

• Anakinra 

 

• Anti-TNF 

• Belimumab 

• Rituximab 

• Canakinumab 

• Omalizumab 

• Tocilizumab 

• Ustekinumab 

• ….y todos los umab del 

mundo mundial 

 



Cada manifestación clínica 

tiene su IS 

Cada enfermedad tiene su IS 

Cada enfermo tiene su IS 



TOD@ PACIENTE CON LUPUS DEBERIA 

TOMAR DOLQUINE 

- Lesiones cutáneas 

- Follastenias primaverales 

- Artralgias 

-Aftosis minor… 

 

• Ahorra corticoides 

• Disminuye el número de brotes 

• Etc, etc, etc… 
 
 



-Se puede ajustar al peso, pero por norma 1cp/día 

 

-Si es para tratar, 6mg/kg/d…1cp/12h 

 

1cp/ 12h en meses con mucho sol 

1cp/ 24h en meses sin sol 
 



NO RETIRAR EN 

CASO DE 

EMBARAZO NI DE 

LACTANCIA.  

Y SI HAY QUE 

PONERLO, SE 

PONE 



    MACULOPATIA EN OJO DE BUEY  



Ophthalmology. 2015 Jun;122(6): 

 

Hydroxychloroquine and 

chloroquine retinopathy: a 

systematic review evaluating the multifocal 

electroretinogram as a screening test. 

 

Tsang AC1, Ahmadi Pirshahid S2, Virgili 

G3, Gottlieb CC4, Hamilton J5, Coupland SG4. 

HABLAR CON OFTALMOLOGIA Y 

ELABORAR PROTOCOLOS  
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SANTOS: 

- Prednisona 

- 6-Metil-prednisolona 

- Dexametasona 

- Deflazacort 

- Budesonida 

- … 
 





Una proporción significativa de daño acumulado en pacientes con LES 

es atribuible al uso de corticosteroides1 

<1 5 10 15 

0 

5 

15 

30 

35 

45 

40 

25 

20 

10 

x 

x 

x 

x 

 

Osteomuscular 

 

 

 

 

 

Ocular 

Cardiovascular 

 
Neuropsiquiatrico 

 

Piel 

Digestivo 

Otros 

Renal Duración de la enfermedad (años) 

N
: 
7
3
 p

a
c
ie

n
te

s
 

1. Gladman DD, et al. J Rheumatol2003; 30:1955–9. 



 



 



 

 

SITUACIONES MUY GRAVES:  SAF CATASTROFICO 

 

MANIFESTACIONES GRAVES:  

 - Hemorragia pulmonar 

                        - IR rápidamente progresiva 

                        - Vasculitis intestinal 

 - …etc 

 

 

SITUACIONES ESPECIALES: NO, VASCULITIS RETINIANA 
 



¿CÓMO PODEMOS MINIMIZAR LOS 

EFECTOS SECUNDARIOS? 

 

Menos dosis 

Menos tiempo 

y eso…¿cuánto es? 



 

Del 1mg/kg/d a 0,5mg/kg/d 



Low-dose steroid maintenancefor renal transplant  recipients. 

Kishikawa H, et al  

Transplant Proc. 2010 Dec;42(10):4030-2. 
OBJECTIVES: 

We investigated the efficacy and safety of an immunosuppressive regimen consisting of tacrolimus or cyclosporine, 

with basiliximab, mycophenolatemofetil or mizoribine, and low-dose steroids (prednisone <2.5 mg/d) for 

kidney transplant recipients. 

METHODS: 

We conducted a prospective study of 51 recipients with stable graft function who underwent 

kidney transplantation between August 2005 and December 2009. The oral dose of prednisone was gradually 

tapered to <2.5 mg/d within 2 months after transplantation. We assessed, patient and graft survivals, incidence of 

rejection episodes, transplant function and steroid side effects. 

RESULTS: 

Death-censored graft survival was 100%, and the mean serum creatinine levels remained stable at 1.31, 1.37, and 

1.48 mg/dL at 1, 2, and 3 years, respectively, after transplantation. There were seven biopsy-proven rejection 

episodes (mean = 110 days; range = 14-436) after prednisone was decreased. The cumulative incidence of biopsy-

proven rejection was 11.2%, 17.0%, and 17.0%, respectively. In addition, the mean blood pressure was stable 

(127/78 mm Hg, 125/77 mm Hg, and 125/76 mmHg, respectively), whereas the mean serum cholesterol and 

triglyceride levels remained within normal limits. Only 3 patients (7%) displayed new onset diabetes 

after transplantation. 

CONCLUSION: 

Low-dose steroid maintenance therapy is safe with beneficial effects on cardiovascular risk factors. 

 

 



Prednisone, lupus activity, and permanent organ damage. 

Thamer M,et al. J Rheumatol. 2009 Mar;36(3):560-4.  

OBJECTIVE: 

To estimate the effect of corticosteroids (prednisone dose) on permanent organ damage among 

persons with systemic lupus erythematosus (SLE). 

METHODS: 

We identified 525 patients with incident SLE in the Hopkins Lupus Cohort. At each visit, clinical activity 

indices, laboratory data, and treatment were recorded. The study population was followed from the month 

after the first visit until June 29, 2006, or attainment of irreversible organ damage, death, loss to follow-

up, or receipt of pulse methylprednisolone therapy. We estimated the effect of cumulative average dose 

of prednisone on organ damage using a marginal structural model to adjust for time-dependent 

confounding by indication due to SLE disease activity. 

RESULTS: 

Compared with non-prednisone use, the hazard ratio of organ damage for prednisone was 1.16 (95% CI 

0.54, 2.50) for cumulative average doses > 0-180 mg/month, 1.50 (95% CI 0.58, 3.88) for > 180-360 

mg/month, 1.64 (95% CI 0.58, 4.69) for > 360-540 mg/month, and 2.51 (95% CI 0.87, 7.27) for > 540 

mg/month. In contrast, standard Cox regression models estimated higher hazard ratios at all dose levels. 

CONCLUSION: 

Our results suggest that low doses of prednisone (hasta 6 mg/d) do not result in a substantially 

increased risk of irreversible organ damage. 

 



Renal outcome in patients with lupus nephritis using a steroid-free regimen of monthly intravenous 

cyclophosphamide: a prospective observational study. 

Fischer-Betz R, et al J Rheumatol. 2012 Nov;39(11):2111-7 

 

OBJECTIVE: 

Intravenous cyclophosphamide (IV CYC) in combination with high doses of corticosteroids is considered the "gold standard" of 

therapy for lupus nephritis (LN). However, the optimal dose of corticosteroids needed has not been defined. We evaluated the 

efficacy of a monotherapy with IV CYC in patients with a first episode of LN (duration ≤ 6 months). 

 

METHODS: 

Forty patients with LN received IV CYC (12 pulses). Prednisone alone was administered and dose-adjusted to control 

extrarenal manifestations. Response after 24 months was defined as normalization of creatinine level, inactive urinary sediment, 

and proteinuria ≤ 0.2 g/day [complete response (CR)] or ≤ 0.5 g/day [partial response (PR)]. 

 

RESULTS: 

CR was achieved in 25 (62.5%) and PR in 8 (20%) patients. Mean starting dose of prednisone was 23.9 ± 23.8 mg/day. In a 

posthoc analysis, we separately analyzed patients initially treated with prednisone doses ≥ 20 mg/day (Group A, n = 19) or < 20 

mg/day (Group B, n = 21). CR was achieved in 52.6% (Group A) versus 71.4% (Group B; p = 0.37); and PR in 26.3% versus 14.3%, 

respectively (p = 0.58). During longtermfollowup (10.4 ± 3.1 yrs), 37.8% experienced a renal flare. Thirty patients (81%) still have 

normal renal function. Renal outcome was irrespective of initial prednisone doses (p = 0.46, Pearson chi-square test of 

independence). 

 

CONCLUSION: 

Our rates of CR and PR and longterm outcomes were comparable with rates after treatment with a combination of IV CYC with high 

doses of corticosteroids. These data warrant randomized controlled trials evaluating different doses of corticosteroids in LN. 
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Prednisona de liberación retardada   

Los SEGRAs son nuevos GC que inducen la transrepresión, pero 

apenas actúan en la transactivación con lo que disminuirían efectos 

adversos 

 

Otros fármacos (LGD5552), sin ser GC, se unirían a los RGC 

reprimiendo la expresión de genes proinflamatorios 

 

Glucocorticoides liposomales: administrados por vía i.v. o s.c. 

semanalmente disminuyen los efectos adversos y mejorarían los 

efectos beneficiosos 

 





 





Los corticoides en las EAS 
• Siempre o casi siempre 

• Bolus en situaciones graves 

• Via oral 0,5-1mg/kg/día 

• Reducir lo más rápido a dosis segura 

• Suspender cuanto antes mejor 

• Proteger hueso 

• Ojo con las hiperglucemias 



METOTREXATE 

 

LEFLUNOMIDA 

 

AZATIOPRINA 

 

MICOFENOLATO 

 

CICLOSPORINA A 

 

TACROLIMUS 

 

CICLOFOSFAMIDA 
 

 



METOTREXATE 

 A dosis bajas 

           SI 

 

  A dosis altas 

           NO (s.c mejor) 



La mayoría del conocimento deriva de los estudios 

realizados en  

ARTRITIS REUMATOIDE 



 

7,5-10mg /semanal  (2-0-1  ó 2-0-2) 

25mg /semanal (10 cp) 

5mg cada 4 semanas 

 8 sem 



 



 

Lupus. 2014 Mar;23(3):225-35. 2014 Jan 7. 

Methotrexate in systemic lupus erythematosus: a systematic review of its efficacy. 

 

Sakthiswary R1, Suresh  

AHORRADOR DE CORTICOIDES 

 

EFECTOS ADVERSOS CORTICOIDES 

http://www.ncbi.nlm.nih.gov/pubmed/24399812
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Metotrexate en: 

 
- Vasculitis 

- Behçet 

- Uveitis 

- Miopatías inflamatorias 

- Otras 



 



 



Fase 

EDEMATOSA 

Fase 

INDURADA 

Fase  

ATROFICA 



 



ACIDO FOLICO vs FOLINICO 

- Qué dosis 

- En qué pacientes 

- Cuándo 

 









HEPATOTOXICIDAD 

J Dig Dis. 2014 Aug 20 



 



El MTX en EAS 

• Elección para afectación articular 

• Entrada en ACG, GPA limitada y piel ES 

• Magnifico ahorrador de corticoides 

• Incrementar progresivamente dosis 

• Suplementar siempre con ácido fólico semanal 

• Contraindicado embarazo 

• Ojo con la hepatotoxicidad 



 


