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Association of smoking with dsDNA autoantibody
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Objective: To determine whether exposure to tobacco smoke is associated with double stranded DNA
(dsDNA) seropositivity in patients with systemic lupus erythematosus (SLE).
Methods: Medical record review was used to confirm the diagnosis of SLE and evaluate dsDNA antibody
status. Smoking status at the time of autoantibody testing was assessed by patients’ questionnaire
responses. Multivariate regression analysis was used to determine whether exposure to tobacco smoke is
associated with dsDNA seropositivity, while controlling for sex and age at SLE diagnosis.
Results: A significantly higher risk of dsDNA seropositivity in current smokers than never smokers (odds
ratio (OR) = 4.0, 95% confidence interval (CI) 1.6 to 10.4) was shown by multivariate analysis. Current
smokers were found to be at higher risk for dsDNA seropositivity than former smokers (OR = 3.0, 95% CI
1.3 to 7.1). The association between current smoking and dsDNA seropositivity remained significant after
adjustment for sex, age at SLE diagnosis, amount smoked, age when smoking began, and the duration of
smoking cessation (for former smokers).
Conclusion: The association of smoking with dsDNA seropositivity provides insight into the potential
mechanisms underlying autoantibody formation. This information may also serve as a possible point of
intervention to prevent disease or target treatment.

A
utoantibody formation, the hallmark of autoimmune
disease, provides diagnostic information and serves as
a marker of disease activity and prognosis. For

example, antibodies to double stranded DNA (dsDNA) are
relatively specific for the diagnosis of systemic lupus
erythematosus (SLE). Some research suggests that autoanti-
bodies also have a role in disease pathogenesis.1 However, the
cause of autoantibody formation remains unknown. One
potential explanation for autoantibody formation is that
endogenous proteins are altered and consequently recognised
as foreign antigens, resulting in antibody production.2 3

Exposure to tobacco smoke has been associated with
several autoimmune diseases, including rheumatoid arthritis,
multiple sclerosis, and autoimmune thyroid disease.4–6 A
recent meta-analysis provided evidence that smoking
increases susceptibility to SLE.7 Smoking is also associated
with rheumatoid factor seropositivity in subjects who do not
have rheumatoid arthritis.8 Thus, epidemiological evidence
suggests that smoking is associated with autoimmune
disease as well as autoantibody formation.

Exposure to tobacco smoke can alter endogenous proteins,
including DNA.9 10 When reactive oxidative species (ROS)
produced from the metabolism of tobacco smoke constituents
modify DNA, DNA adducts are formed. Such damaged DNA is
more immunogenic than ‘‘native’’ (undamaged) dsDNA,2 3

though most antibodies produced in response to DNA
adducts are not dsDNA autoantibodies. Nevertheless, it has
been demonstrated that patients with SLE have higher levels
of DNA adducts (8-hydroxydeoxyguanosine, a marker of ROS
damage to DNA) than healthy controls, and these adducts are
found at high levels within immune complexes.11 Moreover,
ROS damaged DNA (generated through exposure to ascorbic
acid and hydrogen peroxide) can be used as the antigen in
assays to detect anti-dsDNA by enzyme linked immunosor-
bent assay (ELISA) in patients with SLE.12 13

Possibly, DNA damage in smokers leads to dsDNA
autoantibody formation and may have a role in the
development of SLE. To test this hypothesis, we conducted

a retrospective analysis of smoking and autoantibody
production in patients with SLE to determine whether
dsDNA seropositivity (dsDNA+) is more common in smokers
than in non-smokers.

PATIENTS AND METHODS
Patient population
Unrelated white patients with SLE (n = 410) who were
participants in the University of California, San Francisco
(UCSF) Lupus Genetics Project comprised the study popula-
tion. Patients in this cohort were recruited from several
sources, including UCSF rheumatology clinics, private rheu-
matology offices in northern California, and nationwide
publicity. The study was approved by the Committee on
Human Research at UCSF and subjects provided informed
consent. The diagnosis of SLE by American College of
Rheumatology criteria14 was confirmed for all subjects by
medical record review. Patients with SLE were included if
they provided a complete self report of their smoking history
and had adequate medical record documentation of autoanti-
body status.

Determination of smoking status
Classification of smoking status was made relative to the date
of dsDNA autoantibody testing. Never smokers were those
who had smoked fewer than 100 cigarettes in their lifetime.
Former smokers were those who smoked at least 100
cigarettes in their lifetime but had not smoked in the
calendar year during which dsDNA testing was performed.
Current smokers were those who smoked at least 100
cigarettes in their lifetime and had smoked within the same
calendar year as their dsDNA testing. The combined groups of
current and former smokers were designated ever smokers.

Abbreviations: CI, confidence interval; dsDNA, double stranded DNA;
OR, odds ratio; ROS, reactive oxidative species; SLE, systemic lupus
erythematosus; UCSF, University of California, San Francisco
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Determination of autoantibody status
Determination of dsDNA status was made on the basis of a
documented laboratory report with designated standards for
seropositive and seronegative status as indicated by the
laboratory performing any of the available assays.
Alternatively, a physician’s note in the medical record
documenting the date and result of dsDNA testing was used
if available.

Statistical analysis
Comparison of the demographic and autoantibody status of
smoking and non-smoking patients with SLE was performed
using x2 testing (for categorical variables) and Student’s t test
(for continuous variables). Multivariate logistic regression
was used to assess the association of smoking with dsDNA
status, adjusting for age at SLE diagnosis and sex. Sensitivity
analyses were performed to assess the influence of specific
definitions of current and former smokers as well as the
impact of excluded patients on the results. All statistical
analyses were performed using STATA version 8 (Stata
Corporation, College Station Texas).

RESULTS
Based on the inclusion criteria, 410 patients with SLE were
included in the analysis. Table 1 shows the characteristics of
the patients included.

An additional 166 patients with SLE were excluded from
the analysis because of insufficient data on dsDNA or
smoking status or missing dates for serological testing or
smoking. The excluded group of patients had longer SLE
duration (p = 0.01) and a higher proportion of smokers
(p,0.001) than the group included. Table 2 shows the
characteristics of the smoking related behaviour in the ever
smokers.

In univariate analyses, dsDNA seropositivity varied with
smoking status (54% never smokers, 52% former smokers,
and 73% of current smokers; p = 0.03). There was a trend for
a higher proportion of men to be dsDNA+ than women (men
69% dsDNA+; women 54% dsDNA+; p = 0.08). dsDNA+
subjects and never smokers were more likely to be younger
at the time of SLE diagnosis (mean age at SLE diagnosis 35.5
v 31.0 years for dsDNA2 v dsDNA+ patients; p = 0.0003;

mean age at SLE diagnosis 30.9 v 37.1 years for never
smokers v ever smokers; p = 0.0000).

In multivariate analyses, current smokers and subjects who
were younger at the time of SLE diagnosis were more likely to
be dsDNA+ than never smokers or patients diagnosed with
SLE later in life (table 3). There was no significant interaction
between smoking and age at SLE diagnosis; current smokers
were most likely to be dsDNA+ regardless of when they were
diagnosed with SLE. When comparing ever smokers in a
multivariate analysis, current smokers were more likely than
former smokers to be dsDNA+ (odds ratio (OR) = 3.0, 95%
confidence interval (CI) 1.3 to 7.1).

Given the well established association of dsDNA auto-
antibodies with lupus nephritis, the relationship between
smoking, nephritis, and dsDNA status was also assessed. As
expected, SLE patients with nephritis were more likely to be
dsDNA+ than patients without nephritis (OR = 1.9, 95% CI
1.4 to 2.7) in a multivariate analysis that also demonstrated
an independent relationship between current smoking and
dsDNA positivity (current v never smokers: OR = 3.5, 95% CI
1.2 to 10.5).

In an analysis of the 92 patients with SLE tested within the
UCSF laboratory using identical assays for dsDNA autoanti-
bodies, no relationship between the titre level and smoking
status was found (data not shown). In sensitivity analyses in
which the definition of smoking status (current v former)
was varied to account for potential misclassification of those
tested for dsDNA within a year of changing their smoking
status (n = 17), the reported outcomes shown in table 3 were
not altered (data not shown).

We also performed sensitivity analyses to examine the
potential impact of the exclusion of 166 patients on our
results. These patients were excluded owing to lack of data
about their smoking status at the time of dsDNA testing or
inadequately documented dsDNA status. These analyses,
which by necessity focused on the association of ever
smoking with dsDNA seropositivity, involved imputing
values for missing smoking or dsDNA status information.
The results of these analyses indicated that the excluded
patients were unlikely to have substantially altered our
findings. For example, ORs for the association of ever
smoking with dsDNA seropositivity ranged from 1.2 to 1.5
in sensitivity analyses involving imputed values for smoking
or dsDNA status (for example, assuming all patients with
missing smoking information were ever smokers, or that all
were never smokers, etc). In comparison, the OR for the
association of ever smoking with dsDNA seropositivity in our
main analysis (that is, excluding patients with missing data)
was 1.5.

In multivariate analyses assessing the association of
smoking status and other autoantibodies (including Smith,
Ro, La, and RNP), smokers were almost uniformly more
likely to be seropositive than never smokers (that is,
OR.1.0). However, these associations were not statistically
significant (at a= 0.05), probably reflecting the much lower

Table 1 Characteristics of the study cohort
(n = 410)

Characteristic Value

Female (%) 91
Age at diagnosis (years), mean (SD) 33.0 (13.2)
Disease duration (years), mean (SD) 8.6 (8.2)
dsDNA seropositive (%) 56
Current smokers (%) 12
Former smokers (%) 22
Treated with immunomodulatory agents (%)* 49

*Cyclophosphamide, azathioprine, ciclosporin, or
methotrexate.

Table 2 Characteristics of the smokers in the study
cohort (n = 140)

Characteristic Value

Age of smoking initiation (years), mean (SD) 17.5 (3.9)
Number of pack years, mean (SD) {range} 20.0 (22.4) {,1.0–144}
Duration of smoking cessation for former
smokers (n = 89) (years), mean (SD) 14.2 (10.0)

Table 3 Multivariate regression analysis: risk
of dsDNA seropositivity in white patients with
SLE

Variable OR (95% CI)

Sex (male versus female) 2.2 (1.0 to 4.7)
Each decade increase in age* 0.7 (0.6 to 0.9)
Former versus never smoker 1.4 (0.8 to 2.4)
Current versus never smoker 4.0 (1.6 to 10.4)
Each additional pack-year 1.0 (1.0 to 1.01)

*Age refers to age at SLE diagnosis.
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power for these analyses than our analyses of dsDNA
seropositivity.

DISCUSSION
In this study we have shown that smoking is associated with
dsDNA seropositivity in white patients with SLE. More
specifically, patients with SLE who smoked at the time of
their serological evaluation for dsDNA were more likely to be
seropositive than patients with SLE who were former or
never smokers at the time of serological evaluation.

Our findings suggest that the effect of smoking on dsDNA
antibody status is determined by the temporal proximity of
the exposure; dsDNA autoantibodies are associated with
current but not former smoking. Further analysis of the
temporal relationship between smoking and dsDNA status
disclosed no association between dsDNA status and the
duration of smoking cessation in former smokers (mean (SD)
duration of smoking cessation in dsDNA+ former smo-
kers = 13.8 (9.4) v 14.1 (10.6) years in dsDNA2 former
smokers). In contrast to the importance of smoking status at
the time of autoantibody testing, the cumulative amount
smoked, while greater in current smokers than former
smokers (mean for former smokers = 14.4 pack-years v 32.2
pack-years for current smokers; p = 0.0000), did not affect
dsDNA status (see table 3). Similarly, although other
investigators have suggested that the age of smoking
initiation affects the amount of DNA damage in former
smokers,15 the age of smoking onset was not associated with
dsDNA seropositivity in our cohort (data not shown).

Given our hypothesis that DNA damage resulting from
smoking incites dsDNA autoantibody formation, the finding
that only current smokers were at increased risk of dsDNA
seropositivity bears further consideration. Presumably the
former smokers were at higher risk of being dsDNA+ when
they smoked than never smokers. However, while DNA
adducts may persist in former smokers, the estimated half
life is only 9–13 weeks.16 Therefore the former smokers in our
cohort who stopped smoking 1 year before dsDNA testing
would be expected to have extremely low DNA adduct levels.

The association of current smoking with dsDNA seroposi-
tivity provides evidence supporting a potential pathogenetic
mechanism for the formation of such antibodies. It is
possible, for example, that in some patients with SLE DNA
adducts serve as the antigen for the formation of dsDNA
autoantibodies or, possibly, antibodies to DNA adducts act as
anti-idiotypes for the formation of dsDNA autoantibodies. A
recent meta-analysis assessing the relationship between SLE
susceptibility and smoking demonstrated that current smo-
kers have an increased risk of developing SLE than never or
former smokers.7 Combined with our results, this suggests
that dsDNA autoantibody production may be relevant to the
subsequent development of SLE.

Although our hypothesis is that DNA adduct formation due
to smoking may lead to dsDNA autoantibody production in
patients with SLE, the role of DNA adducts has been best
studied in cancer. DNA adducts are also thought to have a
role in inflammatory diseases in general17 and in aging.18

Determinants of the consequences of DNA adduct formation
are unclear. For example, if smokers develop DNA adducts,
why might some go on to develop lung cancer while others
might develop SLE or have no apparent health consequences?
One potential explanation is the individual person’s under-
lying genetic predisposition, differences in response to DNA
damage, or the capacity for DNA repair. Of interest, others
have shown that subjects with colorectal cancer not only
have an increased prevalence of dsDNA antibodies compared
with healthy patients or those with benign diseases, but,
those who are dsDNA seropositive have a better outcome
than their seronegative counterparts.19

Although the focus of our analysis was on white patients
owing to sample sizes available, preliminary analyses of
smaller groups of Hispanic, Asian, and African American
patients with SLE (n = 98, 104, and 63, respectively) from the
same cohort who met our inclusion criteria were also
performed. Though not statistically significant, current
smoking was associated with dsDNA seropositivity in
Hispanic patients with SLE (OR = 5.02, 95% CI 0.19 to
134). In contrast, current smoking was not associated with
dsDNA seropositivity among African American or Asian
patients with SLE; however, our confidence in these
preliminary findings is limited by the small sample sizes.

As mentioned previously, we had to exclude some white
patients from our primary analyses owing to missing data,
and these patients differed from the included patients in the
prevalence of smoking and SLE disease duration. Although
the prevalence of smoking was higher among the excluded
patients with SLE, the excluded smokers were equally likely
to be dsDNA+ as dsDNA2. Further, the prevalence of
smoking and of dsDNA seropositivity in our cohort is
generally consistent with that reported in other SLE
cohorts.20 21 The results of our sensitivity analyses also suggest
that the excluded patients were unlikely to have substantially
altered our findings.

With respect to the shorter disease duration in the included
patients compared with those excluded, adjustment for the
duration of SLE (from diagnosis to study entry) did not
change our results (data not shown). Another factor that
might have affected dsDNA seropositivity is the patients’
treatment status at the time of dsDNA testing. However,
controlling for the cumulative number of immunomodula-
tory drugs taken by patients did not have a significant effect
on dsDNA status (data not shown). Lastly, given our limited
power to examine non-white patients with SLE, it will be
important to assess the relationship between smoking and
dsDNA status in these populations in future studies.

In summary, white subjects with SLE (or who later develop
SLE) who smoke when evaluated for dsDNA autoantibodies
have a higher chance of being seropositive than never or
former smokers. This is the first study to demonstrate an
association between smoking and dsDNA autoantibodies. If
confirmed, our results provide a potential mechanism that
may underlie dsDNA autoantibody formation. Such informa-
tion makes our efforts to prevent smoking and to encourage
smoking cessation even more urgent.

ACKNOWLEDGEMENTS
Grant support provided by the Arthritis Foundation, the University of
California Office of the President Tobacco Related Disease Research
Program, NIH K24 AR02175, R01 AR44804, and the Rosalind Russell
Medical Research Center for Arthritis. These studies were carried out,
in part, in the General Clinical Research Center, Moffitt Hospital,
University of California, San Francisco, with funds provided by the
National Center for Research Resources, 5 M01 RR-00079, US Public
Health Service.

Authors’ affiliations
. . . . . . . . . . . . . . . . . . . . .

M M Freemer, T E King Jr, Department of Medicine, Division of
Pulmonary and Critical Care Medicine, San Francisco General Hospital,
University of California, San Francisco, CA, USA
L A Criswell, Rosalind Russell Medical Research Center for Arthritis,
Department of Medicine, University of California, San Francisco, CA,
USA

Competing interest: None.

REFERENCES
1 Arbuckle MR, James JA, Kohlhase KF, Rubertone MV, Dennis GJ, Harley JB.

Development of anti-dsDNA autoantibodies prior to clinical diagnosis of
systemic lupus erythematosus. Scand J Immunol 2001;54:211–19.

Smoking and dsDNA autoantibody production in SLE 583

www.annrheumdis.com



2 Mooney LA, Perera FP, Van Bennekum AM, Blaner WS, Karkoszka J, Covey L,
et al. Gender differences in autoantibodies to oxidative DNA base damage in
cigarette smokers. Cancer Epidemiol Biomarkers Prev 2001;10:641–8.

3 Petruzzelli S, Celi A, Pulera N, Baliva F, Viegi G, Carrozzi L, et al. Serum
antibodies to benzo(a)pyrene diol epoxide-DNA adducts in the general
population: effects of air pollution, tobacco smoking, and family history of lung
diseases. Cancer Res 1998;58:4122–6.

4 Riise T, Nortvedt MW, Ascherio A. Smoking is a risk factor for multiple
sclerosis. Neurology 2003;61:1122–4.

5 Stolt P, Bengtsson C, Nordmark B, Lindblad S, Lundberg I, Klareskog L, et al.
Quantification of the influence of cigarette smoking on rheumatoid arthritis:
results from a population based case-control study, using incident cases. Ann
Rheum Dis 2003;62:835–41.

6 Vestergaard P, Rejnmark L, Weeke J, Hoeck HC, Nielsen HK, Rungby J, et al.
Smoking as a risk factor for Graves’ disease, toxic nodular goiter, and
autoimmune hypothyroidism. Thyroid 2002;12:69–75.

7 Costenbader KH, Kim DJ, Peerzada J, Lockman S, Nobles-Knight D, Petri M,
et al. Cigarette smoking and the risk of systemic lupus erythematosus: a meta-
analysis. Arthritis Rheum 2004;50:849–57.

8 Jonsson T, Thorsteinsson J, Valdimarsson H. Does smoking stimulate
rheumatoid factor production in non-rheumatic individuals? Apmis
1998;106:970–4.

9 Hung RJ, Boffetta P, Brennan P, Malaveille C, Gelatti U, Placidi D, et al.
Genetic polymorphisms of MPO, COMT, MnSOD, NQO1, interactions with
environmental exposures and bladder cancer risk. Carcinogenesis
2004;25:973–8.

10 Wu X, Zhao H, Suk R, Christiani DC. Genetic susceptibility to tobacco-related
cancer. Oncogene 2004;23:6500–23.

11 Lunec J, Herbert K, Blount S, Griffiths HR, Emery P.
8-Hydroxydeoxyguanosine. A marker of oxidative DNA damage in
systemic lupus erythematosus. FEBS Lett 1994;348:131–8.

12 Blount S, Griffiths H, Emery P, Lunec J. Reactive oxygen species modify human
DNA, eliciting a more discriminating antigen for the diagnosis of systemic
lupus erythematosus. Clin Exp Immunol 1990;81:384–9.

13 Blount S, Lunec J, Griffiths H, Herbert K, Isenberg D. Binding of anti-DNA
antibodies to oxidatively damaged DNA in spouses and relatives of patients
with systemic lupus erythematosus. Immunol Lett 1994;41:135–8.

14 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;25:1271–7.

15 Wiencke JK, Thurston SW, Kelsey KT, Varkonyi A, Wain JC, Mark EJ, et al.
Early age at smoking initiation and tobacco carcinogen DNA damage in the
lung. J Natl Cancer Inst 1999;91:614–19.

16 Mooney LA, Santella RM, Covey L, Jeffrey AM, Bigbee W, Randall MC, et al.
Decline of DNA damage and other biomarkers in peripheral blood following
smoking cessation. Cancer Epidemiol Biomarkers Prev 1995;4:627–34.

17 Frenkel K, Karkoszka J, Kim E, Taioli E. Recognition of oxidized DNA bases
by sera of patients with inflammatory diseases. Free Radic Biol Med
1993;14:483–94.

18 Shinozaki R, Inoue S, Choi KS, Tatsuno T. Association of benzo[a]pyrene-
diol-epoxide-deoxyribonucleic acid (BPDE-DNA) adduct level with aging in
male smokers and nonsmokers. Arch Environ Health 1999;54:79–85.

19 Syrigos KN, Charalambopoulos A, Pliarchopoulou K, Varsamidakis N,
Machairas A, Mandrekas D. The prognostic significance of autoantibodies
against dsDNA in patients with colorectal adenocarcinoma. Anticancer Res
2000;20:4351–3.

20 Ghaussy NO, Sibbitt WL Jr, Qualls CR. Cigarette smoking, alcohol
consumption, and the risk of systemic lupus erythematosus: a case-control
study. J Rheumatol 2001;28:2449–53.

21 Ignat GP, Rat AC, Sychra JJ, Vo J, Varga J, Teodorescu M. Information on
diagnosis and management of systemic lupus erythematosus derived from the
routine measurement of 8 nuclear autoantibodies. J Rheumatol
2003;30:1761–9.

584 Freemer, King Jr, Criswell

www.annrheumdis.com


