
SYMPOSIUM MUSCULOSKELETAL MEDICINE
SLE

thepractitioner.co.uk

20

May 2019;263(1826):17-22

CLINICAL ASSESSMENT 
Clinical assessment should include a
detailed history and review of systems,
ideally with full clinical examination
including urinalysis in order to
determine whether symptoms and
signs may be caused by lupus disease
activity, accumulated damage due to
the effects of the disease or its
treatment such as lung fibrosis or
atherosclerosis, drug toxicity and/or
the presence of comorbidity. 

Fatigue is very common but
nonspecific as it can be hard to
distinguish whether the cause is lupus
itself or if there is another autoimmune
condition such as hypothyroidism,
anaemia due to iron deficiency (not
haemolysis from lupus), fibromyalgia
which can coexist with lupus in up to
30% of patients, depression and/or
physical deconditioning. 

Haematological, biochemical,
immunological and imaging
investigations help to determine
whether new disease features are
caused by active inflammation,
thrombosis or comorbidity such as
infection. This is an important
distinction as this will affect the need

for specialist review and future
treatments. Antiphospholipid
antibodies are associated with
thrombotic events, damage and
adverse outcomes in pregnancy and
should be re-evaluated prior to
pregnancy or surgery, and when there
is a new severe manifestation or
vascular event even if the tests were
negative previously. Patients may
need referral for skin or renal biopsies
to ensure that lupus is the cause of
the manifestations before starting
definitive treatment. 

Advice about further assessment
and treatment should be sought 
from relevant specialists such as
rheumatologists, nephrologists,
haematologists and specialist
obstetricians depending on the
extent of disease activity and whether
planning pregnancy or not. 

Mild disease activity is clinically
stable lupus with no life-threatening
organ involvement (see figure 1, p17).
Those patients with moderate 
disease activity have more serious
manifestations requiring more intense
immunosuppression and severe
disease is defined as organ or life
threatening. 

With an increase in disease activity
(lupus flare) it can be helpful to
consider triggers such as sunlight,
concurrent or recent infection,
hormonal changes, surgery and any
recent drug change as this will guide
further investigation, treatment and
future monitoring. 

MONITORING
Patients with lupus should be
monitored regularly for disease
features, drug toxicity and
comorbidities.7,8 Depending on the
complexity of the disease and the
drug therapy this may need to be
performed by a specialist e.g.
rheumatologist, nephrologist,
dermatologist or by the GP or shared
care between the relevant teams. 

Table 2

Risk factors: review at least annually

Infection
•Vaccination status

Cardiovascular disease
•Hypertension
•Dyslipidaemia
•Diabetes
•High BMI
•Smoking

Malignancy
•Routine cancer screening as per
national guidelines

Box 1

Measuring autoantibodies in patients with SLE

• Increasing anti-dsDNA antibody levels, and falling C3 and/or C4 complement
levels are associated with disease flare
•ANA, anti-Sm and anti-RNP antibodies do not change with disease activity
and should not be routinely measured
•Measure anti-Ro and anti-La antibodies in women planning pregnancy
because of the risk of congenital heart block (1-2%)
•Check lupus anticoagulant and antiphospholipid antibodies at baseline and
following i) a new vascular event, ii) prior to pregnancy, iii) following an adverse
pregnancy outcome

Patients with active disease should
be reviewed at least every 1-3 months
with blood pressure, urinalysis, renal
function, liver function tests, anti-
dsDNA antibodies, complement levels
and full blood count with further tests
as necessary (see box 1, below). ESR is
usually high and CRP low with active
lupus so an increase in CRP should
prompt an infection screen. Patients
with stable low disease activity or in
remission may be reviewed less
frequently such as 6 to 12 monthly.

As lupus disease activity and
complications such as atherosclerotic
disease, infection and drug side effects
can develop at any time, patients
should be monitored indefinitely.7,8

Anti-Ro and anti-La antibodies are
associated with neonatal lupus
(including congenital heart block) and
should be checked prior to pregnancy
but are not helpful for assessing
disease activity (see box 1, below). 

A detailed guide to the interpretation
of haematological, renal and other
biochemical parameters is included in
the BSR guideline on the management
of lupus and is available online.8

Patients with lupus are at increased
risk of infection, atherosclerotic
disease, malignancy, osteoporosis and
avascular necrosis. 

Patients should be screened for
modifiable risk factors including
hypertension, dyslipidaemia, diabetes,
high body mass index and smoking at
least annually.7,8 They should have their
vaccination status reviewed and be
immunised as appropriate for example
against influenza and pneumococcal
pneumonia if they are on
immunosuppressants (see table 2, left). 

Complications of lupus including
chronic fatigue, cardiovascular risk,
osteoporosis, infection, and cancer risk
should be managed according to
national and international guidelines.7,8

TREATMENT 
Until recently only prednisolone and
hydroxychloroquine were licensed for
lupus.5 There were relatively few trials
until the past 15 years but in 2011,
belimumab became the first drug to be
licensed for the treatment of active
lupus for more than 50 years.7,29,30

Much of the evidence supporting 
the use of drug therapies off licence 
in lupus comes from observational
studies. This evidence is reviewed in 
the BSR guideline which divides the
treatment of lupus into three sections
covering mild, moderate and severe
lupus7,8 (see figure 1, p17). There is only
summary advice about the use of


