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Cardiorespiratory symptoms
Cardiorespiratory symptoms are
common. Patients may present with
chest pain on inspiration caused by
lupus-induced pleurisy or pericarditis,
which may be associated with
effusions. This needs to be
distinguished from pleurisy secondary
to infection and pulmonary embolus,
both of which can occur in lupus
patients. Chest pain on exertion may
occur because of premature or
accelerated coronary artery disease.
Breathlessness on exertion may be
caused by ischaemic heart disease or
less commonly acute pneumonitis,
chronic lung fibrosis or pulmonary
hypertension.

Renal complications
Lupus glomerulonephritis is one of the
most important systemic
complications, occurring in about 30%
of patients with SLE in the UK.10 Other
manifestations of renal involvement
include microvascular thrombosis
presenting with a slow increase in
proteinuria, haematuria, worsening
renal function, and uncontrolled
hypertension, or rarely vasculitis.

Careful screening tests for renal
disease need to be undertaken as it is
asymptomatic. Urinalysis, looking for
haematuria and proteinuria, is the
most important and effective method
to detect and monitor lupus nephritis.
However, it is essential to exclude
other conditions that can present with
these features such as infection,
menstrual blood loss and renal stones.

It is important for patients with
confirmed proteinuria and/or
haematuria to be referred promptly to
hospital for further assessment. This
will involve quantifying protein 
loss by measurement of 24-hour 
urine protein excretion, urine 
protein:creatinine ratio or
albumin:creatinine ratio on spot urine
samples. Renal function should be
assessed by serum creatinine and
estimated GFR. 

Beware of new onset or worsening
hypertension as this correlates
strongly with proliferative nephritis
and seek expert advice if this happens.

Renal disease in lupus is classified
using the International Society of
Nephrology/Renal Pathology Society
(ISN/RPS) 2003 classification of lupus
nephritis, which is based on biopsy
findings as was its predecessor the
WHO classification.11 This has
important prognostic implications and
is used to guide therapeutic decisions,
see table 2, right.12

Box 1

Drug-induced lupus
Certain drugs can provoke an autoimmune reaction with the formation of
autoantibodies (ANA, anti-histone antibodies) and a clinical syndrome
mimicking SLE. Severe nephritis and CNS involvement are rare. In the
majority of cases, withdrawing the offending medication results in the
disappearance of autoantibodies and resolution of clinical features.
The most common culprits include: minocycline; phenytoin; procainamide;
hydralazine; quinidine; methyldopa; isoniazid; and chlorpromazine.

Box 2

Pregnancy and SLE
Women with SLE should be referred for pre-pregnancy counselling. As most
women who develop SLE are of childbearing age, pregnancy and the issues
surrounding it are of major importance. Lupus itself does not reduce fertility
however factors such as high disease activity, hypertension, lupus nephritis,
anti-phospholipid antibodies and immunosuppressive therapy may alter the
outcome of pregnancy. 

Pregnancy can effect lupus by increasing disease activity several fold25,26

especially if there is active disease at the time of conception. It is vital that
stable disease is achieved for at least six months before pregnancy to reduce
the risk of flares during, and in, the postpartum period. Other risks for
increased activity are cessation of corticosteroids and hydroxychloroquine.

The presence of Ro and La antibodies is associated with around a 1% risk of
congenital heart block and 10% risk of neonatal lupus rash. Anti-cardiolipin
antibodies and lupus anticoagulant antibodies are associated with
significant increase in pregnancy loss, intrauterine growth restriction and
preterm birth.

Drugs that are safe to use in pregnancy include: prednisolone; azathioprine;
hydroxychloroquine; heparin; and low-dose aspirin. At present evidence
suggests that MMF, leflunomide, cyclosphosphamide and methotrexate
must be avoided and should be stopped at least three months before a
planned pregnancy. Warfarin should be changed to heparin and aspirin
during pregnancy.

Neuropsychiatric manifestations
Neuropsychiatric manifestations of
lupus are well recognised but
uncommon and include: 
• epileptic seizures
• psychosis
• aseptic meningitis
• stroke 
• transverse myelitis

Stroke may be caused by premature

atherosclerosis, thrombosis, emboli
and occasionally vasculitis.

Other symptoms
Ophthalmic manifestations are
uncommon but potentially serious and
need prompt specialist assessment.13

Gastrointestinal manifestations are
also possible but these are uncommon
and rarely recognised (see table 1, p21).

Table 2

International Society of Nephrology/Renal Pathology Society
(ISN/RPS) 2003 classification of Lupus Nephritis11

Clinical classification Histological classification
Class I Minimal mesangial proliferative LN
Class II Mesangial proliferative LN
Class III and subclasses Focal LN
Class IV and subclasses Diffuse LN
Class V Membranous LN
Class VI Advanced sclerosis LN




