
 

 

 

 

SYSTEMIC LUPUS ERYTHEMATOSUS (SLE) 

 

“Soft Construction with Boiled Beans” (or “Premonition of Civil War”) oil on canvas, 

Salvador Dalí, 1936, Philadelphia Museum of Art, USA. 

 

“In this picture, I showed a vast human body breaking out into monstrous excrescences 

of arms and legs tearing at one another in a delirium of auto-strangulation” 

 

Salvador Dali 



 

Salvador Dali once famously exclaimed, “Just because I don’t know the meaning of my 

art, does not mean that it has no meaning!” There seemed little doubt however that his 

works, whatever they meant, somehow reflected closely the bizarre and tortured world of 

his own inner subconscious. In 1938 Dali had the opportunity to meet with his 

intellectual hero, Sigmund Freud, whose works he had studied closely, even obsessively. 

He was particularly anxious for the great man to examine one of his works, 

“Metamorphosis of Narcissus”, which he had completed the year before. Freud studied 

the work silently and intently for many minutes slowly stood back and announced that he 

had no idea what to make of it! To Dali’s eternal delight however he did add that the 

“creator would make a fascinating subject for psychoanalysis”!   

 

It was in early 1936, a time of rapidly escalating political tension in Spain that Dali 

produced one of his most famous and enigmatic works, which he bewilderingly entitled, 

“Soft Construction with Boiled Beans”. A giant tortured and grossly deformed body, 

seemingly tearing itself apart, rears itself up against the parched backdrop of the 

northern Spanish plains. Dali’s biographer Ian Gibson wrote, “Undoubtedly it is one of 

Dali’s greatest works from this period, the supreme expression of the theme of 

cannibalism, autophagy and self-mutilation that had dominated so many tortured works 

over the previous four years”. In July of 1936, the tragic and ferociously vicious Spanish 

civil war broke out. Dali at this time began to allege that the work had been prophetic. 

Suddenly he saw its true meaning; it had been a subconscious premonition of the conflict 

that would see Spain tear itself apart, attacking itself, literally shredding itself to pieces, 

eating itself even, in the agony of civil war. He retitled it “Premonition of Civil War”. 

Dali’s “Soft Construction with Boiled Beans” became one Spain’s iconic images of its 

internal conflict. For Dali at least, the meaning of his work, initially obscure, had 

become clear at last. In his 1942 autobiography, “The Secret Life of Salvador Dali”, he 

wrote:  

 

“When I arrived in Paris I painted a large picture which I entitled Premonition of Civil 

War. In this picture I showed a vast human body breaking out into monstrous 

excrescences of arms and legs tearing at one another in a delirium of autostrangulation. 

As a background to this architecture of frenzied flesh devoured by a narcissistic and 

biological cataclysm, I painted a geological landscape that had been uselessly 

revolutionized for thousands of years, congealed in its “normal course.” The soft 

structure of that great mass of flesh in civil war I embellished with a few boiled beans, for 

one could not imagine swallowing all that unconscious meat without the presence 

(however uninspiring) of some mealy and melancholy vegetable”.  

 

Just as the true nature of the myriad tortured images of Dali’s “Soft Construction with 

Boiled Beans” initially appeared quite obscure, even to himself, so will the true nature of 

the myriad tortured symptoms of the SLE sufferer initially appear quite obscure, even to 

the patient themselves. Learned professors may ponder over the nature of necrotic 

fingers and toes, just as Sigmund Freud ponders over those of Dali’s allegorical figure. 

With time however, SLE will show its true nature, just as Dali’s work did so, a deadly 

and viscous conflict of a body at war with itself.   

 

 



SYSTEMIC LUPUS ERYTHEMATOSUS (SLE) 

 

Introduction 

 

Systemic Lupus Erythematosus (SLE) is multisystem autoimmune connective tissue 

disorder determined by both genetic and environmental factors, and has the potential to 

affect almost any organ. 

 

It was once considered a rare disease with a universally fatal outcome. More recent years 

however have shown that this disorder is relatively common and treatable. 

 

ED physicians need to be aware of the possible serious complications associated with this 

disease that may lead to an Emergency Department presentation. 

 

For patients who present to the ED, a high index of suspicion must be maintained 

for the conditions in which these patients are at increased risk, in particular this will 

apply to procoagulant disease and sepsis in those on immunosuppressive agents. 

 

Epidemiology 

 

It has an incidence of 40 to 50/100 000 people.  

 

It affects females much more commonly than males. 

 

Pathology 

 

Pathogenic autoantibodies are the primary cause of tissue damage in patients with SLE.  

 

Autoantibodies may be present for many years before the clinical onset of the disease, 

and there may be increasing numbers of antibodies just before symptoms develop, 

pointing to a multifactorial pathogenesis. 

 

Autoantibody responses are directed to cellular:  

 

● Nuclear antigens. 

 

● Cytoplasmic antigens.  

 

The disease mainly involves:  

 

● Skin 

 

● Joints 

 

● Kidneys 

 

● Cardiovascular system 

 



● Hematological system 

  

● Nervous system 

 

Clinical Features 

 

Classically presentations have been described as the triad of: 

 

● Fever 

 

● Joint pain  

 

● Rash  

 

in a woman of childbearing age, however this is uncommon and initial symptoms are 

usually vague, non-specific and myriad. 

 

It is therefore not surprising that there is often considerable delay before the diagnosis is 

even considered in patients with low grade disease. 

 

Many presenting clinical features are possible in this multisystem disease. 

 

1. Non-specific “constitutional” symptoms are common: 

 

● Fever 

 

● Malaise 

 

● Lethargy 

 

● Myalgias  

 

● Anorexia, weight loss 

 

● Headache 

 

2. Dermatological: 

 

● Alopecia 

 

● Painless oral ulcerations 

 

● Rashes: 

 

 Photosensitivity 

 

 Discrete discoid rashes, these can result in scarring. 

 



 Most characteristically is the malar or butterfly rash. It sometimes 

has mild induration.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Typical malar rash of SLE seen over the cheeks and bridge of the nose, typically with 

nasolabial fold sparring. 

 

3. Joints: 

 

● Arthralgias 

 

● Arthritis, (non-erosive) 

 

● Avascular necrosis, which is possible in patients who are taking 

glucocorticoids. 

 

4. Renal, (lupus nephritis): 

 

● This develops insidiously with declining eGFR values 

 

● If not detected early, the risk of progression to renal failure is high. 

 

5. Cardiovascular: 

 

● Accelerated atherosclerosis, is now a major cause of morbidity and 

mortality from ACS and stroke.  

 

It is probably related to chronic inflammatory changes affecting the 

vascular endothelium    

 

● Pericarditis 

 

● Endocarditis,   (Libman-Sacks or verrucous) endocarditis 

 

 Regurgitation is more common than stenosis 



 

 Secondary bacterial infection can also occur on the damaged valves. 

 

● Pulmonary hypertension, (secondary to vasculitis)  

 

● Raynaud’s phenomenon 

 

● Vasculitis with digital infarcts, and splinter hemorrhages may also be seen. 

 

6. Hematological system: 

  

● Antiphospholipid antibodies predispose to thrombosis, (as well as 

recurrent miscarriage). 

 

Antiphospholipid syndrome can be associated with SLE, but can also be a 

primary condition in its own right, without association with SLE 

 

Screening includes anticardiolipin antibodies and the lupus anticoagulant 

 

7. Nervous system: 

 

 ● Seizures 

 

● The risk of stroke is higher and patients with antiphospholipid antibodies 

in particular are at higher risk. 

 

8. Respiratory: 

 

● Serositis is common and may manifest as pleurisy  

 

● Pulmonary fibrosis, in the long term 

 

9. Ophthalmological: 

 

● Retinal vasculitis may occur and can lead to blindness 

 

10. Obstetric: 

 

● Those with Antiphospholipid syndrome, suffer from recurrent early 

miscarriage   

 

● Morbidity in pregnancy is common, especially if women have 

antiphospholipid antibodies, predisposing to thrombotic disease  

 

● Risks of pregnancy increase markedly in the presence of lupus nephritis, 

hypertension, and active disease, especially at the time of conception, and 

pregnancy is contraindicated until remission can be achieved.  

 



● Though pulmonary hypertension in lupus is uncommon, in pregnancy it 

confers a high risk of maternal death. All women with lupus should 

receive careful counselling before planning a pregnancy, both in terms of 

control of the disease and medications potentially toxic to the fetus. 

 

11. Psychiatric: 

 

● Depression is common 

 

● Psychosis 

 

Investigations 

 

Specific diagnostic testing to establish a diagnosis of SLE is not within the domain of the 

Emergency Department 

 

Any investigations required in the ED will relate to  

 

● Assessing disease activity 

 

● Assessing for secondary complications of the disease 

 

Assessing the state of disease activity of SLE is achieved by 
2
:  

 

● Clinical assessment  

 

And by measuring serum levels of:  

 

● CRP. 

 

● ESR  

 

● Complement proteins 

 

● dsDNA, (double stranded DNA) 

 

Further investigations may reveal: 

 

1. FBE: 

 

The following may be seen on FBE: 

 

● Hemolytic anemia 

 

● Leukopenia: <4000/mm
3
 

 

● Lymphopenia: <1500/mm
3
 

 



● Thrombocytopenia: <100,000/mm
3
 

 

2. U&Es/ eGFR/ glucose: 

 

● Renal impairment/ failure 

 

3. LFTs: 

 

● Abnormal liver function tests occur quite commonly in SLE 

 

4. Urinalysis: 

 

● Proteinuria 

 

● Haematuria 

 

Management 

 

Modern treatment has greatly improved the 5-year survival in SLE patients to 93%- 97%.  

 

Atherosclerotic disease has now become the major cause of mortality in patients with 

systemic lupus erythematosus. 

 

Pharmacological treatment of SLE is determined by the nature and severity of the organ 

involvement, and varies from simple analgesics alone at one end of the spectrum to the 

most potent of immunosuppressive treatments prescribed by specialist rheumatologists at 

the other. 

 

For specific agent used in the treatment of SLE and full prescribing details, see 

latest edition of Rheumatology Therapeutic Guidelines. 

 

For patients who present to the ED, a high index of suspicion must be maintained 

for the conditions in which these patients are at increased risk 

 

Important considerations will include: 

 

Fever: 

 

Fever is a challenging problem in systemic lupus erythematosus (SLE).  

 

Considerations should include: 

 

● Is this a manifestation of active lupus?  

 

● Infection 

 

● Malignancy 

 



● Drug reaction. 

 

Sepsis: 

 

● SLE patients may be on immunosuppressive agents, and therefore are at 

increased risk of serious sepsis.  

 

Chest pain: 

 

This could be serositis, (pleurisy of SLE), however patients are also at increased risk of: 

 

● Acute coronary syndrome 

 

● Pericarditis 

 

● Pulmonary embolism 

 

The index of suspicion for these conditions in SLE patients should be high. 

 

Shortness of breath: 

 

● Always keep pulmonary embolism in mind, when the cause is not readily 

apparent  

   

Headache: 

 

Keep in mind: 

 

● Stroke, (increased incidence in SLE patients). 

 

● Patients may be on warfarin for procoagulation conditions, as such there is an 

increased risk of intracranial haemorrhage.  

 

Procoagulation issues: 

 

For Patients with procoagulation problems, a high index of suspicions must be 

maintained for: 

 

● DVT 

 

● Pulmonary embolism 

 

● Acute coronary syndrome 

 

● Stroke 

 

 

 



Appendix 1 

 

The American College of Rheumatology diagnostic criteria for SLE, (1997): 

 

Criterion Definition 

1. Malar rash Fixed erythema, flat or raised, over the malar eminences, tending 

to spare the nasolabial folds 

2. Discoid rash Erythematous raised patches with adherent keratotic scaling and 

follicular plugging (Atrophic scarring may occur in older lesions) 

3. Photosensitivity Skin rash as a result of unusual reaction to sunlight, by patient 

history or physician observation 

4. Oral ulcers Oral or nasopharyngeal ulceration, usually painless, observed by 

a physician 

5. Arthritis Nonerosive arthritis involving ≥2 peripheral joints, characterized 

by tenderness, swelling, or effusion 

6. Serositis (A) Pleuritis: Convincing history of pleuritic pain or rub heard by 

a physician or evidence of pleural effusion 

or  

(B) Pericarditis: Documented by ECG or rub or evidence of 

pericardial effusion 

7. Renal disorder (A) Persistent proteinuria >0.5 g/d or >3+ if quantitation not 

performed 

or  

(B) Cellular casts: May be red blood cell, hemoglobin, granular, 

tubular, or mixed 

8. Neurologic 

disorder 

(A) Seizures: In the absence of offending drugs or known 

metabolic derangements (eg, uremia, ketoacidosis, electrolyte 

imbalance) 

or  

(B) Psychosis: In the absence of offending drugs or known 

metabolic derangements (eg, uremia, ketoacidosis, electrolyte 

imbalance) 

9. Hematologic 

disorder 

(A) Hemolytic anemia: With reticulocytosis 

or  



(B) Leukopenia: <4000/mm
3
 total on ≥2 occasions 

or  

(C) Lymphopenia: <1500/mm
3
 on ≥2 occasions 

or  

(D) Thrombocytopenia: <100,000/mm
3
 in the absence of 

offending drugs 

10. Immunologic 

disorder 

(A) Anti-DNA: Antibody to native DNA in abnormal titer 

or  

(B) Anti-Sm: Presence of antibody to Sm nuclear antigen 

or  

(C) Positive finding of antiphospholipid antibodies based on (1) 

an abnormal serum level of IgG or IgM anticardiolipin antibodies, 

(2) a positive test result for lupus anticoagulant using a standard 

method, or (3) a false-positive serologic test for syphilis known to 

be positive for at least 6 months and confirmed by Treponema 

pallidum immobilization or fluorescent treponemal antibody 

absorption tests 

11. Antinuclear 

antibody 

An abnormal titer of antinuclear antibody by 

immunofluorescence or an equivalent assay at any point in time 

and in the absence of drugs known to be associated with drug-

induced lupus syndrome 

 A person can be diagnosed with SLE if any 4 or more of the 

11 criteria are present, serially or simultaneously, during any 

interval of observation. 
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