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Imposing order on the great imitator:
A visual dashboard for phenotyping,
targeted organ defense, and integrated

care.
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The Core Paradigm

Four pillars of modern SLE management.

@&' Diagnosis & Phenotyping .1 T“k The Organ Threats

Entry criteria: 2019 EULAR/ACR (ANA titre 21:80). Lupus Nephritis (LN) occurs in ~50% of patients.

Biopsy-driven therapy is critical.
Action: Profiling specific autoantibodies dictates the e Py

threat level and organ targets. Cutaneous lupus affects >80%.

0 The Pharmacological Arsenal 'v Lifelong Protection

Hydroxychloroquine (HCQ) is the universal foundation. Accelerated cardiovascular disease is a primary late-

_ , mortality driver.
Targeted escalations: MMF, Cyclophosphamide,

Belimumab, Anifrolumab. Aggressive BP and lipid management is mandatory.




Epidemiology & The Equity Gap

General Australian Epidemiology Severe burden on Aboriginal and
Torres Strait Islander (ATSI)
populations

Incidence: Significantly higher rates
of disease.

Estimated Prevalence Severity: More frequent, aggressive

organ involvement (Lupus Nephritis
progresses more rapidly).

Female-to-Male

ratio of 9:l.
Disproportionately
affects non-European
ancestry.

Mortality: Increased mortality rates
compared to non-Indigenous cohorts.
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ATSI Care Considerations: Navigating Structural Barriers

Access & Geography

Remote/very remote barriers to
specialist rheumatology/nephrology.

Solution: Telehealth infrastructure

integrated with local clinics.
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Comorbidity Compounding

High background rates of diabetes,

renal disease, and CV risk accelerate
SLE organ damage.

Culturally
Safe Care

I—

Medication Adherence &
Safety

Higher rates of HCQ non-adherence.
Must address practical barriers (cost,
transport).

Action: Educate on lifelong therapy

and infection risks.
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Integrated Care Models

Action: Mandatory integration with
Primary Health and Aboriginal
Community Controlled Health

Organisations (ACCHOs). Involve
Aboriginal Health Workers.




The Diagnostic Blueprint: Serology Matrix

o Note: ANA >1:80 is the EULAR/ACR entry criterion, but specific profiling is required to determine the clinical phenotype.

Antibody Prevalence Specificity Clinical Danger Zone
Anti-dsDNA 60-70% Highly Specific Titres correlate with active Lupus Nephritis.
Anti-Smith (Sm) 20-30% Most Specific (>99%)

Anti-Ro / Anti-La

Anti-RNP

Anti-ribosomal P

Antiphospholipid (aPL)

30-40% / 10-15%

25-40%

10-20%

30-40%

. : Neonatal lupus, congenital heart block,
ANA-neg SLE possible photosensitivity.

MCTD Overlap Raynaud's, myositis.
CNS specific Lupus psychosis, depression.

Thrombosis risk Arterial/venous clots, obstetric morbidity.




Lupus Nephritis: The Silent Threat
4 By

Urine uPCR >50
microscopy mg/mmol /
.-";;I

I

Serum
creatinine/ |
eGFR 4

Initial Screening Protocol
(Trigger Biopsy if Abnormal):
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Lupus Nephritis Class Action

Class lll (Focal Proliferative) & Most severe. Requires immediate, intensive induction
Class IV (Diffuse Proliferative) immunosuppression.

Class VI [Adva nced Sclerosing) ‘ Immunosuppression usually futile. Supportive care for ESKD.




Lupus Nephritis: Clinical Pathway

Management protocol for Class lll/IV Proliferative LN
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ymmmmmmmme- Phase 1: Induction ---------- .

(3-6 months) i

Mycophenolate Mofetil (MMF):
2-3 g/day PO.
(Adjust if eGFR <25).

Phase 2: Maintenance
(23-5 years)

Supportive Armor

€ Universal HCQ
€ ACEi/ARB for

proteinuria
Switch to: >0.5 g/day
Acti PLUS
s Glucocorticoids MMF (1-2 g/day) @ Target BP
Proliferative LN (taper to <7.5 mg/day). OR <130/80

(Class lll/IV)

-

Add-on Belimumab
optional.

Low-dose IV Cyclophosphamide __
> (Euro-Lupus): 500 mg IV
fortnightly x 6 doses (with Mesna)

Azathioprine
(2-2.5 mg/kg/day)
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€ Statin therapy

€ PJP prophylaxis
during induction



Cutaneous Lupus: Tiered Treatment Approach

Affecting >80% of SLE patients: acute, subacute, and chronic manifestations.

Tier 3: Systemic Escalation

Ist Line: Hydroxychloroquine (200-400 mg/day).

‘ 2nd Line [ Refractory: Methotrexate (7.5-25 mg weekly),
Belimumab, or specialist-only
Thalidomide/Lenalidomide.

Tier 2: Localized Defense (Topicals)

Potent topical corticosteroids (mometasone 0.1%) for short bursts (2-4 weeks).

Topical calcineurin inhibitors (tacrolimus 0.1% / pimecrolimus) for
sensitive facial areas and maintenance.

Tier 1: Foundation

Photoprotection is the cornerstone (Broad-spectrum SPF 50+, protective clothing, reapply every 2 hrs).
Strict Smoking Cessation (smoking worsens disease and blunts HCQ efficacy).



The Pharmacological Arsenal

The Therapy Pyramid

Apex:

Biologics
& Salvage

i, o
Conventional T
MMF/Azathioprine
DMARDs (major organs/LN).

Hydroxychloroquine. Reduces

Requires ophthalmology
screening at 5 years.

flares, organ damage, thrombosis.

The Biologics Breakdown

Belimumab (Anti-BLyS

Format: IV/SC

Indication: Active autoantibody-positive SLE;
add-on for active Lupus Nephritis.

Anifrolumab (Anti-IFNAR)

Format: |V
Indication: Moderate-severe non-renal lupus.

Rituximab (Anti-CD20)

Format: |V

Indication: Off-label salvage for refractory
severe LN, neuropsychiatric lupus, or cytopenias.



Pregnancy & Neonatal Lupus:
Safe-Harbor Timeline

Pre-Conception : :
(The Washout Zone) Window Gestation Timeline
Post-Partum
Monitor for
neonatal lupus
STOP: CONTINUE: Best planned Weeks 16-26  Continuous  aPL Screen (transient
Methotrexate Hydroxyc- during stable Monitoring = rash/cytopenias,
(=3 months prior), loroquine remission Fetal If positive, clears by 6-8
MMF (=6 weeks (crucial), (=6 months).  echocardiogra- Track SLEDAI, - requires months).
prior), Azathioprine, phy if Anti- uPCR, BP, LMWH +
Cyclophosphamide,  Tacrolimus, Ro/La positive C3/C4, aspirin.
Leflunomide. low-dose pred g% risk of anti-dsDNA.
(<20mg). ongenital
Complete Heart
Block).



Cardiovascular Risk: The Dual-Threat Model
Accelerated atherosclerosis is a primary driver of late mortality.

Traditional Risks

Hypertension, dyslipidaemia,
diabetes, smoking, obesity

Chronic inflammation, cumulative
glucocorticoid toxicity, Lupus
Nephritis, aPL antibodies

SLE-Specific Risks

Actionable Defense Panel

Lipids:
Target LDL <2.0 mmol/L for high-risk patients.
Consider statins regardless of baseline.

Blood Pressure:
Target <130/80 mmHg (ACEi/ARB first line).

Steroid Sparing:
Force prednisolone down to <7.5 mg/day.

Coagulation:

Low-dose aspirin for aPL positive; full
anticoagulation (INR 2-3) for defined APS.



Integrated Patient Care Ecosystem
SLE management is an overlapping, lifelong protective shield.

Patient
(Phenotyped by

Autoantibodies & ATSI
demographic risks)




