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Abstract
Systemic lupus erythematosus (SLE) is an autoimmune disease characterized by high hetero­
geneity of  clinical manifestations and an uncertain prognosis. Although the  mortality rate 
due to SLE has decreased significantly in recent decades, there is still a need to find good tools 
to measure disease activity for early detection of  exacerbations and treatment planning.  
Over the  decades, more than a  dozen disease activity scales/indicators have been developed,  
with the  SLE Disease Activity Index (SLEDAI) being the  most popular. More recently, the  new  
SLE Disease Activity Score (SLE-DAS) has been introduced. This paper compares the two methods 
of assessing SLE activity, and presents the relevance of these scales in pregnant SLE patients and 
their use in formulating definitions of  remission and low disease activity. The  results show that 
the SLEDAI and the SLE-DAS are of  comparable value in assessing SLE activity and complement 
each other.
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Introduction

Systemic lupus erythematosus (SLE) is a chronic 
autoimmune disease that manifests with a variety of cli­
nical symptoms and abnormalities in laboratory tests. 
The course of the disease is progressive and can lead to 
irreversible organ damage and death of the patient [1]. 
Early diagnosis of SLE and effective treatment tailored 
to disease activity are important in improving prognosis. 
A well-conducted activity assessment makes it possible 
to distinguish between SLE symptoms resulting from its 
exacerbation and chronic damage, which may be a con­
sequence of the disease itself, comorbidities or the treat­
ment used [2, 3]. The current approach to treating SLE 
patients is the treat-to-target strategy (T2T), commonly 

used in rheumatic diseases. A key element of this strate­
gy is defining the treatment goal and reliably assessing 
SLE activity, which will allow good therapy planning and 
consequently achieving the desired goal of remission or 
low disease activity [4]. Various tools have been developed 
to assess activity and organ damage in SLE patients, in­
cluding the British Isles Lupus Assessment Group (BILAG) 
scale, the Easy-BILAG, the European Consensus Lupus Ac­
tivity Measurements (ECLAM), the Systemic Lupus Activity 
Measure (SLAM), the SLE Disease Activity Index (SLEDAI), 
the SLE Disease Activity Score (SLE-DAS), the Physician 
Global Assessment (PGA) and the Systemic Lupus Inter­
national Collaborating Clinics/American College of Rheu­
matology (SLICC/ACR) Damage Index (SDI) [5–7]. Based 
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on selected activity scales, criteria for low SLE activity  
– the Lupus Low Disease Activity State (LLDAS) criteria, 
and disease remission – the Definitions Of Remission In 
SLE (DORIS) criteria, have been established [8–10].

Systemic Lupus Erythematosus Disease 
Activity Index and its modifications

First published in 1992, the SLEDAI scale has become 
a common tool for assessing SLE activity. Several modi­
fications of  this scale have been developed over the 
past few years, including: the  SLE Disease Activity In­
dex 2000 (SLEDAI-2K), the Safety of Estrogens in Lupus  
Erythematosus National Assessment (SELENA-SLEDAI), 
and the  Mexican Modification of  the  Systemic Lupus 
Erythematosus Disease Activity Index (Mex-SLEDAI) [11–13]. 
One of the most widely used modifications is the SLEDAI-2K 
scale, developed in 2002. The scale’s questionnaire con­
tains 24 clinical symptoms, of which 16 are clinical and 
8 are based on laboratory findings. A given symptom is 
considered present if it occurs regardless of  its severi­
ty. In the original version of the SLEDAI, skin symptoms, 
mucosal ulcers and proteinuria were considered ac­
tive only if they occurred for the first time or recurred. 
SLEDAI-2K scores points for the  presence of  rash, alo­
pecia, mucosal ulcers and proteinuria > 0.5 g/day and 
also when they persist chronically. The patient receives 
points if the symptom appeared in the last 10-30 days. 
A maximum of 105 points can be obtained (Table I) [14].

Based on SLEDAI-2K, the definition of remission, low 
disease activity (LDA) and high disease activity (HDA) 
was established. Remission is considered the  absence 
of clinical symptoms of  SLE (with or without serolog­
ical signs), in patients without treatment or taking anti­
malarial drugs. Low disease activity is considered  
SLEDAI-2K < 3 (with positive or negative serological tests) 
with only one clinical sign present, with a score range of 
1 to 2, in patients taking antimalarials (without glucocor­
ticosteroids [GCs] and other immunosuppressants). High 
disease activity is a SLEDAI 2K score > 6 (Table II) [15].

According to Carter et al., one can divide SLE activ­
ity based on SLEDAI-2K into severe (SLEDAI-2K > 12), 
moderate (6 < SLEDAI-2K ≤ 12), mild (0 < SLEDAI-2K ≤ 6) 
and remission (SLEDAI-2K = 0) [16]. A clinical variation 
of the SLEDAI scale in clinical practice (clinical SLEDAI-2K 
– cSLEDAI-2K) is being used increasingly. It does not take 
into account the results of serological tests (concentra­
tion of anti-dsDNA, C3 and/or C4 complement) but does 
take into account the use of antimalarial drugs, low dos­
es of GCs, and immunosuppressive drugs, including bio­
logics. In some SLE patients, immune activity may per­
sist for a long time despite clinical inactivity. According 
to many researchers, such a condition does not increase 
the risk of SLE exacerbation [17–20].

Values obtained on the SLEDAI-2K scale are a mea­
sure of  total SLE activity and a good predictor of mor­
tality. Its significant advantage is the facility and speed 
of filling, which allows it to be widely used in clinical set­
tings. Disadvantages of  this scale may include: a fixed 
score of individual SLE symptoms (a patient with throm­
bocytopenia of 50,000/μl receives 1 point, as does a pa­
tient with a score of 3,000/μl), inability to assess the de­
gree of improvement or worsening of clinical symptoms, 
and failure to take into account other symptoms of SLE, 
including hemolytic anemia, pneumonia and gastroin­
testinal symptoms [14, 21].

The SELENA-SLEDAI scale is applicable to premeno­
pausal women taking oral contraceptives and post­
menopausal women taking hormone replacement ther­
apy. The  SELENA-SLEDAI assesses the  same 24 clinical 
symptoms as in the original SLEDAI scale that are pres­
ent at the time of  the visit or within the past 10 days. 
The SELENA-SLEDAI (like the SLEDAI-2K) also takes into 
account chronically persistent skin lesions [22, 23].

The  Mex-SLEDAI scale was developed by Mexican 
researchers in 1992. It is a simplified version of the orig­
inal SLEDAI scale. Some clinical manifestations of  SLE, 
such as fatigue and lymphopenia, were added to it and 
others (lupus headache and visual disturbances) were 
removed. The Mex-SLEDAI scale does not take into ac­
count the  results of  laboratory tests, i.e. complement 
components or anti-dsDNA antibodies. A  maximum 
score of 32 can be obtained and a score ≥ 5 indicates 
active disease. The  sensitivity of  this scale is 87.5% 
and specificity is 100%. Evaluation of SLE activity using 
Mex-SLEDAI is significantly less expensive compared to 
the classic SLEDAI scale [13].

General assessment of disease activity by 
the doctor – Physician Global Assessment

The PGA scale is a tool for estimating overall dis­
ease activity that is intended to allow the physician to 
present information about disease activity found at the 
time of the current evaluation using a Visual Analogue  
Scale (VAS).

The evaluation should be carried out by a physician, 
taking into account clinical activity, the  functioning 
of various organs and systems, values of laboratory in­
dicators and radiological data [24].

The activity determined by the PGA includes the fol­
lowing:
•	 0 – lack of activity,
•	 0.5–1 – mild activity,
•	 1–2 – moderate activity,
•	 2–3 – severe illness.

The  PGA scale has high reliability when used by 
rheumatology specialists. It is sensitive to changes in 
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Table I. SLEDAI-2K descriptors and scores [14]

Weight Description Definition

8 Seizure Recent onset, exclude metabolic, infectious or drug causes

8 Psychosis Altered ability to function in normal activities caused by severe disturbances  
in the perception of reality. Includes hallucinations, incoherence, marked mental 
association, impoverished thinking content, marked loss of logical thinking, or catatonia. 
Uremia and drug-induced symptoms should be excluded

8 Organic brain 
syndrome

Altered mental function with impaired orientation, memory or other intellectual functions, 
with rapid onset and fluctuations in the severity of clinical symptoms; includes eclipse 
of consciousness with decreased ability to focus attention and inability to maintain 
attention and at least two of the following symptoms: impaired perception, incoherent 
speech, insomnia or daytime sleepiness, increased or decreased psychomotor activity. 
Symptoms caused by metabolic disorders, infection or medication should be excluded

8 Visual disturbance Retinal changes of SLE. These include cytoid bodies, retinal hemorrhage, serous or 
hemorrhagic exudate into the choroid, or optic neuritis. Hypertension, infection or drug 
effects should be excluded

8 Cranial nerve disorder Recent onset of sensory or motor neuropathy involving the cranial nerves

8 Lupus headache Severe, persistent headache, which can be migrainous, but does not resolve after 
narcotic analgesia

8 Cerebrovascular stroke Recent onset of cerebrovascular accidents. Atherosclerosis should be excluded

8 Vasculitis Ulceration, gangrene, tender nodules on the fingers, periungual infarctions, splinter 
hemorrhage or vasculitis confirmed by biopsy or angiogram

4 Arthritis ≥ 2 joints – pain and features of inflammation (tenderness, swelling or effusion)

4 Myositis Proximal muscle aching/weakness associated with elevated creatine kinase/aldolase 
activity or with electromyogram changes, or biopsy result indicating myositis

4 Urinary casts Heme-granular or red blood cell casts

4 Hematuria > 5 erythrocytes in the field of view when evaluating urine sediment; exclude stones, 
infection and other causes

4 Proteinuria > 0.5 g/24 hours

4 Pyuria > 5 leukocytes in the field of view, when evaluating urine sediment; exclude infection

2 Rash Inflammatory type rash

2 Alopecia Abnormal, patchy or diffuse loss of hair

2 Mucosal ulcers Oral or nasal ulcerations

2 Pleuritis Pleuritic chest pain with pleural rub or pleural effusion or pleural thickening

2 Pericarditis Pain accompanied by at least one of the following: rubbing, effusion, confirmation 
of pericarditis on electrocardiogram or ultrasound

2 Low complement Decreased levels of complement components C3, C4 or impaired CH50 hemolytic activity

2 Increased DNA binding Increased DNA binding in the Farr test above the standard for laboratory tests

1 Fever > 38°C; exclude infections

1 Thrombocytopenia < 100,000/mm3; exclude drug causes

1 Leukopenia < 3,000/mm3; exclude drug causes

Table II. Definitions of SLE activity based on SLEDAI-2K [15]

SLE activity SLEDAI-2K SLE treatment

Remission No clinical signs ± serological signs of SLE No treatment or antimalarial drugs

Low disease activity – LDA SLEDAI-2K < 3 points ± serological symptoms and 
one clinical symptom of SLE with a max. score 
of 1 or 2 points according to SLEDAI-2K

Antimalarial drugs, without GCs  
and other immunosuppressants

High disease activity – HDA SLEDAI 2K > 6 points Any treatment

GCs – glucocorticosteroids, SLE  –  systemic lupus erythematosus, SLEDAI-2K – Systemic Lupus Erythematosus Disease Activity Index 2000.
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activity and comprehensively takes into account all as­
pects of the disease. The PGA has been shown to be as­
sociated with permanent damage arising in the course 
of  SLE. Disadvantages of  PGA include the  subjectivity 
of assessment and lack of standardization.

Despite its drawbacks, the  PGA is rated as a  good 
tool for assessing changes in disease activity and a good 
indicator of disease exacerbation. The PGA scale is in­
corporated into various systems for assessing the  re­
sponse to therapy such as DORIS and LLDAS.  

Systemic Lupus Erythematosus Disease 
Activity Score

An increasingly used tool for assessing SLE activity 
is the SLE-DAS index, which is based on the SLEDAI-2K 
scale. It was developed and validated by Jesus et al. in 
2019. These researchers conducted a cohort study involv­
ing 520 SLE patients. Disease activity was assessed using 
the SLEDAI-2K scale and PGA, which was the dependent 
variable in the SLE-DAS construct. This indicator was val­
idated in another cohort, taking into account the correla­
tions occurring between PGA, SLEDAI-2K and SLE-DAS. 
The problem in assessing disease activity in the scales 
available to date has been the inability to distinguish 
between disease remission and LDA. Therefore, it was 
proposed to include a physician’s assessment of PGA 
disease activity in conjunction with laboratory results 
and clinical evaluation. The study showed a strong 
correlation of SLE-DAS with PGA (r = 0.875, p < 0.0005) 
and SLEDAI-2K (r = 0.943, p < 0.0005). The SLE-DAS 
had higher sensitivity in detecting significant clinical 
improvement or worsening compared to the SLEDAI-2K 
scale (89.5% vs. 47.4%, p = 0.008 and 95.5% vs. 59.1%,  
p = 0.008, respectively), as well as a higher predictive val­
ue of damage accrual. An important factor contributing 
to this difference was the use of ongoing measurements 
of arthritis severity, proteinuria, thrombocytopenia and 
leukopenia in the SLE-DAS. A  limitation of  the above 
study was PGA, which was a subjective assessment 
by the  physician. In the  SLE-DAS, compared to the  
SLEDAI-2K, the number of scored symptoms was reduced 
from 24 to 17 and clinically significant symptoms were 
added, including: hemolytic anemia, gastrointestinal 
disorders, peritonitis, and cardiac/lung involvement 
(Table III) [25, 26]. This seems particularly relevant in 
the male population, which is more likely to have cardi­
ac involvement and hemolytic anemia in the course of  
SLE [27]. Subsequent studies have confirmed a significant 
correlation between SLEDAI-2K and SLE-DAS. In patients 
with low SLE activity, the SLE-DAS index showed higher 
sensitivity and specificity compared to SLEDAI-2K [25, 28].

The SLE-DAS scale is distinguished by the variability 
of the value of an indicator depending on the degree 

of disease activity, which allows for more precise moni­
toring of SLE activity. This includes symptoms such as 
arthritis, proteinuria, leukopenia and thrombocytopenia. 
A complex mathematical formula is used to calculate 
the SLE-DAS, and in clinical practice the use of a calculator 
is essential [29]. The advantage of the SLE-DAS index is 
its easy availability (online) and the short time it takes to 
conduct an assessment of disease activity. A limitation 
of the SLE-DAS is the assessment of renal parameters 
based on proteinuria only; SLEDAI-2K additionally consid­
ers sterile leukocyturia, hematuria, urinary casts and fever.

Based on SLE-DAS values, the following categories 
of SLE activity were developed: remission, mild, low and 
moderate/severe disease activity (Table IV). Disease 
activity categories in the SLE-DAS are easy to define and 
only require an SLE-DAS assessment during an ongoing 
medical visit. The sensitivity and specificity of using the  
SLE-DAS to assess remission, mild and moderate/severe 
SLE activity were 90%, 82% and 95%, respectively [30, 31].

Assessment of SLE activity in pregnant 
women

A modification of the SLEDAI scale used to assess SLE 
activity in pregnant women is the Systemic Lupus Ery­
thematosus Pregnancy Disease Activity Index (SLEPDAI) 
[32]. Pregnancy is known to lead to physiological chang­
es that can be interpreted in pregnant women with 
SLE as symptoms of  an exacerbation of  the  autoim­
mune disease (e.g., edema, proteinuria, skin lesions). 
The  SLEPDAI scale assesses the  same clinical and im­
munological parameters as the  basic variant of  the  
SLEDAI scale, but attention should be paid to physiolo­
gical changes in the pregnant woman’s body that may 
resemble symptoms of SLE exacerbation (Table V) [33]. 

A high SLEPDAI score correlates with an increased risk 
of complications in a pregnant SLE patient and her child. 
There was a  significant correlation between SLEPDAI 
and the  occurrence of  preeclampsia/pregnancy eclam­
psia, preterm labor, and low neonatal birth weight  
(Table VI) [34–37]. The SLEPDAI scale has not yet been 
fully validated, and further research is needed to con­
firm its reliability. The SLE-DAS is also used to assess SLE 
activity in pregnant women. Larosa et al. assessed  
SLE activity in pregnant women during the first trimes­
ter of pregnancy using the SLE-DAS and SLEPDAI. They 
found a  strong correlation between these indicators  
(r = 0.97, p < 0.01). Both of these scales also predicted 
the appearance of complications at later stages of preg­
nancy [38]. Both the  SLEPDAI and SLE-DAS scales are 
simple and effective in assessing SLE exacerbations in 
pregnant women and in predicting pregnancy complica­
tions. It appears that SLE-DAS may be preferable due to 
its ease of use and continuous evaluation capabilities.
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Use of activity scales to assess remission 
and low systemic lupus erythematosus 
activity

The  goal of  SLE treatment is to achieve remission 
or low disease activity. In 2016, Franklyn et al. present­
ed a  definition of  the  lupus low disease activity state  
– LLDAS of SLE [39]:
1.	SLEDAI-2K ≤4 points, with the  absence of  activity in 

major organs/systems (kidney, central nervous sys­
tem, cardiopulmonary system, vasculitis, fever) and 
the  absence of  hemolytic anemia and active gastro­
intestinal inflammation.

2.	No new signs of disease activity compared to previous 
examination.

3.	PGA value < 1.
4.	Current dose of prednisone or equivalent dose of other 

GCs ≤ 7.5 mg/day.
5.	Good tolerance of maintenance doses of immunosup­

pressant or biologic drugs. 
In 2016, as part of  the  operation of  the  so-called  

DORIS initiative, a definition of remission in SLE was estab­
lished [40]. The current, updated version of the DORIS crite­
ria is from 2021 and includes the following criteria:
1.	SLEDAI-2K = 0.
2.	PGA < 0.5.

Table III. The SLE-DAS: clinical and laboratory parameters attributable to SLE [25]  

Manifestation Description

1. Arthritis Number of swollen joints in 28-joint count

2. Localized skin rash Acute, subacute and chronic cutaneous lupus rashes included in the SLICC classification 
criteria, only above the neck

3. Generalized skin rash Acute, subacute and chronic cutaneous lupus rashes included in the SLICC classification 
criteria, above and below the neck

4. Alopecia Abnormal, patchy or diffuse loss of hair

5. Mucosal ulcers Oral or nasal ulcerations

6. Systemic vasculitis Systemic vasculitis involving large and medium-sized vessels and lupus enteritis

7. Mucocutaneous vasculitis Any mucocutaneous vasculitis and chilblain lupus

8. Neuropsychiatric involvement Neuropsychiatric features included in the SLICC classification criteria for SLE, including 
recent onset of seizure, psychosis, organic brain syndrome, acute confusional state,  
SLE retinal changes, peripheral neuropathy, myelopathy, lupus headache, erebrovascular 
accident and aseptic meningitis

9. Cardiac/pulmonary involvement Including shrinking lung, interstitial pneumonitis, diffuse alveolar hemorrhage, 
pulmonary hypertension, myocarditis, valvular dysfunction, Libman-Sacks endocarditis

10. Serositis Including sterile peritonitis in addition to pleurisy and pericarditis

11. Myositis Proximal muscle aching/weakness with elevated CK/aldolase or electromyogram 
changes or a biopsy showing myositis

12. Proteinuria Urinary protein-creatinine ratio (mg/g) or 24-hour urinary protein (mg/24 hours),  
above 500 mg/g and 500 mg/24 hours, respectively

13. Hypocomplementaemia Decrease in C3 or C4 below the lower limit of normal for laboratory testing 

14. Increased anti-dsDNA Increase in DNA binding above the upper limit of normal for laboratory testing

15. Thrombocytopenia Platelet count (109/l), below 100 × 109/l platelets

16. Leucopenia Leukocyte count (109/l), below 3 × 109/l white blood cells

17. Hemolytic anemia Anemia with positive direct Coombs test, increased serum LDH and low serum haptoglobin

CK – creatine kinase, LDH – lactic dehydrogenase, SLE – systemic lupus erythematosus, SLICC – Systemic Lupus International Collabora-
ting Clinics.

Table IV. SLE-DAS disease activity categories [30]

SLE-DAS disease activity category Disease activity

SLE-DAS > 7.64 Moderate/severe disease activity

2.08 < SLE-DAS ≤ 7.64 Mild  disease activity

SLE-DAS ≤ 2.48 Low disease activity

SLE – systemic lupus erythematosus, SLE-DAS – Systemic Lupus Erythematosus Disease Activity Score.
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3.	Good tolerance of treatment with antimalarial drugs, 
prednisone < 0.5 mg/day or equivalent, and/or an im­
munosuppressant or biologic [41].

Both definitions use the  SLEDAI-2K scale score, 
demonstrating the importance of this scale in assessing 

prognosis and treatment planning. Pawlak-Buś et al. 
found that the strongest predictor of remission accord­
ing to DORIS and LLDAS was the mean SLEDAI-2K score. 
The  lower the SLEDAI-2K value was, the higher was 
the chance of achieving remission or low disease activity.  

Table VI. Relationships between SLEPDAI and pregnancy complications in women with SLE – results of selected 
retrospective studies [34–37]

Author Results of the study

Çetin et al. [34] Higher SLEPDAI score correlated with increased risk of fetal/neonatal death, premature labor 
due to pre-eclampsia/pregnancy eclampsia, HELLP syndrome, low neonatal birth weight

Murata et al. [35] SLEPDAI > 4 significantly correlated with risk of premature labor and pre-eclampsia

Erazo-Martínez et al. [36] Higher SLEPDAI score significantly correlated with the risk of pre-eclampsia and eclampsia 
of pregnant women

Ignacchiti Lacerda et al. [37] SLEPDAI ≥ 4 correlated with low birth weight of newborns 

HELLP  –  HELLP (hemolysis, elevated liver enzymes, and low platelets) syndrome, SLEPDAI – Systemic Lupus Erythematosus Pregnancy 
Disease Activity Index.

Table V. SLEPDAI descriptors [33]

Score Descriptor Modified for pregnancy Considerations

8 Seizure Yes r/o eclampsia

8 Psychosis No 

8 Organic brain syndrome No 

8 Visual disturbance No Hypertension is already considered an exclusion in SLEDAI

8 Cranial nerve disorder Yes r/o Bell palsy

8 Lupus headache Yes r/o Bell palsy

8 CVA Yes r/o eclampsia

8 Vasculitis Yes Consider palmar erythema

4 Arthritis Yes Consider bland knee effusions

4 Myositis No 

4 Urinary casts No 

4 Hematuria Yes r/o cystitis and vaginal RBC reflective of placental problems

4 Proteinuria Yes r/o eclampsia

4 Pyuria Yes r/o infection

2 Rash Yes Consider chloasma

2 Alopecia Yes Consider normal postpartum alopecia

2 Mucosal ulcers No 

2 Pleurisy Yes Hyperventilation may be secondary to progesterone, 
dyspnea secondary to enlarging uterus

2 Pericarditis No 

2 Low complement Yes Complement levels normally rise during pregnancy

2 Increased DNA binding No 

1 Thrombocytopenia Yes r/o preeclampsia, HELLP syndrome, incidental 
thrombocytopenia of pregnancy

1 Leukopenia Yes Consider normal rise of leukocyte count during pregnancy

1 Fever No 

CVA – cerebrovascular accident, HELLP – HELLP (hemolysis, elevated liver enzymes, and low platelets) syndrome, r/o – rule out, SLEDAI – Systemic 
Lupus Erythematosus Disease Activity Index.
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The  authors found that in untreated SLE patients,  
SLEDAI-2K ≤ 8 was a significant predictor of DORIS and 
LLDAS goal achievement (p < 0.001 and p < 0.001, re­
spectively). In treated patients, a SLEDAI-2K value ≤ 12.5 
was the  most important predictor of  these targets 
(DORIS p = 0.004 and LLDAS p = 0.002) [42]. In clinical 
practice, the evaluation of SLE treatment efficacy should 
be measured with an easy and objective tool. According 
to Saccon et al. the goal of SLE treatment is to achieve 
SLEDAI-2K = 0. This value correlates with a  low prob­
ability of organ damage in remission lasting at least  
2 years, regardless of the PGA value. The authors noted 
that achieving SLEDAI-2K = 0 preceded the achievement 
of PGA < 0.5. This was likely due to the presence of symp­
toms such as fatigue or joint pain, which affected PGA 
but did not affect SLEDAI-2K values or organ damage [43].

Two criteria for remission have been proposed, 
based on the  SLE-DAS scale score. The  first criterion 
defines SLE remission in patients with SLE-DAS ≤ 2.08 
taking prednisone ≤ 5 mg/day. The second criterion is 
based on the Boolean index: achieving a score of 0 in 
all SLE-DAS clinical domains and a daily dose of pred­
nisone ≤ 5 mg. The  criterion for remission based on 
the SLE-DAS index value is a  cumulative score and re­
flects overall disease activity, thus giving some flexibility 
in assessing individual symptoms. The Boolean index is 
more stringent, requiring low values in each test domain 
present at the same time. Both SLE-DAS remission crite­
ria were found to be comparable to DORIS clinical remis­
sion criteria. The  SLE-DAS has the  advantage of  being 
easy to use – it does not require PGA or specific rec­
ommendations for antimalarials, immunosuppressants 
or biologics [26]. Remission according to the  SLE-DAS 
shows 100% concordance with DORIS criteria. Low SLE 
activity according to the SLE-DAS (SLE-DAS ≤ 2.48 and 
prednisolone dose ≤ 7.5 mg/day) showed more than 
97% agreement with LLDAS. The  criteria for remission 
and LDA based on the SLE-DAS index are easier to apply 
compared to the DORIS and LLDAS definitions [44]. 

However, some researchers consider that a  more 
effective tool for LDA and SLE remission is the SLE-DAS 
rather than the  SLEDAI scale. Assunção et al. reported 
that a  certain percentage of  those meeting LLDAS cri­
teria still had active arthritis (1%), skin lesions (1.4%) or 
mucosal ulcers (0.4%). None of  these individuals met 
the LDA criterion of the SLE-DAS, which would suggest 
the  greater sensitivity of  this scale in assessing low 
disease activity [45]. Cunha et al. found that as many 
as 7.5% of SLE patients with SLEDAI ≤ 4 did not reach 
the LDA criterion according to the SLE-DAS [46]. Shumi­
lova et al. in a study of 228 SLE patients found that the 
SLEDAI-2K scale had higher specificity than the SLE-DAS 
for assessing SLE remission (89% and 79%, respectively), 

but the SLE-DAS was more specific than the SLEDAI-2K 
for assessing low disease activity (80% and 59%, respec­
tively) [47]. 

The SLE-DAS has been shown to have some advan­
tage over the SLEDAI-2K in assessing the risk of hospi­
talization for SLE and other causes. A prospective cohort 
study involving 326 Taiwanese patients showed that 
SLE patients with moderate/severe disease activity ac­
cording to the  SLE-DAS had a  significantly higher risk 
of  hospitalization for SLE as well as for other causes. 
The SLEDAI-2K value showed no significant correlation 
with the  risk of  hospitalization for SLE exacerbation 
and only a slight association with hospital admissions 
for other reasons [48]. Similarly, Wang et al. found that 
patients with moderate/severe SLE activity according to 
the SLE-DAS index were more likely to be hospitalized 
for both general and SLE-related causes. Moderate or 
severe activity according to SLEDAI-2K was only signifi­
cantly associated with hospitalization of  SLE patients 
for general causes [49]. This difference can be explained 
by the inclusion of heart/lung involvement in the course 
of SLE in the SLE-DAS compared to SLEDAI-2K.

Summary

Reliable assessment of SLE activity is key to making 
treatment decisions. In clinical practice, we particularly 
often use the SLEDAI-2K scale. More and more data are 
confirming the  usefulness of  the  SLE-DAS index. Both 
tools are of comparable value in assessing SLE activity 
and complement each other.
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