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ABSTRACT 

 
Fever in systemic lupus erythematosus (SLE) may result from disease activity, infection, 
or non-inflammatory conditions, making the diagnostic process challenging. We report a 
case of a man in his twenties with a history of cutaneous lupus who presented with 
persistent fever, fatigue, vomiting, and active skin lesions. Laboratory findings revealed 
mild anemia, vitamin D deficiency, and positive anti-ribosomal P and anti-Ro60 
antibodies without evidence of major organ involvement. The patient received 
immunosuppressive therapy and metabolic correction; however, the fever persisted. 
Psychiatric evaluation revealed a depressive episode, and following the initiation of 
maprotiline therapy, the fever completely resolved. This case highlights the importance 
of considering psychogenic fever in patients with SLE in order to avoid overtreatment 
and underscores the need for a multidisciplinary approach. 
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INTRODUCTION   

Systemic lupus erythematosus (SLE) is a chronic autoimmune disease characterized by multisystem 
involvement, including the skin, joints, kidneys, nervous system, and other organs [1]. Fever is a common presenting 
symptom and may reflect disease activity, infection, or drug-related effects; therefore, careful clinical evaluation is 
required [2]. Determining the underlying cause of fever is essential, as misinterpretation may lead to unnecessary 
immunosuppressive therapy and increase the risk of complications [3]. 

SLE is less common in males than in females and often presents unique diagnostic challenges [4]. In addition 
to organic manifestations, psychiatric disorders such as depression are frequently observed in patients with SLE and 
may significantly affect clinical symptoms and quality of life [5]. Psychogenic fever is defined as hyperthermia 
associated with psychological stress in the absence of an identifiable inflammatory process and has been reported in 
several psychosomatic conditions [6]. This report aims to highlight the importance of considering psychosomatic 
causes in cases of persistent fever in patients with SLE. 

CASE PRESENTATION 

A 24-year-old man with a history of cutaneous lupus presented with persistent fever for several days 
accompanied by fatigue, recurrent vomiting, and worsening skin lesions. The patient also reported headache and an 
unintended weight loss of approximately 3 kg over the past month. There were no complaints of cough, dysuria, or 
diarrhea. A family history of autoimmune disease was denied. 

On admission, the patient appeared weak but was fully conscious. Vital signs revealed blood pressure ranging 
from 105–123/70–71 mmHg, pulse rate of 83–98 beats per minute, respiratory rate of 19–20 breaths per minute, 
oxygen saturation of 98% on room air, and fluctuating body temperature. Body weight was 51 kg with a body mass 
index of 19.7 kg/m². Physical examination showed no focal signs of infection, edema, or neurological deficits. 
Dermatological examination showed well-demarcated hyperpigmented plaques on the malar areas, with central 
atrophy and mild scaling, consistent with cutaneous lupus erythematosus (Figure 1). 

 
Figure 1. Clinical picture showed well-demarcated hyperpigmented plaques in malar areas with central atrophy and 
mild scaling. 
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Laboratory evaluation revealed mild anemia with hemoglobin of 10.9 g/dL, leukocyte count of 6.4 ×10³/µL, 
platelet count of 202 ×10³/µL, and vitamin D deficiency with a level of 20 ng/mL. Immunological testing 
demonstrated positive ANA (1:100 dilution), strongly positive anti-ribosomal P antibodies (+++), and moderately 
positive anti-Ro60 antibodies, while anti-dsDNA and anti-Sm antibodies were negative (Table 1). These findings 
supported the presence of cutaneous lupus activity without renal or central nervous system involvement [7]. Disease 
activity assessment according to the 2019 EULAR/ACR classification criteria indicated mucocutaneous 
manifestations with systemic symptoms including fever [4]. 

Table 1. Laboratory parameter of the patient at admission. 

Parameter Result 
Hemoglobin 10.9 
Hematocrit 34 

White Blood Cell 6.4 
Platelet 202 

Red Blood Cell 4.4 
MCV 78 
MCH 24.9 

MCHC 31.9 
Neutrophil 72.5 

Lymphocyte 12 
Monocyte 2.2 

PT 13.6 
APTT 31.8 
INR 0.95 

AST (SGOT) 49 
ALT (SGPT) 88 

Total Bilirubin 0.59 
Albumin 3.5 

Creatinine 0.7 
Urea 40 

Sodium 124 
Potassium 3.8 

Ionized Calcium 1.25 
Osmolality 260 

Ribosomal Protein P +++ (Systemic Lupus Erythematosus (SLE)) 

SSA (Ro) antibody + (Sjögren syndrome, SLE, Neonatal lupus) 

 
Initially, the fever was suspected to represent an SLE flare. However, several findings raised uncertainty, 

including the absence of major organ involvement, normal anti-dsDNA levels, lack of evidence of infection, a 
fluctuating fever pattern, and relatively stable general condition. Differential diagnoses considered included SLE 
flare, occult infection, drug-induced fever, metabolic disturbances, and psychogenic fever [8]. 

The patient was admitted to the ward and treated with intravenous methylprednisolone (62.5–125 mg/day), 
hydroxychloroquine 200 mg/day, mycophenolate sodium 180 mg twice daily, intravenous Ringer lactate, antipyretics 
(paracetamol), and other supportive therapies according to the management of cutaneous lupus [9]. Hyponatremia 
suspected to be secondary to dehydration was corrected with fluid therapy (Table 2). Despite metabolic improvement, 
the fever persisted. 
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Table 2. Electrolyte evaluation of the patient. 

Parameter Result After Correction 
Sodium 124 134 

Potassium 3.8 3.7 
Ionized Calcium 1.25 1.10 
 

A psychiatric consultation was subsequently performed and revealed a diagnosis of depressive episode without 
psychotic features, with a Hospital Anxiety and Depression Scale–Depression (HADS-D) score of 12 and a Beck 
Depression Inventory (BDI) score of 21. Antidepressant therapy with maprotiline was initiated at 12.5 mg in the 
morning and 25 mg at night. Following initiation of antidepressant treatment, the fever resolved and the patient’s 
clinical condition gradually improved (Figure 2). 

During hospitalization, the patient’s general condition improved with resolution of pain and no recurrence of 
fever. At follow-up evaluation, the patient remained afebrile with improvement in psychological symptoms and stable 
cutaneous lupus manifestations. 

 

Figure 2. Trend of body temperature during hospitalization. The patient initially presented with persistent fever (38.2 
°C on day 1). Antipyretic therapy was initiated on day 2 (red vertical line), resulting in only minimal reduction in 
temperature with persistent low-grade fever. Maprotiline therapy was initiated on day 4 (green vertical line). 
Following the initiation of maprotiline, the patient’s body temperature progressively decreased and normalized, 
supporting the diagnosis of psychogenic fever. 

DISCUSSION 

Persistent fever in patients with SLE represents a common yet complex clinical challenge. Fever may be caused 
by disease activity, infection, medication reactions, or non-inflammatory conditions such as psychogenic fever [8]. 
Accurate identification of the underlying cause is essential, as inappropriate escalation of immunosuppressive therapy 
may increase the risk of adverse outcomes. 

In this case, the absence of major organ involvement, stable laboratory parameters, negative anti-dsDNA 
antibodies, and lack of evidence of infection made active SLE flare less likely. Although the patient initially received 
immunosuppressive therapy, the persistent fever despite clinical stabilization prompted further evaluation [10,11]. 
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Psychogenic fever is a stress-related hyperthermic condition mediated by autonomic nervous system 
dysregulation rather than inflammatory cytokine pathways [6]. Psychological stress can activate sympathetic 
pathways and increase body temperature through central thermoregulatory mechanisms. This condition has been 
reported in patients with psychiatric disorders, particularly depression and anxiety. 

Depression is relatively common in patients with SLE and may be related to chronic disease burden, immune 
dysregulation, and psychosocial stress [5,12]. In this case, psychiatric evaluation revealed moderate depressive 
symptoms. Remarkably, the patient’s fever resolved completely following antidepressant therapy, strongly 
supporting the diagnosis of psychogenic fever. 

This case highlights the importance of considering psychosomatic causes in patients with persistent fever when 
infectious and inflammatory causes have been excluded. Multidisciplinary collaboration between rheumatologists, 
internists, and psychiatrists is crucial to ensure accurate diagnosis and optimal patient management. 

CONCLUSION 

Persistent fever in patients with SLE does not always indicate disease activity. After excluding infection and 
systemic flare, psychogenic fever should be considered, particularly in patients with depressive symptoms. Early 
psychiatric evaluation may prevent misdiagnosis and unnecessary escalation of immunosuppressive therapy. A 
multidisciplinary approach is essential to achieve optimal clinical outcomes. 
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