
     Gastrointestinal symptoms are common in 

SLE but are usually attributable to infection, 

medication side effects or other underlying 

conditions. In rare instances, they are caused by 

the auto-immune process itself.

     Here we report a case of SLE which presented 

with loose stools , vomiting, pain abdomen and 

decreased urine output , eventually diagnosed to 

be having lupus enteritis and lupus nephritis.

    SLE is a chronic autoimmune disease which has 

a fluctuating clinical course, characterised by 

intermittent flares involving virtually any organ 

or organ system of the body. In a female of child 

bearing age presenting with fever, rash, joint 

pains an entity of SLE should be always 

considered . Nevertheless, GI involvement due to 

SLE activity is uncommon, which is difficult to 

diagnose and is also life threatening, if 

diagnosis is delayed it can lead to ischemia, 

infarction and also perforation requiring emergent 

surgical intervention.

  The term lupus enteritis refers to inflammation of 

the bowel wall due to SLE activity. Pathogenesis 

may include immune complex deposition in the 

bowel wall or vessel vasculitis. It is reported in 0.2 

to 5.8 % of SLE patients, with a high mortality 

rates of ~ 50%, if complicated or if treatment is 

delayed.The classical manifestation of this 
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disorder is severe acute abdominal pain. Abdominal 

pain in SLE can be secondary to peritonitis, 

pancreatitis, acalculous cholecystitis, gastroenteritis, 

mesenteric ischemia, intestinal pseudoobstruction , 

and peptic ulcer disease , thus making diagnosis of this 

rare debilitating condition even more difficult. 

Therefore deeper understanding of this disease entity 

is necessary.

  24 year old female, with the background of SLE, 

under treatment for the same since 10 years of age in 

BRS Hospital, was admitted to our hospital through 

emergency department with severe abdominal pain, 

vomiting, loose stools of 10 days duration. Her 

symptoms worsened three days before admission 

along with decreased urine output. On clinical 

examination she was mildly febrile, dehydrated, BP 

was 130/90mm of Hg, pulse was 114/min. Her 

abdominal examination was significant with diffuse 

tenderness, distension and absent bowel sounds. Rest 

of the systemic examination was normal. 

   Post admission work up showed elevated 

creatinine,CRP. Urine albumin was 3+ with nephrotic 

range of proteinuria of 5.84gm/day. Motion routine 

was normal.

   She was kept nil by oral in view of abdominal 

distension and absent bowel sounds. She was 

suspected to have infectious diarrhoea with AKI and 

also a possibility of lupus enetritis and lupus nephritis 

flare. She was commenced on IV fluids, IV 

ceftriaxone and IV metronidazole, IV pantoprazole 

infusion and IV ondansetron as needed.
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responding to antimicrobial medications and other symptomatic 

treatment, and with laboratory evidence of lupus nephritis, a 

clinical diagnosis of lupus enteritis and lupus nephritis was made 

and she improved with pulse methylprednisolone therapy. 

Current ly  she is  in  remission with prednisolone,  

hydroxychloroquine, MMF.

  In a young female with SLE and intractable abdominal pain, the 

possibility of lupus enteritis should be kept in mind. Early diagnosis 

and management with high index of clinical suspicion along with 

steroid pulse therapy may help avoid mortality due to life 

threatening complications such as bowel ischemia and perforation.

Although lupus erythematosus and scleroderma are regarded as two 

distinct entities, there have been multiple cases described in the 

literature showing an overlap between these two disease processes. 

Here we report a case of 25year old female with a diagnosis of SLE/ 

scleroderma overlap.

 

   Overlap syndromes are inflammatory rheumatic conditions in 

which patients have clinical manifestations suggestive of multiple 

distinct immune diseases. The diseases most commonly involved in 

overlap syndromes include SLE, Rheumatoid Arthritis, Systemic 

Sclerosis, Polydermatomyositis, Sjögrens syndrome. Any 

combination of co-existing rheumatic diseases are reported. We can 

approach these conditions either by detecting a specific antibody 

combined with particular clinical findings or by identifying a 

certain pattern of clinical features with out a specific serological 

marker. 

  The most well-characterised overlap syndrome, MCTD (Mixed 

connective tissue disease), was originally defined in 1972 as a 

connective tissue disorder characterized by the presence of high 

titers of a distinctive autoantibody, now called anti-U1 

ribonucleoprotein (anti RNP antibodies) (previously termed 

antibody to extractable nuclear antigens [anti-ENA]) and signs and 

symptoms of a combination of disorders —primarily lupus 

erythematosus , scleroderma, and polymyositis. Many people with 

this uncommon disease also have Sjogren's syndrome.. 

Overlap syndromes are generally less common than the conditions 

they encompass.The accurate identification of overlap syndrome is 
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  Ultrasound abdomen was performed which showed fluid distended 

stomach,bilateral medical renal disease. CT Abdomen and Renal biopsy 

were not done as patient/ attenders were unwilling. C3, C4 levels were 

done which were low. Her SLEDAI score is about 14 indicating high 

disease activity.  Note : The GI symptoms aren't included in SLEDAI 

(Systemic Lupus Erythematosus Disease Activity Index  - ref  Table 3).

  In view of diagnosis of lupus nephritis flare and high clinical suspicion 

of lupus enteritis patient was commenced on pulse methylprednisolone 

500mg IV OD after concurrence with nephrologist, following which her 

GI symptoms dramatically improved and oral intake was commenced 

which she tolerated well. Her urine albumin became trace and urine 

sediment also decreased.

With the advice of Rheumatologist she was discharged on Tab 

prednisolone, hydroxychloroquine and mycophenolate sodium.

  Lupus enteritis is defined either as vasculitis / inflammation of small 

bowel wall that is supported with imaging or biopsy findings. 

Mechanism is believed to be due to immune complex deposition and 

thrombosis of the intestinal vessels which  presents with very non-

specific signs and symptoms such as abdominal pain(97%), 

ascites(78%), nausea (49%), vomiting(42%), diarrhoea (32%),fever 

20(%).

  Most common lab findings of lupus enteritis are haematological 

derangements(leukopenia, lymphopenia,anemia) ; positive ANA, Anti 

dsDNA , low complement. No specific auto antibody related to lupus 

enteritis has been identified.

  Diagnosis is usually a combination of high clinical suspicion, 

haematological and imaging findings. Abdominal CT is the first line  

modality with three classical findings of bowel wall edema and 

enhancement (target sign), engorgement / increased number of 

mesenteric vessels ( comb sign), increased attenuation of mesenteric fat. 

Ascites is also a common finding.However these are non specific and 

are also seen with other conditions like intestinal obstruction, 

pancreatitis, IBD.

USG Abdomen usually shows bowel wall thickening, dilation of 

intestinal segments and mild ascites.

Endoscopy may help to exclude the etiologies but doesn't contribute to 

the diagnosis.

  First line treatment includes systemic corticosteroids; Methyl 

Prednisolone 250mg to 1gm IV followed by oral prednisolone 0.5 to 1 

mg/kg/day; Bowel rest, Hydration, electrolyte replacement.

Cyclophosphamide and azathioprine,  are added in cases and continued 

as maintenance therapy along with hydroxychloroquine and 

prednisolone. Refractory cases can be treated with rituximab.

 Our patient also had similar clinical manifestations which were not 
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useful in order to clarify the prognosis and apply the proper therapeutic 

measures.

   A 25 year old female came with a history of appearing and 

disappearing rash, photosensitivity, myalgias, arthralgias, fever, 

puffiness of fingers and toes, asthenia and weight loss. There was 

alopecia, loss of interphalangeal skin creases, hyper-pigmented 

thickened scaly lesions over lower extremities, flexion contractures of 

fingers . Her blood investigations showed raised ESR, positive ANA 

screening, raised anti dsDNA, and anti centromere antibodies. With the 

above clinical and laboratory evidence using ACR/EULAR criteria a 

working diagnosis of SLE/ scleroderma overlap was made which was 

confirmed by the consultant rheumatologist and she was commenced 

on steroid therapy, HCQ, mycophenolate and other supportive 

measures, discharged and advised periodic review.

  Overlapping features of lupus can be associated with both limited and 

diffuse cutaneous subtypes of systemic sclerosis, however the former 

subgroup is less commonly observed. Raynaud's phenomenon, 

calcinosis cutis, telangiectasis, digital tip ulcers and diffuse skin 

involvement are some of the manifestations. Scleroderma renal crisis, 

interstitial lung disease, pulmonary arterial hypertension, polyserositis 

are the major systemic complications. The real challenge in this overlap 

is the patient presenting with hypertension and renal dysfunction with 
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differential diagnosis being lupus nephritis and scleroderma 

crisis. The treatment is completely different for both and 

treatment of scleroderma renal crisis with high dose steroids 

which is used for the management of lupus nephritis may lead to 

detrimental outcome.

Overlap syndrome is a disease entity to consider in patients with 

multiple symptoms that cannot be classified into one connective 

tissues disease. Treatment of this disease should be individualised 

and based on the connective tissue diseases involved.
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Table 1 : ACR/EULAR Criteria for Systemic Sclerosis

Fig.2 : Image of hands exhibiting sclerodactyly

Table.2 : ACR / EULAR Criteria for SLE

Fig.1 : Image of Post-inflammatory hyperpigmentation in shin 

and feet
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