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Abstract

Introduction: Gastrointestinal manifestations in systemic lupus erythematosus are common and may involve any segment of the digestive tract. Lupus enteritis is one 
of the manifestations responsible for abdominal pain. Its treatment is based essentially on corticosteroids. The use of immunosuppressive drugs is reserved for recurrent 
forms or in case of failure of corticosteroids.

Materials and methods: We report a case of “acute intestinal obstruction in systemic lupus erythematosus” in the Department of Emergency visceral surgery.

Results: Mrs. SQ, S, 24 years old, was diagnosed one week ago with systemic lupus erythematosus at the beginning of treatment, with a history of pancreatitis stage 
E, history of current illness goes back to 05 days before her admission by the installation of a sub-occlusive syndrome made of cessation of matter and gas associated 
with food vomiting, with cessation of matter and gas in the last 48 hours.

Para-clinical The Abdomen without preparation showed hydroaeric levels. With an abdominal CT scan which showed: CT scan appearance in favor of bowel 
obstruction with evidence of a transitional level above the umbilical: infl ammatory stenosis? The spontaneously hyper-dense appearance of the colonic lumen and some 
ileal intestines is most probably related to a digestive hemorrhage that could be part of lupus enteritis given the patient’s past history with the spontaneously hyper-dense 
appearance of the colonic lumen and ileal intestines most probably related to a digestive hemorrhage. And distension of the jejunal and some ileal coves, measuring: 
36mm in maximum diameter, the seat of hydrophobic level with a transitional level above umbilical. Signifi cant gastric distension. No parietal pneumatosis with no parietal 
enhancement defect.

In view of the clinical symptomatology and the CT scan results, the patient underwent an exploratory laparotomy with the following fi ndings: Absence of peritoneal 
effusion with the presence of a 3 cm distension of the bowel without any sign of fl ange, stenosis, or detectable obstacle, with the performance of multiple biopsies at the 
level of the greater omentum, the mesentery, and the anterior parietal peritoneum

Conclusion: Intestinal pseudo-obstruction is a rarely reported manifestation during systemic lupus erythematosus. It is a rare but potentially serious manifestation 
that can reveal the disease or occur during the course of the disease. The use of immunosuppressive drugs is reserved for recurrent forms or in case of failure of 
corticosteroids. However, recurrences are frequent. Azathioprine is an alternative therapy to control the disease.

However, recurrences are frequent. Azathioprine is an alternative therapy to control the disease.
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Introduction

Systemic Lupus Erythematosus (SLE) is a non-organ-
specifi c autoimmune disease that affects women of childbearing 
age in preference to men and progresses in relapses. 

It is a rare but potentially serious manifestation that can 
reveal the disease or occur during its evolution.

It is characterized by very polymorphic clinical 
manifestations. Lupus enteritis is one of the complications of 
lupus and a cause of abdominal pain syndrome [1]. It is thought 
to be related to digestive vasculitis. Therefore, it requires a 
rapid diagnostic and therapeutic approach, since the mortality 
associated with perforation or digestive hemorrhage is not 
negligible [2]. Recurrences under corticosteroids are frequent 
[3]. In these cases, the association of an immunosuppressant is 
necessary to stabilize the disease.

Patient and observation

Mrs. SQ, S, 24 years old, was diagnosed one week ago with 
systemic lupus erythematosus at the beginning of treatment, 
with a history of pancreatitis stage E, history of current illness 
goes back to 05 days before her admission by the installation of 
a sub-occlusive syndrome made of cessation of matter and gas 
associated with food vomiting, without externalized digestive 
hemorrhage, all of this evolving in a context of asphyxia and 
decline of general condition with cessation of matter and gas 
in the last 48 hours.

Evolving in a context of apyrexia and decline of the general 
state with cessation of matter and gas in the last 48 hours. At 
the clinical examination, we note on the general plan: Patient 
is conscious stable hemodynamic and respiratory, and with 
normal colored conjunctiva on the abdominal plan: Absence of a 
laparotomy scar with distended Abdomen, tympanic with rectal 
touch: no palpable mass, fi ngertips return soiled with normal 
colored stool and The rest of the somatic examination is without 
particularities, At the biology, we found a sedimentation rate at 
80 mm at the fi rst hour, a negative C-reactive protein (CRP), 
hemoglobin 7.6 g/dl with a hyperleukocytosis at: 14.520/mm3; 
normal renal workup with Urea: 0.41 g/L Creat: 6.1 mg/L. 

Para-clinical The Abdomen without preparation showed 
hydroaeric levels (Figure 1) with an abdominal CT scan 
(Figure 2) which showed: CT scan appearance in favor of 
bowel obstruction with evidence of a transitional level above 
the umbilical: infl ammatory stenosis? The spontaneously 
hyper-dense appearance of the colonic lumen and some ileal 
intestines is most probably related to a digestive hemorrhage 
that could be part of lupus enteritis given the patient’s past 
history with the spontaneously hyper-dense appearance of the 
colonic lumen and ileal intestines most probably related to a 
digestive hemorrhage. And distension of the jejunal and some 
ileal coves, measuring: 36mm in maximum diameter, the seat 
of hydroaerobic level with a transitional level above umbilical. 
Signifi cant gastric distension. No parietal pneumatosis with no 
parietal enhancement defect.

In view of the clinical symptomatology and the CT scan 
results, the patient underwent an exploratory laparotomy 
(Figure 3) with the following fi ndings: Absence of peritoneal 
effusion with the presence of a 3 cm distension of the bowel 
without any sign of fl ange, stenosis or detectable obstacle, with 
the performance of multiple biopsies at the level of the greater 
omentum, the mesentery, and the anterior parietal peritoneum.

Discussion

Gastrointestinal manifestations observed in SLE are 
common, in the order of 50%. They may involve any segment 
of the digestive tract. Oral mucosal lesions, esophageal 
dysmotility, exudative enteropathy, and pancreatitis are the 
most frequent manifestations [4]. These manifestations may 
be directly related to the lupus disease or secondary to the 
prescribed treatments. 

Intestinal Pseudo-Obstruction (IOP) is rarely described 
in SLE with only 25 cases recently reported. IOP may be a 
manifestation of the disease, may occur during the course of 
active disease, or may even be the only manifestation of an 
SLE fl are. Lupus enteritis is a rare complication of SLE. Its 
prevalence is estimated at between 0.2% and 2%. However, it 
is a frequent cause of abdominal pain in some series, reported 
in 45% - 79% of cases [5,6].

Pathophysiologically, lupus enteritis is the consequence 
of vasculitis of the small vessels (arterioles and venules) 
associating atrophy, degeneration of the media, fi brinoid 
necrosis, old thrombosis, phlebitis, and infi ltration of the 
lamina propria by monocytes [7,8].

The clinical picture is that of an acute intestinal obstruction 
manifested by abdominal pain, nausea or vomiting, transit 
disorders, abdominal distension, and weight loss [9-11]. No 
obstruction is found, but it is the intestinal motility that is 
ineffective. It often associates acute abdominal pain, vomiting, 
diarrhea, sometimes even an occlusive syndrome, and signs 
of peritoneal irritation [2,7]. Our patient presented with 
abdominal pain, diarrhea, vomiting, and even a sub-occlusive 
syndrome which became occlusive after one week of evolution.

Figure 1: The unprepared abdomen showed hydroaerobic levels.
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wall thinning and multiple hydro-aerobic levels occasionally 
associated with bilateral ureteral dilatation and reduced 
bladder capacity. 

Abdominal CT scan shows bowel wall thickening, cocoon 
images, mesenteric edema, and sometimes ascites. However, 
these lesions are not specifi c, as they can be seen in other 
digestive diseases [5]. The CT scan can therefore eliminate 
other causes of abdominal pain such as pancreatitis. Thus, the 
diagnosis of lupus enteritis remains a diagnosis of exclusion 
and requires in all cases a complete workup to eliminate 
other causes of abdominal pain and infectious causes [3,13]. 
Digestive endoscopies, when performed, usually reveal a highly 
edematous digestive wall and even ulcerations [3].

The manometric study shows global intestinal and gastric 
hypomotricity and sometimes esophageal aperistalsis, but 
it is more useful in other connectivities, mainly scleroderma 
[12,14]. There are no specifi c immunological markers, but anti-
Ro antibody positivity has been described in 75% of cases [15]. 
The association of ureterohydronephrosis and cystitis [16] is 
found in 63% of the cases of POI related to SLE reported in the 
literature [17]. 

This dual digestive and urological involvement can 
be attributed to diffuse smooth muscle involvement [12]. 
Complications of enteritis are rare. They are related to massive 
hemorrhage or digestive perforation that can worsen the vital 
prognosis [7,13]. Radiological examinations are of great help 
in the diagnosis. The involvement is most often jejunal or ileal 
[5,6,13]. Our patient did not have any jejunal involvement, but 
she had anemia of 7 with CT signs of intra-luminal hemorrhage.

The evolution is often favorable after early treatment, but 
recurrence of the symptoms has been described as well as 

Several etiopathogenic hypotheses have been put forward 
to explain the intestinal motor disorder [11,12]:

- A primary neurogenic involvement; 

- The existence of autoantibodies directed against the 
myocytes

- Intestinal vasculitis mediated by circulating immune 
complexes

- Congenital smooth muscle dysfunction in idiopathic 
forms.

The diagnosis of POI is based on clinical and imaging 
fi ndings of small bowel or colonic lumen dilatation with 

Figure 2: CT appearance in favor of a bowel obstruction.

Figure 3: Intraoperative image showing.
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deaths secondary to ischemia or intestinal perforation (18%) 
[2].

The initial treatment of lupus enteritis is based on high 
doses of corticosteroids resulting in a good response. However, 
relapses are not uncommon, even in patients with a good 
initial response to this treatment [2,7]. Kim, et al. [18] showed 
that there were no signifi cant differences in epidemiological, 
clinical, or biological data, including autoantibody profi le and 
SLEDAI, between lupus enteritis with and without relapse. 
However, he noted that in patients without recurrence, the 
cumulative dose of prednisolone and the duration of treatment 
were signifi cantly higher than in patients with recurrence.

Treatment of IOP is based on symptomatic measures 
combining parenteral nutrition, discontinuation of drugs that 
may induce or aggravate IOP, correction of fl uid and electrolyte 
disorders (hypocalcemia or hypokalemia), antibiotic therapy 
aimed at the digestive fl ora, and intestinal motor stimulators 
such as erythromycin or octreotide. High-dose corticosteroid 
therapy seems to be the treatment of choice, but the association 
with immunosuppressants (azathioprine or cyclophosphamide) 
may be necessary for severe forms or in the presence of extra 
digestive manifestations, particularly renal [9]. The use of 
immunosuppressants in our patient was dictated by severe 
hematological and glomerular involvement. 

The use of other therapies is sometimes necessary in case of 
failure of corticosteroids or in case of corticosteroid dependence. 
Grimbacher [8] reported a complete remission of recurrent 
lupus enteritis with cyclophosphamide infusions. Other 
therapeutics have proven to be effective such as mycophenolate 
mofetil, azathioprine, tacrolimus, and Rituximab [2,19,20]. Our 
case is characterized by frequent recurrences at high doses of 
corticosteroids requiring the addition of azathioprine which 
allowed stabilization of the disease.

Conclusion

Lupus enteritis is a rare manifestation, but one of the main 
causes of acute abdominal pain in SLE. Its diagnosis is based 
on clinical, biological, and radiological elements, after the 
elimination of other causes of abdominal pain. Treatment is 
based mainly on corticosteroids.

Intestinal Pseudo-Obstruction (IOP) is a rarely reported 
manifestation of Systemic Lupus Erythematosus (SLE). It is a 
rare but potentially serious manifestation, which may reveal 
the disease or occur during its course.

However, recurrences are frequent. Azathioprine is an 
alternative treatment that can control the disease.
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