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Systemic lupus erythematosus
and Crohn’sdisease: An un-
common association of two
autoimmune diseases

Sirs,

The association of systemic lupus erythe-
matosus (SLE) with inflammatory bowel
disease is rare (1-3). Moreover, the differ-
entiation between digestive manifestations
of SLE and extra-digestive manifestations
of Crohn’s disease (CD) may be particular-
ly difficult (2). Also, sulphasalazine therapy
has been implicated in the development of
lupus-like syndrome in patients with in-
flammatory bowel disease (4,5). We report
anew case of the association between these
two autoimmune diseases. |n our case, SLE
manifestations preceded the clinical mani-
festations of CD and, consequently, no drug
therapy implication in SLE manifestations
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Fig. 1. Infiltration of lymphocytes and plasmat-
ic cells, lymphoid hyperplasia and multinucleate
giant cell granulomaformation.

was found.

A 41-year-old Caucasian woman presented
at the hospital because of abdominal pain
and diarrhea. She had been diagnosed 2
years earlier as having SLE because of a
photosensitivity malar rash, oral ulcers, per-
ipheral synovitis, positive antinuclear anti-
bodies at 1/1280 (by indirect immunofluo-
rescence using as substrate Hep2 cells), and
positive anti-nDNA (by indirect immuno-
fluorescence using as substrate crithidia
luciliag) at 1/80. At the time of the onset of
diarrhea she was also on treatment with
non-steroidal anti-inflammatory drugs and
chloroquine (250 mg/day). She recalled her
symptoms having begun with abdominal
pain and bloody diarrhea (8 times a day) 1
week before admission.

Physical examination showed abdominal
distention, but no clinical features of SLE
flare-up were observed. Apart from anemia
(hemaoglobin 9.04 g/dl) no other hematol og-
ical abnormalities were found. Hepatic and
rena function tests were normal. Antinu-
clear antibodies and anti-native DNA were
positive at 1/320 and 1/40, respectively.
Serum levels of C3 and C4 werewithin nor-
mal ranges. 1gG and IgM anticardiolipin
antibodies and ANCA tests were negative.
Negative results for both stool cultures and
parasitologic examinations of the feces
ruled out enteric bacterial pathogens or am-
ebiasis. Chest radiograph and el ectrocardio-
gram were also normal.

A colonoscopy showed edematous and hy-
peremic areas with aphthous ulcers, pseu-
dopolyps and deep transversal and longitu-
dinal fissures. These features were compati-
ble with a moderately active CD. Biopsy
specimens confirmed the endoscopic find-
ings. Microscopic examination revealed a
chronic inflammation affecting all layers of
the colon, which was more severe in the
lamina propia of the mucosa with infiltra-
tion of lymphocytes and plasmatic cells,
aphthous ulcers in areas with lymphoid hy-
perplasia, fissures extending into the serosa,
epithelial cells and multinucleate giant cell
granulomas. Figure 1 shows the inflamma-
tory infiltrate with granuloma formation.
Neither thrombi in vessels nor any other
evidence of ischemic colitis were observed.
Once the diagnosis was established steroid
therapy (prednisone 1 mg/Kg) and azathio-
prine (2 mg/kg) was started and a rapid im-
provement of symptoms was observed. At
present, 6 months after the diagnosisthe pa-
tient is free of symptoms.

The diagnosis of SLE in our patient was
based on the criteria proposed by the Amer-
ican College of Rheumatology (formerly
the American Rheumatism Association) (6).
All parts of the gastrointestinal tract may be
involved in SLE (7). However, the devel op-
ment of CD in patients with lupus unrelated
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to drugsisexceptiona (2, 3). Although vas-
culitisin the bowel due to SLE may be dif-
ficult to distinguish from the onset of an
inflammatory bowel disease, the onset of
diarrhea and abdominal pain in our patient
was not associated with a flare of her SLE.
In this case, histological findings are the
cornerstone to making the differential diag-
nosis between the two conditions. Evidence
of immunofluorescence deposits of immun-
oglobulins and complement on the capillary
wall and electrodense deposits on electronic
microscopy are needed to establish a diag-
nosis of lupus vasculitisinvolving the gut.
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