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Abstract: Systemic lupus erythematosus is an autoimmune disease that produces multiorgan injuries. 

Evolution to serositis in this pathology is not a rarity, but the affection is pleural and pericardial. 

Peritoneal involvement is rare. Clinical manifestations in this localization frequently mime an acute 
abdomen, the differential diagnosis with other abdominal pathologies, not being an easy one. The 

history of systemic lupus erythematosus and tomographic examination have the role of guiding the 

diagnosis, but sometimes only the surgical approach can set the diagnosis. 
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INTRODUCTION 

Systemic lupus erythematosus is an autoimmune 

disease characterized by the production of antibodies with 
multisystemic damage. Among 10-30% of lupus patients have 

serositis, with pleural and pericardial damage being common. 

Peritoneal injury is a rare one and is called lupus peritonitis. 

The lupus peritonitis is classified into two categories: 
acute (acute onset, good corticosteroid response), chronic (weak 

response to corticosteroid therapy, frequent association of 

immunosuppressive agents such as cyclophosphamide or 

azathioprine being required.(1) 
The presence of intraperitoneal ascites fluid requires 

diagnosis of ascites and exclusion from hepatic or cardiac 

etiology, peritoneal carcinomatosis ascites, nephrotic syndrome, 

protein loss enteropathy or peritoneal tuberculosis.  
Algic abdominal manifestations require the exclusion 

of an acute abdomen or framing in one of the types of acute 

abdomen. 

 The term acute surgical abdomen designates a 
broad group of abdominal disorders that are clinically 

manifested by pain (accompanied by local and general signs) 

and requiring emergency surgical treatment. 

Acute medical abdomen - means abdominal disorders 
requiring non-surgical treatment. 

The acute medical-surgical abdomen includes 

abdominal disorders that have medical treatment as the first 

indication, but which, depending on the development, may 
require surgery (e.g. acute pancreatitis). 

False acute abdomen is defined as extra-abdominal 

disorders that emerge through abdominal pain, and can therefore 

simulate an acute abdomen (e.g. basal pleurisy, myocardial 
infarction, diabetic acidosis, porphyria, and saturnine colic). 

Clinical diagnosis in lupus peritonitis is difficult, and 

imaging examinations are mandatory. Ultrasound does not bring 
much information, perhaps it may detect ascites. 

Tomographic examination brings most information, 

the most common evidence highlighted on CT in such pathology 

are intestinal distention, focal or diffuse intestinal wall 
thickening or abnormal bowel wall enhancement or mesenteric 

oedema. 

However, the rarity of a pathology of this type, as well 

as clinical and imaging signs, often not specific, require a 

surgical approach that, after exclusion of other conditions and 

abdominal biologic sampling (intraabdominal fluid, peritoneal 
tissue, intestinal fragments) diagnosis. 

 

CASE REPORT 

We present the case of a 50-year-old female patient 
with a personal history of systemic lupus erythematosus, 

recurrent Q fever, Sjogren syndrome, nephrotic syndrome, 

hypertension, mesangiocapillary glomerulonephritis, 

posthisterectomy status, patient presenting in the emergency 
room for abdominal pain. It is more pronounced at the level of 

the right iliac fossa and in the right flank. 

The clinical examination reveals painfully abdomen 

spontaneous and at palpation in the right iliac fossa with signs of 
peritoneal irritation at this level (Blumberg sign +, Mandel sign 

+). 

Laboratory analyzes WBC 16.93 / μL, Neutrophils 

13.92 μL, 82.3%, Hgb 8.6 g / dl, urea 53 mg / dl, creatinine 1.2 
mg / dl. 

No other biochemical changes. 

Abdominal X ray -multiple linear intraluminal gas 

shadow along small bowel. 
Thoracic abdominal CT scan - pericardial fluid 

bladder of about 8 mm in size, thickened cortical kidney and 

perirenal fat imprint, conglomerate of jejunal loop in 

mesogastrum, and ileal loops in the right iliac fossa with 
thickened, edematized walls and air inclusions with central 

mood at the level of conglomerates, ascending colon and cecum 

with thick-walled. 

After interdisciplinary consultation, admission was 
decided in the surgical service with the diagnosis of acute 

abdomen. Surgical intervention was performed by exploratory 

laparoscopy that highlights seropurulent fluid in large amounts 
(approximately 2l), vascular disorders of the venous infarction, 

adherential syndrome in the right iliac fossa.  

Laparotomy, viscerolysis, liquid harvesting for 

bacteriological and cytology examination, lavage, drainage were 
performed. Evolution was favourable with the disappearance of 

abdominal pain, resumption of transit, normalization of 

biological samples except for renal samples. The patient was 
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discharged on the 8th day postoperatively. 

 

Figure no. 1. Abdominal  X ray 

 
 

Figure no. 2. CT scan- pericardial fluid and right iliac fossa 

intestinal conglomerates 

 

 
 

Figure no. 3. Intraoperative aspect 

   

 The result of the cytological and bacteriological 

examination of peritoneal fluid - no germ growth on culture 

media, numerous red blood cells, polymorphonuclear leukocytes 
and lymphocytes. 
 

DISCUSSIONS 

Lupus peritonitis is a serious condition that can mimic 

acute surgical abdomen. In this case the clinical 

symptomatology, as well as imaging raises the suspicion of an 
appendicular plastron, in which an exclusion diagnosis is 

required. Due to immunosuppressive therapy, an altered immune 

response, the exclusion of other abdominal pathologies is 

difficult to perform, and it is preferred that when opting for a 
surgical approach this is done in the laparoscopic approach. 

Inflammation of the pleural and pericardial serous 

membranes is relatively frequent in lupus but, peritoneal 

serositis with ascites is rare. 
The mechanism of production in lupus peritonitis is 

controversial and still insufficiently elucidated.  

The main pathophysiology appears to be the formation 

of immune complexes.(2) TNF α and interleukins IL-6, IL 1β 
seem to play a role in the development of this pathology. 

The occurrence of ascites in these cases is explained 

by peritoneal inflammation due to immune complexes. 

Mononuclear and polymorfonuclear cells migrate at the 
peritoneal level with the production of IL 6.IL 6 increases 

vascular permeability by ascites. Clinical manifestations in such 

a condition are nonspecific.(3,4,5) 

The association of the elements listed above with the 
infiltration of mononuclear and polynuclear leukocytes around 

the vessels of the peritoneum and intestinal vessels (the right 

vessels in the Dwight arcade) determines vasculitis. Vasculitis 

associated with the formation of IgG deposits and immune 
complexes appears to be the unanimously accepted mechanism 

in lupus peritonitis.(6)  

Inflammatory vasculitis due to the formation of 

immune complexes that will aggregate and determine vascular 
microtromboas is another physiologically accepted mechanism. 

Both types of microvasculopathy can activate each other 

reciprocally, the result will lead to aggravate the cascades of 

vasculitis and thrombosis.(7,8,9) 

Intestinal damage in the case presented can be 

explained by intestinal vasculitis associated with lupus. The 

acute form of entero-mesenteric vasculitis primarily affects the 

small intestine, the chronic form affects the colon. 
Macroscopically, the appearance of vasculitis varies from 

segmental edema to ulceration, gangrene and perforation. 

Microscopically, there are evidences of fibrinoid necrosis, 

submucosa edema, leukocytoclasis on the vascular wall, and in 
the muscular layer, intravascular fibrin thrombus and 

hemorrhage around the small veins.(10) 

D-dimer dosage, European consensus lupus activity 

measurement (ECLAM) and SLE disease activity index 
(SLEDAI) scores may be more useful for screening and 

evaluating patients with intestinal impairment in systemic lupus 

erythematosus.(11,12) 
Specialty literature does not describe very many cases 

of lupus peritonitis with acute abdomen like manifestations. 

Accessing Pub Med and Google Scholar we obtained 

approximately 4500 articles describing the possibility of 
associating acute abdomen with lupus, the number of reports for 

the past year being 9 including other acute abdomen types than 

the irritative one (occlusive, vascular). 

The prognosis of lupus peritonitis is usually good, 
current therapeutic strategies include non steroidal anti-
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inflammatory drugs and corticosteroids. Refractory cases 

requires immunesupressors or surgical approach. 

 

CONCLUSIONS 

Combination of erythematous lupus with peritonitis is 

a rare one, but when coexisting, it can mimic an acute surgical 

abdomen. A differential diagnosis of accuracy requires 
anamnestic, clinical and imaging data, sometimes even surgical 

approaches to exclude other pathologies. 

Most systemic lupus erythematosus gastrointestinal 

complications are caused by vasculitis and immune complex 
deposition. Early diagnosis and timely treatment are critical to 

improve the prognosis. 
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