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AHHOTALUA

CucTeMHas KpacHas BO/YaHKa — MYNbTUCUCTEMHOE ayTOMMMYyHHoe 3aboneBaHue. bonesHb MOXeT NpOABMATLCA pas3nuy-
HbIMU KJIMHUYECKUMU CUMMTOMaMM U MHOTAQ MPEACTaBNIAET 3HAUMTENbHbIE AMArHOCTUHECKWUE TPYLHOCTH, 00BYCnoBneHHbIe
pa3Hoobpa3neM KIMHWMYECKUX MPOSBIEHUIA U UX COYeTaHWWA. BMecTe ¢ TeM paHHsAA OMarHOCTMKa WUrpaeT KIlOYeBY0 posib
B BbIXXMBAEMOCTM MaLMEHTOB.

Mol npefcTaBnsfeM KIIMHUYECKWUIA Ciyqan 34-NeTHEro MyX4mHbl 6e3 paHee YCTaHOBNIEHHOrO AMAarHo3a CUCTEMHOM KpacHOM
BOMYaHKM. OH MOCTYNWA C BbIPaXKEHHOW FMMOHaTpUeMmMel, 0byCNOBNEHHOW CMHAPOMOM HeafeKBaTHOW CEKpeLun aHTMaM-
YPEeTMUYeCKOro ropMoHa, a TaKkxKe C NPOABNIEHUAMM BOJTYaHOUHOr0 3HTEPWUTA; BCKOPE Y MaLMeHTa pasBuiICcA reMopparMyeckui
racTput. HecMoTpsi Ha T0 YTO CMMNTOMBI 1 NabopaTopHble OTKIIOHEHWUA! COXPAHATINCH B TEUEHUE HECKOBbKUX MeCALLEB [0 roc-
NUTanW3auum, JUarHo3 CUCTEMHOW KPacHOM BONYAHKU He YCTAHOBWIM [10 Pa3BUTUS U3HEYIPOXKaloLLMX OCNoXHeHui. Eé 3a-
noJ03puNv NpY NOCTYNEHWM B HaLlle yYpeXeHNe Ha OCHOBAHUM COYETAHUS CUMITOMOB, BKIIOYAA [NUTESbHYIO0 JIMXOPaLKY,
CYLOPOXHbIA CUHAPOM, LIUTONEHUIO U A3BEHHbIE NOPaXKEHUs CAU3UCTOM 0bonouku nonoctu pta. KomnblotepHas ToMorpacdus,
AEMOHCTPUPOBaBLLAs TUMMYHYH KapTUHY BONYAHOYHOTO SHTEPUTA, YCMnKUna NoA03peHue Ha 310 3aboneBaHue. Mocneaytowlan
IXoKapamorpadus BbisiBUNa 3HAOKApAMT JinbMaHa—CaKca ¢ nopaxKeHMeM aopTanbHOro KnanaHa. Ceponoruyeckue uccne-
A0BaHWUA NOATBEPAMUNM AMArHO3 CUCTEMHOM KPacHOW BOMYaHKKM (aHTUTeNa K AAepHbIM aHTureHaM 1:5120, nonoxutenbHble
aHtuTena K asycrnivpansHon OHK, runokomnnemeHTemus). locne npoBefieHUst ieYeHUst U MepBOHAYANBHOIO YITyYLLEHKS
TMNOHATPUEMUM Y MaLMEHTa Pa3BUIUCL NOBTOPHbIE 3NW30bl KPOBOTEYEHUS W3 BEPXHUX OTAENOB KeNy[A04HO-KULLEYHOro
TpakTa. Ha 4-e cyTKv mocne rocnuTanu3auuyu BO3HUKIA MHEBMOHMS, CMYCT HECKONBKO JHEW OCNOXHUBLLASACA AblXaTeslb-
HOW HeJ0CTaTo4HOCTbI0. HecMOTpsA Ha MHTEHCUBHYIO Tepanuio MIIOKOKOPTUKOMAAMU M aHTUOMOTUKAMK, MALMEHT CKOHYasCA
OT AbIXaTesIbHOM HeJ0CTaTOYHOCTM U CENTUYECKOrO LWoKa. [laHHble ayToncum NOATBEPAMAMN HaMUME OCTIOKHEHMIA, 00yCnoB-
NeHHbIX CUCTEMHOM KPacHOW BONYAHKOM, BKITKOYas BAaCKYIUT M CTEpUIIbHbIE BereTaLmn Ha CTBOPKax aopTabHOr0 KianaHa.
[laHHBIN KIMHWMYECKWIA CIyYaid LEeMOHCTPUPYET AWArHOCTUYeCKMe TPYAHOCTU CUCTEMHOW KpacHOW BOMYaHKM, NpOSBUBLLENCS
CMHLPOMOM HeafieKBaTHO CEeKpeLMM aHTUANYPETMHECKOr0 FOPMOHA W reMOpparieckuM racTpO3HTEPUTOM, U NOLYEPKUBAET
HeobX0AMMOCTb paHHEro BhISBNEHWS W CBOEBPEMEHHOIO JIEYEHUS NOLOOHBIX peKuX M BbICTPO MporpeccupyroLwmx obocTpe-
HWI 3aboneBaHuA.

KntoueBble cnoBa: cucteMHas KpacHas BonyaHka; CHCALl; Bon4aHOUHBIN 3HTEPUT; reMopparuyeckuin racTpuT; 3HA0KapAUT
JInbmana—Cakca; runoHaTpmemus; KOMMblOTEpHas ToMorpadus; axoKapauorpadus; KIMHUYECKUIA CyYaid.
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Fatal Lupus Flare Presented as Syndrome of Inappropriate
Antidiuretic Hormone Secretion and Hemorrhagic
Gastroenteritis: A Case Report
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ABSTRACT

Systemic lupus erythematosus is a multisystem autoimmune disease. The disease may have various manifestations
and sometimes can be challenging to diagnose because of multiple clinical symptoms and their combinations. At the same
time, early diagnosis may be crucial for patient survival.

We report the case of a 34-year-old man with no history of systemic lupus erythematosus. He presented with severe hyponatremia
due to the syndrome of inappropriate antidiuretic hormone secretion and lupus enteritis and developed hemorrhagic gastritis
soon afterwards. Although his symptoms and laboratory findings had been persisting for months before admission, systemic
lupus erythematosus had not been diagnosed until he developed life-threatening complications. Systemic lupus erythematosus
was suspected upon admission to our hospital based on the combination of symptoms, such as long-term fever, seizures,
cytopenia, and oral ulcerations. Computed tomography imaging, which appeared to be quite typical of lupus enteritis,
raised additional clinical suspicion. Subsequent echocadiography revealed Libman-Sacks endocarditis involving the aortic
valve. Serological testing confirmed systemic lupus erythematosus (antinuclear antibody 1:5120, anti-dsDNA positivity,
and hypocomplementemia). After management and initial improvement of hyponatremia, he developed recurrent episodes
of upper gastrointestinal bleeding. At day 4 after admission, the patient developed pneumonia followed by respiratory distress
afew days later. Despite aggressive treatment with corticosteroids and antibiotics, the patient succumbed to respiratory failure
and septic shock. Autopsy findings supported systemic lupus erythematosus-related disorders, including vasculitis and sterile
vegetation on aortic valve cusps.

This case highlights the diagnostic challenges of systemic lupus erythematosus presenting with syndrome of inappropriate
antidiuretic hormone secretion and hemorrhagic gastroenteritis, emphasizing the need for early detection and intervention
in such rare, rapidly progressive lupus flares.

Keywords: systemic lupus erythematosus; SIADH; lupus enteritis; hemorrhagic gastritis; Libman—Sacks endocarditis;
hyponatremia; computer tomography; echocardiography; case report.

To cite this article:
Dalgatova KS, Kotova DP, Khlavno AB, Bogdanova AA, Pershina ES, Magomedov MA, Sinitsyn VE. Fatal Lupus Flare Presented as Syndrome of Inappropriate
Antidiuretic Hormone Secretion and Hemorrhagic Gastroenteritis: A Case Report. Digital Diagnostics. 2026;7(1):107-115. D0I: 10.17816/DD677828 EDN: MLMPMF

Submitted: 28.03.2025 Accepted: 03.02.2026 Published online: 06.04.2026
V-2
ECOCVECTOR Avrticle can be used under the CC BY-NC-ND 40 International License

© Eco-Vector, 2026


https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en
https://doi.org/10.17816/DD677828
https://elibrary.ru/mlmpmf
https://doi.org/10.17816/DD677828
https://elibrary.ru/mlmpmf

CASE REPORT Vol. 7 (1) 2026 Digital Diagnostics 09
1

DOI: https://doi.org/10.17816/DD677828 EDN: MLMPMF

Han R RIHIBIRERMELIE, FMAMFRHED LA
SESMEMEmEBESR: mAREG

Kira S. Dalgatova', Daria P. Kotova?, Anna B. Khlavno?, Alexandra A. Bogdanova',
Ekaterina S. Pershina?, Marat A. Magomedov?, Valentin E. Sinitsyn®

! Olymp Clinic Mars, Moscow, Russia;
2 City Clinical Hospital No. 1 named after N.I. Pirogov, Moscow, Russia;
¥ Lomonosov Moscow State University, Moscow, Russia

WE

RYPELLBURAER — 0% G0 1 B G e PERO o 0 T R Z ARG, A o1 T e
FIME PRGN, BLWHREERE. AT, FISE IR A
i

AR G134 BRI, %58 Je A TIS R GHELL TR, AR 8 O (A
HEBE, IR R A S SR, SRR SR B R R
L PE R 6. RUEPHERE B SR RIS 5 R R EAAAE, MELE A B AR IR R A 2
Wi, RIS RGIABRE. BHABN, RIGERAS (KRR, BREAIE,
8 B R TR I B P ) WRBEACH . T SEHLI 4 S 7 SR R P I ¢ B
%, INGRT R PRTROFEEE. BR ORS00 3 B TR TL T Libman-Sacks 0 P % A 2: Bk
WL MR AIES T REMATOREIILIT TR L:5120, FUUEEDNARL 1
P, RAMALLED . Zeibinsy MUREIEYIS B85, 5% BT Lt L R iR
o (EBESARIMIUNE, JURIEIFRIPRINREAR 2 REIEAT T AR B B P
KGRI, B PIE T IR AR AR . RSO ESE T el RGEHELL BRI
I RIERITAE, LTI SR EED I - TR B B2

A PR GIR R T R GEPELL RIS R e, 200 A R PR 4 24 5 A AT
HUPE B SR T IR SR JEI AT S I FLCHE I 05 S 0 05 T
HEF: RGPELFIUE: SIADH: BRI IR % Libnan-Sacks:t Pyl 1
HRILAE: T BERLBTE M B OB R .

5 A3

Dalgatova KS, Kotova DP, Khlavno AB, Bogdanova AA, Pershina ES, Magomedov MA, Sinitsyn VE. Efir it R G LLPRIE 2E R 1R, KIUAPLF
PRGN AN G 2 A AE A ik B 9 48 . W93 461 Digital Diagnostics. 2026;7(1):107-115. DOI: 10.17816/DD677828 EDN: MLMPMF

YR : 28.03.2025 $5%: 03.02.2026 BATHRA: 06.04.2026
V-2
ECO®VECTOR Avrticle can be used under the CC BY-NC-ND 40 International License

© Eco-Vector, 2026


https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en
https://doi.org/10.17816/DD677828
https://elibrary.ru/mlmpmf
https://doi.org/10.17816/DD677828
https://elibrary.ru/mlmpmf

110

CASE REPORT

BACKGROUND

Systemic lupus erythematous (SLE) is a chronic
autoimmune disease with possible multiple organ involvement.
The incidence rate is 6.73 cases per 100,000 individuals
per annum and prevalence of 134 per 100,000 individuals
in the U.S. Caucasian and European populations. The course
of the disease may vary greatly with a broad range
of presentations from mild to severe and even life-threatening
symptoms. It may have unusual manifestations, making
the diagnosis challenging and delaying treatment [1-3].
Although not rare, SLE can be challenging to recognize because
of multiple clinical symptoms and their combinations [4, 5].
Patients with a severe SLE flare are especially prone
to infections, including pulmonary infections—a major
cause of hospitalization and mortality in patients with SLE [6].
It is worth emphasizing that timely diagnosis may be crucial
for patient survival.

The syndrome of inappropriate antidiuretic hormone
secretion (SIADH) associated with SLE has been rarely reported;
today, it is recognized more often [7, 8]. Though it is sometimes
attributed to other causes, such as medications, this condition
is considered as a presentation of neuropsychiatric lupus. One
of the possible pathogenetic mechanisms of hyponatremia
in SLE is SIADH caused by hypophysitis [9-11] or
inflammation-driven non-osmotic vasopressin release [12].
Thus, SIADH as a presentation of neuropsychiatric lupus
correlates with the disease activity [13, 14] and development
of psychosis [15]. To diagnose SIADH, it is usually required
to assess the volume status, measure urine and plasma
sodium, and rule out other causes of hyponatremia [16].

Lupus enteritis is also a rare but potentially lethal
manifestation of SLE as it may evolve to intestinal necrosis
and perforation if untreated [17-19]. Abdominal computed
tomography (CT) imaging is the method of choice that
should be requested when lupus enteritis is suspected.
Common CT findings include the target sign (bowel wall
thickening > 3.0 mm), the comb sign (engorgement
of mesenteric vessels), and the increased attenuation
of mesenteric fat. Glucocorticoids are often the first-line
treatment of lupus enteritis [20].

We describe the case of a 34-year-old man who had
no history of SLE. He presented with severe hyponatremia
and signs of enteritis and developed hemorrhagic gastritis
soon afterwards.

DESCRIPTION OF THE CASE

Anamnesis

A 34-old man was brought to our emergency department
by his wife in October 2019 because he had become
disoriented. According to the patient’s wife, he had up to four
loose stools a day for 3-4 days before admission.

He had been diagnosed with epilepsy 6 months before when
he started to have generalized seizures. However, he had not
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had such episodes for the previous five months and had not
taken any anticonvulsants. He was in his usual health until two
months earlier when he developed a daily fever up to 38.5 °C,
fatigue, and myalgia in the upper back and shoulder and hip
girdles. A month before admission he developed diarrhea
and fever up to 39 °C and was prescribed with antibiotics
by a primary care physician. Soon he developed a widespread
rash all over the body, which was considered an allergic
reaction. At the time, he was admitted to the infectious
disease department, where they thoroughly searched
for infections that might cause his symptoms. Multiple stool
and blood tests came back negative, including for Salmonella
spp., Shigella spp., Yersinia spp., and Clostridioides difficile.
The patient was treated with glucocorticoids and antibiotics
for a week in other hospital. All his symptoms resolved
completely after treatment, and he did not seek any medical
attention until the day of admission to our hospital.

Diagnostic Assessment

On physical examination, the patient was agitated
and disoriented with incoherent speech. His lungs
were clear on auscultation, heart rate was regular,
and no murmurs were heard. Vital signs: blood pressure
of 140/80 mmHg, heart rate of 112 bpm, respiration rate
of 20 breaths per minute, oxygen saturation of 98% while
breathing on ambient air, and temperature of 37.3 °C.
The abdomen was non-tender and non-distended
with active bowel sounds. No hepatosplenomegaly
or peripheral lymphadenopathy were detected. Rectal
examination showed brown stool without blood or mucus.
Oral examination revealed grayish-white sores on patient’s
palate and buccal mucosa.

The laboratory findings were remarkable for sodium
of 103 mmol/L, potassium of 2.5 mmol/L, ALT of 97 IU/L,
AST of 261 IU/L, alfa-amylase of 117 IU/L, creatine kinase
of 682 IU/L, albumin of 19 g/L, CRP of 10 mg/L. Blood urea
nitrogen, creatinine, glomerular filtration rate, and bilirubin
were normal. A complete blood count with differential
revealed mild normocytic anemia with Hb of 11.6 g/dL,
moderate thrombocytopenia with platelet count of 69,000/uL,
and severe lymphopenia with lymphocyte count of 180/uL.
Urine sodium was as high as 160 mEg/L, allowing to diagnose
SIADH. Head CT was unremarkable. Chest CT (see Fig. 1)
revealed normal lungs without infiltrates and nodules.
Abdominal CT showed jejunal loops with thickened enhancing
walls (see Fig. 2, 3), suggestive of enteritis.

The patient's hyponatremia was managed slowly
over a few days; at day 3 the patient was completely alert
and oriented. He continued to have 3-4 loose stools a day
but otherwise remained stable until day 4 when he was
found to have melena, cough, and dyspnea. On physical
examination, new skin changes resembling Janeway
lesions were found on palms and soles along with bilateral
hypothenar erythema (see Fig. 4). Vital signs were as follows:
BP of 120/80 mmHg, heart rate of 130 bpm, respiration
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Normal lungs; heart chambers with normal diameters.

Fig. 2. Abdominal computed tomography image, axial slices: a, computed tomography image after intravenous enhancement, arterial
phase; b, computed tomography image without intravenous contrast enhancement. Arrows show jejunal loops with thickened walls.

Fig. 3. Abdominal computed tomography image, frontal Fig. 4. Janeway lesions on the patient’s palms and soles.
reformation after intravenous enhancement, arterial phase. Arrows
show jejunal loops with thickened walls.
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Fig. 5. Second chest computed tomography image. Bilateral infiltrates and partial atelectasis in the both lower lobes: g, axial slice;
b, frontal reformation.

Fig. 6. Results of transesophageal echocardiography. Mid-esophageal aortic valve, long axis. Vegetation on non-coronary and right
coronary cusps (arrows) in systole (a) and diastole (b).

rate of 24 breaths per minute, oxygen saturation of 92%
on ambient air, and a temperature of 37.6 °C.

Blood tests showed a profound drop in hemoglobin
and platelet count and increase in band form count
from 18 to 62%. The CRP increased up to 134 mg/L.

Upper gastrointestinal endoscopy revealed diffuse
bleeding from gastric mucosa. Chest CT showed bilateral
lower-lobe infiltrates and partial atelectasis, suggestive
of pneumonia (see Fig. 5). Bronchoalveolar lavage fluid was
submitted for culture.

Transthoracic echocardiography  followed
by transesophageal echocardiography both revealed
vegetation on right coronary and non-coronary aortic
valve cusps (see Fig. 6, 7).

Three blood samples were submitted for culture
and empiric therapy with intravenous antibiotics was initiated.

At day 5, HEp-2-IFA showed the presence of antinuclear

Fig. 7. Results of transesophageal echocardiography. AL ' -
Mid-esophageal aortic valve, short axis. Vegetations antibodies with the titer of 1:5120, a homogeneous

on non-coronary and right coronary cusps (arrow). fluorescence pattern, a low level of C3 and C4 complement
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Fig. 8. Autopsy material. Microscopic image of an aortic valve cusp. Nonbacterial endocarditis.
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Fig. 9. Autopsy material. Perlarterlolarﬁbr05|s (onlon sk|nn|ng)
in the spleen.

components, and anti-dsDNA antibody positivity. Thus,
treatment with intravenous methylprednisone 2 mg/kg/day
was initiated at day 5.

Follow-Up and Outcomes

There was some improvement in patient’s dyspnea
with increased oxygen saturation and lower heart
and respiratory rates. However, the patient still had
intermittent gastric bleeding, requiring daily transfusions
of packed red blood cells, fresh frozen plasma, and platelets.
At day 7, the patient developed rapid respiratory failure
requiring invasive mechanical ventilation. Antibacterial
treatment was adjusted for the bronchoalveolar lavage fluid
culture findings and the dosage of methylprednisolone was
increased to 1000 mg/day. Despite treatment, the patient’s
respiratory function continued to deteriorate. He developed
severe hypoxia, hypercapnia, and respiratory acidosis
and died at 30 hours of mechanical ventilation.

Histopathological Findings

The autopsy revealed aseptic verrucous endocarditis
of the aortic valve (see Fig. 8), local myocardial scarring

B0l https://doi.org/10.]

without any evidence of coronary artery disease,
and non-occlusive thrombosis of the common ileac
artery, severe intestinal wall edema with mucosa atrophy,
and pneumonia with subtotal involvement of both lungs
and signs of destruction. Periarteriolar fibrosis (onion
skinning) in the spleen was the only found sign of vasculitis
(see Fig. 9).

DISCUSSION

SLE is a chronic autoimmune disease of unknown cause
that may affect any organ in the human body. Although
it can have a relatively benign progression, in some patients
it progresses rapidly with fulminant involvement of multiple
organs [10-14]. For such patients, diagnosis delayed even
for a few days can have catastrophic effects. However,
symptoms of the disease may vary greatly, requiring a high
level of clinical suspicion from physicians.

The patient did not have the verified diagnosis
on admission and presentation of the disease was not quite
typical. However, we can retrospectively assume that our
patient had been suffering from SLE for at least six months
before presentation. We hypothesize that seizures could be
the first sign of the disease, reflecting repeated microembolic
cerebral events. First, the patient developed the secondary
antiphospholipid syndrome and Libman-Sacks endocarditis
and had a potential source of emboli. Second, there were
autopsy evidence of a previous embolic event, such as iliac
artery thrombosis and myocardial scarring.

Recurrent gastric hemorrhage without obvious
eliminable source was a big challenge in this case
as the bleeding recurred despite adequate gastroprotection,
even after the methylprednisone therapy had been initiated.

It is difficult to tell whether or not an acute lupus
pneumonitis preceded the bacterial pneumonia, even
with the available autopsy findings. However, we consider this
scenario as quite possible given the extreme disease activity
and multiple organ involvement in our patient. On the other
hand, in this case, severe lymphopenia was a significant risk
factor for major nosocomial infection.

7816/0D677828




114

CASE REPORT

CONCLUSION

To the best of our knowledge, this is the first reported
case of lupus flare presented as combination of SIADH
and hemorrhagic gastroenteritis. Both SIADH and enteritis
are rare but potentially dangerous manifestations of lupus.
Physician's awareness of this possibility will prompt
the diagnosis and may be crucial for early, potentially life-saving
treatment. Diagnostic imaging (CT and echocardiography)
in combination with clinical presentations of the disease
and laboratory tests help to make a correct diagnosis.

NIONOJTHUTE/IbHAA UHDOPMALUA

Bknap astopoB. K.C. [lanratoBa — Kypauus v jeyeHne nNauMeHTa,
HamWCcaHWe YepHOBMKA PYKOMUCKM, PeLaKTUPOBaHWe TEKCTa PYKOMUCK;
[.1. Kotosa, M.A. Maromei08 — Kypaums v iedeHue naumenTa; A.b. XnasHo,
EC. MepwwmHa — Kypauma naumenta; AA. bormaHoBa — Kypaums
1 obcnepoBaHue nauuenta; B.E. CuHMUbIH — Kypaums 1 obcnegoBaHue
nalMeHTa, HanucaHWe YepHOBMKA PYKOMUCKM, PefaKTMPOBaHWe TeKcTa
pyKonucy. Bce aBTopbl 0gobpunmn pykonuck (Bepcvto ans nybavkaumm),
a TaKoKe COMACMINCh HECTU OTBETCTBEHHOCTb 3@ BCE acMeKThbl HACTOALLE
paboThl, rapaHTUPYIOT HAAMEXKALLee PacCMOTPEHUE U peLLeHne BOMpoCoB,
CBA3aHHbBIX C TOYHOCTbIO 1 A0BPOCOBECTHOCTBLIO MiobOM €8 YacTu.
3JTnyeckasn akcnepTusa. HenpumeHmMo.

Cornacue Ha ny6nukaumio. ABTOpbI MOYYMIN NUCBMEHHOE MHGOPMUPO-
BaHHoe J0BPOBONbHOE COrTacKe Cynpyrvi nauMerTa Ha nybnmKaumio nepco-
HasbHbIX [JaHHbIX, B TOM Yrcrie hoTorpadmii (C 3aKpbITEM NULLA), B HAY4HOM
XypHane, BKINOUas ero NeKTPOHHYI0 BEPCHIO.

PackpbiTe MHTepecoB. ABTOpbI 3asB/AIOT 0B OTCYTCTBUM OTHOLLIEHWI, fiesi-
TENBbHOCTW WM MHTEPECOB 3a NOCTeAHVe TPW TOAa, CBA3AHHBIX C TPETbUMMU
muamMy (KOMMEPYECKUMM 1 HEKOMMEPYECKVIMW OpraH13aLmsMu), UHTe-
pechl KOTOpbIX MOTYT BbITb 3aTPOHYTHI COLEPXKAHMEM CTATbU.
OpuruHanbHocTb. [py NPOBEAEHNM UCCNIEA0BAHWA U CO3AaHWM HACTOSLLEH
CTaTby aBTOPbl HE MCMOMb30BaNM paHee MoyyeHHble U onybinKoBaHHbIE
CBefieHust (LaHHble, TEKCT, UAMIOCTPaLWK).
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