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АННОТАЦИЯ
Системная красная волчанка — мультисистемное аутоиммунное заболевание. Болезнь может проявляться различ-
ными клиническими симптомами и иногда представляет значительные диагностические трудности, обусловленные 
разнообразием клинических проявлений и их сочетаний. Вместе с тем ранняя диагностика играет ключевую роль 
в выживаемости пациентов.
Мы представляем клинический случай 34-летнего мужчины без ранее установленного диагноза системной красной 
волчанки. Он поступил с выраженной гипонатриемией, обусловленной синдромом неадекватной секреции антиди-
уретического гормона, а также с проявлениями волчаночного энтерита; вскоре у пациента развился геморрагический 
гастрит. Несмотря на то что симптомы и лабораторные отклонения сохранялись в течение нескольких месяцев до гос-
питализации, диагноз системной красной волчанки не установили до развития жизнеугрожающих осложнений. Её за-
подозрили при поступлении в наше учреждение на основании сочетания симптомов, включая длительную лихорадку, 
судорожный синдром, цитопению и язвенные поражения слизистой оболочки полости рта. Компьютерная томография, 
демонстрировавшая типичную картину волчаночного энтерита, усилила подозрение на это заболевание. Последующая 
эхокардиография выявила эндокардит Либмана–Сакса с поражением аортального клапана. Серологические иссле-
дования подтвердили диагноз системной красной волчанки (антитела к ядерным антигенам 1:5120, положительные 
антитела к двуспиральной ДНК, гипокомплементемия). После проведения лечения и первоначального улучшения 
гипонатриемии у пациента развились повторные эпизоды кровотечения из верхних отделов желудочно-кишечного 
тракта. На 4-е сутки после госпитализации возникла пневмония, спустя несколько дней осложнившаяся дыхатель-
ной недостаточностью. Несмотря на интенсивную терапию глюкокортикоидами и антибиотиками, пациент скончался 
от дыхательной недостаточности и септического шока. Данные аутопсии подтвердили наличие осложнений, обуслов-
ленных системной красной волчанкой, включая васкулит и стерильные вегетации на створках аортального клапана. 
Данный клинический случай демонстрирует диагностические трудности системной красной волчанки, проявившейся 
синдромом неадекватной секреции антидиуретического гормона и геморрагическим гастроэнтеритом, и подчёркивает 
необходимость раннего выявления и своевременного лечения подобных редких и быстро прогрессирующих обостре-
ний заболевания.

Ключевые слова: системная красная волчанка; СНСАДГ; волчаночный энтерит; геморрагический гастрит; эндокардит 
Либмана–Сакса; гипонатриемия; компьютерная томография; эхокардиография; клинический случай.
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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 
a few 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.
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致命性系统性红斑狼疮急性发作，表现为抗利尿激素分泌不
当综合征和出血性胃肠炎：临床病例
Kira S. Dalgatova1, Daria P. Kotova2, Anna B. Khlavno2, Alexandra A. Bogdanova1, 
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摘要摘要

系统性红斑狼疮是一种多系统自身免疫性疾病。该病可表现为多种临床症状，有时由于临床

表现的多样性和组合性，给诊断带来显著困难。然而，早期诊断对患者的生存率起着关键作

用。

我们报告一例34岁男性的临床病例，该患者先前未确诊系统性红斑狼疮。他因严重的低钠血

症入院，该症状由抗利尿激素分泌不当综合征引起，并伴有狼疮性肠炎表现；患者很快发展

为出血性胃炎。尽管住院前数月症状和实验室异常持续存在，但在危及生命的并发症发生之

前，并未确诊系统性红斑狼疮。患者入院时，根据症状组合（包括长期发热、惊厥综合征、

细胞减少和口腔粘膜溃疡性病变）怀疑本病。计算机断层扫描显示了典型的狼疮性肠炎图

像，加强了对该疾病的怀疑。随后的超声心动图检查发现了Libman-Sacks心内膜炎伴主动脉

瓣受累。血清学检查证实了系统性红斑狼疮的诊断（抗核抗体滴度1:5120，抗双链DNA抗体

阳性，低补体血症）。经过治疗和低钠血症初步改善后，患者出现了上消化道反复出血发

作。住院第4天出现肺炎，几天后并发呼吸功能不全。尽管进行了大剂量糖皮质激素和抗生

素强化治疗，患者仍死于呼吸功能不全和感染性休克。尸检数据证实了由系统性红斑狼疮引

起的并发症的存在，包括血管炎和主动脉瓣上的无菌性赘生物。

本临床病例展示了系统性红斑狼疮的诊断困难，该病表现为抗利尿激素分泌不当综合征和出

血性胃肠炎，并强调了早期发现和及时治疗此类罕见且快速进展的疾病急性发作的必要性。

关键词：关键词：系统性红斑狼疮；SIADH；狼疮性肠炎；出血性胃炎；Libman-Sacks心内膜炎；低

钠血症；计算机断层扫描；超声心动图；临床病例。

引用本文:引用本文:
Dalgatova KS, Kotova DP, Khlavno AB, Bogdanova AA, Pershina ES, Magomedov MA, Sinitsyn VE. 致命性系统性红斑狼疮急性发作，表现为抗利
尿激素分泌不当综合征和出血性胃肠炎：临床病例. Digital Diagnostics. 2026;7(1):107–115. DOI: 10.17816/DD677828 EDN: MLMPMF

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

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

Case Report Digital DiagnosticsVol. 7 (1) 2026

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 

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/µL, 
and severe lymphopenia with lymphocyte count of 180/µL. 
Urine sodium was as high as 160 mEq/L, allowing to diagnose 
SIADH. Head CT was unremarkable. Chest СT (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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Fig. 1. Chest computed tomography image. 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 
reformation after intravenous enhancement, arterial phase. Arrows 
show jejunal loops with thickened walls.

Fig. 4. Janeway lesions on the patient’s palms and soles.
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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 
antibodies with the titer of 1:5120, a homogeneous 
fluorescence pattern, a low level of C3 and C4 complement 

Fig. 5. Second chest computed tomography image. Bilateral infiltrates and partial atelectasis in the both lower lobes: a, 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).

Fig. 7. Results of transesophageal echocardiography. 
Mid‑esophageal aortic valve, short axis. Vegetations 
on non‑coronary and right coronary cusps (arrow).
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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 

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.

Fig. 8. Autopsy material. Microscopic image of an aortic valve cusp. Nonbacterial endocarditis.

Fig. 9. Autopsy material. Periarteriolar fibrosis (onion skinning) 
in the spleen.
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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.
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