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Abstract
Ischemic colitis is an uncommon complication in 
patients with systemic lupus erythematosus (SLE). 
In previously reported cases of colitis caused by SLE, 
intestinal vasculitis is implicated as the causative 
process, but is rarely confirmed histologically. We 
described a case of a 32-year-old man with increased 
activity of SLE, who presented with hematochezia 
and abdominal pain due to ischemic colitis with small 
vessel vasculitis which was proven by sigmoidoscopic 
biopsy. The clinical course of the patient was improved 
after steroid and conservative management. 
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INTRODUCTION
Ischemic colitis, an acute abdominal disease, is caused 
by various predisposing factors. Although patients with 
connective tissue disorders, such as systemic lupus 
erythematosus (SLE), are at risk for various forms of  
colonic ischemia due to impairment of  small vessel 
circulation to the large bowel caused by widespread 
vasculitis, ischemic colitis is an uncommon gastrointestinal 
complication in patients with SLE[1-8]. We report a case 
of  ischemic colitis associated with intestinal vasculitis and  
presented with increased SLE activity.

CASE REPORT
A 32-year-old male with a history of  SLE was admitted 
to our department due to a two-day history of  abdominal 
pain and bloody stool. He was diagnosed as having 
SLE. He had received cyclophosphamide and steroid, 
had been in clinical remission since last 13 mo. At  
3 mo before admission, immunologic tests showed 
stable SLE disease activity. On the day of  admission, the 
vital signs were normal except for body temperature of  
37.8℃. Physical examination revealed mild tenderness 
of  the left lower abdomen but no peritoneal signs or 
organomegaly. Initial laboratory test results were as 
follows: white blood cell count, 8.7 × 109/L (normal, 
4.5 × 109/L-10.5 × 109/L); hemoglobin, 14.7 g/dL; 
platelet count, 195 × 109/L (normal, 150 × 109/L- 
350 × 109/L); blood urea nitrogen, 27 mg/dL; creatinine, 
1.1 mg/dL.The results of  electrolytes and coagulation 
were normal. Immunologic test showed increased 
activity of  SLE: ESR, 48 mm/h (normal, 0-20 mm/h); 
CRP, 6.79 mg/dL (normal, 0-0.3 mg/dL); antinuclear 
antibody (ANA), a titer of  1:200 (normal, < 1:50); C3, 
108 mg/dL (normal, 84-151 mg/dL); C4, 23 mg/dL 
(normal, 17-40 mg/dL), antiphospholipid antibody,  
2.0 U/mL (normal, < 10 U/mL); anti-Smith antibody, 
positive; anti-double stranded DNA antibody, 43.91  
IU/mL (normal, < 5.30 IU/mL). Flexible sigmoidoscopy 
demonstrated severe inflammation of  the mucosa 
extending from rectosigmoid junction to the splenic 
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flexure, with contact bleeding and irregularly shaped 
ulceration (Figure 1). Rectum appeared relatively free 
from disease. Biopsy specimens from the sigmoid colon 
revealed inflammatory cell infiltration and hemorrhage 
in the mucosa, and small vessel wall thickening with 
lymphocyte infiltration, and vasculitis was considered 
(Figure 2). An ischemic colitis with increased SLE activity 
was confirmed and conservative management was done 
with fluids, intravenous antibiotics and intravenous steroid 
therapy. Clinical improvement was observed over the 
next three days, with stopped bloody stool and loss of  
abdominal pain. On the seventh day, follow-up flexible 
sigmoidoscopy demonstrated marked improvement of  
inflammation and ulceration in the sigmoid colon. On the 
ninth day, the patient was discharged.

DISCUSSION
The development of  ischemic colitis in patients with 
SLE is an uncommon complication[1-8]. But widespread 
fibrinoid vasculitis, typical of  SLE, is thought to be a 
likely predisposing factor[1]. If  this vasculitis involves the 
colon, ischemic colitis occurs. Gastrointestinal vasculitis 
is one of  the most serious complications of  SLE, even 
though the occurrence of  colonic lesions is rare (0.2%)[4-6]. 
The gastrointestinal vasculitis of  SLE is consequence of  
tissue damage from vasculopathy mediated by immune 
complexes, and has been associated with SLE activity[4,5]. 

There are no pathognomic and histopathologic findings 
in SLE; however, pathologic changes associated with 
gastrointestinal vasculitis occur in the small vessels of  the 
intestinal wall rather than in medium-sized mesenteric 
arteries[4,6]. Ischemic colitis in patients with SLE is caused 
by decreased blood perfusion of  mesenteric vasculatures. 
The predisposing factors are embolism, thrombosis, 
vasospasm, drugs (steroids and immunosuppressive 
agents), vasculitis, performed colonoscopy, and enema[1,7,8]. 
Management of  abdominal manifestations of  SLE, in the 
absence of  compelling radiographic or clinical findings 
suggestive of  infarction or perforation, are steroid, 
antibiotics, and fluid therapy[2].

The present case reveals ischemic change of  
edematous, erythematous mucosa and ulcerations 
with normal mucosa except for lesions on flexible 
sigmoidoscopy[9,10]. Even though the patient has received 
immunosuppressive agents, he had stable disease activity 
during last 13 mo without using immunosuppressant 
or steroid and no procedure, such as colonoscopy or 
enema has been performed. Comparing with previous 
laboratory findings, several tests concerned with SLE 
disease activity demonstrated increased activity; elevated 
ESR, elevated CRP, positive antinuclear antibody, 
elevated anti-double strand DNA antibody. Under 
this condition, we could diagnose ischemic colitis 
associated with increased SLE activity and vasculitis by 
histopathology. Generally, a typical pattern of  vasculitis 
is quite difficult to prove  by endoscopic biopsy[11]. 
Therefore, some literature used the term “lupus 
enteritis’ rather than “gastrointestinal vasculitis” in SLE 
patients[5].

In conclusion, the present case is ischemic colitis 
associated with intestinal vasculitis and increased SLE 
activity, and the patient showed clinical improvement 
with steroid and conservative treatment. In fact, there 
is no simple gauge to assess the extent and degree of  
intestinal ischemia[2]. However, if  there are abdominal 
manifestations, such as pain or bloody stool in patients 
with active SLE, ischemic colitis should be considered 
and suspected.
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Figure 2  Microscopy of colon biopsies shows the thickening of small vessel 
wall and lymphocyte infiltration around vessels (HE, x 400).

Figure 1  Sigmoidoscopy shows the severe erythematous friable mucosa and 
diffuse ulceration with dirty exudates. 
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