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Abstract: Gastrointestinal manifestations
in Systemic Lupus Erythematosus (SLE) are
common, with a prevalence of between 40%
and 60%, ranging from mild symptoms such
as nausea and abdominal discomfort to se-
rious complications such as intestinal vascu-
litis and perforations. These symptoms are
often underdiagnosed, but directly reflect di-
sease activity, especially in patients with auto-
antibodies such as anti-DNA double helix and
anti-Sm. Such complications can mimic other
conditions, making diagnosis and clinical
management difficult. Serious complications
include vasculitis and thrombosis, which can
cause ischemia, perforation and intestinal
infarction. Pancreatitis, although rare, has a
higher prevalence in SLE patients and is as-
sociated with disease activity and sometimes
with antiphospholipid antibodies. Early diag-
nosis, based on imaging tests, biopsies and
inflammatory markers, is essential to prevent
fatal outcomes. Management depends on se-
verity, ranging from corticosteroids in mild
cases to immunosuppressants, such as Cyclo-
phosphamide and Rituximab, in more severe
cases. A multidisciplinary approach is fun-
damental to improving prognosis, reducing
morbidity and improving patients’ quality of
life. Early recognition and personalization of
treatment are essential to mitigate complica-
tions and achieve better clinical results, rein-
forcing the need for patient education and ac-
cess to specialist care.
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INTRODUCTION

Systemic Lupus Erythematosus (SLE) is a
chronic, inflammatory autoimmune disea-
se that can affect various organs and systems
in the human body [1,2,3]. It is characteri-
zed by the production of autoantibodies, the
most relevant of which are antinuclear anti-
bodies (ANA), present in almost all cases of
SLE, double helix anti-DNA antibodies (anti-
-dsDNA), associated with disease activity and
kidney involvement, and anti-Sm antibodies,
highly specific for SLE, although less frequent
[1,2,3,4]. These autoantibodies play a central
role in the pathogenesis of the disease, contri-
buting to the inflammation and tissue damage
that characterize SLE [1,2,3,4].

Although the exact cause of SLE is not fully
understood, it is believed that several factors
contribute to its development [1,2,3,4]. Gene-
tic factors include alterations in HLA genes
(such as HLA-DR2 and HLA-DR3), genes re-
lated to immune signaling (such as IRF5 and
STAT4) and family predisposition [3,4]. From
a hormonal point of view, estrogen and pro-
lactin play significant roles, as evidenced by
the higher prevalence of the disease in women
of reproductive age and the exacerbation of
symptoms during pregnancy [3,4,5]. Among
environmental factors, exposure to ultravio-
let radiation, viral infections such as Eps-
tein-Barr virus, chemicals such as silica, and
physical or emotional stress are recognized as
potential triggers [3,4,5]. Finally, immunolo-
gical factors include excessive production of
type I interferon, defects in cell apoptosis, an
imbalance in the regulation of T and B cells
and the presence of autoantibodies such as
anti-dsDNA and anti-Sm, which promote in-
flammation and tissue damage. These factors
interact in a complex way, contributing to the
onset and progression of the disease [4,5,6].

The disease is characterized by a wide ran-
ge of clinical manifestations, which can vary
from mild symptoms, such as fatigue and
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joint pain, to more serious conditions, such as
kidney failure and neurological involvement
[4,5,6]. One of the challenging aspects of SLE
is its unpredictable nature, with periods of
exacerbation, known as flares, followed by re-
missions, where symptoms can improve [5,6].
This requires continuous and adapted mana-
gement, as well as a multidisciplinary appro-
ach involving different medical specialties
[5,6,7].

Although there is no definitive cure for
SLE, it is possible to control the disease throu-
gh treatments aimed at reducing inflamma-
tion, controlling excessive immune activity
and preventing organ damage [5,6,7]. Treat-
ment usually involves the use of drugs such
as corticosteroids, immunosuppressants and
antimalarials, which help to moderate the
immune response and control symptoms
[5,6,7]. In addition, self-care measures are
essential to improve patients’ quality of life.
These include avoiding excessive exposure to
the sun, eating a balanced diet and practicing
regular physical activity [5,6,7,8]. Regular
medical follow-up is also essential to monitor
possible complications and adjust treatment
as necessary [5,6,7,8].

In SLE, the gastrointestinal tract is often
affected by the chronic inflammation associa-
ted with the disease [5,6,7,8]. The deregulated
immune response results in the production of
autoantibodies that can attack cells in the di-
gestive tract, generating a series of symptoms
gastrointestinal [6,7,8]. These symptoms can
vary widely between patients and include ab-
dominal pain, nausea, diarrhea and changes
in intestinal transit [6,7,8]. In some cases, the
inflammation can affect everything from the
mouth to the intestines, resulting in genera-
lized digestive discomfort [6,7,8]. The diffuse
and vague nature of these symptoms makes
clinical diagnosis more challenging, as these
signs can also be observed in various other
medical conditions [6,7,8,9].
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In addition to direct inflammation in the
gastrointestinal tract, SLE can cause more
serious complications such as vasculitis and
thrombosis [7,8,9]. Vasculitis, which is in-
flammation of the blood vessels, can compro-
mise blood flow to the digestive tract, leading
to ischemia, i.e. a reduction in the supply of
oxygen and nutrients to the tissues [7,8,9].
In more severe cases, thrombosis can occur,
resulting in the formation of clots that blo-
ck blood flow [7,8,9,10]. This can lead to in-
farction of the intestinal tissue, causing cell
death, or even perforation of the intestine, a
serious condition that can lead to peritonitis,
inflammation of the abdominal cavity, requi-
ring urgent medical intervention [8,9,10].

The gastrointestinal symptoms of SLE are
often underestimated or misinterpreted due to
their non-specific nature [8,9,10]. Symptoms
such as abdominal pain, diarrhea and nausea
are common in several other conditions, which
makes early diagnosis difficult [8,9,10]. It is es-
timated that between 40% and 60% of patients
with SLE have some degree of gastrointesti-
nal involvement, but only a small percentage,
between 8% and 10%, develop more obvious
symptoms [8,9,10]. Post-mortem studies indi-
cate that gastrointestinal involvement is more
frequent than previously thought, suggesting
that many complications may go unnoticed
during the patients lifetime [9,10].

Given this complexity, regular monitoring
and early detection of gastrointestinal com-
plications are essential for the management of
SLE [9,10,11]. Identifying early signs can help
with intervention before complications beco-
me more serious, improving patients’ quality
of life [9,10,11]. In addition, treatment aimed
at the gastrointestinal manifestations of SLE
should be individualized, taking into account
the variability of symptoms and the patient’s
response to treatment [9,10,11]. An interdis-
ciplinary approach, including rheumatolo-
gists, gastroenterologists and other specialists,
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is essential to ensure comprehensive and ef-
fective care [10,11].

OBJECTIVES

To identify and analyze the prevalence and
clinical characteristics of gastrointestinal ma-
nifestations in patients with systemic lupus
erythematosus (SLE), with an emphasis on
their correlation with disease activity and the
presence of specific autoantibodies, such as
anti-DNA double helix and anti-Sm [11,12].
This study also seeks to explore the main gas-
trointestinal complications associated with
SLE, including intestinal vasculitis, perfora-
tions and pancreatitis, highlighting the diag-
nostic and therapeutic challenges that these
conditions present in clinical practice [11,12].

To evaluate the importance of an early and
careful diagnostic approach to gastrointesti-
nal manifestations in SLE, considering the use
of laboratory tests, imaging and inflammatory
markers as tools to improve the identifica-
tion and management of these complications
[11,12]. It also aims to discuss the clinical
impact of these manifestations on patients’
morbidity and quality of life, proposing stra-
tegies for multidisciplinary management that
integrates prevention, diagnosis and effective
therapy [12].

METHODOLOGY

The systematic review was conducted
using the PUBMED, VHL, and MEDLINE
databases, focusing on studies published be-
tween 2019 and 2024. Specific search criteria
were applied, with keywords such as “Syste-
mic Lupus Erythematosus”, “Gastrointestinal
Manifestations”, “Vasculitis’, and “Autoimmu-
ne Diseases”, combined by Boolean operators
(AND, OR) to maximize the relevance of the
results [12]. Additional filters were applied to
limit the studies to the English language and
peer-reviewed publications, ensuring high
quality and up-to-date evidence [12].
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The inclusion criteria covered studies that
discussed gastrointestinal manifestations as-
sociated with Systemic Lupus Erythematosus
(SLE), including intestinal vasculitis, throm-
bosis, ischemia and general symptoms such
as abdominal pain and diarrhea [12,13]. Only
articles that presented detailed clinical data
and clear diagnostic methods were considered
[12,13]. Studies addressing gastrointestinal
manifestations in other autoimmune diseases
were excluded [12,13].

The selection process was carried out in
two stages: initially, titles and abstracts were
analyzed to identify relevant studies in 294
articles [12,13]. Next, the full texts of the se-
lected articles were evaluated, extracting data
such as patient characteristics, prevalence of
gastrointestinal manifestations, diagnostic
and therapeutic strategies, and clinical out-
comes [12,13]. This standardized approach
ensured a thorough analysis of the relevant
information from 46 full articles [13].

RESULTS

PREVALENCE AND CLINICAL
IMPORTANCE

The prevalence of gastrointestinal manifes-
tations in patients with systemic lupus erythe-
matosus (SLE) varies between 40% and 60%,
ranging from mild symptoms such as nausea
and abdominal discomfort to serious compli-
cations such as intestinal vasculitis and perfo-
rations [13,14,15,16]. These conditions are of-
ten underestimated in clinical practice, despite
being important indicators of disease activity
[13,14,15,16]. Studies show that the frequency
of gastrointestinal symptoms tends to be hi-
gher in patients with greater lupus activity, su-
ggesting a direct association with the presence
of specific autoantibodies [13,14,15,16,17].

Among the autoantibodies related to SLE,
anti-DNA double helix and anti-Sm stand out
due to their strong correlation with more se-
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vere manifestations, including gastrointestinal
complications [13,14,15,16,17]. These mani-
festations not only increase patient morbidi-
ty, but also pose diagnostic and therapeutic
challenges, since they can mimic other con-
ditions, such as inflammatory bowel diseases
[13,14,15,16,17]. For this reason, it is crucial
that gastrointestinal symptoms are recognized
and properly valued by healthcare professio-
nals [14,15,16,17].

Comparing clinical studies with autopsy
findings, it is observed that the frequency of
gastrointestinal manifestations may be even
higher than reported, suggesting that some
cases remain underdiagnosed during the pa-
tient’s lifetime [14,15,16,17]. This discrepancy
reinforces the need for a more careful appro-
ach to assessing gastrointestinal symptoms in
patients with SLE, especially in contexts of
high disease activity [14,15,16,17].

Therefore, recognizing and treating gas-
trointestinal manifestations in SLE is fun-
damental to improving patients’ quality
of life and reducing serious complications
[14,15,16,17]. The inclusion of specific clini-
cal criteria and more sensitive diagnostic tools
can help to identify these symptoms early and
provide a more effective therapeutic approach
(14,15,16,17].

CLINICAL MANIFESTATIONS IN
SYSTEMIC LUPUS ERYTHEMATOSUS

Gastrointestinal manifestations in pa-
tients with systemic lupus erythematosus
(SLE) are varied and range from mild symp-
toms, such as abdominal pain, nausea, vo-
miting and diarrhea, to more serious com-
plications [14,15,16,17]. Weight loss is also
a common finding, often related to chronic
inflammation and increased disease activity
[14,15,16,17,18]. These symptoms can occur
in isolation or together, making differential
diagnosis with other gastrointestinal condi-
tions difficult [14,15,16,17,18].
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Serious complications include vasculitis
and thrombosisassociated with SLE, which can
lead to conditions such as ischemia, perfora-
tion and intestinal infarction [14,15,16,17,18].
Although rare, these conditions have a high
morbidity and require early diagnosis to avoid
fatal outcomes [16,17,18,19]. Other critical
findings include pancreatitis, which can occur
mainly in the first year after the diagnosis of
SLE and presents with severe abdominal pain,
nausea, vomiting and elevation of markers
such as amylase and lipase [16,17,18,19].

The diagnosis of gastrointestinal mani-
festations in SLE involves a comprehensive
approach that includes imaging tests, such
as computed tomography and ultrasound,
which are useful for identifying complica-
tions such as vasculitis and intestinal perfo-
ration [17,18,19]. In some cases, biopsies are
essential to confirm vasculitis [17,18,19]. In-
flammatory markers, such as elevated CRP
and ESR, and the presence of specific auto-
antibodies, such as antiphospholipid antibo-
dies, are frequently observed in these patients,
reinforcing the relationship between disease
activity and gastrointestinal manifestations
[17,18,19,20].

The association between gastrointesti-
nal involvement and risk factors such as the
presence of antiphospholipid antibodies and
secondary conditions such as Sjogren’s syn-
drome is well established [17,18,19,20]. In ad-
dition, socioeconomic factors, such as limited
access to healthcare, and lifestyle habits, such
as smoking, can aggravate gastrointestinal
manifestations in SLE [18,19,20]. These asso-
ciations highlight the importance of a multi-
disciplinary and individualized approach in
the management of these patients [18,19,20].

Finally, early recognition and appropriate
treatment of gastrointestinal manifestations
in SLE are fundamental to preventing se-
rious complications and improving progno-
sis [18,19,20]. Investing in sensitive diagnos-
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tic tools and a detailed clinical approach can
facilitate early identification of these condi-
tions, ensuring effective therapeutic interven-
tions and a better quality of life for patients
[19,20,21].

TREATMENT AND RESOLUTION

The management of gastrointestinal ma-
nifestations in SLE depends on the severity
of the condition and the presence of speci-
fic complications [19,20,21]. In mild cases,
controlling inflammation with corticoste-
roids, such as prednisone, may be sufficient
[20,21,22]. In more severe cases, the use of
immunosuppressants, such as Cyclophospha-
mide, Azathioprine or Rituximab, is often ne-
cessary [20,21,22]. These medications work by
suppressing the deregulated immune respon-
se, reducing inflammation and the risk of fatal
complications [21,22].

Despite therapeutic advances, some gas-
trointestinal complications, such as severe
intestinal vasculitis, have a high morbidity
and mortality rate [21,22]. The success rate of
treatment depends on early diagnosis and an
appropriate approach, but persistent or fatal
cases are still reported, highlighting the need
for ongoing research to improve the therapeu-
tic options available [22,23,24,25,26].

CLINICAL IMPLICATIONS

Early diagnosis of gastrointestinal ma-
nifestations in SLE is essential to prevent
serious complications and reduce mortali-
ty [22,23,24,25,26]. Detailed clinical assess-
ment, combined with laboratory and imaging
tests, allows early identification of signs of
inflammation or vascular involvement in the
gastrointestinal tract [22,23,24,25,26]. The use
of specific markers, such as autoantibodies, is
also fundamental for directing management
[25,26,27,28,29].
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Managing these complications requires
multidisciplinary monitoring involving rheu-
matologists, gastroenterologists and other
specialists, allowing for an integrated appro-
ach [30,31,32,33,34]. In addition, educating
patients about the warning signs and the im-
portance of regular follow-up can improve cli-
nical outcomes [32,33,34,35,36].

Finally, a proactive and personalized appro-
ach is essential to address the challenges asso-
ciated with gastrointestinal manifestations in
SLE [36,37,38,39,40]. Investing in preventive
strategies, early diagnosis and effective treat-
ment can not only reduce morbidity, but also
significantly improve patients’ quality of life
(41,42,43,44,45,46].

DISCUSSION

PANCREATITIS IN SLE PATIENTS:
FREQUENCY AND CLINICAL
MANIFESTATIONS

Although rare, pancreatitis is a significant
complication of systemic lupus erythema-
tosus (SLE) [22,23,32,33,34]. Its prevalence
is estimated at approximately 0.8% among
patients evaluated for pancreatitis and arou-
nd 8% among those with abdominal pain
[22,23,32,33,34]. Typical symptoms include
nausea, vomiting, fever, abdominal distension
and absence of bowel sounds, characteristics
that can mimic other abdominal conditions,
making early diagnosis difficult [32,33,34].

The etiology of pancreatitis in SLE is often re-
lated to the activity of the disease [17,18,19,20].
SLE-induced vasculitis is considered to be one
of the main underlying mechanisms, as evi-
denced by the clinical response to treatment
with corticosteroids and immunosuppressants
(17,18,19,20]. Additionally, in some cases, an
association between pancreatitis and antiphos-
pholipid antibodies has been observed, sugges-
ting that thrombosis may contribute to the de-
velopment of this condition [18,19,20,44,45].

Before attributing pancreatitis exclusively
to SLE, it is essential to rule out other possi-
ble causes [16,19,20,44,45]. Viral infections,
such as cytomegalovirus (CMV), mechanical
factors and adverse effects of medications,
such as corticosteroids and Azathioprine,
are potential causes that need to be conside-
red [17,18,20,21,30]. This detailed diagnostic
process is crucial for determining appropriate
management and preventing complications
[20,21,30,44,45].

SLE-associated pancreatitis is associated
with a significant mortality rate, estimated
at around 30%, especially in patients with
additional complications such as hypocal-
cemia, central nervous system manifesta-
tions and macrophage activation syndrome
[16,17,18,26,27,45]. This highlights the need
for rapid and effective therapeutic interven-
tions, as well as multidisciplinary monitoring
to mitigate the risks [18,19,26,27,45].

Pancreatitis in childhood SLE has a higher
prevalence compared to adult SLE, as well as
greater disease activity and high rates of com-
plications and mortality [17,26,27,45]. These
data reinforce the importance of early recog-
nition and an intensive therapeutic approach
in children with SLE who present with pan-
creatic manifestations [18,19,23,26,40]. The
seriousness of this complication in the pe-
diatric context underscores the need for tre-
atment protocols adapted for this population
[15,19,23,26,40].

- -



EXUDATIVE ENTEROPATHY:
DEFINITION AND CLINICAL
CHARACTERISTICS

Exudative enteropathy is a clinical syndro-
me characterized mainly by hypoalbumine-
mia, without significant proteinuria or severe
liver disease [24,25,27,40]. The condition can
also be associated with malabsorption of nu-
trients orinadequate food intake [26,27,29,41].
Although hypoalbuminemia is the main labo-
ratory finding, other common symptoms in-
clude edema, diarrhea and abdominal pain,
with edema often standing out as the most
prominent symptom [26,27,29,41,44]. This
clinical condition can be debilitating, espe-
cially due to abdominal discomfort and fluid
retention, which negatively affects patients’
quality of life [14,15,26,27,29,41,44].

The main laboratory characteristic of
exudative enteropathy is hypoalbumine-
mia, which occurs due to excessive pro-
tein loss through the gastrointestinal tract
[15,16,21,22,29,41,44]. In addition, patients
may present with hypercholesterolemia, hypo-
globulinemia, lymphopenia and steatorrhea,
which indicate disorders associated with li-
pid absorption [22,29,41,44]. The diagnosis of
exudative enteropathy involves the dosage of
fecal alpha-1 antitrypsin, a simple and reliable
test, although it cannot precisely identify the
site of protein loss [22,24,29,41,44]. Scintigra-
phy with Tc-99m-labeled albumin is a more
specific and sensitive alternative for locating
the source of protein loss [22,24,29,41,44].

The pathogenesis of exudative enteropathy
involves a combination of factors, including
intravascular complement activation, non-ne-
crotizing vasculitis, acquired lymphangiecta-
sia and increased microvascular and endothe-
lial permeability [24,29,41,44]. In the context
of systemic lupus erythematosus (SLE), the
altered immune system can significantly con-
tribute to increased intestinal permeability,
facilitating the loss of proteins into the extra-
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cellular space [17,18,20,41,44]. These immu-
nological alterations can aggravate exudative
enteropathy, making it an additional challenge
in the management of SLE [17,18,20,41,44].

The treatment of exudative enteropathy is
predominantlybased on corticosteroids, which
help to reduce inflammation and improve in-
testinal absorption [17,18,19,20]. In addition,
immunosuppressants such as Azathioprine,
Cyclophosphamide, Mycophenolate Mofetil
and Rituximab can be used to control immu-
ne activity and prevent further damage to the
gastrointestinal tract [26,27,29,41,44,46]. The
use of additional therapies, such as Octreoti-
de, has shown benefits by reducing intestinal
blood flow and exerting an immunomodula-
tory action [17,28,40,44,46]. A medium-chain
triglyceride (MCT) diet is also recommended,
as it facilitates the absorption of lipids in pa-
tients with malabsorption problems.

The prognosis of exudative enteropathy
depends on the response to immunosuppres-
sive treatment and the control of SLE mani-
festations [22,23,25,34,35,36]. In some cases,
the disease can lead to serious complications,
such as malnutrition and electrolyte imbalan-
ces, due to the continuous loss of proteins and
nutrients [17,18,32,34,35]. Strict control of in-
flammation and careful monitoring of intesti-
nal function are essential to avoid these com-
plications [32,33,39,44,45]. Early detection
and appropriate treatment can significantly
improve patients’ quality of life, although the
management of exudative enteropathy re-
mains a challenge in clinical practice [45,46].
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ACALCULOUS CHOLECYSTITIS IN
SLE PATIENTS: FREQUENCY AND
CLINICAL CHARACTERISTICS

Acalculous cholecystitis is a rare manifes-
tation in the context of systemic lupus erythe-
matosus (SLE), but its occurrence, although
infrequent, should be considered due to its
potential complications [21,22,24,34,35,36].
Patients with SLE who develop this condi-
tion usually report pain in the right upper
quadrant of the abdomen, often associated
with vomiting, which are typical symptoms of
cholecystitis [21,22,24,34,35,36]. Severe abdo-
minal pain and the presence of clinical signs
indicative of liver dysfunction may suggest
the need for detailed investigation, including
imaging and laboratory tests, to confirm the
diagnosis [21,22,27,34,35,36].

The histopathology of acalculous chole-
cystitis in SLE can range from medium-cali-
ber vasculitis to thrombotic microangiopathy;,
especially associated with antiphospholipid
antibodies (aPL) [20,24,28,34,35,36]. 'The
presence of these autoantibodies, which are
common in patients with SLE, can facilitate
the formation of thrombi in the small arteries
and biliary vessels, contributing to the deve-
lopment of cholecystitis without the presen-
ce of stones [20,24,28,34,35,36]. The complex
interaction between immune dysfunction and
endothelial thrombosis is a crucial factor in
the manifestation of this condition, which can
be difficult to diagnose due to its rare nature
and similarities to other abdominal patholo-
gies [34,35,36].

The treatment of acalculous cholecystitis
in patients with SLE involves the use of cor-
ticosteroids, which are the basis of therapy, to
reduce inflammation and control the activity
of the underlying disease [34,35,36]. In some
cases, immunosuppressants such as cyclo-
phosphamide and azathioprine can be used
to inhibit the immune activity that is contri-
buting to inflammation and vascular damage
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[34,35,36]. The main aim of treatment is to
control inflammation of the gallbladder and
prevent serious complications such as necro-
sis or perforation of the gallbladder, which can
occur if treatment is not effective [34,35,36].

NEED FOR CHOLECYSTECTOMY
AND PROGNOSIS

In more severe cases, cholecystectomy may
be necessary, especially when conservative
treatments are not enough to control the in-
flammation or when complications arise, such
as infection or the risk of gallbladder rupture
[21,22,24,34,35,36]. The decision to remove
the gallbladder should be carefully assessed
by a multidisciplinary team, taking into ac-
count the severity of the condition and the
response to conservative treatment. In well-
-treated cases, the prognosis can be favorab-
le, but continuous monitoring is essential to
avoid recurrences or further complications
[21,22,34,35,36].

DIAGNOSTIC CHALLENGES AND
THE NEED FOR FURTHER STUDIES

Although acalculous cholecystitis is rare
in patients with SLE, its importance should
not be underestimated [22,42,43,44,45,46].
The gastrointestinal manifestations associated
with SLE, including cholecystitis, are often
underdiagnosed or misinterpreted in clini-
cal practice, leading to inadequate treatment
(41,42,43,44,45,46]. The lack of large, robust
studies on this condition limits a complete un-
derstanding of its pathogenesis, diagnosis and
best treatment strategies [21,22,33,44,45,46].
Most of the available data comes from isola-
ted case reports, which highlights the need for
more research to develop more precise clini-
cal guidelines and improve the management
of this rare and potentially serious condition
[41,42,43,44,45,46].
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CONCLUSION

The involvement of the gastrointestinal
system in patients with SLE is often underesti-
mated and its manifestations correlate directly
with the presentations of the disease, which
can be potentially fatal. Therefore, awareness
of these implications in clinical practice is es-
sential for early diagnosis in order to reduce
mortality.

Effective diagnosis involves the use of sen-
sitive tools such as imaging tests, biopsies and
inflammatory markers, which are essential
for identifying the severity of the case and its
complications, as well as preventing under-
diagnosis since there is a large discrepancy
between clinical studies and autopsy findings,
emphasizing the importance of not neglecting
the involvement of the gastrointestinal system
in SLE.

In addition, the association of gastrointes-
tinal manifestations with the presence of auto-
antibodies such as anti-DNA double helix, an-
ti-Sm and anti-phospholipids, as well as with
vasculitis, thrombosis and secondary condi-
tions such as Sjogren’s syndrome, highlights
the complexity of the disease. Socioeconomic
and behavioral factors, such as smoking, also
play an important role.
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cases. Effective control of the disease involves
the use of corticosteroids and immunosuppres-
sants, especially in severe cases, helping to re-
duce the immune response and control symp-
toms, requiring an individualized approach in
the management of these patients.

This approach should be carried out in an
interdisciplinary way, including rheumatolo-
gists, gastroenterologists and other specialists,
in order to guarantee comprehensive care ac-
cording to the needs of each case. This colla-
boration not only improves the quality of life
of individuals, but also reduces morbidity ra-
tes associated with gastrointestinal manifesta-
tions and favors more effective control of the
progression of the disease.

Finally, the implementation of specific cri-
teria for gastrointestinal manifestations in SLE
diagnostic protocols, together with the use of
more sensitive tools and the development of
innovative therapeutic strategies, are funda-
mental for identifying symptoms early, redu-
cing serious complications and increasing the
success rate of treatment with a view to im-
proving quality of life and better outcomes.

1. Frittoli, Renan Bazuco et al. “Gastrointestinal involvement in systemic lupus erythematosus: A systematic review.” Journal of
translational autoimmunity vol. 4 100106. 10 Jun. 2021, doi:10.1016/j.jtauto.2021.100106

2. Williamson, Luke et al. “Systematic review of treatments for the gastrointestinal manifestations of systemic lupus
erythematosus.” Seminars in arthritis and rheumatism vol. 69 (2024): 152567. doi:10.1016/j.semarthrit.2024.152567

3. Jin, Xiaorong et al. “Coexistence of Crohn’s disease and systemic lupus erythematosus: a case report and literature review””
European journal of gastroenterology & hepatology vol. 32,9 (2020): 1256-1262. d0i:10.1097/MEG.0000000000001775

4. Tani, Chiara et al. “Rare clinical manifestations in systemic lupus erythematosus: a review on frequency and clinical
presentation.” Clinical and experimental rheumatology vol. 40 Suppl 134,5 (2022): 93-102. doi:10.55563/clinexprheumatol/jrz47c

5. Alharbi, Samar. “Gastrointestinal Manifestations in Patients with Systemic Lupus Erythematosus.” Open access rheumatology
: research and reviews vol. 14 243-253. 17 Oct. 2022, doi:10.2147/OARRR.S384256




6. Trapani, Sandra et al. “Gastrointestinal and hepatic involvement in paediatric systemic lupus erythematosus.” Clinical and
experimental rheumatology vol. 39,4 (2021): 899-906. doi:10.55563/clinexprheumatol/oebrcq

7. Mehta, Pankti et al. “Gastrointestinal manifestations in systemic lupus erythematosus: data from an Indian multi-institutional
inception (INSPIRE) cohort” Rheumatology (Oxford, England) vol. 64,1 (2025): 156-164. doi:10.1093/rheumatology/kead653

8. Calle-Botero, Estefania, and Andy Abril. “Lupus Vasculitis” Current rheumatology reports vol. 22,10 71. 26 Aug. 2020,
d0i:10.1007/511926-020-00937-0

9. Williamson, Luke et al. “Systematic review of treatments for the gastrointestinal manifestations of systemic lupus
erythematosus.” Seminars in arthritis and rheumatism vol. 69 (2024): 152567. doi:10.1016/j.semarthrit.2024.152567

10. Mauro, Angela et al. “Gastrointestinal Involvement in Children with Systemic Lupus Erythematosus” Children (Basel,
Switzerland) vol. 10,2 309. 6 Feb. 2023, doi:10.3390/children10020309

11. Sampaio, Ana Luisa et al. “Skin manifestations associated with systemic diseases - Part I Anais brasileiros de dermatologia
vol. 96,6 (2021): 655-671. doi:10.1016/j.abd.2021.02.008

12. Brockow, Knut et al. “Guideline for allergological diagnosis of drug hypersensitivity reactions: S2k Guideline of the German
Society for Allergology and Clinical Immunology (DGAKI) in cooperation with the German Dermatological Society (DDG),
the Association of German Allergologists (ADA), the German Society for Pediatric Allergology (GPA), the German Contact
Dermatitis Research Group (DKG), the German Society for Pneumology (DGP), the German Society of Otorhinolaryngology,
Head and Neck Surgery, the Austrian Society of Allergology and Immunology (OGAI), the Austrian Society of Dermatology
and Venereology (OGDV), the German Academy of Allergology and Environmental Medicine (DAAU), and the German
Documentation Center for Severe Skin Reactions (dZh)” Allergologie select vol. 7 122-139. 9 Aug. 2023, doi:10.5414/ALX02422E

13. Tejera Segura, Beatriz et al. “Relevance of gastrointestinal manifestations in a large Spanish cohort of patients with
systemic lupus erythematosus: what do we know?” Rheumatology (Oxford, England) vol. 60,11 (2021): 5329-5336. doi:10.1093/
rheumatology/keab401

14. Huang, Hua et al. “Acute flare of systemic lupus erythematosus with extensive gastrointestinal involvement: A case report
and review of literature” World journal of gastrointestinal surgery vol. 15,9 (2023): 2074-2082. doi:10.4240/wjgs.v15.i9.2074

15. Kalkan, Emra Asfuroglu et al. “Prevalence and Determinants of Gastrointestinal Manifestations in Patients with Selected
Rheumatologic Diseases” The Turkish journal of gastroenterology : the official journal of Turkish Society of Gastroenterology vol.
33,7 (2022): 576-586. doi:10.5152/tjg.2022.21780

16. Alsolaimani, Roaa. “Mesenteric Vasculitis and Urinary System Involvement Presenting As the Initial Manifestations of
Systemic Lupus Erythematosus Treated Successfully With Glucocorticoids and Rituximab: A Case Report.” Cureus vol. 14,11
e31474. 14 Nov. 2022, doi:10.7759/cureus.31474

17. Muhammed, Hafis et al. “Clinical features, severity and outcome of acute pancreatitis in systemic lupus erythematosus”
Rheumatology international vol. 42,8 (2022): 1363-1371. doi:10.1007/s00296-021-04834-2

18. Ahuja, Nitin K, and John O Clarke. “Scleroderma and the Esophagus” Gastroenterology clinics of North America vol. 50,4
(2021): 905-918. doi:10.1016/j.gtc.2021.08.005

19. Ficicioglu, Can, and Karolina M Stepien. “Alpha-Mannosidosis.” GeneReviews®, edited by Margaret P Adam et. al., University
of Washington, Seattle, 11 October 2001.

20. Fu, Changchang et al. “Neonatal lupus erythematosus as a rare trigger of gastrointestinal involvement in neonates.” Scientific
reports vol. 14,1 3791. 15 Feb. 2024, doi:10.1038/s41598-024-54091-z

21.Gamal, Sherif M etal. “Disease characteristics in patients with juvenile- and adult-onset systemic lupus erythematosus: A multi-
center comparative study.” Archives of rheumatology vol. 37,2 280-287. 24 Dec. 2021, doi:10.46497/ArchRheumatol.2022.8888




22. Velasque Marques, Eduardo et al. “Acute pancreatitis caused by Systemic Lupus Erythematosus activity: A case report and
literature review.” Medwave vol. 23,7 10.5867/medwave.2023.07.2684. 3 Aug. 2023, doi:10.5867/medwave.2023.07.2684

23. Mehta, Jiten Prakash et al. “Hypocomplementemic Urticarial Vasculitis Syndrome Masquerading as Systemic Lupus
Erythematosus: A Case Report” Glomerular diseases vol. 2,4 189-193. 19 Jul. 2022, doi:10.1159/000525942

24. Rasouli-Saravani, Ashkan et al. “Clinical Relevance of HLA-DRBI and -DQB1 Alleles in Iranian Systemic Lupus
Erythematosus Patients” Iranian journal of allergy, asthma, and immunology vol. 20,1 67-75. 11 Feb. 2021, doi:10.18502/ijaai.
v20i1.5413

25. Barman, Bhupen et al. “Clinical and Immunological Profile of Systemic Lupus Erythematosus: A 5-year Retrospective
Analysis from Northeast India” The Journal of the Association of Physicians of India vol. 72,3 (2024): 32-35. d0i:10.59556/
japi.72.0355

26. Li, Bao-Zhu et al. “Dysbiosis of oral microbiota is associated with systemic lupus erythematosus.” Archives of oral biology vol.
113 (2020): 104708. doi:10.1016/j.archoralbio.2020.104708

27. Contreras-Valero, Juan Fernando et al. “Cytomegalovirus infection and disease in systemic lupus erythematosus patients at a
high-complexity hospital in southwestern Colombia.” Lupus vol. 33,8 (2024): 797-803. doi:10.1177/09612033241247103

28. Kesarwani, Vartika et al. “Hypocomplementemic Urticarial Vasculitis Syndrome or Systemic Lupus Erythematosus in
Evolution?” Cureus vol. 14,3 €23429. 23 Mar. 2022, doi:10.7759/cureus.23429

29. Gémez-Bernal, Fuensanta et al. “Serum Levels of Transforming Growth Factor Beta 1 in Systemic Lupus Erythematosus
Patients.” Biomolecules vol. 13,1 73. 29 Dec. 2022, d0i:10.3390/biom13010073

30. Ma, Yimin et al. “Dual threat of comorbidity of celiac disease and systemic lupus erythematosus” The Journal of international
medical research vol. 49,5 (2021): 3000605211012258. doi:10.1177/03000605211012258

31. Mustafa, Mohammad, and Yasser Mohammed Bawazir. “Acute liver failure as the first feature of systemic lupus erythematosus.”
Rheumatology international vol. 41,2 (2021): 469-474. doi:10.1007/500296-020-04717-y

32. Zervou, Maria I et al. “Association of endometriosis with Sjogren’s syndrome: Genetic insights (Review).” International
journal of molecular medicine vol. 53,2 (2024): 20. doi:10.3892/ijmm.2024.5344

33. Zhao, Xi et al. “Short-term prognostic analysis of patients with systemic lupus erythematosus co-infection and comparison
of mNGS and conventional microbiological test results” Frontiers in cellular and infection microbiology vol. 13 1131258. 27 Mar.
2023, doi:10.3389/fcimb.2023.1131258

34. Shaik, Mohammed R et al. “Autoimmune Lupus Enteritis with Pan Gastrointestinal Involvement in an Adult Patient with
Systemic Lupus Erythematosus: Complete Response to Belimumab.” Journal of community hospital internal medicine perspectives
vol. 13,4 17-20. 29 Jun. 2023, doi:10.55729/2000-9666.1185

35. Bektas, Murat et al. “A case of systemic lupus erythematosus presenting with intestinal lymphangiectasia-associated protein-
losing enteropathy accompanying hyperinflammation?” International journal of rheumatic diseases vol. 26,3 (2023): 591-598.
doi:10.1111/1756-185X.14541

36. Sah, Biki Kumar et al. “Dysentery and leg ulcer as an atypical presentation of systemic lupus erythematosus: A case report”
Medicine vol. 101,50 (2022): €32201. doi:10.1097/MD.0000000000032201

37. Chaparro, Camilo Andrés et al. “Lupus enteritis as systemic lupus erythematosus main manifestation: Two case reports.”
SAGE open medical case reports vol. 12 2050313X241247433. 15 Apr. 2024, doi:10.1177/2050313X241247433

38. Pavli, Polina et al. “Acute Abdominal Situations as Presenting or Flaring Manifestations of Systemic Lupus Erythematosus: A
Case Series” Mediterranean journal of rheumatology vol. 33,3 339-345. 30 Sep. 2022, d0i:10.31138/mjr.33.3.339




39. Danieli, Maria Giovanna et al. “Machine learning application in autoimmune diseases: State of art and future prospectives.”
Autoimmunity reviews vol. 23,2 (2024): 103496. doi:10.1016/j.autrev.2023.103496

40. Wang, Z et al. “A case of systemic lupus erythematosus with rectal necrosis” Lupus vol. 29,3 (2020): 334-339.
doi:10.1177/0961203319897130

41. Liu, Zhihui et al. “A nomogram to predict the risk of lupus enteritis in systemic lupus erythematosus patients with
gastroinctestinal involvement” EClinicalMedicine vol. 36 100900. 24 May. 2021, doi:10.1016/j.eclinm.2021.100900

42. Ganugula, Raghu et al. “Lymph node targeting of cyclosporine ameliorates ocular manifestations in a mouse model of
systemic lupus erythematosus (SLE) via PD-L1” Nano today vol. 57 (2024): 102359. doi:10.1016/j.nantod.2024.102359

43. Wang, Hongli et al. “Exploring the role of gut microbiome in autoimmune diseases: A comprehensive review.” Autoimmunity
reviews vol. 23,12 (2024): 103654. doi:10.1016/j.autrev.2024.103654

44. Guru, Satyabrata et al. “Lithium Toxicity - A Chameleon to Gastrointestinal Vasculitis as an Initial Presenter of Systemic
Lupus Erythematosus” International journal of applied & basic medical research vol. 13,1 (2023): 53-55. doi:10.4103/ijabmr.
ijabmr_516_22

45. Mohamed, Sally Samy et al. “Thrombocytopenia and disease outcomes in a cohort of patients with systemic lupus
erythematosus. A post hoc analysis of the COMOSLE-EGYPT study.” International journal of rheumatic diseases vol. 27,1
(2024): e15016. doi:10.1111/1756-185X.15016

46. Kang, Mi Il, and Hyeok Chan Kwon. “Systemic lupus erythematosus in a 15-year-old female with multiple splenic nodules:
A case report” World journal of clinical cases vol. 12,12 (2024): 2128-2133. d0i:10.12998/wjcc.v12.i12.2128




