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Uncommon Presentation of Systemic Lupus Erythematosus: Autoimmune
Acute Pancreatitis with Renal and Cutaneous Manifestations

Sbihi Siham!”, Yasmina Yassine', Khaoula Haij', Yasmine Bachadini', Hala Aouroud!, Lairani FZ', Nacir Oussama', Ait
Errami'!, Oubaha Sofia!, Samlani Zouhour!, Krati Khadija'

"Department of Gastroenterology, Mohammed VI Marrakech University Hospital Center, Marrakech, Morocco &

Physiology Laboratory, Faculty of Medicine and Pharmacy of Marrakech, Marrakech, Morocco

DOI: https://doi.org/10.36347/sjimcr.2026.v14i05.013

*Corresponding author: Sbihi Siham

| Received: 22.03.2026 | Accepted: 30.04.2026 | Published: 05.05.2026

Department of Gastroenterology, Mohammed VI Marrakech University Hospital Center, Marrakech, Morocco, Physiology Laboratory
& Faculty of Medicine and Pharmacy of Marrakech, Marrakech, Morocco

Case Report

Systemic lupus erythematosus (SLE) is a multisystem autoimmune disease with heterogeneous presentations, in which
acute pancreatitis is a rare but possible initial manifestation. We report the case of a 35-year-old woman with insulin-
treated type 2 diabetes mellitus who presented with acute epigastric pain, vomiting, bilateral limb edema, and bullous
cutaneous lesions in a context of altered general condition. Laboratory findings showed elevated lipase, nephrotic-range
proteinuria, hypocomplementemia, and positive antinuclear and anti-dsDNA antibodies. Imaging confirmed acute
pancreatitis, while skin biopsy revealed dermal vasculitis and renal biopsy showed focal segmental hyalinosis. In the
absence of common etiologies, the diagnosis of SLE was established. Treatment with high-dose corticosteroids led to
rapid clinical improvement. This case highlights the importance of considering SLE in unexplained pancreatitis
associated with systemic features to ensure early diagnosis and appropriate management.
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INTRODUCTION

Systemic lupus erythematosus (SLE) is a
chronic autoimmune disease affecting multiple organs,
commonly involving the kidneys and skin. Although
rare, acute pancreatitis can be an initial manifestation of
SLE, often related to immune-mediated mechanisms
such as vasculitis. Early recognition of this atypical
presentation is crucial for timely treatment and better
outcomes. We report a case of a young woman diagnosed
with SLE after presenting with acute pancreatitis, renal
involvement, and cutaneous lesions, illustrating the
complexity of diagnosis and management in such cases.

CASE REPORT

A 35-year-old female patient with a history of
type 2 diabetes mellitus treated with insulin for 5 years,
was admitted for etiological evaluation of acute,
moderate, transfixing epigastric pain exacerbated by
food intake and relieved by fasting and forward-leaning
posture. The pain was accompanied by vomiting without
other digestive symptoms, bilateral upper and lower limb

edema, and bullous lesions on the pelvis and lower limbs,
evolving over 15 days in a context of febrile sensation,
profound asthenia, and anorexia. On examination, the
patient was stable with slightly pale conjunctivae, an
ECOG performance status of 3, pitting edema reaching
mid-calf on the lower limbs, diffuse abdominal
tenderness, and post-bullous erosions surrounded by an
inflammatory halo on both lower limbs and pelvis.
Ophthalmologic examination was unremarkable.

Laboratory investigations revealed microcytic
hypochromic anemia (Hb 8.6 g/dL), normal white blood
cell count, elevated ferritin (380 ng/mL),
hypoalbuminemia (24 g/L), normal calcium and
phosphate, mildly elevated lipase (580 U/L, 9.6 times
normal), significant proteinuria (6 g/24h), low
complement levels (C3: 56mg/dl, C4: 0.02), positive
anti-dsDNA, positive ANA, positive p-ANCA, negative
c-ANCA, negative anti-CCP, and polyclonal
hypergammaglobulinemia on serum protein
electrophoresis. Abdominal CT scan showed features
consistent with stage C acute pancreatitis (Balthazar
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score) with a CTSI of 2. Renal ultrasound revealed
increased echogenicity of the right renal cortex. Skin
biopsy demonstrated mild dermal vasculitis with
perivascular lymphocytic infiltrate and focal neutrophilic
involvement without necrosis or granuloma, along with
dermal fibrosis; direct immunofluorescence was
negative. Renal biopsy revealed focal segmental

hyalinosis with negative direct immunofluorescence.
The patient was treated with high-dose oral
corticosteroids with gradual tapering and supportive
therapy. Clinical course was favorable with resolution of
pain, improvement in general condition, and healing of
skin lesions.

Figure 1: (A, B, C) Bullous and erosive cutaneous lesions 1nvolv1ng the pelvis and lower llmbs at presentation, with post-
bullous erosions surrounded by an inflammatory halo, consistent with active vasculitic involvement in systemic lupus
erythematosus

Flgure 2: Marked 1mprovement of cutaneous lesmns after initiation of high-dose corticosteroid therapy, with regression of
inflammation and significant healing of erosive areas
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A diagnosis of systemic lupus erythematosus
was established, and the patient was referred to internal
medicine for ongoing management.

DISCUSSION

Systemic lupus erythematosus (SLE) is a
complex autoimmune disease with multisystem
involvement, commonly affecting the renal,
hematological, dermatological, and musculoskeletal
systems, and significantly influencing disease severity
and prognosis. Renal involvement, most frequently lupus
nephritis, occurs in approximately 40—50% of patients
and remains a major determinant of morbidity [1]. In our
case, the diagnosis of SLE was suggested by multisystem
involvement, including renal, cutaneous, and pancreatic
manifestations, illustrating the heterogeneous and
systemic nature of the discase.

Acute pancreatitis is a rare but recognized
manifestation of SLE and may represent its initial
presentation. While gallstones and alcohol are the most
common causes of pancreatitis in the general population,
lupus-associated pancreatitis is thought to result from
immune-mediated mechanisms such as vasculitis and
immune complex deposition [2]. In our patient, acute
pancreatitis was the revealing feature of SLE, occurring
in the absence of common etiologies and in the context
of high immunological activity, supporting an
autoimmune pathogenesis.

Renal and cutaneous manifestations frequently
accompany lupus-related pancreatitis and usually reflect
high systemic disease activity. Renal involvement in
SLE is typically mediated by immune-complex
deposition, leading to proteinuria and renal dysfunction
[3]. In our case, nephrotic-range proteinuria associated
with hypocomplementemia and positive anti-dsSDNA
antibodies indicated active renal involvement, despite
atypical histological findings, highlighting the
heterogeneity of renal pathology in SLE.

Cutaneous manifestations of SLE, including
malar rash, discoid lesions, and vasculitic or bullous
eruptions, are important markers of disease activity and
systemic involvement [4]. In our patient, bullous skin
lesions with histological features of vasculitis further
supported the diagnosis of active SLE and emphasized
the role of cutaneous findings as a clue to systemic
disease in the setting of acute pancreatitis.

Several case reports have described acute
pancreatitis as an initial manifestation of SLE, often
posing diagnostic challenges due to nonspecific
abdominal symptoms during lupus flares [7,8].
Similarly, in our case, the initial presentation with acute
abdominal pain and elevated pancreatic enzymes
preceded the recognition of underlying autoimmune
disease, underscoring the importance of considering SLE

in unexplained pancreatitis associated with systemic
signs.

The therapeutic response to corticosteroids in
lupus-associated pancreatitis has been reported as
favorable in several studies, despite earlier concerns
regarding steroid use in pancreatitis [6,9]. In our case,
prompt initiation of high-dose corticosteroid therapy led
to rapid clinical improvement, resolution of abdominal
pain, and healing of cutaneous lesions, further supporting
an immune-mediated mechanism.

In conclusion, the association of acute
pancreatitis with renal and cutaneous involvement
reflects high disease activity in SLE and requires a high
index of suspicion. Our case highlights the importance of
recognizing atypical initial presentations of SLE and
adopting a multidisciplinary approach to ensure early
diagnosis and appropriate management, thereby
improving patient outcomes.

CONCLUSION

Systemic lupus erythematosus (SLE) is a
multisystem autoimmune disease with diverse clinical
manifestations. Although rare, acute pancreatitis can be
an initial presentation of SLE, often associated with
active systemic disease involving the kidneys and skin.
Our case illustrates this atypical presentation, showing
acute pancreatitis alongside nephrotic-range proteinuria
and bullous skin lesions consistent with lupus vasculitis.
Early recognition and treatment with corticosteroids led
to favorable outcomes. Clinicians should maintain a high
index of suspicion for SLE in patients with unexplained
pancreatitis and systemic features to ensure timely
diagnosis and management.
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