


Case report
Ascites as the Presenting Sign of Systemic Lupus Erythematosus
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Abstract
Systemic lupus erythematosus (SLE) is a chronic, multifaceted autoimmune inflammatory disease that can affect any part of the body. SLE is a disease of unknown aetiology with a variety of presenting features and manifestations. Interest in the disease has been stimulated in recent years, and improved methods of diagnosis have resulted in a significant increase in the number of cases recognized. The patient was a 20-year-old woman with no medical history, who experienced 8 months of abdominal distension and weakness, with concurrent 10 kg weight loss. She presented skin lesions of the erythematous type on the dorsal surface of her hands, non-scarring alopecia, Raynaud's syndrome, and joint involvement consisting of symmetrical distal polyarthralgia of the small joints. The underlying pathophysiology of ascites is not fully understood, but it is thought to reflect a form of SLE that predominantly involves the serosal surfaces. Proposed mechanisms include immune complex deposition on the peritoneum, vasculitis of the peritoneal vessels, and lymphoplasmacytic infiltration. The prognosis of SLE peritonitis is usually good, and current therapeutic schedules are based on non-steroidal anti-inflammatory drugs and corticosteroids. But the refractory cases still had be reported. In these cases, it could be necessary that immunomodulators or immune-suppressors, as well as surgical procedures.
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INTRODUCTION 
Systemic lupus erythematosus (SLE) is a complex autoimmune disease characterized by the production of autoantibodies and the involvement of various organ systems [1]. SLE affects approximately 3.4 million individuals worldwide, with a significantly higher prevalence in women of childbearing age [1]. 
The clinical manifestations of SLE are diverse, ranging from mild symptoms such as fatigue, malar rash, and joint pain to more severe complications, including renal failure, neurological disorders, and cardiovascular involvement [2]. 
The occurrence of SLE ascites is typically associated with nephrotic syndrome, protein-losing enteropathy, and constrictive pericarditis. The occurrence of ascites and peritonitis as primary manifestations of SLE is extremely rare [3]. In this case report, we present a young woman with ascites and lupus peritonitis as the first manifestations of SLE.
CASE PRESENTATION 
The patient was a 20-year-old woman with no medical history, who experienced 8 months of abdominal distension and weakness, with concurrent 10 kg weight loss. She presented skin lesions of the erythematous type on the dorsal surface of her hands, non-scarring alopecia, Raynaud's syndrome, and joint involvement consisting of symmetrical distal polyarthralgia of the small joints. 
 On physical examination, her blood pressure was 120/80 mmHg and her body temperature was 37 °C.  Abdominal ascites was apparent, with no icterus or edema.                              
There were no signs of cheilosis, glossitis, lymphadenopathy, or organomegaly on physical examination. There was lymphopenia at 1,000 cells/mm3, macrocytic anaemia with a haemoglobin level of 7.1 g/dL associated with a reticulocyte count of 21000 and a serum polyclonal hypergammaglobulinaemia at 31 g/L. A low level of vitamin b9 is noted .C-reactive protein (CRP) was 42 mg/L. Liver and thyroid function tests were normal. The DFG was 33 ml/min/1,73 m². The 24-hour proteinuria was positive at 0.996 g/L with a negative urinary sediment. The urine culture revealed 250 leukocytes/mm3, 75% of which were lymphocytes. Hypoalbuminaemia was also observed at 25 g/l. Serological tests for viral hepatitis and human immunodeficiency virus (HIV) were negative.
Color Doppler ultrasonography of abdominal vessels was normal. Abdominal, pelvic, and chest computed tomography (CT) scan did not reveal any deep neoplasia but noted the presence of pericardial effusion with bilateral pleural effusion of low abundance. 
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                                        Figure 1.  Abdominal CT scan showed massive ascites
The patient underwent abdominal paracentesis, which revealed a citrine-coloured exudative fluid with 36 g/L of proteins high-protein fluid. Ascites fluid adenosine deaminase (ADA) and Quantiferon test results were negative. In addition, PCR test was negative for tuberculosis. Furthermore, cytological test showed no evidence of malignancy. No signs of cardiac dysfunction were detected in his echocardiography. 
Diagnostic laparoscopy and peritoneal biopsy were also negative for malignancy. With the exclusion of other etiologies of ascites, rheumatologic tests were requested. Her ANA and anti-dsDNA were reported high. Due to positive antinuclear antibodies (1/640 Ui/ml) and anti-dsDNA > 380, as well as low levels of complement C3 and C4, a lupus peritonitis diagnosis was made according to the 2019 EULAR ACR criteria with a score of 20.
 Initially, she was treated with methylprednisolone pulse therapy (1000 mg/day for three consecutive days) and then with high-dose prednisolone of 60 mg/ day combined with 2 g of mycophenolate mofetil was initiated, with favourable clinical results. She was followed-up in the outpatient clinic; we noticed good clinical evolution.
DISCUSSION:
Systemic lupus erythematosus is an autoimmune disorder characterized by involvement of various organs. Inflammation of serous membranes including pericardium, pleura is relatively common (12 %) and was admitted by American College of Rheumatology as one of the 11 criteria of SLE [4]. The incidences of pleuritis and pericarditis were reported to be higher in the elderly patients with SLE compared to younger patients [5]. Ascites may present with or without pain, and may be due to lupus peritonitis. In post mortem study, peritoneal involvement has been found in tow thirds of patients [6]. While, peritoneal serositis with ascites in clinical practice is extremely rare [7]. 
Ascites is seen in approximately 10% of SLE patients and can be caused by peritoneal serositis (lupus peritonitis), protein-losing enteropathy, nephrotic syndrome, and constrictive pericarditis [8]. Diagnosing lupus peritonitis as initial symptoms of SLE remains a challenging task. Lupus peritonitis can present acutely with abdominal pain or chronically with a painless accumulation of ascites. 
The underlying pathophysiology of ascites is not fully understood, but it is thought to reflect a form of SLE that predominantly involves the serosal surfaces [3]. Proposed mechanisms include immune complex deposition on the peritoneum, vasculitis of the peritoneal vessels, and lymphoplasmacytic infiltration [3]. These immune-mediated processes can trigger localized inflammation and increase vascular permeability, leading to fluid accumulation in the abdominal cavity. In addition, hypoalbuminemia may have exacerbated ascites formation by lowering oncotic pressure, compounding the effects of serosal inflammation. In cases where renal, hepatic, and cardiac causes are excluded, such serosal inflammation may represent the primary driver of ascites in SLE. 
[bookmark: _Hlk211804461]Ascitic fluid in SLE has an expected serum-ascites albumin gradient (SAAG) of <1.1 g/dL, consistent with etiologies other than portal hypertension. Lupus peritonitis is considered a diagnosis of exclusion [6]. Constrictive pericarditis is evaluated with echocardiogram and nephrotic syndrome with 24-hour urine protein measurement. Protein-losing enteropathy is diagnosed by determining alpha-1 antitrypsin clearance from a 24-hour stool collection [9].
In our reported case, investigations showed that the patient had normal cardiovascular and hepatic function, normal alpha-1 antitrypsin clearance and discarded acute abdomen, abdominal infection, tuberculous peritonitis and peritoneal malignancy. Urinalysis showed proteinuria, but there were no oliguria or anuria, and twenty-four-hour urinary protein collection was less than 500 mg/24 hours. Thus, her ascites was most probably due to acute LP and not related to the mild renal dysfunction. 
The prognosis of SLE peritonitis is usually good, and current therapeutic schedules are based on non-steroidal anti-inflammatory drugs and corticosteroids. But the refractory cases still had be reported. In these cases, it could be necessary that immunomodulators or immune-suppressors, as well as surgical procedures [10].
Conclusions 
This case report aims to highlight the lesser-known clinical manifestations of SLE. We describe a patient with SLE who presented with massive ascites as the first flare or sign of the disease, without significant proteinuria, and demonstrated a good response to immunosuppressive treatment. Clinicians should consider SLE in the differential diagnosis of unexplained ascites, particularly in young women, even in the absence of renal or cutaneouss findings.
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