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Ozet

Acil servise sistemik lupus eritematozus (SLE) tanisi olan ancak 2 senedir tedavi almayan 19 yasindaki kadin hasta ates birka¢ gtindur artan nefes darlig
ve ates sikayeti ile basvurdu. Fizik muayenesinde inspiratuar ralleri, ekspiryum uzamasi ve wheezingleri olan hastanin cekilen kontrastsiz bilgisayarl to-
mografisinde her iki akcigerde yaygin dagilim gosteren parankimal infitratif dansiteler goriildii.Géguls hastaliklar tarafindan solunum yetmezIigi ve akut
respiratuar distress sendromu (ARDS) icin yakin takip ve tedavi 6nerilen hastanin kliginde kottilesme olmasi tizerine yogun bakima sevk edildi. Enfeksiyon,
SLE hastalarinda morbidite ve mortalitenin en 6nemli nedenlerinden biridir. SLE'nin solunum sistemi tutulumlarindan biri olan lupus pnémonisi 6zellikle
geng kadinlarda goriiliir. Yiiksek ates, 6kstiriik, hipoksi ve takipne en sik gériilen semptomlardir ve yiiksek mortalite ile iliskilidir. Akut lupus pndmonisinde,
tedaviye sistemik kortikosteroid eklenmelidir. Bu hastalarda 72 saat icinde dispne semptomlarinda iyilesme olmazsa, metilprednizolon tedavisi 6nerilir. Acil
serviste lupus pnémonisi tanisi alan ve yogun bakima ARDS 6n tanisi ile sevk edilen 19 yasindaki kadin hastayi sunuyoruz.
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Abstract

A 19-year-old female patient, who was diagnosed with SLE but has not received treatment for 2 years, came to the emergency service due to fever and
shortness of breath that has been frequent for several days. In her physical examination, inspiratory rales, expiratory elongation and wheezing were found,
and non-contrasted computed tomography of the patient showed parenchymal infiltrative densities that were widely distributed in both lungs. The patient,
who was recommended close follow-up for respiratory failure and acute respiratory distress syndrome (ARDS) by the department of pulmonology, was re-
ferred to the intensive care unit because of worsening of her clique. Infection is one of the most important causes of morbidity and mortality in patients with
systemic lupus erythematosus (SLE). Lupus pneumonia, one of the respiratory system involvements of SLE, is especially seen in young women. High fever,
cough, hypoxia and tachypnea are the most common symptoms and are associated with high mortality. In acute lupus pneumonia, systemic corticosteroid
should be added to the treatment. If these patients do not improve dyspnea within 72 hours, methylprednisolone treatment is recommended. We present
a 19-year-old female patient diagnosed with lupus pneumonia in the emergency service and referred to intensive care unit with the diagnosis of ARDS.
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Introduction

Systemic lupus erythematosus (SLE) is an autoimmune dis-
ease that is 9 times more common in women. SLE is mostly
seen in the hematological system, pericardium, skin, kidney
and respiratory systems. The appearance of the respiratory
system in lupus disease may appear as infection, pleural ef-
fusion, alveolar hemorrhage and pulmonary embolism!. In
this case, we present a 19-year-old lupus pneumonia case
who came to the emergency service.

Case

19-year-old female patient in the green area of the emergen-
cy service; She applied with the complaint of shortness of
breath and fever, which lasted for about a week and became

frequent especially in the last few days.It was learned that
the patient was diagnosed with systemic lupus erythemato-
sus (SLE) and has not been under any doctor’s control for
2 years. She did not have any disease other than SLE in his
background.The patient regularly received allopurinol 300
mg 1*1, perindopril Smg 1*1, hydroxychloroquine sulfate
200 mg 1*1, carvedilol 6.25 mg 1*1, furosemide 40mg 1*1,
acetylsalicytic acid 100 mg 1*1, prednisolone 16mg 1*1
oral.Also; It was learned that the patient had a flu infection 1
week ago and oseltamivir phosphate 75 mg 2*1 was started
in an outer center primary health center.In her physical ex-
amination, the degree of Glaskow Coma Scale (GKS) was
15 orientated cooperative, and when the lung examination
was examined, there were bilateral inspiratory rales, expi-
ratory extension and wheezing, other system examinations
were natural. TA: 139/81 mm/hg, Sp02:78%, Pulse:143/
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minutes, the fever was 38.3 «C. ECG was sinus tachycar-
dia.Results of the patient in laboratory examination were
determined as WBC: 17.26 103 mm3, Hgb: 7.5 g /dl, PIt:
419.000/mm3, AST: 31 U/L, ALT: 12 U/L, Creatine: 0.73
mg/dl, BUN: 32.1 mg/dl Glucose: 118 mg/dl CRP: 10.2 mg/
dl and procalcitonin 1.99 ng /MI. The results in blood gas
analysis were pH: 7.45, PCO2: 27mmHg, PO2: 47.5mmHg,
sO2: 85% HCO3:18.6 mmol/l, SBE: -4.7mmol/l and lactate:
1.3mmol /1. On the non-contrasted computed tomography
(CT) of the patient, parenchymal infiltrative densities with
locally occurring air bronchograms were observed in both
lungs (Figure-1). The patient was consulted for 4 1/min ox-
ygen. Oseltamivir phosphate 75 mg 2*1, piperacillin — ta-
zobactam 4,5 g 3*1, clarithromycin 500 mg 2*1, prednis-
olone 40 mg 1*1, intravenous salbutamol 2.5 mg 4*1 and
budesonide 0.25 mg/ml 2*1 drugs were recommended to the
patient consulted to the chest diseases clinic.Inhaler treat-
ment was also started.Close follow-up and intensive care
follow-up were recommended for the patient’s respiratory
failure and acute respiratory distress syndrome (ARDS). De-
spite the treatment recommended to the patient, his clinical
condition deteriorated; the patient was referred to intensive
care unit because of the need for a noninvasive ventilator.

Discussion

We encounter acute respiratory injuries due to lupus as pleu-
ral effusion, lupus pneumonia, pulmonary hemorrhage and
pulmonary embolism?. Due to lupus findings of respiratory
system, hospital stay and mortality rates increase'. The most
common finding in respiratory system findings is pleural ef-
fusion. The frequency of pneumonia is between 15-28%°.
There are publications reporting that hospitalization rates
are higher among young women due to pneumonia in pa-
tients with SLE in the literature®. In these patients, pneumo-
nia-related mortality is 10-12%?*. Acute fever, cough, tachy-
pnea and hypoxia are seen in pneumonia associated with
SLE. The radiological sign of lupus pneumonitis is pleural
effusion and infiltration, usually basal and bilateral®.
Although the most frequently isolated factor in com-
munity-acquired pneumonia is micobacterium pneumonia;
In cases with SLE, no cardia aspergillus and S.aureus are
the most frequently isolated microorganisms. Therefore; In
these patients, initiation of broad spectrum antibiotherapy is
recommended®. In acute lupus pneumonia, systemic corti-
costeroid (prednisolone 1-1.5mg / kg day) must be added to

Figure -1. On the non-contrasted computed tomography (CT) of the patient, parenchymal infiltrative densities
with locally occurring air bronchograms were observed in both lungs
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the treatment. If there is no improvement in clink within 72
hours in these patients, 1 g of methylprednisolone treatment
is recommended for 3 days®.

Conclusion

Although pneumonia is rare in patients diagnosed with lu-
pus, it is a clinical condition with mortality. Broad-spectrum
antibiotics and immunosuppressive treatment should be
started, and necessary precautions should be taken to avoid
other complications and close follow-up should be done.
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