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Abstract: Systemic lupus erythematosus is a non-specific organ autoimmune
disease characterized by clinical polymorphism and positive antinuclear antibodies.
The aim of this study was to evaluate the presence of lymphadenopathies during
lupus disease. It is a retrospective study of six (06) patients who are married,
Malians and suffering from lupus disease. The study was carried out at the service
of internal medicine of Military Hospital of Kati over a two (02) year period (from
December 2015 to January 2017). The only criteria for inclusion were the presence
of one or several lymphadenopathies without considering the size.
Lymphadenopathies were found in three lupus patients among six (50% of
patients); the mean age was 26, 33 years. Peripheral lymphadenopathies involved
cervical area in one case (16, 66%), inguinal area in two cases (33, 34%). In all
patients, all of the following exams were positive: anti-native DNA antibodies,
anti-Sm  antibodies, anti-Ro/SS-A  antibodies and/or anti-La/SS-B  and
hypocomplementaemia.  Development under  Corticotherapy  appeared to
have a favorable effect with adenopathy regression in five patients. Only one case
didn’t receive methotrexate and its lymphadenopathies regression were noticeable.
Lymphadenopathies generally occur during lupus outbreak. However, an
investigation for an etiology is necessary in order to eliminate possible infectious
cause especially tuberculosis.
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INTRODUCTION

for inclusion were the presence of one or several

Systemic lupus erythematosus is a non-specific
organ autoimmune disease characterized by a clinical
polymorphism and positive antinuclear antibodies [1].
Hematologic effects are frequent; they are essentially
manifested by a blood cytopenia. Lymphadenopathies
are less frequent, observed in 18-42% of cases; and
during lupus development, the cervical
lymphadenopathy form is the most frequent (30-70% of
cases). In case of histological examination, we observe
benign follicular hyperplasia [2]. The aim of this study
was to evaluate the presence of lymphadenopathies
during lupus disease.

PATIENTS AND METHODS

It is a retrospective study of six (06) patients
who are married, Malians and suffering from lupus
disease. The study was carried out at the service of
internal medicine of Military Hospital of Kati over a
two (02) year period (from December 2015 to January
2017). The diagnosis of systemic lupus erythematosus
was confirmed according to American College of
Rheumatology (ACR) 1990 criteria. The only criteria

lymphadenopathies without considering the size. For
statistical study, we used chi’test for qualitative
variables and Student test for quantitative variables.

OBSERVATIONS

Lymphadenopathies were found in three lupus
patients among six (50% of patients); it was about three
women (100%) whose mean age was 26, 33 years
(extreme: 18-35 years). All patients presented
peripheral lymphadenopathies associated with deep
lymphadenopathies.  Peripheral  lymphadenopathies
involved cervical area in one case (16, 66%), inguinal
area in two cases (33,34%).

Biological investigation: Generalized elevation
of sedimentation rate was noticed in all patients; C-
reactive protein (CRP) value was remained normal in
all women, except for the tuberculosis patient who had
an elevated CRP rate. A polyclonal
Hyperimmunoglobulinemia composed of 1gG and a
leukopenia associated with anemia were detected in all
patients.
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In all patients, all of the following exams were
positive;  anti-native DNA antibodies, anti-Sm
antibodies, anti-Ro/SS-A antibodies and anti-La/SS-B
and hypocomplementaemia.

A lymph node biopsy concluded in non-
specific lymphadenitis (one case),
histiocytic necrotizing lymphadenitis of Kikuchi
Fujimoto (one case) and lymph node tuberculosis (one
case).

The lymph node tuberculosis case regressed
with tuberculosis treatment. In all other cases,
corticotherapy dose was variable and depended on
systemic effects of the lupus disease.

Development under corticotherapy
(prednisolone  10mg a day), hydroxychloroquine
(400mg a day), and methotrexate (25mg a day)
were favorable with adenopathy regression in five
patients. The lymph node tuberculosis case didn’t
receive methotrexate and its lymphadenopathies
regression was noticeable.

Fig-1: cervical lymphadenopathies
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Fig-2: Hlstlocytlc necrotizing lymphadenitis

DISCUSSION

At some point in the disease course,
lymphadenopathies are found in 19 to 69% of patients.
There are lymphadenopathies of an inflammatory type;
it could be localized cervical lymphadenopathies (16%)
for Harvey [2] or generalized (34%) [3]. They
frequently occur in children and black people. For
certain authors, their presence is a good indicator of

clinical signs improvement of the disease [4]. All lymph
nodes could be involved: superficial, but also deep and
mediastinal lymph nodes [5], and realizing an aspect of
bilateral hilar lymphadenopathy [6]; despite the
corticotherapy, their extension could lead to performing
biopsy which generally shows a hyper-immune lymph
node with sometimes hematoxylin bodies and central
necrosis. The aspect realized is close or at least similar
to histiocytic necrotizing lymphadenitis of Kikuchi
Fujimoto [7].

Some lymphographies performed during
polyadenopathy could realize an aspect of
pseudolymphoma which regresses under corticotherapy
[8]. They may be the source of superior
vena cava syndrome [9]. Lymph node sarcomas and
malignant blood diseases will be considered as part of
morbid associations. In addition, some Sternberg cells
have been observed in lupus lymphadenopathy, without
any Hodgkin disease which could be also associated
with lupus erythematosus disease. Finally, some
infection of HIV-1 could conceal a lupus erythematosus
disease [10].

CONCLUSION

Lupus is a frequent connective tissue disease in
genital activity woman; which precise etiology is
unknown. Lymphadenopathies are less frequent during
lupus disease. However, an investigation is very
important in order to discard an infectious source
especially tuberculous.
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