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Abstract: The cause of myelopathy in
Systemic Lupus Erythematosus (SLE) is not
well understood, but this disease may be
the result of an autoimmune reaction. Some
authors suggest that there is a relationship
between  phospholipid antibodies and
myelopathy. Transverse myelitis presents as
a late manifestation of SLE, however, in rare
cases, it may be the initial manifestation and
occur regardless of systemic disease activity.
After etiological investigation, in the case to be
reported, diagnoses of SLE with neurological
involvement (transverse myelitis) and urinary
infection were assumed.

Goal: To report the case of a young patient
diagnosed with SLE, who opened with urinary
infection and transverse myelitis, describe
her clinical, laboratory, imaging findings,
treatment and evolution, highlighting the
importance of early diagnosis, recognition
of its various interfaces and emergency
intervention.

Methods: In order to carry out this study, data
from the medical records, interviews with the
patient and family, photographic records of
the diagnostic methods to which the patient
was submitted and a literature review were
analyzed with a search in the Scielo, Medline
and Lilacs databases about the subject.
Conclusion: The case reported and the
publications studied reinforce the emergency
characterandtheidentification of predisposing
factors, clinical symptoms, imaging and
laboratory tests for early recognition of SLE.
Although rare, myelitis causes high morbidity
and mortality. Some deaths during an episode
of myelopathy, from sepsis during or after

immunosuppressive therapy have been
observed in studies.
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INTRODUCTION

Transverse  myelitis is an
inflammatory disease of the spinal cord
with potentially serious consequences. The
etiopathogenesis is still not completely
understood, and an  immunological
mechanism seems to be involved. The
evolution and prognosis are variable, ranging
from complete resolution of the condition in
a short time to permanent deficits. (SAISON,
COSTEDOAT-CHALUMEAU, MAUCORT-
BOULCH, et al. 2014)

Transverse Myelitis (TM) is a manifestation
of the central nervous system that is rare
in Systemic Lupus Erythematosus (SLE)
and affects 1 to 2% of patients. It must be
considered if the patient has a rapid evolution
of one or more signs/symptoms: bilateral
muscle weakness in the lower limbs, with
or without involvement of the upper limbs;
sensory disorder, with similar level of motor
involvement, with or without intestinal or
bladder involvement. An expansive lesion
that causes medullary compression must be
excluded, as well as an injury to the cauda
equina. (COSTALATT, 2017)

The initial symptoms are nonspecific: fever,
photophobia, nausea, vomiting, dizziness and
neck pain. Afterwards, sensory and motor
alterations, sphincter dysfunction may occur
and its installation may take hours, days or
even weeks. The patient in the report started
with SLE with cystitis and showed signs of
spinal cord injury with paresthesias in the
upper limbs, paraplegia (sensory level T10)
and psychosis with sudden onset within days.
Currently patient with sensory level T10
paraplegia (walks with the aid of a wheelchair),
lower limb atrophy, tremors at rest and upper
limb movement.

acute

Treatment of myelopathy must be
started soon after diagnosis, as the
prognosis demonstrates high morbidity

and mortality. Delay in starting the correct
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treatment may be an unfavorable outcome
factor. The combination of intravenous
methylprednisolone and cyclophosphamide
pulses is the standard treatment for these
patients. (FERREIRA, 2016)

The prognostic factors of myelopathy are
not fully known, but sphincter dysfunction,
magnetic resonance changes, gray matter
involvement (flabbiness and hyporeflexia)
and initial severity with paraplegia are cited as
poor prognostic factors. (COSTALLAT, 2017)

Therapy instituted up to a maximum of
two weeks after an episode of myelopathy is
a better prognostic factor. In short, TM in
SLE is very rare but very serious. It can be
the first manifestation of the disease or occur
after many years of SLE or even precede the
disease. Although rare, it has high morbidity
and mortality and can be present regardless
of disease activity. It may be recurrent and
therefore maintenance immunosuppressive
therapy is recommended to prevent further
episodes. MRI is essential for the diagnosis,
but it may be normal in the very early stages.
(APENZELLER, 2016).

CASE REPORT

EC.L.O, female, 17 years old, with a
clinical picture of diffuse arthralgia, fever,
difficulty walking and wurinary retention,
sought medical assistance at the Emergency
Care Unit. Diagnosed with cystitis, she was
discharged and continued the treatment at
home

At home, he progressed to the absence of
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walking associated with emesis, psychosis
and arthralgia. She again sought medical
assistance, this time being referred to a High
Complexity Hospital where she was diagnosed
with SLE and Transverse Myelitis. Presents
in REG, LOT, Cushingoid fascies, eupneic,
hydrated, pale (+/4), acyanotic, anicteric.
The patient showed signs of spinal cord
injury with paresthesias in the upper limbs,
paraplegia (sensory level T10) and psychosis
with sudden onset within days. Currently
patient with sensory level T10 paraplegia
(walks with the aid of a wheelchair), lower
limb atrophy, tremors at rest, upper limb
movement, spontaneous diuresis.

GOAL

To report the case of a young patient
diagnosed with SLE, who opened with urinary
infection and transverse myelitis, describe
her clinical, laboratory, imaging findings,
treatment and evolution, highlighting the
importance of early diagnosis, recognition
of its various interfaces and emergency
intervention.

METHODS

To carry out this study, data from the
medical records, interviews with the patient
and family, photographic records of the
diagnostic methods to which the patient
was submitted and a literature review were
analyzed with a search in the Scielo, Medline
and Lilacs databases about the subject.
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Method: Indirect immunofluorescence in human epithelial cells (HEP-2)

Note: This report follows the guidelines of the IV Brazilian Consensus for
researching autoantibodies in HEp-2 cells(Rev Bras Reumatol. 54(1) :p.44-50,2013.)
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DIAGNOSIS

Clinical Examination: she was in regular
general condition (REG), oriented, pale
(+/4), hydrated, acyanotic, anicteric, lucid,
eupneic, pain on palpation in joints, hair loss,
fatigue, urinary retention, fever, loss of muscle
strength in upper limbs and paraplegia and
atrophy of lower limbs

Laboratory: C3: 15.2; C4: 3.20; Urine
culture: Pseudomonas aeruginosa; ANA:
reagent 1: 640;
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