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Introduction
Systemic Lupus Erythematosus (SLE) is a chronic
inflammatory disease that follows a relapsing and
remitting course. More than 90% of cases of SLE
occur in women and signs and symptoms mostly
are of dermatological, musculoskeletal and
haematology related. The prevalence of headache in
SLE is about 25% (1). We report a middle age male
presented with chronic headache, later detected to
have SLE.
Case report
A 44-year-old male was admitted with chronic
headache and cough for four months duration. The
headache was generalized and persisted throughout
the day and it wasn't associated with fever,
photophobia and visual impairment or vomiting. The
cough was nonproductive initially but towards the
latter part of illness he had mild haemoptysis. There
was no history of significant loss of weight or
appetite. He also complained of dark pigmentation of
face when exposed to sunlight. Later he had daily
fever without any obvious focus of infection.
On physical examination he was pale and found to
have left posterior cervical lymphadenopathy and
subtle evidence of a malar rash. Neurological
examination was normal except the soft exudate
found in the right fundus. He had no papilloedema
and the rest of the physical examination was normal.
His ESR was 105 mm in the first hour and CRP was
2.4g/L. Full blood count revealed anaemia
(Haemoglobin 8.8 g/dL) and thrombocytopenia
9
(52x10 ). Blood picture revealed normochromic
normocytic anemia with thrombocytopenia. Direct
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antibody test was negative and Retic count was
normal. He had positive ANA with a titer of 1:1280
and positive dsDNA with a titer of 1 : 40. His contrast
enhanced cranial CT was normal. Biopsies cervical
lymph node showed necrotizing lymphadenitis.
The diagnosis of SLE was made due to the presence
of following four criteria, namely
1) photosensitive rash
2) haematological abnormalities: anaemia and
thrombocytopenia
3) positive ANA
4) positive dsDNA
and supportive evidence of SLE such as cytoid
bodies and necrotizing lymphadenitis. He was
started on prednisolone 45mg daily and his headache
improved gradually following steroids and fever
subsided.
Discussion
SLE is an autoimmune disease in which organs and
cells undergo damage initially mediated by tissuebinding auto-antibodies and immune complexes (1).
The disease is commonly seen in women (90%) in
child bearing age. The presentation of illness can be
constitutional, musculoskeletal, dermatologic, renal,
neuropsychiatric, pulmonary, gastrointestinal,
cardiac, hematologic manifestations (2,3). The
diagnosis of SLE can be made in the presence of four
out of eleven American College of Rheumatology
(ACR) criteria (4).
Among patients with SLE headache is seen in 25% of
affected (1). It is not specifically related to the
disease severity and the presence of severe headache
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is not indicative of cerebral lupus in the absence
of psychosis or seizures (5). Migrainous-type
headaches are commoner in patients with SLE than
normal population (6). The other rare association of
headache in patients with SLE is Idiopathic Intracranial Hypertension (IIH) (7).
Headache remains common and significant
symptom among SLE patients, but headache as
presenting symptom of it rare. We were able to
confirm his condition due to the findings in the
history and examination. Generally patients with
chronic headaches are subjected to a focus history
and limited examination. This case highlights the
need of a detailed history and examination in all
patients despite their complains. Apart from
papilodema which is routinely checked in patients
with headache, other subtle changes in the retina and
blood vessels also need to be examined.
The other differential diagnosis of chronic headache
and high ESR includes temporal arteritis, but the
younger age, absence of tender temporal arteries and
with highly positive ANA and dsDNA were against
this diagnosis. His fundus didn't show evidence of
papilloedema and cranial CT also showed no
evidence of a cranial pathology.
Conclusion
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Headache is not an uncommon symptom in patients
with SLE but some patients with SLE may have
chronic headache as a presenting symptom. Detailed
history and physical examination would indicate the
presence of underlying multisystem diseases such as
SLE.
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