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ABSTRACT 
A case of abdominal aortic aneurysm associated with systemic lupus erythematosus (SLE) is 

reported. A 45-year-old woman with a 18-year history of SLE was admitted with severe lumba­
go radiating to the bilateral inguinal region. CT and DSA showed a dumbbell shaped true 
aneurysm of the abdominal aorta. An aorto-biiliac Y shaped graft replacement was performed. 
SLE is rarely associated with aneurysm of the great arteries. We could find only 4 reports of 
abdominal aneurysm associated with SLE. Common features were the young age of the patient, 
the long term of the systemic disease, and administration of corticosteroid therapy for a rela­
tively long period of time. We speculate that atherosclerosis, hypertension, and corticosteroid 
may all work in concert, possibly together with aortic wall involvement or vasculitic damage, to 
produce the rare abdominal aneurysm in SLE. 
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Cardiovascular complications in systemic lupus 
erythematosus (SLE) have been recognized for 
many years4l. Recently, patient survival in SLE is 
steadily improving due to antibiotic, immunosup­
pressive and renal replacement therapy which has 
markedly decreased mortality from infections and 
renal failure2·11l. However, there has been a paral­
lel increase in cardiovascular morbidity and mor­
tality, which is currently the third cause of death 
from SLE15l. This report, outlining a case of an 
atypical abdominal aortic aneurysm with SLE, 
appears to be the fifth reported association of SLE 
with an atypical non-diss~cting aortic aneurysm. 

CASE REPORT 
A hypertensive female aged 45 years, with a 18-

year history of SLE treated by prednisolone was 
referred to our university hospital due to pain in 
the right foot in September 1990. She had a histo­
ry of hypertension treated by a calcium-blocker. 
DSA examination showed a sudden obstruction of 
the posterior tibial artery and a poor blood flow 
from the foot joint to the peripheral region. These 
results show that the pain was probably due to 
poor blood perfusion due to angitis caused by SLE. 
In November 1995, she visited our hospital com-

plaining of a periumbilical mass. Abdominal echo 
and CT examination showed an abdominal 
aneurysm (size; 3x3 cm). She had no clinical 
symptoms, so her case was followed by the out­
patient clinic. On September 12 1996, she com­
plained of severe lumbago radiating to the 
bilateral inguinal region. She was admitted to our 
hospital by ambulance. 

On physical examination, she was in slight dis­
tress. A Cushingoid habitus was evident. The 
blood pressure was 180/130 mmHg, heart rate 
80/min and regular, and temperature 36.8°C. 
Head, eye, ear and throat examination showed no 
abnormalities, and no distension of the neck vein 
was present. Her breath sound was equal and nor­
mal. On auscultation of the heart, a slight systolic 
murmur was heard at the apex, but no diastolic 
murmur was heard. The peripheral pulse was 
symmetric and the remainder of the physical 
examination was within normal limits. 
In the laboratory data, the hemoglobin was 10.8 

g/dl with normocytic normochromic anemia, and 
the hematocrit was 0.31. The white blood cell and 
platelet count were normal. Elevation of creati­
nine was observed (Cr; 1.0 mg/dl and CCr; 60 
ml/min). She had positive anti-nuclear antibodies 
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(1:320), but CRP was normal. The values of serum 
cholesterol, triglycerides, HDL, LDL, VLDL were 
normal. Other biochemical profiles were within 
normal limits. 

CT and DSA showed a dumbbell-shaped true 
aneurysm (3.2x2.8 cm and 3.3x2.8 cm) of the infra­
renal aorta involving the right common iliac artery 
(Figs. 1 and 2). Rupture and dissection of the 
aneurysm was not observed. Electrocardiograph 
and chest radiography showed no abnormality. 
Echocardiography showed a trivial mitral valve 
regurgitation and good left ventricular function. An 
aorto-biiliac Y-shaped polyester graft replacement 
was performed. The vascular anastomosis was cov­
ered with dacron-felt. A slight atherosclerotic 
change was observed in the aortic wall (Fig. 3). The 
postoperative course was uneventful and the 
patient discharged 4 weeks after the operation. She 
showed no clinical or radiological evidence of the 
disease for one year after the operation. 

Fig. 1. Abdominal CT 
Abdominal CT showed true aneurysm of the infra­
renal aorta. 

Fig. 2. DSA examination of abdominal aorta 
DSA examination showed a dumb-bell shaped true 
aneurysm of the infra-renal aorta involving the right 
common iliac artery. 

Fig. 3. Operative finding of abdominal aneurysm 
The Infra-renal aorta and bilateral common iliac 
artery was taped. A dumb-bell shaped aneurysm was 
seen and a slight atherosclerotic change was 
observed in the aortic wall. 

DISCUSSION 
Systemic lupus erythematosus commonly affects 

the cardiovascular system with hypertension being 
found in 44% of patients14

). The disease is frequent­
ly associated with vasculitis, which usually re­
sembles polyarteritis or, less often, Takayasu's 
arteritis7l, Kawasaki disease8) or mycotic arteritis5l. 

The aortic and peripheral vascular changes in 
this case suggest that SLE contributed to the 
aneurysm formation, although an histologic exam­
ination was not performed. 

Several cardiovascular abnormalities are recog­
nized in SLE. The most common type of cardiac 
involvement is effusive pericardia! disease, 
although constrictive pericarditis or cardiac tam­
ponade are distinctly rare1l. We could find only 4 
reports of abdominal aneurysm10

,
12

-
14J (Table 1). The 

average age was 51 years, which is about a decade 
younger than that of other abdominal aortic 
aneurysm patients. The average period of steroid 
therapy was 18.2 years. Among the 7 recorded aor­
tic aneurysms, 2 were pseudoaneurysms; another 
5 were true aneurysms. Two patients have died. 
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Table 1. Abdominal aortic aneurysms associated with systemic lupus erythematosus 

Author Age/Sex Duration of steroid Status Etiology Outcome 
therapy (years) 

Seyama et al12
l 54/male 1.5 intact inflammation discharged 

Shibata et al13
l 30/female 17 intact inflammation died due to 

postoperative bleeding 
Sato et al10

l 45/female 27 pseudoaneurysm atherosclerosis discharged 
75/female 32 pseudoaneurysm atherosclerosis discharged 
52/female 16 

Stehbens et al 14J 56/male 16 
Marubayashi et al 45/female 18 

One was the result of postoperative bleeding 
immediately after the operation. The other 
patient's death was due to an ascending aortic dis­
section 2 years after the operation. Common fea­
tures were the young age of the patients with one 
exception (75 years old), the long term of the sys­
temic disease and administration of corticosteroid 
therapy for a relatively long period of time. 

We believe that the etiology of abdominal 
aneurysm in SLE is based on various factors. In 
this collected series, 3 cases of abdominal 
aneurysm may have been caused by inflammation 
and another three cases by atherosclerosis. 
Bulkley and Roberts1

) found that the long-term 
steroid therapy in SLE decreased the frequency of 
certain cardiac lesions as found by autopsy, but 
accelerated the severity of hypertension, together 
with promotion of atherosclerosis. The effect of 
steroids on connective tissue is also well-known, 
with inhibition of the formation of granuloid tissue 
and of chondroitin sulfate4

). Atherosclerosis, 
hypertension, and corticosteroids may all work in 
concert, possibly together with aortic wall involve­
ment or vasculitic damage, to produce the rare 
abdominal aneurysm in SLE. 
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