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Systemic lupus erythematosus with initial
presentation of empyematous pleural effusion
in an elderly male patient: A diagnostic challenge
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Systemic lupus erythematosus (SLE) poses great difficulty in making an early diagnosis in
elderly males, often presenting with atypical manifestations. Acute onset of empyematous
pleural effusion has rarely been seen. Herein, we report a 66-year-old man with SLE presenting
with rapid progression of bilateral pleural effusion. Diagnostic thoracocentesis disclosed
neutrophil-predominant exudates and chest computed tomography revealed multiple locu-
lated pleural effusions. Nevertheless, optimal antibiotic therapy plus surgical decortication
of the pleura did not improve his condition. The diagnosis of SLE was readily established after
LE cells were accidentally found in the pleural effusion. Large amounts of pleural effusion
subsided soon after high dose corticosteroid therapy.
Copyright ª 2011, Taiwan Society of Microbiology. Published by Elsevier Taiwan LLC. All rights
reserved.

Introduction

Systemic lupus erythematosus (SLE) is an autoimmune
inflammatory disease involving multiple organs. It mostly
affects young and middle-aged females and is diagnosed by
American College of Rheumatology (ACR) criteria. However,
a wide spectrum of clinical manifestations is common and
early diagnosis is crucial to potentially fatal complications.
Male geriatric patients with SLE are easily missed or
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delayed in diagnosis because of the lower incidence in
these groups and atypical clinical presentations. We report
an elderly male SLE patient who initially presented with
empyematous pleural effusion. Interestingly, the rapid
diagnosis of SLE was due to the accidental observation of LE
cells in the pleural effusion.

Case report

A 66-year-old male with hypertension who previously had
medical therapy, was admitted for fever and dyspnea
lasting several days. One week previously, he had been
hospitalized for left pneumonia with parapeumonic effu-
sion. After treatment with empirical antibiotics for 3 days,
even though no specific pathogen was isolated, he felt
better and was discharged, against advice, with an oral
form of levofloxacin. Physical examination revealed his
blood pressure was 140/82 mmHg, blood temperature
37.8�C, pulse rate was 110 beats/minute, and respiratory
rate was 24 breaths/minute. Decreased breathing sounds
over the bilateral lower lung fields and bilateral pedal
edema were recorded, but lymphadenopathy and skin
lesions were not noted. The chest film revealed

cardiomegaly, a new right massive pleural effusion and
worsening of the previously existing left pleural effusion
(Fig. 1A).

Laboratory analysis showed the white blood cell count as
15.5 k/cm3 (normal range Z 3.4ke9.1 k/cm3), hemoglobin
concentration as 8.8 g/dL (normal range Z 13.5e17 g/dL),
serumalbumin level as 2.5 g/dL (normal rangeZ3.5e5 g/dL),
glucose as 280 mg/dL (normal range Z 75e105 mg/dL) and
C-reactiveproteinas163.9mg/L (normal<5mg/L). Apositive
direct Coombs’ test was incidentally noticed while preparing
for blood transfusion. Urine analysis showed proteinuria
(>300 mg/dL). Diagnostic thoracocentesis resulted in an
exudate with predominant neutrophils. He was then treated
for pneumonia, complicated by parapneumonic pleural effu-
sion after above evaluation.

There was no improvement under the treatment of 3rd

generation cephalosporins and doxycycline, and a chest
tube was placed, but in vain. Chest computed tomography
(Figs. 1C and 1D) which showed bilateral loculated pleural
effusion, consolidations and ground glass opacities at the
bilateral lower lobes, cardiomegaly and trivial pericardial
effusion. Serial analysis of pleural fluids (Table 1) revealed
them to be consistently exudative in nature, and there was
an incidental finding of LE cells.

Figure 1. Chest X-ray and chest computed tomography before and after systemic steroid therapy. (A) Chest X-ray on this
admission showing cardiomegaly and bilateral exacerbated pleural effusion; (B) chest X-ray after right side decortication and
systemic steroid therapy showing obvious improvement; (C, D) chest computed tomography showing lobulated pleural effusions
over both lungs, more on the right side with consolidations and with ground glass opacities at bilateral lower lobes as well as
cardiomegaly and some pericardial effusion.
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