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Background: Systemic lupus erythematosus (SLE) is a multisystem autoimmune disease with diverse clinical manifestations that 
may mimic infectious conditions, particularly in tuberculosis-endemic regions. Pleural effusion and respiratory symptoms are often 
attributed to tuberculosis, leading to delayed recognition of autoimmune disease. Neuropsychiatric involvement represents a severe 
manifestation that may be under recognized in low-resource settings where access to specialized investigations is limited.
Case Presentation: We report a 19-year-old Somali female who presented with a three-month history of progressive symmetrical 
polyarthritis, malar rash, and discoid lesions. She subsequently developed respiratory symptoms and bilateral pleural effusion. Despite 
negative GeneXpert testing, she was initially treated for tuberculosis due to high regional prevalence. After failing to improve and 
developing neuropsychiatric symptoms (hallucinations, agitation, and a seizure), she was referred to a tertiary center. Immunological 
testing confirmed Systemic Lupus Erythematosus (SLE) with positive ANA, anti-ds DNA, and SS-A/Ro antibodies. Treatment with 
high-dose corticosteroids, mycophenolate mofetil, and hydroxychloroquine led to significant clinical recovery.
Conclusion: In resource-limited, TB-endemic settings, SLE can be easily misdiagnosed. Clinicians must maintain a high index of suspicion 
for autoimmune diseases when patients with unexplained serositis or neuropsychiatric symptoms fail to respond to empirical TB therapy.
Keywords: systemic lupus erythematosus, neuropsychiatric lupus, pleural effusion, tuberculosis misdiagnosis, low-resource settings, 
case report

Introduction
Systemic lupus erythematosus (SLE) is a chronic autoimmune disease characterized by multisystem involvement 
resulting from immune dysregulation and autoantibody formation.

Serositis, including pleural effusion, is a recognized manifestation of SLE and is associated with increased disease activity.1 In 
tuberculosis-endemic regions, pleural effusion is frequently attributed to pulmonary tuberculosis (TB), often leading to empirical 
anti-TB therapy and delayed recognition of underlying autoimmune disease.2,3 This diagnostic overlap represents a significant 
challenge where access to advanced immunological testing is limited. Neuropsychiatric systemic lupus erythematosus (NPSLE) 
represents a severe manifestation including seizures, psychosis, and behavioral disturbances.4,5 These manifestations frequently 
mimic infectious or primary psychiatric conditions, increasing the risk of delayed diagnosis in resource-limited settings.6 We 
report a case of SLE presenting with neuropsychiatric manifestations and pleural effusion initially misdiagnosed as TB.

Case Presentation
A 19-year-old Somali female student with no prior medical history presented with a three-month progression of symptoms. 
The illness began in July with symmetrical joint pain in the small joints of the hands (MCP and PIP joints), accompanied by 
morning stiffness and fatigue. Three weeks later, she developed a malar rash and dark scaly lesions on her ears (Figure 1).
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She subsequently developed a dry cough, pleuritic chest pain, and shortness of breath. A chest radiograph (Figure 2) 
showed bilateral pleural effusion and left lower zone consolidation. Despite a negative sputum GeneXpert test, empirical 
anti-TB therapy (HRZE) was started based on regional epidemiology. One month later, she developed vomiting and 
abdominal pain, leading to treatment interruption. She was later re-started on anti-TB therapy in Ethiopia, but her 
condition deteriorated.

The patient developed new neuropsychiatric symptoms: persistent headache, visual and auditory hallucinations, 
delusions, agitation, and a one-minute generalized tonic-clonic seizure. Upon transfer to Hargeisa Group Hospital, physical 

Figure 1 An erythematous flat, non-scarring malar rash, was present symmetrically across the cheeks and the bridge of the nose sparing nasolabial folds.

Figure 2 Posteroanterior chest radiograph revealed bilateral pleural effusion, predominantly on the right side, with associated consolidation in the left lower lung zone.
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examination revealed an anxious, restless patient with a well-defined malar rash and discoid plaques (Figures 3 and 1). 
Respiratory exam showed bilateral fine crackles and decreased air entry.

Laboratory investigations (Summarized in the Table 1) were notable for anemia of chronic disease, elevated ESR, and 
positive autoimmune serology (ANA 400 U/mL, positive anti-dsDNA, and SS-A/Ro 60 kD). Complement levels were 
unavailable due to resource limitations.

Imaging Studies
Chest radiography: demonstrated consolidation in the left lower lung zone with bilateral pleural effusion, more prominent 
on the left side. These findings were initially interpreted as suggestive of pulmonary tuberculosis but were later 
considered compatible with lupus-related pleuritis.

Echocardiography: revealed normal cardiac chamber size and ventricular function, with no evidence of pericardial 
effusion.

Abdominopelvic ultrasonography revealed no hepatosplenomegaly, ascites, or structural renal abnormalities.

Figure 3 Scaly discoid plaques were observed involving the outer ear and ear lobes with well-defined margins and adherent scaling.

Table 1 Summary of Laboratory Investigations

Parameter Result Reference Range

White Blood Cell Count 7.6 × 109/L 4.0–11.0 × 109/L

Hemoglobin 9.5 g/dL 12.0–16.0 g/dL

Hematocrit 28.5% 36–46%

Platelet Count 409000/µL 150000–450,000/µL

Erythrocyte Sedimentation Rate (ESR) Elevated < 20 mm/hr

AST/ALT 18/12 IU/L < 40 IU/L

Creatinine/Urea 0.5/41 mg/dL 0.6–1.2/7–20 mg/dL

Antinuclear Antibody (ANA) 400 U/mL (Positive) Negative

Anti-double-stranded DNA (Anti-dsDNA) Positive Negative

GeneXpert MTB/RIF Negative Negative
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Therapeutic Intervention
The diagnosis was confirmed as SLE with NPSLE and lupus pleuritis. Management included intravenous methylpredni
solone (1g daily for 5 days), followed by oral prednisolone (40mg tapering), mycophenolate mofetil (titrated to 2g daily), 
and hydroxychloroquine (200mg twice daily). Risperidone (2mg daily) was used briefly for psychosis and completed by 
the outer ear discoid manifestation after the treatment (Figure 4).

Follow-Up and Outcomes
The patient showed marked improvement for the malar rash by the completely resolved the treatment as (Figure 5). At 
six months, all neuropsychiatric and joint symptoms had resolved. At 16 months, she returned to school and remained 

Figure 4 The outer ear discoid manifestations completely resolution after treatment.

Figure 5 The malar rash completely resolved following treatment.
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stable Follow-up ANA levels decreased to 135.6 U/mL, and anti-ds DNA normalized. (Figures 1 and 2) (panels B) show 
the complete resolution of cutaneous lesions.

Discussion
Systemic lupus erythematosus often mimics infectious conditions, particularly in TB endemic regions.2 In such settings, 
pleural effusion is frequently attributed to TB, leading to empirical therapy even when microbiological confirmation is 
lacking,7 (Table 2) compares the overlapping and distinguishing features of SLE and TB to aid clinical differentiation.

Neuropsychiatric SLE includes a wide range of symptoms, including seizures and psychosis.4 In this case, these 
symptoms contributed to diagnostic confusion, especially without advanced neuroimaging.8 Early recognition is essen
tial, as delayed treatment may result in irreversible neurological damage.9

Serositis is a well-recognized manifestation of SLE.1 Lupus pleuritis can mimic infectious pleural disease, and in TB- 
endemic areas, it is commonly misinterpreted as tuberculosis pleurisies due to overlapping clinical and radiologic 
features.2 Persistent or unexplained pleural effusion should prompt reconsideration of alternative diagnoses when TB 
therapy fails.3

Similar cases in the literature emphasize the risk of misdiagnosis in resource-limited settings.2,3

Management of severe SLE requires prompt initiation of high-dose corticosteroids and immune suppressants.10 

Despite limited diagnostic resources, targeted serologic testing enabled a favorable outcome in this patient. This case 
underscores several lessons: First, failure to improve on empirical TB therapy should prompt immediate reconsideration 
of autoimmune disease.2 Second, neuropsychiatric symptoms in patients with systemic inflammation are a red flag for 
NPSLE.4 Third, clinicians in endemic areas must maintain high suspicion for SLE in patients with unexplained multi
system involvement.

Conclusion
The main take-home messages are:

1) SLE is a great mimicker of TB in resource-limited settings;
2) Empirical TB therapy should be re-evaluated if no response is seen within weeks; and
3) Early use of targeted autoimmune serology is cost-effective in preventing irreversible organ damage and 

unnecessary TB treatment.

Ethical Approval
In our institute, the ethical approval is not required for publication of case reports, so our hospital is waived for case 
reports.

Informed Consent
Informed consent was obtained from both patient and the patient’s Parent (Primary care giver) for publication of this case 
report.

Table 2 Clinical Comparison: Systemic Lupus Erythematosus (SLE) vs. Tuberculosis

Feature Systemic Lupus Erythematosus (SLE) Tuberculosis (TB)

Fever/Weight Loss Common Very common

Joint Involvement Symmetrical polyarthritis Usually Monoarthritis (Pott’s disease)

Skin Rash Malar or discoid rash (photosensitive) Lupus vulgaris (rare)

Pleural Effusion Often bilateral Often unilateral

Psychosis/Seizures Primary manifestation (NPSLE) Usually secondary to TB meningitis

Response to Anti-TB Medications No improvement Clinical improvement
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Consent for Publication
Written informed consent was obtained from the patient and her primary caregiver for publication of this case report and 
accompanying images.

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design, 
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically 
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article 
has been submitted; and agree to be accountable for all aspects of the work.

Funding
No funding for this case.

Disclosure
The authors declare no conflicts of interest in this work.
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