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Systemic lupus erythematosus (SLE) is an autoimmune 
disease with manifestations in nearly every organ system 

with a predilection for Black females.1 Neuropsychiatric SLE 
(NPSLE) is a commonly reported neurocognitive presenta-
tion in patients with SLE; up to 50% of patients with SLE will 
develop NPSLE within 3–5 years of SLE diagnosis.2 The most 
serious manifestation of NPSLE is ischemic stroke, which 
affects 3%–20% of patients with SLE.1 To date, the etiology 
of ischemic strokes in patients with SLE is known to be due 
to (1) a hypercoagulable state secondary to antiphospholipid 
antibody syndrome (APS) or atherosclerosis, (2) cerebral 
vasculitis (ie, cerebritis), or (3) marantic cardioembolism.1 
Approximately 20%–30% of patients with SLE are found to 
have APS; meanwhile, cerebral vasculitis in SLE is rare, and 
its incidence in postmortem studies has been documented in 
7% to 10% of cases.3 Currently, there are no reports, to our 
knowledge, on patients with SLE presenting with multiple 
strokes in the absence of such aforementioned etiology.

Case Report
The patient was a 32-year-old Black woman with a known 

medical history of SLE who presented to the hospital with 
acute onset of fevers to 40.9°C (105.6°F), recurring falls, 
confusion, diffuse joint pain, and a chronic reticular ery-
thematous rash prominent on the hands and feet. She had 
recently completed a 3-week prednisone taper for a prior 
lupus flareup 1 week prior to presentation. Her home medi-
cation regimen included daily hydroxychloroquine. She 
endorsed subjective fevers and generalized malaise. 

Extensive workup completed to assess for infectious etiol-
ogy versus acute lupus flareup found unremarkable evidence 
for bacteremia, fungemia, or bacterial, fungal, mycobacte-
rial, or viral meningitis. The virology panel was negative, 
and there was no urine or cerebrospinal culture growth. 
The neurologic examination showed intact cranial nerves 

with reflexes 2/4, distal to proximal sensory gradient seen 
in bilateral feet, motor strength 4/5 in bilateral upper and 
lower extremities, intention tremor on finger-to-nose testing, 
and dysdiadochokinesia on rapid alternating finger tap test. 
A computed tomography (CT) head scan without contrast 
demonstrated an area of focal hypodensity within the right 
cerebellar hemisphere. CT angiography demonstrated no 
significant stenosis or occlusion of intracranial or extracra-
nial arteries. Follow-up magnetic resonance imaging (MRI) 
and magnetic resonance angiography of the head with and 
without contrast confirmed petechial hemorrhage of the 
right cerebellum with nonsignificant narrowing of the A2 
and A3 segments of the anterior cerebral artery and acute-
subacute infarctions of the right middle frontal gyrus and 
left thalamus (Figure 1). 

Of note, the patient had previous negative noncontrast 
CT head findings in 2017 for an episode of distal extrem-
ity paresthesia. Lipid panel studies were unremarkable for 
hypercholesterolemia or hyperlipidemia. Cardiolipin anti-
body panel demonstrated elevated IgG and IgM levels to 
21.6 and 32.6 GPL U/mL, respectively, and unremarkable β-2 
glycoprotein antibody levels. Transthoracic echocardiogram 
and transesophageal echocardiogram were unremarkable for 
cardiac thrombi, and carotid Doppler ultrasound was unre-
markable for stenosis or atherosclerosis. Finally, liver biopsy 
demonstrated mild portal and chronic inflammation with 
mild sinusoidal congestion without significant fibrosis.

Discussion
Through extensive workup, we discovered no evidence 

of cerebral vasculitis, antiphospholipid antibody syndrome, 
or cardioembolic source of stroke in our patient. This sug-
gests our patient’s source of acute and subacute strokes was 
secondary to an idiopathic chronic inflammatory disease 
state. MRI of the head and CT angiogram findings were 
unremarkable for vasculitis, which was further substanti-
ated by the liver biopsy results. We were less convinced of 
antiphospholipid syndrome, as the patient met only 1 clinical 
criteria of the Sapporo criterion: evidence of arterial throm-
bosis.4 No evidence of thrombi or emboli were found on 
diagnostic studies, and her calculated atherosclerotic cardio-
vascular disease risk factor was 8%. Of note, our patient’s 
persistent fever and intention tremor resolved with a 3-day 
course of methylprednisolone with significant improvement 
in her dysdiadochokinesia. In addition to her home hydroxy-
chloroquine regimen, our patient was instructed to begin an 
anticoagulation regimen with warfarin 5 mg/d.
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Figure 1. Left to Right: Axial DWI, ADC, and T2 FLAIR. Top Row: Restricted Diffusion Present With Associated 
Increased T2 FLAIR Signal Consistent With Subacute Stroke in the Left Thalamic Region. Middle Row: 
Restricted Diffusion Present With Associated Increased T2 FLAIR Signal Consistent With Acute Stroke in 
Right Cerebellum With Extension Into Surrounding Matter Measuring 1.5 cm Suggestive of Petechial 
Hemorrhage. Bottom Row: Restricted Diffusion Present With Associated Increased T2 FLAIR Signal 
Consistent With Acute Stroke in Right Middle Frontal Gyrusa

aDepicted by red arrows.
Abbreviations: ADC = apparent diffusion coefficient, DWI = diffusion-weighted imaging, FLAIR = fluid-attenuated inversion recovery.
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