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Background: Systemic Lupus Erythematosus (SLE) is an autoimmune disease with unknown etiology resulting in chronic multi- 
organ inflammation. Juvenile Systemic Lupus Erythematosus (JSLE) is a specific diagnosis of SLE in juvenile, characterized by oral 
ulceration.
Purpose: This case report attempts to provide information for oral medicine specialists in managing JSLE patients with 
hepatosplenomegaly.
Case Presentation: A 17-year-old female patient was referred from the Pediatrics Department with mouth ulcers accompanied by 
dry lips and a tendency to bleed. The most concerning lesion was located on the left buccal mucosa, a single ulceration measuring 
5x6mm. Multiple ulcerations spread over the upper and lower labial mucosa, with haemorrhagic crusts on the lips. Painful ulceration 
can lead to difficulties in mouth opening and impaired function in eating and drinking. Central erythema was seen on the palate. 
Pseudomembranous candidiasis was also seen on the patient’s tongue. The hepatosplenomegaly was confirmed by CT scan, with 
enzyme values of SGPT (386 U/L) and SGOT (504 U/L).
Case Management: Administration of 0.9% NaCl was instructed to the patient to maintain oral hygiene and help moisturize lips in 
order to remove haemorrhagic crusts. Administration of 0.025% hyaluronic acid mouthwash and topical steroid ointment mixture for 
ulcerated and inflammatory conditions. Drug adjustments were made based on laboratory tests and the patient’s clinical condition was 
improving.
Conclusion: Managing oral symptoms helps reduce morbidity in JSLE patients. Topical corticosteroids are considered the first line in 
controlling oral inflammation. Dentists play a role in improving patients’ oral hygiene with the aim of reducing the risk of other 
opportunistic infections.
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Introduction
Systemic lupus erythematous (SLE) is an autoimmune disease with unknown etiology. The condition causes multi-organ 
inflammation and resulting tissue damage, by producing and secreting autoantibodies and pathogenic immune complexes, 
in tissues and cells.1,2 Adaptive and innate immune systems including B cells and T cells are involved in this condition. 
Exposure to sunlight, drugs, chemical compounds and hormones are important environmental factors associated with the 
severity and recurrence of SLE.2 The clinical manifestations of these patients vary widely, in general musculoskeletal 
involvement, especially joint inflammation and pain, rash, and fever are common. These symptoms may develop slowly 
or appear suddenly.3

The global incidence and new patient rate of SLE is estimated to be 5.14 (1.4 to 15.13) per 100000 person-years. In 
terms of overall population prevalence, the estimate is 43.7 (15.87 to 108.92) per 100000 person-years.2,4 Specifically, in 
Indonesia, the prevalence of SLE itself has not been documented optimally, but there are data from rheumatology clinics 
from several hospitals in Indonesia, which show an increase in data on patients with SLE in 2015, 2016, and 2017 as 
much as 17.9–27.2%, 18.7–31.5%, 30.3–58%, respectively.5 The ratio of females to males is 2:1 to 15:1,6 and commonly 

International Medical Case Reports Journal 2024:17 695–702                                              695
© 2024 Rajasa and Hidayat. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/ 
terms.php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing 

the work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. 
For permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

International Medical Case Reports Journal                                          Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 1 May 2024
Accepted: 13 July 2024
Published: 23 July 2024

http://orcid.org/0009-0005-9413-066X
http://orcid.org/0000-0001-6292-803X
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


occurs in the age range of 9–58 years, with the highest incidence in 21–30 years old.5 Prospective studies in Indonesia 
from 2015 to 2021 show the peak incidence in children is 13 years of age, with a female-to-male ratio of 9.5:1.7

Oral lesions are one of the clinical manifestations that occur in patients with SLE. The American College of 
Rheumatology has made oral manifestations one of the assessment criteria for the diagnosis of SLE.8 The prevalence 
of oral lesions can be differentiated according to the type of lupus itself: oral manifestations in systemic lupus are 8–45%, 
3–20% in cutaneous chronic lupus and 4–25% in discoid erythematous.9,10 Manifestations on the oral mucosa that have 
been frequently reported include ulceration, which occurs in more than 40% of the patients,11 xerostomia, salivary gland 
disorders, temporomandibular disorders (TMDS TMJ), gum lesions such as bleeding and oedema.10 Kuhn et al said that 
oral lesions are more common in women, 2.7 times greater than in men.12

Ulceration is the most common oral lesion in juvenile SLE (JSLE). They usually occur unnoticed or without 
complaint and do not necessarily indicate the severity of the disease. The most commonly reported types of lesions 
are palatal erythema and aphthous ulcers, which signify an active SLE condition. As for systemic conditions, JSLE 
patients usually have complaints of mucocutaneous lesions, renal involvement, central nervous system disorders, and 
hematological abnormalities. This case report describes the role of dentist, especially oral medicine, in managing oral 
lesions in a juvenile patient with SLE from hospitalization to post-treatment control.

Case Presentation
A 17-year-old female inpatient was referred from the Pediatrics Department to the Oral Medicine Department at Hasan 
Sadikin Hospital with complaints of painful mouth ulcers, dryness of the lips and difficulties in swallowing. This condition 
made it difficult for the patient to eat and drink, resulting in the patient’s physical condition becoming weak and debilitated. 
The ulcer has been present for 3 days, has not improved and tends to bleed. However, the bleeding has stopped since the 
previous day. The Pediatrics Department administered Kenalog in Orabase® in response to this patient’s oral condition.

The patient complained of body aches, rashes and hair loss 2 months ago. This condition was examined at Kebon Jati 
Hospital, and the diagnosis of SLE was confirmed. Approximately 2 weeks ago, the patient complained of the same 
condition and finally decided to be treated at Hasan Sadikin Hospital. Comprehensive and multidisciplinary examinations 
established that, in addition to SLE, the patient was also diagnosed with hepatosplenomegaly, during the third week of 
hospitalisation. Enlargement of the liver and spleen were found during abdominal CT scan. Blood tests performed during 
treatment are shown in Table 1.

During this two-week period, the patient took a diverse drug regimen that administered by the Pediatrics Department, 
which includes Levofloxacin, Amikacin, Ampicillin-Sulbactam and Ethambutol for the antibiotics. Fluconazole was 
given intravenously. Steroidal anti-inflammatory drugs were given IV Methylprednisolone and Triamcinolone Acetonide 
topically. Omeprazole and Ca. Carbonate as antacid and PPI. Vitamin D and Curcuma as dietary supplements and 
Paracetamol were also given.

Table 1 Hematology Examination Result

Date/Hematology 
Parameters

November 18, 2022 November 24, 2022 December 24, 2022

Haemoglobin 9.3 g/dL L 7.8 g/dL L 12.1 g/dL

Hematocrit 27.7% L 23.4% L 37.4%

Erythrocyte 3.47 mil/uL L 2.94 mil/uL L 4.38 mil/uL

Leucocyte 2.17 x 103/uL L 7.80 x 103/uL 11.81 x 103/uL

SGPT 99 U/L H 386 U/L H 116 U/L H

SGOT 246 U/L H 504 U/L H 28 U/L

Abbreviations: L, low; H, high; SGPT, Serum glutamic pyruvic transaminase; SGOT, Serum glutamic oxaloacetic transaminase.
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On extraoral examination, the patient’s conjunctiva was anemic, and there was dryness and exfoliation of the lips that 
tends to bleed along with hemorrhagic crusts with serous sanguinolenta. During intraoral examination, there were lesions 
covering on almost all areas of the oral mucosa. Multiple ulceration on the upper and lower labial mucosa. A painful 
ulceration on the left buccal mucosa measuring 5 × 6 mm with erythema border. Central palatal erythema was seen on the 
palatum durum. Candidiasis pseudomembrane was also seen on the dorsum of the tongue, accompanied by papillae 
elongation (Figure 1).

Case Management
NaCl 0.9% was administered and used to perform several instructions related to the patient’s oral condition. Cleaning the 
teeth using a saline-moistened gauze was the most important thing because during the 2 weeks of hospitalisation, the 
patient neglected her oral hygiene. Hemorrhagic crusts on the lips and labial mucosa were also instructed to be dressed 
using moist gauze (NaCl 0.9%) as often as possible. This was done five times a day, with the aim of moistening lips and 
removing the crusts.

The condition of multiple and widespread ulcerations on the upper and lower labial mucosa, a topical steroid ointment 
mixture, was administered to the patient. A mixture containing Dexamethasone 0.5 mg mixed with Lanolin 2.5 mg and 
petroleum jelly added up to 25 mg was instructed for the patient to use it three times a day, after applying saline dressing. 
Considering other ulcerations, one of which was on the left buccal mucosa and also other ulcers that were difficult to 
reach by hand, 0.025% hyaluronic acid was administered to relieve inflammation locally.

During the second visit, on 22 November 2022 (Figure 2), it was seen that the general condition of the patient’s oral 
cavity had improved. The patient’s tongue still showed whitish plaque, which was finally given Nystatin® oral 
suspension, but had to be stopped after 2 days of administration regarding the hepatosplenomegaly condition. The 
ointment was stopped and replaced with petroleum jelly. The other medication was continued until the next evaluation, 

Figure 1 Haemorrhagic crusts on the lips, along with multiple ulcerations on the oral mucosa (A–C, E-H and J); Palatal erythema (D); Pseudomembranous candidiasis can 
be seen on the patient’s tongue (I).

International Medical Case Reports Journal 2024:17                                                                          https://doi.org/10.2147/IMCRJ.S476377                                                                                                                                                                                                                       

DovePress                                                                                                                         
697

Dovepress                                                                                                                                                  Rajasa and Hidayat

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Figure 2 Overall improvements in the patient’s oral condition on the second visit (A–I).

Figure 3 Improvement of the oral lesion on the 10th day (A–K).
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for the next 6 days. On 28 November 2022, the patient had no complaints about his oral cavity, but clinically there was 
still a presence of exfoliative cheilitis, coated tongue and ulcer in the left buccal mucosa, which had subsided. (Figure 3)

The patient was discharged 2 days later and continued outpatient care. The last visit was conducted on 
16 December 2022. The patient had no complaints, could follow oral hygiene instructions and gave advice to the patient 
to extract radix of deciduous teeth 55 and 65. (Figure 4)

Discussion
Systemic Lupus Erythematosus is an autoimmune disease that has heterogeneous clinical characteristics, coupled with 
unclear knowledge of its etiology and prevalence, making it a complicating factor in diagnosis and treatment plans.13 

Complex interactions between impaired or incomplete apoptosis, dysregulation of the innate and adaptive immune 
systems, complement activation, immune complexes, and tissue inflammation lead to sustained autoimmune processes. 
These conditions result in chronic inflammation that affects almost all organs and tissues in the body.14,15 In this case, the 
patient had already been diagnosed with SLE, so our Department focused on treating the patient’s oral lesions, and the 
subsequent systemic condition was handled by the Pediatrics Department.

Lesions were seen on almost every surface of the patient’s oral mucosa during the intraoral clinical examination (lips, 
upper and lower labial mucosa, right and left buccal mucosa, tongue dorsum, palate). Du et al, conclude that oral mucosal 
lesion such as chelitis or lupus cheilitis, central erythema on palatal area, and candidiasis are several lesions that are 
strongly associated with SLE,16 which also can be seen in this case. Oral manifestations are one of the criteria in ACR 
used to establish the diagnosis.17 Khatibi et al, stated that oral lesions found in patients are estimated at 7–52%.18 

Mucocutaneous manifestations are estimated at 70–75% in the juvenile-onset systemic lupus erythematous population.19 

According to the ACR criteria, the terminology for oral ulceration is “ulceration of the oral or nasopharynx, which is 
painless and found by the clinician”.20 Pongsawat et al stated that this condition is usually more common in JSLE than in 
adults, and indicates that the disease is in an active state.20,21

Figure 4 Patient has no complaints in the oral cavity (A–K).
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According to Charras et al, juvenile SLE (under 18 years of age) has more aggressive symptoms, higher disease 
activity, and medication burden (considering the use of corticosteroid drugs). More severe manifestations and organ 
damage have also been reported, including an increased incidence of renal, cardiovascular and neuropsychiatric 
involvement.22 The organ involvement in this patient was pleural effusion (occurs in 45–60% of the patients with 
SLE),23 hepatosplenomegaly (incidence of 39% hepatomegaly and 6% splenomegaly),24 and extrapulmonary TB 
(abdominal TB was diagnosed in this patient). A cohort study in 2022 by Hamijoyo et al, stated that there were 61 
out of 113 SLE patients (44.2%) with extrapulmonary TB.25

Liver involvement, such as hepatomegaly in SLE, can be established by observing the level of enzyme values in the 
liver and looking at CT scan images (Figure 5). Elevated SGOT and SGPT results as consequences of medication 
toxicity, fatty liver diseases, and HBV and HCV viral infections are indicators of liver inflammation. High doses of 
glucocorticoids drugs are responsible for the fatty liver condition. In addition, a study by Shaik et al, stated that fatty liver 
in juvenile SLE can occur, even without the involvement of drug use.26 The patient’s hepatomegaly was also confirmed 
from the CT scan by the Radiology Department.

Splenomegaly also appears on CT scan images. Splenomegaly occurs due to vascular pressure from an inflamed 
liver.27 Swollen spleen leads to the destruction of erythrocytes, and hepatomegaly itself causes a reduction in the 
production of iron, vitamin b12, and folic acid,28 resulting in anemia. These conditions result in disruption of oral 
mucosal integrity and result in the formation of oral ulcerations.28 Patients with chronic liver conditions are reported to 
have a wide variety of oral conditions, such as xerostomia, lichen planus, ulceration and erosion. The presenting 
complaint in this patient was ulceration.28

Abnormal blood counts occur in 50% of the patients with chronic diseases. The American College of Rheumatology 
has SLE criteria that state the presence of conditions with involvement in the hematological condition. While lympho-
penia is a common condition, anemia may also occur.29 In this case, the patient was not only anemic but also had 
leucopenia. Carli et al, in 2015 stated that leucopenia occurred in 22–41, 8% of the cases. It appears that this condition 
occurs purely due to the SLE condition without the effects of drugs that can lower leucocyte levels. However, researchers 
are still unable to explain specifically, why this happens.30,31

In order to discontinuing medications, clinicians must have the appropriate knowledge such as understanding the 
indications and determining which medication(s) that should be stopped within the proper sequence. Besides that, proper 
planning along with communicating, and coordinating with patients and other clinicians involved are another important 
matter. Finally, evaluating the patient for positive or negative outcomes after discontinuation.32 When steroids are 

Figure 5 The hepatosplenomegaly condition can be seen on CT scan image.
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administered for a few days or, at most, 2 or 3 weeks, serious adverse effects seem unlikely. Nonetheless, it is crucial to 
choose the lowest effective dosage and avoid prolonging treatment beyond what is required. The likelihood of adverse 
consequences rises with prolonged or frequent use.33

The first-line therapy for ulceration in the oral cavity is topical steroid.19 Considering the patient’s systemic condition 
and laboratory examination, it is necessary to discontinue and adjust some of the drugs taken.32 Discontinuing the 
steroid-based topical medication and Nystatin® oral suspension was done immediately after observing the SGOT and 
SGPT values associated with hepatomegaly and clinical improvement. However, the use of physiological fluids, in this 
case NaCl 0.9%, was still used to improve oral hygiene, as well as maintaining moisture on the lips using petroleum 
jelly.34

The systemic condition of the patient becomes a challenge for the Oral Medicine Department in managing the 
patient’s oral complaints. Involvement of other organs and blood pathology in patients, if left untreated, will increase 
patient morbidity. Adjustments in medication are based on the patient’s clinical condition and the results of the 
supporting examination.32 In addition, oral hygiene is also an important factor that needs to be improved in this patient, 
with the goal of reducing the risk of other opportunistic infections.34 Multidisciplinary management of this patient is 
considered optimal, based on the clinical condition of the patient on 16 December 2022, with a good condition, no pain, 
and good oral hygiene and free of oral lesions. Oral hygiene is an important factor that needs to be addressed to prevent 
secondary infections in patients with immunocompromised condition. Symptomatic therapy allows patients to achieve 
optimal food intake and therefore accelerates recovery of systemic conditions.

Conclusion
Oral manifestations such as oral DLE and aphthous ulcer on the oral mucosa (such as buccal, labial, and palate) are 
common in juvenile SLE patients) and usually without pain. Laboratory examination and CT scans are essential in 
diagnosing and managing JSLE patients along with multidisciplinary management is required. Topical corticosteroids are 
still the first line in controlling oral inflammation; however, the drug regimen should be adjusted in juvenile SLE 
especially when hepatosplenomegaly is present.
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