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Introduction/Background: Systemic lupus erythematosus (SLE) is a
complex autoimmune condition which can present with a wide variety of
clinical features. This variation can lead to delayed diagnosis or misdiag-
nosis. Gastroenetrological pathology in SLE is rare but primary autoim-
mune hepatitis, pancreatitis, lupus enteritis, cholestatic biliary disease
and protein losing enteropathy have all been reported. We would like to
share the first known presentation of SLE as cholangiocarcinoma.
Description/Method: A 62-year-old, previously fit and well, gentleman
presented with a 1 month history of painless jaundice, a palpable gallblad-
der (Courvoisier syndrome), dark urine, pale stool, generalised rash, pruri-
tus, weight loss and anorexia. The presence of these red flag features
raised concerns. Initial investigation with Endoscopic retrograde cholan-
giopancreatography (ERCP) revealed distal common bile duct (CBD) stric-
ture which was further explored with computerised tomography of thorax,
abdomen, pelvis and magnetic retrograde cholangiopancreatogram
(MRCP) both raising the suspicion of a cholangiocarcinoma in the pres-
ence of constitutional symptoms. Several biopsies and brushings taken
during multiple ERCP’s failed to identify clear mitotic cells, IgG 4 staining
remained negative. Further investigation with Positron emission tomogra-
phy – computerised tomography (PET-CT) showed significant FDG uptake
around the upper part of the stent with final working diagnosis of
Cholangiocarcinoma and a Whipple’s procedure was planned.
In the interim, the patient developed swollen painful hands, scleritis
and a yellow blistering rash. He was referred urgently onto the
Rheumatology team after receiving the positive immunology results:
ANA (1:1280), Anti double stranded DNA and Rheumatoid Factor (RF)
along with hypocomplementemia (C3&C4).
Discussion/Results: Subsequent work up under rheumatology was
done considering the possibilities of diagnosis of Systemic lupus erythe-
matosus (SLE), Lupus related autoimmune hepatitis and reactive arthritis
as a result of underlying malignancy. Patient’s immunology and other
clinical features such as skin rash were strongly supportive of SLE as a
primary diagnosis. He was initially treated with low dose prednisolone
with dramatic improvement in arthritis and gradual improvement in liver
function test. Following MDT discussions with the hepato-biliary team it
was felt that lupus was the cause of the biliary stricture which settled well
with steroid treatment. A final ERCP was arranged to remove the stent
and take final brushings. Methotrexate was started at this point. His SLE
remains well controlled on methotrexate and his liver function tests,
including bilirubin, remain within the normal range. Patient has now been
completely asymptomatic and is discharged from the care of hepatobili-
ary team with long term follow up for his SLE with rheumatology.
Key learning points/Conclusion: This is extremely rare first presenta-
tion of SLE presenting with painless jaundice and biliary stricture which
improved both biochemically and clinically with treatment of SLE. The
key learning points included:
Urgent review by rheumatology can facilitate timely diagnosis and pre-
ventable admissions/interventions such as major intraabdominal pro-
cedure in the form of whipple’s disease planned in our case.
Cancer remains a major cause of mortality and morbidity in rheumato-
logical conditions like SLE. Hence initial diagnosis can become
extremely difficult if an overlap between these two happens.
Treatment options can be limited initially and steroids remain the main
stay of treatment till mitotic lesions have been ruled out and disease mod-
ifying agents can be used without any contraindications. But disease
control for our conditions remains challenging in presence of cancers.
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Introduction/Background: Enteropathic arthritis is inflammatory arthri-
tis which is associated with inflammatory bowel disease such as Crohn’s
disease and ulcerative colitis. The optimal treatment for patients is one

which is effective for both arthritis and bowel disease. First line treatments
include DMARDs such as methotrexate and sulfasalazine. Second line
options include anti-TNF biologics such as infliximab and adalimumab,
and the anti-IL-12/23 biologic ustekinumab. There is currently little guid-
ance on choice of treatment if these options fail. We present a case of
Crohn’s-associated inflammatory arthritis which did not respond to two
anti-TNFs but was successfully treated with the JAK inhibitor upadacinitib.
Description/Method: A 30-year-old male was referred to gastroenter-
ology with a 4 month history of diarrhoea and weight loss. His faecal
calprotectin was raised at 982mg/g. He had a history of seronegative
inflammatory arthritis diagnosed 5 years previously. He had been
treated initially with methotrexate and sulfasalazine, which were dis-
continued due to side effects and inefficacy, and his arthritis was sub-
sequently well-controlled on etanercept for the last year.
Colonoscopy showed patchy colitis at the rectum which was continuous
in the transverse and ascending colon and caecum. The appearances
and mucosal biopsy were consistent with moderately active Crohn’s coli-
tis. In view of this, etanercept was switched to adalimumab, which was
administered using the accelerated loading regimen used in IBD.
Five weeks after switching the patient developed a flare of arthritis with
knee and ankle inflammation and CRP 30. He was given oral steroids
and reviewed in a combined rheumatology/gastroenterology clinic.
The frequency of adalimumab was increased to 40mg weekly and sub-
cutaneous methotrexate 10mg weekly was introduced.
Despite this, the patient’s arthritis remained active, although with some
improvement in his bowel symptoms and a fall in faecal calprotectin to
117mg/g. Adalimumab was switched to certolizumab and methotrexate
increased to 15mg weekly with intra-muscular steroids. On certolizu-
mab he developed progressively more active arthritis with CRP 83,
bilateral ankle inflammation and large knee effusions requiring aspira-
tion and steroid injection.
After 8 weeks of certolizumab, there was no improvement and the deci-
sion was made to switch to upadacitinib 15mg daily. Within 4 weeks of
treatment with upadacitinib he noticed a significant improvement in his
arthritis and after 12 weeks was in clinical remission with normal CRP
and faecal calprotectin. Methotrexate was later discontinued due to
nausea. Over 12 months later the patient remains in remission for both
bowel disease and arthritis on upadacitinib monotherapy.
Discussion/Results: In enteropathic arthritis, joint symptoms may pre-
cede or follow bowel disease. Etanercept, a recombinant TNF-receptor
fusion protein, is not an effective treatment for IBD. Indeed, there are case
reports and observational data to suggest that etanercept may be associ-
ated with an increased risk of developing IBD in some patients. In our case
the patient developed Crohn’s disease while taking etanercept and the
switch to adalimumab precipitated a flare of his arthritis which was not
controlled by treatment intensification. The failure of two anti-TNF biolog-
ics, adalimumab and certolizumab, may point to the activation of alterna-
tive cytokine inflammatory pathways as the driver of the patient’s disease.
Our patient was managed in a combined rheumatology/gastroenterology
clinic which enabled an inter-specialty approach to managing both
aspects of his disease. After the failure of certolizumub we made the
decision to trial upadacitinib, a selective JAK1 inhibitor, owing to our
experience of its effectiveness in rheumatoid and psoriatic arthritis, and
its promising results in Phase 3 trials in Crohn’s disease. We considered
ustekinumab but opted against it as in our experience it may be subopti-
mal in patients in whom arthritis is the most troublesome symptom.
Upadacitinib worked quickly and effectively to control our patient’s arthri-
tis alongside his bowel disease and was well tolerated.
There are currently limited treatments which are effective for both IBD
and arthritis, and there is little guidance on treatment strategies in entero-
pathic arthritis if anti-TNF and ustekinumab are unsuccessful. Tofacitinib,
a JAK1/3 inhibitor, is licensed for rheumatoid and psoriatic arthritis and
ulcerative colitis, but is not effective for Crohn’s disease. Upadacitinib is
undergoing Phase 3 trials in Crohn’s disease and our case highlights its
potential role in the treatment of patients with Crohn’s disease and
inflammatory arthritis in whom anti-TNF therapy is unsuccessful.
Key learning points/Conclusion: 1. Etanercept is not an effective
treatment for inflammatory bowel disease and may necessitate a
change to another anti-TNF biologic such as infliximab or adalimumab.
2. Upadacitinib, a selective JAK1 inhibitor, was successfully used in
our case to treat both arthritis and bowel disease. Although this was
just one case, the results of Phase 3 trials suggest a promising role for
upadacitinib in Crohn’s disease and it is already used in the treatment
of rheumatoid arthritis, psoriatic arthritis and ankylosing spondylitis.
3. Patients with enteropathic arthritis may be best managed in a specialist
combined gastroenterology and rheumatology clinic where a holistic
approach to the management of both aspects of their disease can be
undertaken.
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