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Systemic lupus erythematou s (SLE) is 
uncommon in children and multiple sclero-
sis (MS) is extre mely rare. Both the di seases 
have a chronic, relaps ing course and very  
rarely they have occurred in the same indi-
vidual^) wh en a com mon  und erlying 
etiology has been suggested(2 ). Both SLE 
and  MS are asso ciated with HLA-DR2 
allele and have occurred in twins of succes-
sive generations(3). We describe co-occur-
rence of MS and SLE in a 10 year old girl 
who had the first neurolo gical episode at 
the age of 5 years. To the best o f our know-
ledge, this is the first description of MS and 
SLE occur ring together in a child.

A 10-year-old girl was first hosp ital-
ized at the age of 5 years when s he had pre-
sented with urinary retent ion. She com-
pletely recovered over a period of 10 days 
bu t on e mon th later presented with 
qu adr iparesis with upper mo tor  neu ron 
signs. She was admitted with the dia gnosis

of myelopathy with cervica l loca lization. 
This time also she recovered comple tely 
over a period of one month without any 
specific therapy and  remained well till 
April 1992 when she came to us with acute 
renal failure requiring peritoneal dialysis. 
Investigat ions snowed a strongly positive 
Fluorescent Antinuclear Antibody (FANA) 
test. There was no history  of malar or other  
rashes, photosensitivity, joint involvement 
or oral ulcers. Renal functions normali zed 
and urinar y abnorma lities disappe ared on 
oral prednisolone therapy over a period of 
2 months. She was again hospita lized in 
September 1992 with a comp laint of sud-
den loss of vision in both the eyes. Exami-
nation revealed bilateral  optic  neuritis. No 
other neurological abnormality was 
present. In view of three separate episodes  
of neurodeficits involving different sites of 
the centra l nervous system, she was diag-
nosed to have clinically definite  relapsing 
remitt ing mul tiple sclerosis(4). Two days 
after admiss ion, she had one episode of 
generali zed tonic-clonic convulsion, which 
did not recur after she was put on dilantin. 
There was gradual  improvement in vision 
on stero id ther apy. Sh e was able to read 
fine prints by 18 days of therapy and was 
discharg ed from the hospital. She was at-
tending school and leading a normal life till 
March 1993 when she develope d progres-
sive weakness of both the lower limbs and 
urinary incontinence. She also gave a histo -
ry of rash o n the cheeks and ph otosensitivi -
ty. Ph ysical examination  con firmed 
myelopathy with motor and sensory defi-
cits below D5 and a fixed erythematous flat 
rash  ov er the cheeks  and  br idge of the 
nose. A diagnosis of SLE was made as she 
satisfied the suggested criteria(5). She was 
started on  2 mg/kg/day of  oral pred-
nisolone  which she received for 7 days. 
Gradua l recovery of musc le power was 
noted in both the lower limbs and parti al 
bladd er con tro l was  achieved.   Sh e  w as
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discharg ed after 1 week on oral predni -
solone, which was tapered off over a peri-
od of 3 weeks.

Rena l biopsy done after her recover y 
from acute renal failure revealed tubulo-in-
terstitial disease with norm al glomeru li 

As has  been ment ioned ear lier 
FANA was highly po sitive (+3) and C3 was 
only 40 mg/dl. The C3 leve l returned  to 
normal during fol low up. Unfortuna tely 
immunofluorescent study of the renal biop-
sy specimen cou ld no t be done . Urine 
showed  mild prote inuria (albumin 1+) and 
cellular casts. FANA remained posit ive in 
all the subsequent admissions and antibod-
ies to ds-DNA were also posit ive. Inves ti-
gations done during the hospital admiss ion 
for optic neuritis showe d oligoclonal bands 
in cerebro sp inal fluid (CSF),  abnorm al 
brain stem evoked response audiom etry 
(BERA) and visual evoked responses sug-
gesting demyelination. CT scan of head  
was, how ever,  norm al. Magnetic reso-
nance imaging (MRI) scan was not do ne as 
the parents of  the child did no t agree for 
the test. CSF examinat ion during the last 
adm ission show ed  10 cells,  all lympho -

cytes. Glucose was 60 mg/dl (b lood glu-
cose 86 mg/dl) and the prot ein leve l was 
80 mg/dl. There was incre ase in the gam-
ma-globulin fraction and oligoclonal bands 
were present. Brain stem and visual 
evoked responses were again abnormal  
showing pr olonged central co nduction.

She gradual ly regained her power in 
lower limbs and started attendin g school. 
However,  the recover y was incomp lete. 
She died at home approx imately seven
months after her last hospita l admi ssion. 
The cause of death is not known and au-
topsy was not performed.

Multiple sclerosis is rare in chi ldhood . 
In a popu lation based retrospective 
study(6), 125 out of 4632 patients with MS 
(2.7%) had initial manifestation s before 16 
years of age while 8 pat ients were symp -
tomatic before 11 years. Bye report-
ed 5 cases of childhood MS; their youngest 
case was a 3 yea r old girl. Childhood SLE is 
also an uncommon disease. Only 3.5% of 
all SLE occur before 10 years of age(8) and 
the literature is silent on t he exact incidenc e 
of neurological manifestatio ns in this gro up 
of patients. Multiple sclerosis has been as-
sociated with SLE occasionally( 1,9,10). All 
reported cases were  adults.

Neurologica l dysfunc tion antedat ing 
system ic and renal manifestat ions is not 
commonly seen in SLE; SLE myelopathy is  
extremely rare. April on reviewing
the literature could find only 27 cases (age 
range 11-62 years) of myelopathy  in SLE. 
The caus es of lupus myelopa thy wer e 
vasculitis with myelomalacia, cord necrosis 
and intradural and extradural hemorrhag e. 
Lupus myelopathy progresses rapidly with 
no functional recovery( 11). The re lapsin g-
remit ting course of spina l cord involve -
ment, optic neuritis and the initial presen-
tation with onl y bladder involvement syn-
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thesizes in diagnosis of  MS. This diagnosis 
is further su pported by t he oli goclo nal 
bands  in C SF and abnormal evoked re-
sponses with delayed central conduction. 
Our patient, therefore, probably had both 
mult iple sclero sis and SLE.

Is there any relationship between these  
two  diseases?  Bot h MS and SLE are associ-
ated with HLA-DR2 allele(3 ). Also, they 
have occurred in twins in successive gener-
atio ns(3) and i n two generat ions of the  
same family(12) . Hence both these diseases 
may be caused by a common immuno ge-
netic mechanism. A common etiology has  
been suggested as increased titers of mea-
sles antibodies have been demonstrated in  
both the diseases. Other similarit ies include 
defective natural killer cell function(13) 
and frequent occurrence of antibodies to 
glycosphingolipids(14) .

Acute anuric renal failure is also  rare in 
SLE. Interstitial nephritis with normal 
glomeruli  on histopathology is rarer still. 
There are only 8 well recorded cases of SLE 
with predominant tubulointerstitial neph-
ritis(15 ) and acute renal failu re occurred in 
5  of them. Other causes of int ersti tial  
nephritis use of  non-steroi dal anti-
inflammatory dru gs) w ere ruled out on 
history in our patient.

Our patient, therefore, had an extreme-
ly rare combination of MS and SLE in the  
first decade of her life and a very unusual 
finding of SLE on renal histopatholo gy.
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