
Leelavathi Basava et al

128

ABSTRACT
Systemic lupus erythematosus (SLE) is an autoimmune disease 
most frequently found in women of childbearing age and may 
coexist with pregnancy. Disease exacerbation, increased fetal 
loss, neonatal lupus, and an increased incidence of preeclamp-
sia are the major challenges. Its multisystem involvement and 
therapeutic interventions like anticoagulants, steroids, and 
immunosuppressive agents pose a high risk for both the mother 
and the fetus during the antenatal period as well as postpartum. 
Good multidisciplinary medical care is mandatory when detec-
tion or flare-up of SLE occurs during pregnancy.

We describe the successful management of an antinuclear 
antibody, antiribonucleoprotein antibody, and anti-Sjogren's 
syndrome A (Ro) antibody positive parturient with bad obstetric 
history who underwent elective cesarean section and delivered 
a healthy child.
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INTRODUCTION

Systemic lupus erythematosus (SLE) is an autoantibody-
mediated multisystem autoimmune disease, with consi- 
derable female predominance. The usual disease onset is 
in the third to fourth decades of life, in the reproductive 
years.1 The SLE may also be associated with secondary 
antiphospholipid syndrome, which is a multisystem 
disorder characterized by recurrent abortions and also 
other systemic manifestations.

Women with SLE are at higher risk for exacerbations 
of the disease during pregnancy, spontaneous abortions, 
intrauterine fetal death, preeclampsia and eclampsia, 
preterm delivery, and intrauterine growth restriction.2 
However, there has been a trend toward more favorable 
outcomes.

Pregnancy and its outcome is a major concern to most 
SLE patients. Queries regarding the safety of various 
drugs used are often raised. The diagnostic criteria of SLE, 
if first suspected during pregnancy, is not different from 
those of nonpregnant women.3 The pregnancy outcomes 
over the past few decades has been good if treatment with 
adequate immunosuppressive agents was started as soon 
as the diagnosis was made.

The prognosis for both mother and child is best when 
SLE has been quiescent for at least 6 months prior to the 
pregnancy.4 Disease flares during SLE pregnancy pose 
challenges with respect to distinguishing physiologic 
changes related to pregnancy from disease-related mani-
festations.5 Thus, a multidisciplinary approach with close 
medical, obstetric, and neonatal monitoring is necessary 
to optimize both maternal and fetal outcomes.

CASE REPORT

A 30-year-old lady, G3A2, was admitted to Jagadguru 
Sri Shivarathreeshwara Hospital, Mysuru, India, at  
35 weeks with history of recurrent anemia since the 
6th month of pregnancy, requiring three pints of blood 
transfusion done elsewhere. She was married for the 
past 3 years. She had previous two consecutive spon-
taneous abortions, both at 3 months, and subsequently 
underwent dilation and curettage. She had no history of 
hypertension, diabetes, bronchial asthma, or hypothy-
roidism. She did not have any history of skin rash, oral 
ulcers, or joint pains.

After her admission, she was investigated in view 
of her recurrent anemia. A battery of blood investiga-
tions were performed. Her complete blood count , blood 
sugar, and urine examination were normal. Liver and 
renal function tests and electrocardiogram were further 
ordered, and everything was found to be normal. Her 
antinuclear antibody (ANA), antiribonucleoprotein 
antibody, and anti-Sjogren's syndrome A (Ro) antibody 
were positive. Her direct Coomb’s test , anticardiolipin 
antibody , and lupus anticoagulant status were negative. 
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As her ANA status was positive, and she was negative 
for antiphospholipid antibody, a diagnosis of SLE was 
made, although there was no history suggestive of any 
systemic involvement.

She was started on steroids 0.5 mg/kg and hydroxy-
chloroquine (HCQ) as per the advice of the rheumatolo-
gist. She was also diagnosed to be hypertensive in the 
ward and was started on antihypertensives. She was also 
started on unfractionated heparin 2500 IU subcutaneously 
twice daily. Her prothrombin time with international 
normalized ratio and activated thromboplastin time were 
carefully monitored.

She was planned for termination of pregnancy at 37 
weeks of gestation in view of recurrent anemia, worse- 
ning albuminuria, and uncontrolled hypertension (severe 
preeclampsia)—lately diagnosed. She delivered a male 
baby of birth weight 3.2 kg by elective cesarean section. 
She developed postpartum hemorrhage 2 hours after the 
cesarean section and required blood transfusion, com-
ponent transfusion, and adequate uterotonics. She was 
restarted on Inj. heparin 40 mg subcutaneously once daily 
for 3 days. Her blood pressure gradually decreased. Her 
antihypertensives and steroids were tapered. Her post-
operative period was uneventful and she was discharged 
on postoperative day 7.

DISCUSSION

The peak incidence of SLE occurs between the ages of  
15 and 40 years, with an estimated female-to-male inci-
dence of 9:1.6 It is characterized by autoantibody produc-
tion and a dysfunctional immune system resulting in 
organ inflammation and consequent damage. A positive 
ANA test is the characteristic laboratory test used to help 
diagnose lupus. Onset of SLE during pregnancy may 
pose a serious threat to the conceptus, with an overall 
loss rate of 29%.7

The revised diagnostic criteria for SLE, established 
in 1997, revealed no overlap in its symptoms and signs 
with the normal physiologic changes of pregnancy. The 
complements C3 and C4 change frequently in pregnant 
women compared with nonpregnant women, which 
means the change is more significant when serum levels 
are low during pregnancy.8 Therefore, there is no dif-
ference in the diagnosis of SLE whether the patient is 
pregnant or not. In the above discussed case, the patient’s 
ANA status was positive, and it is the screening test for 
SLE. The double-stranded deoxyribonucleic acid anti-
body, found in 80 to 90% of patients,9 was not only the 
most specific marker for the presence of SLE, but also 
served as an indicator of the disease activity.10

The SLE in pregnancy, due to above factors, may 
present with neonatal losses, cervicitis, and infertility. 

The risks for other serious complications, such as pre-
eclampsia as in our case, bleeding, and serious infec-
tions, are also raised twofold to eightfold.11 The fetal 
complications are higher rates of fetal loss, preterm 
birth, intrauterine growth restriction , and neonatal 
lupus syndromes.

Methotrexate and cyclophosphamide, being harmful 
to the fetus, are not used during pregnancy, especially 
during the first trimester.12 The HCQ is safe to use during 
pregnancy, especially in cases with malar rash, and dis-
continuation may result in lupus flare.13 The combination 
of prednisolone with either HCQ or azathioprine is safe 
during pregnancy, and depending on the disease activity 
reduces the dosage of steroids.

The differentiation between lupus nephritis or SLE 
flare and preeclampsia is difficult based on laboratory 
findings. However, prompt delivery is the optimal man-
agement for mothers with SLE to avoid serious complica-
tions of preeclampsia including fetal hypoxia.14

CONCLUSION

Advancing technology and better understanding of the 
maternal–fetal relationship in lupus have improved 
outcomes in lupus pregnancies over the last decade. The 
multisystem nature of the disease and the severity of 
the organ involvement need to be assessed, and a multi- 
disciplinary approach is required for its diagnosis and 
successful management.
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