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Abstract- Systematic lupus erythematosus (SLE) is a long-term 

autoimmune disease (a chronic condition) that results from 

malfunctioning of the immune system with severity from mild to 

life-threatening (1). It can cause rash, arthritis, serositis, nephritis, 

seizures, or psychosis, which might be continuous in some cases 

(2). There is a high incidence of SLE in black Caribbean females 

(33/100000), whereas in India it is 9.9/100000 (1). The disease has 

a female preponderance, especially among women of childbearing 

age (3). In spite of the fact that SLE is the most common 

autoimmune rheumatic disease encountered in pregnancy, modern 

drug therapies and management have helped many women who 

are of childbearing age to conceive. SLE-suffering women have a 

higher fetal and material risk during pregnancy than healthy 

women (4). When SLE has been quiescent for six months or more 

before getting pregnant, the prognosis for both mother and child is 

best.  

 

Index Terms- Lupus, Erythematosus, Preponderance, Quiescent, 

Pre-Eclampsia, Lupus nephritis, Breastfeeding, Contraception 

 

I. INTRODUCTION 

re-Conception Evaluation 

1. In order to determine whether pregnancy may pose an 

unacceptably high risk to either the mother or the baby, it 

is imperative to conduct an assessment prior to 

conception. 

2. When a woman with SLE is undergoing a preconception 

evaluation, her disease activity and major organ 

involvement should be assessed, along with 

hypercoagulability or concurrent medical disorders that 

could impact the pregnancy. 

3. The risk of lupus flare and other pregnancy complications 

increases when women discontinue medications used to 

control disease activity.  

4. Pregnant women should be moved to medication 

compatible with pregnancy and continue to take them 

throughout the pregnancy.  

5. A pregnant woman should have a quiescent SLE 

condition for at least six months before pregnancy. 

6. Active SLE patients, particularly those with lupus 

nephritis, should be advised not to become pregnant until 

the disease has been well controlled for at least six 

months. In cases of severe cases, surrogacy or adoption 

may be an option.  
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Symptoms-Above 

 

II. IMPACT OF LUPUS ON PREGNANCY 

         The prevalence of obstetric complications was also higher in 

women with SLE, including preterm labor, cesarean delivery, fetal 

growth restriction, pre-eclampsia, eclampsia, thrombosis, 

infection, and thrombocytopenia (15,16).  

A. Maternal Complications 

● Pre-Eclampsia –  

In 16-30 percent of women with SLE, preeclampsia is one of the 

most common pregnancy complications (17).  

● Pre-Term Birth – 

It has been reported that preterm birth is one of the most common 

obstetric complications in women with SLE (19). Rates of preterm 

birth range from 15 to 50 percent, with an increased incidence in 

women with lupus nephritis or high disease activity.  

● Births by cesarean section due to obstetric 

complications or an SLE flare-up.   

B. Fetal Complications (20,21) – Pregnant women with 

SLE have a greater risk of miscarriage, stillbirth, growth 

restriction, neonatal lupus syndromes, and prematurity.  

● Foetal loss – The risk of early and late 

pregnancy loss is higher in women with SLE. 

Women with active SLE, lupus nephritis and 

antiphospholipid syndrome (APS) are at 

increased risk of fetal death beyond 10 weeks.  

● Foetal Growth Restriction - In women with 

SLE, about 10 to 30 percent of pregnancy 

complications are related to fetal growth 

restriction, and the babies are small for their 

gestational age. They also have lower birth 

weights throughout their gestation period.  

● Neonatal lupus (22,23) – A passively 

transmitted autoimmune disease referred to as 

NL affects some babies who are born to mothers 

with specific antibodies, such as anti-Ro/SSA 

and anti-LA/SSB, but do not yet have SLE. In 

addition to cutaneous and cardiac symptoms, 

NL can also manifest as hematological and 

hepatic abnormalities.   

 

III. SPECIAL CONSIDERATIONS 

Lupus nephritis 

         Women with active lupus nephritis should be encouraged to 

delay pregnancy until the disease is inactive for at least six months 

to optimize maternal outcomes.  

 

Presence of antiphospholipid antibodies 

         aPLs are present in about a quarter to a half of patients with 

SLE; however, few patients develop thrombotic or obstetric 

complications related to APS.  

         Pregnant women with SLE with have an obstetric history 

suggestive of APS (fetal death after 10 weeks or more consecutive 

miscarriages, or premature birth <34 weeks due to preeclampsia 

or placental insufficiency) or unexplained venous or arterial 

thrombotic event, should be tested for the presence of aPLs (i.e. 

lupus anticoagulant [LA], immunoglobulin G [IgG] and IgM 

anticardiolipin [aCL] antibodies; and IgG and IgM anti-beta2-

glycoprotein [GP] I)   
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IV. Presence of anti-Ro and anti-La antibodies  

         As mentioned above, a fetus exposed to anti-Ro/SSA and/or 

anti-La/SSB antibodies is at an increased risk of developing 

congenital complete heart block or NL.  

 

Management of SLE in pregnancy 

1. During pregnancy, a rheumatologist and an 

obstetrician who is experienced in caring 

for high-risk members should collaborate 

closely to manage pregnant women with 

SLE.  

2. Monitoring SLE activity – Initial 

evaluation at the time of diagnosis 

a. Physical examination, including blood 

pressure 

b. Renal function (creatinine, urinalysis, 

spot urine protein/creatinine ratio). 

c. CBC 

d. Liver function tests 

e. Anti-Ro/SSA or anti-LA/SSB 

antibodies 

f. Lupus anticoagulant (LA) and 

anticardiolipin antibody (ACL) assays 

g. Anti-double stranded DNA (dsDNA) 

antibodies 

h. Complement (CH50, or C3 and C4) 

i. Serum uric acid 

3. Monitor by repeat testing, including CBC, 

Creatinine, Urinalysis with an examination 

of urinary sediment, urine 

protein/creatinine ratio or 24-hour urine 

collection, Complement (CH50, or C3 and 

C4), Anti-double-stranded DNA antibodies 

(dsDNA).  

4. Maternal-fetal monitoring – During 

pregnancy, a recommended schedule for 

monitoring maternal and fetal health should 

be followed. Over and above routine T1 and 

T2 anomaly scans,  

a. First-trimester ultrasound evaluation to 

know the date of delivery. 

b. Monitoring fetal growth and placental 

insufficiency with ultrasound in the 

third trimester. The frequency of 

monitoring will depend on fetal and 

maternal well-being, but around four 

weeks will normally be recommended. 

c. The final four to six weeks of 

pregnancy are an ideal time to conduct 

nonstress tests and/or biophysical 

profiles for women with lupus. 

d. Patients with positive anti-Ro/SSA or 

anti-LA/SSB antibodies should be 

closely monitored for congenital heart 

block. 

5. Postpartum laboratory testing – There is a 

possibility that some women with SLE 

might experience an exacerbation of the 

disease during the postpartum period. 

Women with active disease at conception 

or those with significant organ damage 

should be aware that they are at a greater 

risk of disease flares during this timeframe 

than women with inactive disease. 

Recommended tests include: 

a. Urinalysis, urine 

protein/creatinine ratio 

b. Renal function if the 

urinalysis is abnormal  

c. CBC 

         A woman who develops active SLE after delivery is treated 

as a non-pregnant woman; however, some medications used to 

treat active SLE may not be compatible with breastfeeding; It is, 

therefore, important to discuss with their clinicians the risks and 

benefits of various treatment options with breastfeeding women.  

 

V. MEDICATIONS 

A. Recommended During Pregnancy 

● Hydroxychloroquine –  

         HCQ is generally considered safe when administered to 

pregnant women with SLE (6,7) unless contraindications are 

present. Several studies have demonstrated that patients who 

continued their HCQ during pregnancy had fewer disease flares 

and better outcomes, and they did not suffer adverse congenital 

malformations. 

● Low dose Aspirin –  

         Regardless of the presence of antiphospholipid antibodies, 

this treatment can be given after 12 weeks of pregnancy to reduce 

the risk of preeclampsia (8) and its sequelae. 

B. Selectively Used During Pregnancy 

● NSAID’s –  

         However, conflicting evidence suggests an increase in 

spontaneous abortion in the first trimester (9+) despite its use not 

being associated with congenital anomalies. NSAIDs are safe to 

use after the first trimester of pregnancy and should be avoided 

after 30 weeks. They may cause premature closure of the ductus 

arteriosus and other complications.  

● Glucocorticoids –  

         Prednisolone should be started with the lowest dose possible. 

If possible, it should not exceed 10mg. Use of steroids =in 1st 

trimester might cause cleft lip, cleft palate, etc.   

● Azathioprine –  

(10) The dose cannot exceed 2 mg per day during pregnancy.  

● Cycloserine – 

(11) In pregnancy, this drug can be used, but the maternal benefits 

must outweigh the risks to the fetus.  

● Tacrolimus –  

(12) If lupus nephritis flares severely during pregnancy, it should 

only be considered. 

Contra Indication 

● Cyclophosphamide  

● Methotrexate 

● Mycophenolate mofetil 

● Leflunomide (13,14) 

 

Breastfeeding 
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         Most women with systemic lupus erythematosus (SLE) are 

encouraged to breastfeed. The safety of medications in lactation 

varies. Hydroxychloroquine (HCQ), prednisone, cyclosporine, 

azathioprine, and tacrolimus are considered safe during 

breastfeeding. Breastfeeding is not comparable with methotrexate, 

mycophenolate, cyclophosphamide, leflunomide, and small 

molecules such as facitinib. 

 

Contraception 

● Since few drug interactions are seen with SLE drugs, oral 

contraceptives should be avoided.  

● POP is a better option 

● These patients should consider IUCDs as the best 

contraceptive method.  
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