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Abstract 

Systemic lupus erythematosus (SLE) is a chronic autoimmune disease that predominantly 

affects women of reproductive age and poses significant risks during pregnancy. Pregnant 

women with SLE have a higher incidence of maternal and fetal complications, including 

recurrent pregnancy loss, preterm birth, and fetal growth restriction. Early recognition 

and multidisciplinary management are essential to improve pregnancy outcomes. We 

report a case of a 31-year-old pregnant woman (G4P0A3) at 19–20 weeks of gestation who 

presented with progressive joint pain, thrombocytopenia, alopecia, and photosensitive 

facial rash. The patient had a history of three previous pregnancy losses. Immunological 

examination revealed positive anti–double-stranded DNA antibodies, confirming the 

diagnosis of systemic lupus erythematosus with mild disease activity. Obstetric ultrasound 

showed a single live intrauterine fetus consistent with gestational age. The patient was 

managed collaboratively by obstetrics–gynecology and internal medicine teams. Treatment 

included systemic corticosteroids and hydroxychloroquine, along with supportive obstetric 

care. Despite conservative management, the patient developed signs of impending abortion 

and subsequently experienced a complete spontaneous abortion. Post-abortion care was 

provided, and the patient remained hemodynamically stable. This case highlights the 

significant impact of systemic lupus erythematosus on pregnancy outcomes, particularly 

recurrent pregnancy loss, even in patients with mild disease activity. Early diagnosis, 

preconception counseling, and close multidisciplinary monitoring throughout pregnancy 

are crucial to reduce maternal and fetal morbidity in women with SLE. 
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INTRODUCTION 

Systemic lupus erythematosus (SLE) is a chronic multisystem autoimmune 

disease characterized by the production of pathogenic autoantibodies and immune 

complex deposition, leading to inflammation and organ damage. The disease 

predominantly affects women of reproductive age, with a female-to-male ratio 

reaching up to 15–22:1, making pregnancy-related complications a major clinical 

concern in this population. Despite advances in immunomodulatory therapy, SLE 

remains associated with significant maternal and fetal morbidity during pregnancy. 

Pregnancy in women with SLE is classified as high risk due to an increased 

incidence of adverse outcomes, including recurrent pregnancy loss, preterm birth, 

fetal growth restriction, hypertensive disorders of pregnancy, and thromboembolic 

events. These complications are influenced by disease activity, immunological 

status, hematological abnormalities, and the presence of antiphospholipid 

antibodies. Even in cases of mild disease activity, unfavorable pregnancy outcomes 

may still occur, underscoring the unpredictable nature of SLE during gestation. 
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Recurrent pregnancy loss is one of the most challenging obstetric 

complications in women with autoimmune diseases, particularly SLE. While 

antiphospholipid syndrome is a well-recognized cause of pregnancy loss in SLE, 

not all patients exhibit positive antiphospholipid antibodies. This highlights the 

need for comprehensive clinical evaluation and individualized management 

strategies in pregnant women with SLE, regardless of antibody profile. 

This case report describes a pregnant woman with systemic lupus 

erythematosus and a history of recurrent pregnancy loss who experienced 

spontaneous abortion during the second trimester despite mild disease activity and 

multidisciplinary management. The case emphasizes the importance of early 

diagnosis, close collaboration between obstetricians and internists, and vigilant 

monitoring throughout pregnancy to improve maternal and fetal outcomes in 

women with SLE. 

 

CASE PRESENTATION 

A 31-year-old pregnant woman, gravida 4 para 0 abortus 3, at 19–20 weeks 

of gestation, was referred from the Internal Medicine Department with a confirmed 

diagnosis of systemic lupus erythematosus (SLE). She presented with worsening 

left knee pain over the preceding two days, accompanied by joint swelling and 

warmth. The patient reported a one-month history of polyarthralgia involving the 

small joints of the hands and both knees. Additional symptoms included diffuse hair 

loss and a photosensitive facial rash that had developed over the previous three 

months. 

The patient had a notable obstetric history of three previous pregnancy losses, 

all occurring before 20 weeks of gestation. She had been diagnosed with SLE two 

months prior to the current admission, following evaluation for thrombocytopenia 

during early pregnancy. Immunological testing revealed positive anti–double-

stranded DNA antibodies. Antiphospholipid antibody testing, including 

anticardiolipin IgG and IgM, was within normal limits. She had been receiving oral 

methylprednisolone (24 mg/day) as maintenance therapy prescribed by an internist. 

On physical examination, the patient was hemodynamically stable, with a 

blood pressure of 116/73 mmHg and no signs of infection or active bleeding. 

Musculoskeletal examination revealed tenderness and swelling of the left knee. 

Obstetric examination showed a gravid uterus consistent with gestational age, with 

no uterine tenderness or vaginal bleeding at admission. 

Laboratory investigations demonstrated thrombocytopenia with a platelet 

count of 56,000/µL, mild anemia (hemoglobin 11.7 g/dL), and normal renal and 

hepatic function. Urinalysis showed no proteinuria or active sediment. Obstetric 

ultrasonography revealed a single live intrauterine fetus consistent with 19–20 

weeks of gestation, with normal biometric parameters and a fetal heart rate of 172 

beats per minute. The placenta was located on the anterior uterine wall. 

The patient was diagnosed with pregnancy complicated by systemic lupus 

erythematosus with mild disease activity. A multidisciplinary management 

approach involving obstetrics–gynecology and internal medicine was initiated. 

Treatment included systemic corticosteroids, hydroxychloroquine, and supportive 

obstetric therapy. Despite conservative management, the patient developed lower 

abdominal pain followed by vaginal spotting. Her condition progressed to 
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spontaneous expulsion of fetal tissue, and she was diagnosed with a complete 

spontaneous abortion. 

Post-abortion management was provided according to standard obstetric 

protocols. The patient remained clinically stable, with no evidence of excessive 

bleeding or infection, and was subsequently discharged with continued follow-up 

under internal medicine care. 

 

RESULT AND DISCUSSION 

Systemic lupus erythematosus (SLE) is a well-recognized high-risk condition 

in pregnancy due to its complex immunological, inflammatory, and vascular effects 

on both maternal and fetal outcomes. Although advances in disease-modifying 

therapy have significantly improved survival and fertility in women with SLE, 

pregnancy-related complications remain common, particularly in patients with a 

history of adverse obstetric outcomes (Polić and Običan, 2020; Buyon et al., 2019). 

In the present case, the patient experienced recurrent pregnancy loss despite 

having only mild SLE disease activity at the time of pregnancy. This finding 

highlights an important clinical point: low disease activity does not necessarily 

equate to low obstetric risk. Previous studies have demonstrated that pregnancy 

outcomes in SLE are influenced not only by current disease activity but also by 

cumulative disease burden, prior pregnancy history, hematological abnormalities, 

and immunological disturbances (Clowse et al., 2017). 

One of the most striking features in this case is the presence of significant 

thrombocytopenia. Hematological manifestations, particularly thrombocytopenia, 

are independently associated with poor pregnancy outcomes in women with SLE, 

even in the absence of antiphospholipid antibodies (Andreoli et al., 2017). 

Thrombocytopenia may reflect active immune-mediated platelet destruction and 

systemic inflammation, which can impair placental development and uteroplacental 

circulation, thereby increasing the risk of pregnancy loss. 

Antiphospholipid antibody testing in this patient was within normal limits. 

While antiphospholipid syndrome is a well-established cause of recurrent 

pregnancy loss in SLE, approximately 30–40% of pregnancy losses in women with 

SLE occur in the absence of detectable antiphospholipid antibodies (Lateef and 

Petri, 2013). This suggests that other mechanisms—such as immune complex 

deposition in placental tissue, complement activation, endothelial dysfunction, and 

inflammatory cytokine imbalance—may play a significant role in placental 

insufficiency and fetal demise (Salmon and Girardi, 2008). 

The second-trimester timing of pregnancy loss in this case further supports a 

non-genetic etiology. Unlike first-trimester losses, which are commonly associated 

with chromosomal abnormalities, second-trimester losses are more frequently 

linked to maternal systemic conditions, including autoimmune diseases and 

placental pathology (Cunningham et al., 2018). The patient’s history of three prior 

pregnancy losses strongly suggests an underlying persistent pathological process 

rather than sporadic obstetric events. 

From a therapeutic perspective, the patient received systemic corticosteroids 

and hydroxychloroquine, both of which are considered safe and recommended 

during pregnancy in women with SLE (EULAR, 2017). Hydroxychloroquine, in 

particular, has been shown to reduce disease flares, improve placental function, and 

decrease the risk of adverse pregnancy outcomes (Clowse et al., 2016). Despite 
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appropriate therapy, pregnancy loss still occurred, emphasizing the unpredictable 

nature of SLE in pregnancy and the need for individualized risk stratification. 

This case underscores the critical importance of preconception counseling in 

women with SLE. Current guidelines recommend that pregnancy should ideally be 

planned during a period of disease remission lasting at least six months, with 

optimization of immunological and hematological parameters prior to conception 

(EULAR, 2017; ACR, 2020). In this patient, SLE was diagnosed during pregnancy, 

limiting the opportunity for optimal preconception preparation and risk 

modification. 

Finally, this case highlights the value of a multidisciplinary approach 

involving obstetricians and internists in managing pregnancies complicated by 

SLE. Early recognition of warning signs, close maternal–fetal surveillance, and 

timely intervention remain the cornerstone of care. Nevertheless, even with optimal 

management, adverse outcomes may still occur, reinforcing the need for realistic 

counseling regarding pregnancy risks in women with SLE. 

 

CONCLUSIONS AND RECOMMENDATIONS 

Systemic lupus erythematosus remains a major challenge in obstetric care, 

particularly when it affects women of reproductive age with a history of recurrent 

pregnancy loss. This case illustrates that adverse pregnancy outcomes may occur 

even in the presence of mild disease activity and in the absence of antiphospholipid 

antibodies. Hematological abnormalities, previous obstetric history, and underlying 

immune dysregulation appear to contribute significantly to pregnancy failure in 

women with SLE. Early diagnosis, careful disease monitoring, and a 

multidisciplinary management approach are essential to optimize maternal and fetal 

outcomes. Preconception counseling and pregnancy planning during a sustained 

period of disease remission should be strongly emphasized in women with SLE. 

Clinicians should remain vigilant, as favorable clinical and laboratory parameters 

do not completely eliminate the risk of pregnancy loss in this population.  

Women with systemic lupus erythematosus should receive structured 

preconception counseling. Pregnancy is strongly recommended only after achieving 

sustained disease remission for at least six months, with stabilization of 

hematological and immunological parameters. Clinicians should recognize that 

mild clinical disease activity does not necessarily indicate low obstetric risk. A 

comprehensive assessment including previous pregnancy outcomes, hematological 

abnormalities (particularly thrombocytopenia), and immunological markers is 

essential. Optimal care for pregnant women with SLE requires close collaboration 

between obstetricians, internists/rheumatologists, and, when necessary, 

fetomaternal specialists. Regular maternal–fetal surveillance should be 

individualized based on risk profile. The use of pregnancy-compatible medications 

such as hydroxychloroquine and appropriately dosed corticosteroids should be 

maintained to reduce disease flare and improve placental function, unless 

contraindicated. Patients should be counseled honestly regarding the persistent risk 

of adverse pregnancy outcomes despite optimal management. This approach 

supports shared decision-making and psychological preparedness. Further studies 

are needed to better elucidate non–antiphospholipid mechanisms of pregnancy loss 

in SLE, particularly in patients with negative antiphospholipid antibody profiles but 

significant hematological involvement. 
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