


Contents

 1. Systemic Lupus Erythematosus in Pregnancy ................................ 1
 • Pathophysiology 1
 • Preconceptional Planning 1
 • Preconception Evaluation in SLE 3
 • Flare-ups during Pregnancy 4
 • Obstetrics Complications 4
 • Recurrent Pregnancy Losses in Women with  

SLE and antiphospholipid antibodies 5
 • Antenatal Management in SLE 6

 2. Antiphospholipid Syndrome in Pregnancy .................................... 9
 • Pathophysiology 9
 • Pregnancy Morbidity 10
 • Diagnosis 10
 • Treatment/Management 11
 • Complications 14
 • Patient Counseling 15
 • Other Specialty Involvement 15

 3. Sjögren’s Syndrome in Pregnancy ................................................. 17
 • Pathophysiology 17
 • Effect of Pregnancy on Sjögren’s Syndrome 17
 • Effect of Sjögren’s Syndrome on Pregnancy 18
 • Management 18

 4. Rheumatoid Arthritis in Pregnancy .............................................. 21
 • Effect of Pregnancy on Disease 21
 • Pathophysiology 21
 • Drugs in Rheumatoid Arthritis 23

 5. Myasthenia Gravis in Pregnancy ................................................... 26
 • Effect of Pregnancy on Myasthenia Gravis 26
 • Effect of Myasthenia Gravis on Pregnancy 26
 • Mode of Delivery 27
 • Management 27

 6. Guillain–Barré Syndrome in Pregnancy ........................................ 29
 • Clinical Features 29
 • Diagnostic Criteria for Guillain–Barré Syndrome 30
 • Investigations 31
 • Management 32



Contentsx

 7. Psoriasis in Pregnancy .................................................................... 34
 • Classification 34
 • Effect of Pregnancy on Psoriasis 35
 • Effect of Psoriasis on Pregnancy 36
 • Management 36

 8. Systemic Sclerosis in Pregnancy .................................................... 39
 • Preconceptional Counseling 39
 • Complications 40
 • Management 40

 9. Vasculitis in Pregnancy................................................................... 43
 • Physiological Changes Occurring in Pregnancy 43
 • Polyarteritis Arteritis Nodosa 43
 • Granulomatosis with Polyangiitis 44
 • Takayasu Arteritis 44
 • Other Vasculitis in Pregnancy 45

 10. Autoimmune Thyroid Disorders in Pregnancy ............................. 47
 • Graves’ Disease 47
 • Hashimoto’s Thyroiditis 50
 • Complications of Hypothyroidism in Pregnancy 52
 • Management 53

 11. Multiple Sclerosis in Pregnancy ..................................................... 55
 • Multiple Sclerosis as a Reproductive Concern 55
 • Effect of Pregnancy on Multiple Sclerosis 55
 • Effect of Multiple Sclerosis on Maternal and Neonatal Outcomes 56
 • Clinical Features 57
 • Management 58
 • Antenatal Care 59
 • Postpartum Care 60

 12. Immune Thrombocytopenic Purpura in Pregnancy ..................... 62
 • Pathophysiology 62
 • Clinical Features 62
 • Diagnosis 62
 • Management 63
 • Other Causes of Thrombocytopenia in Pregnancy 64

 13. Multiple Choice Questions ............................................................. 67

 Index ........................................................................................................................... 71



INTRODUCTION
Sjögren’s syndrome is an autoimmune disease with a chronic course, 
mainly affecting glands of the mouth and eyes. It can either be primary 
Sjögren’s syndrome (pSS), which will present alone or it can be present with 
concomitant connective tissue diseases like systemic lupus erythematosus or 
rheumatoid arthritis.1

Sjögren’s syndrome presents a wide range of clinical symptoms, from mild 
dryness of the mucosal surfaces to severe systemic involvement. The hallmark 
symptom of mucosal dryness results from immune-mediated inflammation 
that impairs the function of secretory glands.2 While sicca features, such as 
dry eyes and mouth, significantly impact quality of life, systemic involvement 
is a key determinant of the disease’s prognosis.3 Sjögren’s syndrome 
predominantly affects women, who are more likely to experience complicated 
pregnancies compared to women without the disease.4,5

PATHOPHYSIOLOGY
Laboratory diagnosis of Sjögren includes the following antibodies:

 ■ Antinuclear antibodies (ANA) → Most often detected
 ■ Anti-SS-A (anti-Ro) → This is the most specific antibody
 ■ Anti-SS-B (anti-La)
 ■ Cryoglobulins and hypocomplementemia → They are important 

prognostic markers6

In women with Sjögren’s syndrome, certain markers can cause tissue 
damage, leading to pregnancy complications. These antibodies can cross the 
placenta around 12 weeks of gestation and potentially harm fetal tissues in 
several ways, including:

 ■ Causing inflammation of the heart muscle (myocarditis)
 ■ Disrupting the normal clearance of dying cells, which can lead to an 

abnormal immune response
 ■ Triggering abnormal heart rhythms (arrhythmia)7,8

EFFECT OF PREGNANCY ON SJÖGREN’S SYNDROME
Pregnancy may worsen Sjögren’s syndrome. Worsening in the postpartum 
period can be attributed to the development of pulmonary hypertension, 
which is known to worsen in the antennal and postnatal period.
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EFFECT OF SJÖGREN’S SYNDROME ON PREGNANCY
Women with Sjögren’s syndrome are at a higher risk of experiencing pregnancy 
complications compared to those without the disease. Although research on 
pregnancy outcomes in women with Sjögren’s syndrome is limited, existing 
studies suggest an increased rate of:

 ■ Spontaneous abortion
 ■ Fetal loss9-11

These complications may be attributed to two factors:
1. Advanced maternal age at conception
2. Immunologic factors that contribute to miscarriage mechanisms

MANAGEMENT
Multidisciplinary team management involves an obstetrician who specializes 
in high-risk pregnancies, a rheumatologist, and a pediatrician.

Prenatal Management
It is important to counsel patient about the high risk of pregnancy and inform 
about the risks and complications involved. Optimizing the patient before 
pregnancy, so as to have a good disease control, minimum 3–6 months before 
conception is crucial.

Antenatal Management
One of the most serious complications of pregnancy in patients with 
Sjögren’s syndrome is congenital heart block (CHB). Women who are anti-
SS-A positive are at risk of having a baby with CHB. To manage this risk, 
frequent monitoring with serial echocardiograms and obstetric sonograms 
is necessary, starting between 16 and 20 weeks of gestation and continuing 
throughout the pregnancy.

The goal is to diagnose early and early treatment of incomplete CHB, 
thus improving the outcome for the fetus.12 The rationales for management 
are—(1) to decrease transplacental transfer of antibodies, decreasing the 
disease severity by decreasing the antibodies and (2) to prevent occurrence 
of irreversible CHB, avoiding inflammation is important.13 Although there 
is no conclusive evidence that steroids can reduce the levels of anti-SS-A or 
anti-SS-B antibodies or reverse CHB, research suggests that dexamethasone 
may be beneficial in certain situations. Dexamethasone has been shown to 
reverse carditis and incomplete CHB, as well as improve fetal heart function. 
Therefore, treatment with dexamethasone is recommended in cases where 
the CHB is recent or incomplete, or if there are signs of cardiac failure.14,15

Alternative therapies like plasmapheresis, intravenous immunoglobulins, 
and β-sympathomimetics can also be tried.15,16 The best treatment option for 
a CHB would be implantation of a pacemaker after birth.
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CONCLUSION
Sjögren’s syndrome is associated with more complications during the 
antenatal and postnatal period. Preconceptional counseling, thus, can 
aid optimization to curb complications. This syndrome is best managed 
by a multidisciplinary approach involving a high-risk obstetrician, a 
rheumatologist, and a neonatologist.

REFERENCES
 1. Tincani A, Andreoli L, Cavazzana I, Doria A, Favero M, Fenini MG, et al. Novel 

aspects of Sjögren’s syndrome in 2012. BMC Med. 2013;11:93.
 2. Ramos-Casals M, Brito-Zerón P, Sisó-Almirall A, Bosch X. Primary Sjogren 

syndrome. BMJ. 2012;344:e3821.
 3. Goules AV, Skopouli FN. Prognostic factors and survival. In: Ramos-Casals 

M, Stone JH, Moutsopoulos HM (Eds). Sjögren’s Syndrome: Diagnosis and 
Therapeutics. London, United Kingdom: Springer; 2012. pp. 129-48.

 4. Siamopoulou-Mavridou A, Manoussakis MN, Mavridis AK, Moutsopoulos HM. 
Outcome of pregnancy in patients with autoimmune rheumatic disease before 
the disease onset. Ann Rheum Dis. 1988;47(12):982-7.

 5. Skopouli FN, Papanikolaou S, Malamou-Mitsi V, Papanikolaou N, Moutsopoulos 
HM. Obstetric and gynaecological profile in patients with primary Sjögren’s 
syndrome. Ann Rheum Dis. 1994;53(9):569-73.

 6. Brito-Zerón P, Ramos-Casals M, Bove A, Sentis J, Font J. Predicting adverse 
outcomes in primary Sjogren’s syndrome: identification of prognostic factors. 
Rheumatology (Oxford). 2007;46(8):1359-62.

 7. Reichlin M, Brucato A, Frank MB, Maddison PJ, McCubbin VR, Wolfson-Reichlin 
M, et al. Concentration of autoantibodies to native 60-kd Ro/SS-A and denatured 
52-kd Ro/SS-A in eluates from the heart of a child who died with congenital 
complete heart block. Arthritis Rheum. 1994;37(11):1698-703.

 8. Brucato A, Cimaz R, Caporali R, Ramoni V, Buyon J. Pregnancy outcomes in 
patients with autoimmune diseases and anti-Ro/SSA antibodies. Clin Rev 
Allergy Immunol. 2011;40(1):27-41.

 9. Julkunen H, Kaaja R, Kurki P, Palosuo T, Friman C. Fetal outcome in women 
with primary Sjögren’s syndrome. A retrospective case-control study. Clin Exp 
Rheumatol. 1995;13(1):65-71.

 10. De Carolis S, Salvi S, Botta A, Garofalo S, Garufi C, Ferrazzani S, et al. The impact 
of primary Sjogren’s syndrome on pregnancy outcome: our series and review of 
the literature. Autoimmun Rev. 2014;13(2):103-7.

 11. Sandhya P, Jeyaseelan L, Scofield RH, Danda D. Clinical characteristics and 
outcome of primary Sjogren’s syndrome: a large Asian Indian cohort. Open 
Rheumatol J. 2015;9:36-45.

 12. Rosenthal D, Druzin M, Chin C, Dubin A. A new therapeutic approach to the 
fetus with congenital complete heart block: preemptive, targeted therapy with 
dexamethasone. Obstet Gynecol. 1998;92(4 Pt 2):689-91.

 13. Yang CH, Chen JY, Lee SC, Luo SF. Successful preventive treatment of congenital 
heart block during pregnancy in a woman with systemic lupus erythematosus 
and anti-Sjögren’s syndrome A/Ro antibody. J Microbiol Immunol Infect. 
2005;38(5):365-9.

JA
YPEE BROTHERS



Sjögren’s Syndrome in Pregnancy20

 14. Saleeb S, Copel J, Friedman D, Buyon JP. Comparison of treatment with 
fluorinated glucocorticoids to the natural history of autoantibody-associated 
congenital heart block: retrospective review of the research registry for neonatal 
lupus. Arthritis Rheum. 1999;42(11):2335-45.

 15. Buyon J, Roubey R, Swersky S, Pompeo L, Parke A, Baxi L, et al. Complete 
congenital heart block: risk of occurrence and therapeutic approach to 
prevention. J Rheumatol. 1988;15(7):1104-8.

 16. Kaaja R, Julkunen H. Prevention of recurrence of congenital heart block with 
intravenous immunoglobulin and corticosteroid therapy: comment on the 
editorial by Buyon et al. Arthritis Rheum. 2003;48(1):280-1.

JA
YPEE BROTHERS




	Front
	978-93-6616-366-6_Obs and Gynae PG Focus Series Autoimmune Disorders
	Ch-03
	Back



