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ABSTRACT
Background: Systemic lupus erythematosus (SLE) is most likely 
to occur during the first and second trimesters of pregnancy. There 
were few studies focused on the new-onset SLE during the late 
pregnancy or puerperium. SLE has been considered an important 
cause of thrombocytopenia. However, lymphoma may also be a 
cause of thrombocytopenia. Here, we reported a challenging case 
of new-onset SLE occurred at the gestational age of 33 weeks, and 
the pregnant woman suffered lymphoma before. 
Case Presentation: A 25-year-old primigravid Chinese woman 
with a medical history of non-Hodgkin lymphoma (NHL) 
suffered thrombocytopenia at 30+5 weeks of gestation. Her skin 
rashes occurred one week later. Her platelet count was decreased 
progressively. She had been misdiagnosed with the recrudescence 
of NHL. The final diagnosis of new-onset SLE was confirmed and 
a cesarean section was performed at the 34th week of pregnancy. 
Both the pregnant woman and the newborn were cured with good 
prognosis. 
Conclusion: SLE should be considered in a pregnant woman with a 
medical history of malignancy to rule out other diseases, especially 
the rheumatic immune diseases.
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INTRODUCTION 

Systemic lupus erythematosus (SLE) is a 
kind of common chronic autoimmune disease 
among women of reproductive age (1). Despite 
the fact that there have been numerous research 
on the influence of SLE on pregnancy, (2), 
few of them have focused on the new-onset 
SLE during late pregnancy or puerperium. It 
has been reported that pregnant women with 

the onset of SLE are more likely to experience 
kidney and platelet involvement, which could 
lead to poor outcomes on both maternal and 
fetal aspects (3). The mechanism of SLE in 
pregnant women remains unclear (4). SLE in 
pregnant woman has been reported to occur 
often during the first and second trimesters, 
ranging from 10 to 25 weeks (5). The levels 
of estrogen and progesterone significantly 
change during pregnancy. It is not clear 
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whether the onset of SLE is provoked by 
pregnancy, given that some cases of SLE are 
onset at the stage of puerperium. A growing 
number of studies have confirmed that patients 
with SLE are at an overall increased risk of 
malignancies, particularly hematological 
malignancy and lung/liver/thyroid cancers 
(6-8). However, patients with SLE secondary 
to the above cancers have not been reported 
and the relative mechanisms is also unclear. 
Thus, this case report describes a difficult 
case of new-onset SLE that arose at 33 weeks 
of pregnancy and the pregnant mother had 
previously suffered from lymphoma.

CASE PRESENTATION

A 25-year-old primigravid Chinese woman 
with a medical history of non-Hodgkin 
lymphoma (NHL) was admitted to our hospital. 
Two years earlier, she had been diagnosed 
with small B-cell lymphoma and discharged 
successfully after four R-COP chemotherapy 
cycles (rituximab, cyclophosphamide, 
vindesine, and prednisone). She recovered 
well and was classified as complete remission. 
After pregnancy, she underwent prenatal 
examination regularly and there was no 
remarkable abnormality during the first and 
second trimester, except anemia (hemoglobin 
level of 9.0-9.7 g/dL). However, she suffered 
thrombocytopenia (platelet count of 88×109/L) 
at after 30+5 weeks of gestation without any 
other discomforts.

One week later, her complaint of skin 
rashes brought her to the Dermatology 
Outpatient Clinic. Erythema appeared in 
both palms with well-defined boundary. 
There was no malar rash, discoid rash, 
oral ulcers, or photosensitivity. The blood 
tests showed negative results of allergen, 
immunoglobulin E (IgE), anti-coxsackie 
virus IgM (COX) and anti-herpes simplex 
virus IgM. Calamine was then prescribed 
to relieve her uncomfortable symptoms. 
However, her platelet count were decreased 
to 51×109/L at 33 weeks of gestation, while it 
further dropped to 42×109/L in the following 
four days. Therefore, she was admitted to 
the Department of Hematology under the 
suspicion of recurrence of hematological 
disease. The pregnant woman rejected bone 
marrow aspiration and received gamma 
globulin treatment (25 g/d) when the platelet 
count was 31×109/L. However, the effect of 
medication was poor and her platelet count 
were decreasing progressively (Figure 1).  
Then, she was transferred to the Obstetrics 
Department on the request of termination of 
pregnancy at 34 weeks of gestation.

A multidisciplinary consultation was 
held and a complete evaluation for possible 
inducing factors was measured, especially the 
immune indicators associated with rheumatic 
diseases. Laboratory examinations showed 
rheumatic factor of 258 IU/mL (RF, normal: 
<20), complement C3 of 0.3 g/L (normal: 
0.79-1.52), complement C4 of 0.05 g/L  
(normal:0.16-0.38), anti-dsDNA of 1:100 

Figure 1. The changing trend of platelet count. The patient suffered thrombocytopenia (platelet count 
of 88×109/L) at 30+5 weeks of gestation. It then gradually diminished in size. Platelet levels increased 
after the pregnancy was terminated at 34 weeks. 
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(normal: negative), and antinuclear antibody 
(ANA) of 1:1000 (normal: negative). The 
24-h urinary specimen contained 4.607 g 
of protein. According to the 1997 revised 
American College of Rheumatology criteria 
for SLE, she fulfilled 5 out of 11 diagnostic 
criteria for new-onset SLE, including skin 
rashes, albuminuria, thrombocytopenia, 
positive ANA and positive anti-dsDNA and 
low C3/C4. Therefore, the diagnosis of SLE 
was then considered.

The patient rejected medical treatments 
such as prednisone and insisted on 
terminating the pregnancy. The cesarean 
section was performed on the second day 
and a 1860 g male infant was born with 
Apgar scores of 10 at 1 and 5 min after birth, 
respectively. The lupus was managed with 
gamma globulin therapy. (25 g/day, q.d) and 
methylprednisolone (40 mg/day, bid) for 5 
days after cesarean section. The patient was 
referred to get followed-up by Rheumatology 
Immunology Department. The maintenance 
treatments included hydroxychloroquine (0.2 
g/day, q.d) and methylprednisolone (4 mg/
day, q.d). Both the patient and the newborn 
were cured with good prognosis. Informed 
written consent was obtained from the patient 
for publication. This study was approved by 
the ethics committee of Zhejiang Provincial 
People’s Hospital. 

DISCUSSION 

Increased lupus activity increases the risks 
of complications during pregnancy, such as 
miscarriage and stillbirth. In some patients, 
SLE activity even can be life-threatening 
during pregnancy. It has been widely debated 
whether SLE activity increases during 
pregnancy or not. In this case report, the 
pregnant woman was first diagnosed with 
SLE during the third trimester of pregnancy. 
Her history of lymphoma made it more 
difficult to diagnose SLE (9). It is considered 
that the malignancy rates in SLE patients are 
increased, while the mechanisms underlying 

the cancer development in SLE have been 
reported to be associated with the activity 
of multiple inflammatory cytokines and 
possible viral factors (9). The data regarding 
lymphoma survival and outcome in SLE 
patients are sparse (10). In the present case 
report, it seems that pregnancy plays a more 
important role in the survival and outcome. 
The procedure is effective once the pregnancy 
has been terminated. During the past two 
years’ follow-up, this patient had recovered 
well without the recurrence of lymphoma.

According to the new SLE diagnostic 
criteria, whether a patient is pregnant or not 
makes no difference in the diagnosis of SLE 
(11). Most patients with SLE in pregnancy are 
diagnosed before pregnancy. It is reported 
that the flare-ups in patients with SLE often 
occur during the first and second trimesters 
of pregnancy, and few onsets at the third 
trimesters of pregnancy or puerperium. Yang 
et al. have reported that the mean gestational 
age of the onset of SLE is 18 weeks, with 
the range between 10-25 weeks (5). It could 
be explained that the levels of hormones and 
serum cytokines change greatly during the 
first and second trimesters of pregnancy 
while these changes decrease during the third 
trimester (12, 13). It is difficult to diagnose 
SLE according to the clinical symptoms, 
because there are no significant differences 
occurring in clinical symptoms between new-
onset patients and pre-existing or active SLE. 
The clinical symptoms may also be similar 
to those of normal pregnancy. Throughout 
this case report, we suggest that if skin or 
joint problems emerge in the third trimester 
of pregnancy, supervision must be intensified. 

Patients with new onset of SLE during 
pregnancy tend to experience more severe 
symptoms with a higher prevalence of 
thrombocytopenia and renal involvement (14). 
Other symptoms included facial and palmar 
erythema, dyspnea, arthralgia and fever. The 
blood volume of pregnant women increases by 
50% in normal pregnancies, therefore, up to 
50% healthy pregnant women are diagnosed 
with anemia (15). Mild thrombocytopenia can 
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occur in up to 8% of normal pregnancies. 
However, if severe low platelet count combines 
with hypertension, HELLP syndrome should 
be considered, which is a severe derivative 
of preeclampsia with hemolysis, elevated 
liver tests, and low platelets. It is reported 
that some patients develop preeclampsia 
after the diagnosis of SLE (16). The rate of 
preeclampsia secondary in SLE is 13%-35% 
(17). In this case report, both the patient’s 
blood pressure and liver enzymes were 
normal, so the decreased platelet count caused 
by preeclampsia was ruled out. She was 
admitted to the hematological ward and was 
advised to have bone marrow puncture for a 
confirmed diagnosis. Her skin involvement 
was so inappreciable that the diagnosis and 
management of SLE were delayed, although 
the platelet count decreased progressively. 

The therapy of SLE in pregnancy involves 
aggressive treatment with immunosuppressive 
agents, which is the same as the non-pregnant 
women. It has been reported that azathioprine 
and hydroxychloroquine are safe in pregnant 
patients combined with SLE (18). However, 
termination of pregnancy is also a good 
choice of management. This patient accepted 
the cesarean section when the platelet count 
decreased to 25×109/L at the 34th week 
of pregnancy. After the termination of 
pregnancy, the platelet count was stable, 
with the concentration fluctuating between 
62×109/L and 67×109/L. There was no need for 
blood or plates transfusion after the operation 
except for 24 units of platelets infused before 
the operation. 

CONCLUSION

In conclusion, we introduced a rare new case 
of SLE in the third trimester of pregnancy, 
accompanied by a medical history of 
lymphoma that was misdiagnosed as a blood 
disease. Its incipient atypical symptoms posed 
a challenge to the obstetricians. SLE should be 
considered as one of the potential differential 
diagnoses when we encounter pregnant 

patients with unexplained thrombocytopenia. 
More screening examinations should be 
performed to rule out other diseases. However, 
after timely termination of pregnancy, 
both the patient and the fetus achieved 
good recovery and prognosis. This data 
demonstrates that SLE can arise throughout 
any trimester of pregnancy. Coupled with 
this, the combination of SLE and lymphoma 
in this pregnant woman warrant additional 
investigation.

Conflict of Interest: None declared.

REFERENCES

1. Stojan G, Baer AN. Flares of systemic 
lupus erythematosus during pregnancy and 
the puerperium: Prevention, diagnosis and 
management. Expert Rev Clin Immunol. 2012; 
8(5): 439–53.

2. Molad Y, Borkowski T, Monselise A, Ben-
Haroush A, Sulkes J, Hod M, Feldberg D, Bar J. 
Maternal and fetal outcome of lupus pregnancy: 
A prospective study of 29 pregnancies. Lupus. 
2005; 14(2): 145–51. 

3. Ku M, Guo S, Shang W, Li Q, Zeng R, Han M, Ge 
S, Xu G. Pregnancy outcomes in Chinese patients 
with systemic lupus erythematosus (SLE): A 
retrospective study of 109 pregnancies. PLoS 
ONE. 2016; 11(7): e0159364

4. Doria A, Cutolo M, Ghirardello A, Zampieri 
S, Vescovi F, Sulli A, Giusti M, Piccoli A, 
Grella P, Gambari PF. Steroid hormones and 
disease activity during pregnancy in systemic 
lupus erythematosus. Arthritis Rheum. 2002; 
47(2):202- 09.

5. Yang MJ, Cheng MH, Lin HY. Onset of systemic 
lupus erythematosus during pregnancy. J Chin 
Med Assoc. 2006; 69(3): 130-33.

6. Song L, Wang Y, Zhang J, Song N, Xu X, Lu 
Y. The risks of cancer development in systemic 
lupus erythematosus (SLE) patients: a systematic 
review and meta-analysis. Arthritis Res Ther. 
2008; 20(1):270.

7. Bernatsky S, Ramsey-Goldman R, Labrecque 
J, Joseph L, Boivin J, Petri M, Zoma A, Manzi 
S, Urowitz MB, Gladman D, et al. Cancer risk 
in systemic lupus: an updated international 
multi-centre cohort study. J Autoimmun. 2013; 
42:130–5. 

8. Tallbacka KR, Pettersson T, Pukkala E. 

https://pubmed.ncbi.nlm.nih.gov/?term=Ben-Haroush+A&cauthor_id=15751819
https://pubmed.ncbi.nlm.nih.gov/?term=Ben-Haroush+A&cauthor_id=15751819
https://pubmed.ncbi.nlm.nih.gov/?term=Sulkes+J&cauthor_id=15751819
https://pubmed.ncbi.nlm.nih.gov/?term=Hod+M&cauthor_id=15751819
https://pubmed.ncbi.nlm.nih.gov/?term=Feldberg+D&cauthor_id=15751819
https://pubmed.ncbi.nlm.nih.gov/?term=Bar+J&cauthor_id=15751819
https://pubmed.ncbi.nlm.nih.gov/?term=Li+Q&cauthor_id=27442513
https://pubmed.ncbi.nlm.nih.gov/?term=Zeng+R&cauthor_id=27442513
https://pubmed.ncbi.nlm.nih.gov/?term=Han+M&cauthor_id=27442513
https://pubmed.ncbi.nlm.nih.gov/27442513/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Ge+S&cauthor_id=27442513
https://pubmed.ncbi.nlm.nih.gov/?term=Xu+G&cauthor_id=27442513
https://pubmed.ncbi.nlm.nih.gov/?term=Zampieri+S&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Vescovi+F&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Sulli+A&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Giusti+M&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Piccoli+A&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Grella+P&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Gambari+PF&cauthor_id=11954015
https://pubmed.ncbi.nlm.nih.gov/?term=Song+N&cauthor_id=30522515
https://pubmed.ncbi.nlm.nih.gov/?term=Xu+X&cauthor_id=30522515
https://pubmed.ncbi.nlm.nih.gov/?term=Lu+Y&cauthor_id=30522515
https://pubmed.ncbi.nlm.nih.gov/?term=Joseph+L&cauthor_id=23410586
https://pubmed.ncbi.nlm.nih.gov/?term=Boivin+JF&cauthor_id=23410586
https://pubmed.ncbi.nlm.nih.gov/?term=Petri+M&cauthor_id=23410586
https://pubmed.ncbi.nlm.nih.gov/?term=Zoma+A&cauthor_id=23410586
https://pubmed.ncbi.nlm.nih.gov/?term=Manzi+S&cauthor_id=23410586
https://pubmed.ncbi.nlm.nih.gov/?term=Urowitz+MB&cauthor_id=23410586
https://pubmed.ncbi.nlm.nih.gov/?term=Gladman+D&cauthor_id=23410586


SLE in pregnant women with previous lymphoma

Iran J Immunol Vol. 19, No. 2, June 2022 217 

Increased incidence of cancer in systemic lupus 
erythematosus: a Finnish cohort study with more 
than 25 years of follow-up. Scand J Rheumatol. 
2018; 47(6):461– 4.

9. Ladouceur A, Clarke AE, Ramsey-Goldman R, 
Bernatsky S. Malignancies in systemic lupus 
erythematosus: an update. Curr Opin Rheumatol. 
2019; 31(6):678-81.

10. Klein A, Polliack A, Gafter-Gvili A. Systemic 
lupus erythematosus and lymphoma: Incidence, 
pathogenesis and biology. Leuk Res. 2018; 75:45-9.

11. Hochberg MC. Updating the American College 
of Rheumatology revised criteria for the 
classification of systemic lupus erythematosus. 
Arthritis Rheum.1997; 40(9):1725.

12. Jara LJ, Medina G, Cruz-Dominguez P, Navarro 
C, Vera-Lastra O, Saavedra MA. Risk factors 
of systemic lupus erythematosus flares during 
pregnancy. Immunol Res. 2014; 60: 184-92.

13. Doria A, Cutolo M, Ghirardello A, Zen M, 
Villalta D, Tincani A, Punzi L, Iaccarino L, Petri 
M. Effect of pregnancy on serum cytokines in 
SLE patients. Arthritis ResTher. 2012; 14(2): R66.

14. Zhao C, Zhao J, Huang Y, Wang Z, Wang H, 
Zhang H, Xu H, Yang N. New-onset systemic 
lupus erythematosus during pregnancy. Clin 
Rheumatol. 2013; 32(6):815-22.

15. Clowse ME. Lupus Activity in Pregnancy. Rheum 
Dis Clin North Am. 2007; 33(2): 237.

16. Miyamoto T, Hoshino T, Hayashi N, Oyama 
R, Okunomiya A, Kitamura S, Ohtake N, 
Suga M, Miyamoto K, Takaoka A, Aoki T, 
Imamura Y, Nagano S, Kita M. Preeclampsia as 
a Manifestation of New-Onset Systemic Lupus 
Erythematosus during Pregnancy: A Case-Based 
Literature Review. Am J Perinatol Rep. 2016; 
6(1): e62-7.

17. Chakravarty EF, Nelson L, Krishnan E. 
Obstetric hospitalizations in the United States 
for women with systemic lupus erythematosus 
and rheumatoid arthritis. Arthritis Rheum. 2006; 
54(3):899-907.

18. Borden MB, Parke AL. Antimalarial drugs in 
systemic lupus erythematosus: use in pregnancy. 
Drug Saf. 2001; 24(14):1055–63. 

https://pubmed.ncbi.nlm.nih.gov/?term=Bernatsky+S&cauthor_id=31403485
https://pubmed.ncbi.nlm.nih.gov/?term=Navarro+C&cauthor_id=25391611
https://pubmed.ncbi.nlm.nih.gov/?term=Saavedra+MA&cauthor_id=25391611
https://pubmed.ncbi.nlm.nih.gov/?term=Zen+M&cauthor_id=22417776
https://pubmed.ncbi.nlm.nih.gov/?term=Villalta+D&cauthor_id=22417776
https://pubmed.ncbi.nlm.nih.gov/?term=Tincani+A&cauthor_id=22417776
https://pubmed.ncbi.nlm.nih.gov/?term=Punzi+L&cauthor_id=22417776
https://pubmed.ncbi.nlm.nih.gov/?term=Iaccarino+L&cauthor_id=22417776
https://pubmed.ncbi.nlm.nih.gov/?term=Petri+M&cauthor_id=22417776
https://pubmed.ncbi.nlm.nih.gov/?term=Wang+Z&cauthor_id=23358829
https://pubmed.ncbi.nlm.nih.gov/?term=Wang+H&cauthor_id=23358829
https://pubmed.ncbi.nlm.nih.gov/?term=Zhang+H&cauthor_id=23358829
https://pubmed.ncbi.nlm.nih.gov/?term=Xu+H&cauthor_id=23358829
https://pubmed.ncbi.nlm.nih.gov/?term=Yang+N&cauthor_id=23358829
https://pubmed.ncbi.nlm.nih.gov/?term=Oyama+R&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Okunomiya+A&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Kitamura+S&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Ohtake+N&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Suga+M&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Miyamoto+K&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Takaoka+A&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Aoki+T&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/26929873/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Imamura+Y&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/26929873/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Nagano+S&cauthor_id=26929873
https://pubmed.ncbi.nlm.nih.gov/?term=Kita+M&cauthor_id=26929873

