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Abstract
Pregnancy and systemic lupus erythematosus in black African women: about 10 cases in Libreville
(Gabon). Objectives: Through a study in a population of systemic lupus erythematosus (SLE)
pregnant black Gabonese women, we describe the characteristics of these pregnancies to clarify
their main complications and to make recommendations to their follow-up in low resource countries. Patients and Methods: This is a longitudinal descriptive study conducted over a period of six
years, from 1 January 2008 to October 31, 2013, in Libreville (Gabon). We’ve included, systemic
lupus erythematosus women carrying a pregnancy during the period of the study. Results: Seventy-two SLE women were followed and were eligible. Only 8 patients (11%) were pregnant during
the follow up period. These 8 SLE patients allowed us to monitor 10 pregnancies. The average parity was 0.88. Eight pregnancies in ten (80%) had complications and most frequent was preeclampsia. Nine pregnancies (90%) resulted in the birth of viable children of which 4 (44.4%) were born
by caesarean section and the 5 others (55.6%) were born by natural route. Conclusion: We recommend a monthly prenatal care for these high-risk pregnancies and early detection of preeclampsia.
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1. Introduction

The association of systemic lupus erythematosus (SLE) and pregnancy is not well known [1]-[4]. Pregnancy on
SLE field can be a high-risk situation due to the strong involvement of estrogen in the pathogenesis of SLE.
Currently, a better understanding of SLE enables more efficient management of these pregnant. The cohorts
identified in the literature are exclusively Western while this disease is increasingly diagnosed in black African
countries [5]. Through a study in a population of SLE pregnant black Gabonese women, we want to describe the
characteristics of these pregnancies to clarify their main complications and to make recommendations as to their
follow-up in low resource countries.

2. Patients and Methods
This is a longitudinal descriptive study, conducted over a period of six years from 1 January 2008 to 31 October
2013, in departments of infectious diseases at the Libreville University Hospital (LUH) and of obstetrics and
gynecology Hospital Army at Libreville (HAL) in Gabon.
Were included, lupus-known women documented by international standards of the American College of
Rheumatology (ACR), carry a pregnancy during the period of the study and followed in both services.
SLE women followed at LUH are seen on a quarterly in visit. Their clinical and laboratory findings are recorded in individual medical record tracking. Pregnancy is permitted if the lupus activity index (LAI) is less than
4 for at least 6 months, as recommended by the ACR. Above this index, spontaneous occurrence of pregnancy is
almost impossible. Only patients with a LAI < 4 were included in the study. Once pregnant, these women are
addressed in the obstetrics and gynecology department of the HAL for monitoring pregnancy and childbirth. At
each pre natal visit (PNV), in addition to clinical examination, fetal ultrasound coupled with Doppler (uterine
artery, umbilical artery) was performed. A cardiological opinion was requested when the blood pressure rose
beyond 140/90 mm Hg. The results of these examinations were registered on the clinical records of pre natal
monitoring. The data of parturition and postpartum were recorded on individual field.
For each patient, we collected the following: sociodemographic characteristics, those of lupus, pregnancy
monitoring, delivery and data of the newborn.
The capture and analysis of data were made on EPI info 6.04. Given the weakness of our sample, our study is
a case series with a distribution randomly. Quantitative data were made in averages and qualitative data were
described using numbers and percentages.

3. Results
Seventy-two SLE women were followed in the infectious disease department of LUH and all (100%) were eligible, because with a LAI below 4 for 6 months and being of childbearing age. Only 8 patients (11%) were pregnant during the follow up period. These 8 SLE patients allowed us to monitor 10 pregnancies (2 women were 2
successive pregnancies).
The average age of patients during pregnancy was 28 years (extremes 21 and 44 years). The mean gravidity
was 0.47 gesture with extremes of 0 and 8. The average parity was 0.88 (extremes: 0 and 6), and low pares (n ≤
2) were the most frequent (87.5%). Table 1 shows that a history of fetal loss, pre existing on the studied pregnancy was known in 50% of pregnant (n = 4).
The mean duration of SLE symptoms was 7 years (extremes: 1 and 21). Immunological diagnosis has been
established in all cases, with concomitant positive antinuclear antibodies: anti DNA specificity (n = 7), anti
Table 1. Personal history of fetal loss.
Term of occurrence (quarter)

Number and type of fetal loss (N)
*

First

2 SM at 10 WA

Second

1 SM* at 18 WA
**

Third

2
1
***

2 FDIU at 32 WA and 36 WA

Total
*

5
**

SM: Spontaneous miscarriages; FDIU: Fetal death in-utero;

***

WA: week of amenorrhea.
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U1RNP (n = 4) and Sm (n = 1). The dosage of phospholipids antibodies has been practiced by only 4 patients
(normal in 3 cases and elevated in 1 case). All 8 patients had received oral corticosteroids gradually decline to a
maintenance dose of 10 mg/day; associated with hydroxychloroquine. Three women (37.5%) received an additional immunosuppressive therapy.
On average, 8 pregnant benefited 3.7 PNV (extremes: 2 and 5) and ultrasound 3.0 (2 and 6). Ultrasound monitoring allowed diagnosing 1 case (12.5%) of intrauterine growth retardation. There were no cases of fetal malformation, and amniotic fluid volume was always normal (100%). The average number of Doppler examinations
was 4.3 (extremes: 4 and 5).
In all cases, the uterine artery Doppler and/or umbilical artery Doppler revealed normal resistance index for
the gestational terms. Eight pregnancies in ten (80%) experienced complications and the most frequent was
preeclampsia (Table 2).
There was 1 case of fetal death in-utero at 23 WA and the 9 other pregnancies (90%) allowed the birth of viable children. The average term of delivery was 33.3 WA (extremes: 32 and 41 WA). There were 3 cases of premature birth with an average term of 35.1 WA (extremes: 32 and 36 WA), and 6 term deliveries (average term:
38.9 WA; extremes: 38 and 41 WA). Four children (4/9 = 33.3%) were born by caesarean section and the other
5 (66.7%) by natural route. The APGAR score at 1 minute averaged 9 (extremes: 9 and 10). The average birth
weight was of 2459 g with (extremes: 1430 g and 3860 g). Low fetal birth weight was predominant (n = 5).

4. Discussion
The data of SLE among pregnant black in sub-Saharan countries remain rare while it is known that the prevalence of lupus in African-Americans and Afro-Caribbean migrants to Europe is six times higher than among native Europeans [6] [7].
It seems that SLE does not affect the fertility of women [8]-[10]. This would explain that our fertility rate of
11% seems similar to the global fertility rate in Gabonese women population in childbearing age, that is 14.3%
[11].
The age of 28 years in our series can be comparable to that found in the literature [2] [7] [8] [12]. The low
gravidity and low parity are usually more common in population of SLE women [7] [8].
Pregnancy exposes SLE women at risk of lupus flare and spontaneous miscarriages (SM), hence the need for
planning the pregnancy. Factors that promote these SM are proteinuria > 500 mg/day, a lupus nephritis underlying, antiphospholipid syndrome, thrombocytopenia and pre existing high blood pressure [13] [14]. The rate of
SM is from 8% to 36% [7] [13] [14]. All times, in case of occurrence of an unplanned pregnancy, maternal renal
function must be carefully monitored [1]. We found a high rate of fetal loss history.
This rate is declining in western series as being spent these past 40 years from 43% to 17% [1] [7] [13]-[15],
similar to that of the general population of non lupus women which lies between 10% and 15% [3] [7].
Our average number of PNV seems low and inadequate for monitoring this type of high-risk pregnancies.
While the WHO recommends the practice of 4 PNV, but it seems prudent to examine these women at least
monthly as proposed by Brandt [9].
The use of fetal ultrasound should be systematic at each PNV. On the other hand, Doppler velocimetry revealed no abnormality in our series, which could be linked to good control of lupus disease in pre-conception
Table 2. Maternal complications and term of occurrence.
Maternal complications

N

Term of occurrence (WA)

%

Severe preeclampsia

3

23, 28 and 34 WA

37.5

PROM*

2

33 and 34 WA

25

Acute pulmonary edema

1

24 WA

12.5

Pulmonary embolism

1

34 WA

12.5

1

23 WA

12.5

**

FDIU

Total
*

8
**

PROM: premature rupture of ovular membranes; FDIU: Fetal death in-utero.
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period as seems to attest to the unique case of intrauterine growth retardation found. It is known that the predictive value of Doppler in the diagnosis of intrauterine growth retardation is not conclusive [16], but its realization
can estimate the quality of the utero-placental perfusion.
Preeclampsia is the major complication of these pregnant [13]-[15]. Its frequency varies from 3% to 30% [10].
Our rate of 30% is comparable to that of De Bandt [9], but the weakness of our sample does not allow extrapolating this result. Prematurity is a common complication with varies from 20% to 54% [2]. Our rate of 40% is
consistent with the literature. Regarding the prevalence of low fetal birth weight, the studies are divergent with
rates ranging from 10% to 35% [2].
Our average length of gestation for preterm infants and full-term pregnancy, seem a little higher than those of
Le Thi Huong [17]. This author has found an average period of gestation of 33.3 WA in case of premature birth
and 37.4 WA in term delivery. Le Thi Huong [17] found a caesarean section rate of 37%, which is similar to
ours.

5. Conclusion
The association SLE and pregnancy is rare in sub-Saharan literature. We recommend a monthly prenatal care for
these high-risk pregnancies and early detection of preeclampsia.
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