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 A B S T R A C T  

Glucocorticoids (GC) are important in fetoplacental development and GC production increases in pregnant women.GCs can 
be used for various reasons during pregnancy, but there are some things to keep in mind.In patients with systemic vasculitis, 
GC exposure may be associated with complications such as low birth weight and preterm birth. When planning pregnancy in 
patients with systemic vasculitis, the aim should be to control disease activity with the lowest possible dose of GC. Pregnant 
women who are required to use GC should also be monitored more closely for gestational diabetes and hypertension.
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Physiology related to pregnancy and 
glucocorticoids

Immune adaptation mechanisms are needed for 
a healthy pregnancy. Glucocorticoids (GC) play an 
important role in normal fetoplacental growth, 
and GC production increases in pregnant women 
[1]. GC production progresses in balance with 
the increase in progesterone, reducing the risk of 
fetomaternal complications (Figure 1). On the other 
hand, GC is used in the prevention or treatment of 
some fetomaternal complications that develop 
for various reasons [2]. Indications for pregnancy-
related GC treatment are shown in Figure 2. The 
main determinant of which GC will be used in 
treatment is the GC dose to which the fetus will be 
exposed. Placental passage rates according to GC 
types are shown in Table 1 [3].

Pregnancy in systemic vasculitis

In systemic vasculitis, the process should be 
considered for three different periods listed below 
in the evaluation of pregnancy.

i. Family planning

ii. Pregnancy course

iii. Postpartum period

First of all, pregnancy should be considered from 
the first visit in a systemic vasculitis patient of 
childbearing age, and information should be 
provided about the timing of conception and 
contraceptive methods. The expectation of a 
negative effect on the course of the disease in a 
planned pregnancy is quite low. However, even in 
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planned pregnancies, the risk of some fetomaternal 
complications, including abortion, preeclampsia, 
premature birth, intrauterine growth retardation 
and postpartum thrombosis, is still increased 
[4]. It is known that factors such as disease flare, 

uncontrolled hypertension and renal artery 
involvement increase the risk of fetomaternal 
complications [5].

The assessment of disease flare becomes more 
complicated in pregnancy. Clinical findings of 
tachycardia, tachypnea, murmur, arthralgia and 
morning stiffness and laboratory findings of acute 
phase elevation and moderate proteinuria are the 
most important confounders in the determination 
of disease activity due to the physiological changes 
of pregnancy. Acute phase indicators may increase 
significantly, especially in the last trimester [6].

Table 1. Placental passage rates of glucocorticoids

Hydrocortisone 15 %

Prednisolone 10 %

Methylprednisolone 45 %

Betamethasone 30 %

Dexamethasone 65%

Figure 1. The importance of equilibrium between glucocorticoids and progesterone in pregnancy.

Figure 2. Indications for glucocorticoid treatments according to pregnancy time.
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Adverse effects of glucocorticoid drugs in 
pregnancy
It is thought that there is a relationship between 
GC exposure and low birth weight and preterm 
birth in patients with systemic vasculitis, as in 
patients with rheumatoid arthritis and systemic 
lupus erythematosus, due to maternal effects [7]. 
Although there are conflicting results regarding 
preeclampsia, GC use probably increases the risk of 
preeclampsia. The risk of cleft palate/lip is probably 
increased in children of pregnant women exposed 
to GC, especially in the first trimester. There is also 
an increase in the risk of gestational diabetes. GC 
side effect risks are related to dose and duration. 

In a case-specific setting, ensuring disease control 
with low-dose GC can protect against additional 
immunosuppressive load. For example, it has been 
reported that disease control can be achieved 
with only low-dose GC throughout pregnancy 
in patients with Takayasu arteritis [8]. When 
general population data are examined, longer 
hospitalisation in neonatal intensive care unit, 
increased risk of hypoglycemia, reduced head 
diameter, and neuropsychological developmental 
problems have been reported more frequently in 
children of pregnant women exposed to GC before 
the 34th week [9]. 

In conclusion, when planning pregnancy, it is 

advisable to aim for controlling systemic vasculitis 
disease activity with the lowest effective dose of 
GC. The risk of fetomaternal complications may 
increase in pregnant women using GC, depending 
on the dose and duration. These pregnancies 
should be monitored more closely for gestational 
diabetes and hypertension. More clinical studies 
are needed on topics such as the effects of GC use 
on the newborn in patients with systemic vasculitis, 
the effects of high-dose GC on the fetomaternal and 
neonatal outcomes, the effect of continuing low-
dose GC on pregnancy loss, the effect of antenatal 
GC use on preterm birth, and the comparison of 
low-dose GC with immunosuppressive treatments 
in disease control.
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