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PEMPHICLS VULGARIS AND PREGNANCY

Banerjee Kalyan, Banerjee Raghubir

Pemphigus vulgaris during pregnancy
immunopathologically confirmed cases were treated by us. Case 1 delivered normal
child; in case 2 a macerated foetus was born-with extensive features of Neonatal
pemphigus vulgaris survived for 10 days. ~

Key Words : Pemphigus vulgaris with pregnancy, Transplacental transmission,
Neonatal pemphigus vulgaris

Introduction

Pemphigus vulgaris with pregnancy is
extremely rare condition, due to improvement
of recent immunopathological testing so far 16
cases have been published.? Foetal mortality
is high due to transplacental transmission of
pemphigus antibody from mother to child.®*
Risk of using teratogenic immuno suppressive
drug may produce defect in the foetus.

Case I. A 35-year-old women, para 6
was reported with flaccid bullae all over the
body specially on abdomen, thighs & back
with a duration of 2 months. Blood bio
chemistry was normal. High WBC count
26,000 cmm. with raised ESR 160 mm was
the only positive findings. Bacteriogical culture
was positive for staphylococcus aureus. In
histopathology typical suprabasal bullae with
acantholysis was seen. (Fig. 1) Material send for
direct immunoflorescence was positive; lgG
level 1: 540. Patient was treated with
systemic steroid (120 mgm per day),
azathioprine (150 mgm per day), weekly
dosage of cyclophosphamide (200 mgm).
Pregcolor test was positive. Patient delivered
normal baby, his chord blood was examined
for pemphigus antibody found negative.
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Fig. 1. Suprabasal bullae with cantholysis (H imi

stain) ol
and oral mucous membranes were extensivelyg o
involved with erosions & ulcers. No sign dir
toximea seen. Direct immunopathological ep:
testing showed florescence at the intracellul tre
bridges (Fig.2) IgG level 1 : 640, with hi an
WBC count 30,000 cmm with raised ESR§ &
208 mm. Virological culture negative f ati
cytomegalovirus. Bacteriological culture w dis
positive for staphylococcus aureus. Treat ali

with systemic steroid and immunosuppressi
agents like previous case. Supportive therapy
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blood transfusion, antibiotic cefatoxime wa§
also given. At full term she delivered
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Fig. 2.

maccerated foetus which we apprehended
from ultrasonographic foetal monitoring
' (Fig.3). Material send for direct immuno
. histopathological testing it was positive. IgG
level chord blood was positive 1 : 6. The baby
8 died after 10 days.

Comments

‘Role of circulating autoantibodies (mainly

IgG) in the pathogenesis of P. vulgaris have
oy long been debated.>® Presence of circulating
£ immunoglobuline is the cause of disease or

‘§ secondary to some primary stimulus is difficult
| to ascertain. Autoantibody thus produced
directed against attachment function between
epidermal cells have been established. Passive
¥ transfer of P. vulgaris patient’s serum to
animals’® and cultured human keratinocytes’
& simultaneous development of acantholysis'
attributed to role of immunoglobuline in the
- disease process. Co-relation of disease activity
along with P. vulgaris antibody titre and
~amelioration of disease by plasma pheresis
- speak for role of IgG in such cases.'' In our
 Cases we were forced to use immuno-
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Fig. 3. Maccerateal foetus with extensive

bullae, : Front view

suppressive agents because they didn't
improve with simply systemic steroid and other

supportive therapy.

1gG class antibody is capable to cross
placental barrier to produce neonatal P.
vulgaris or macerated foetus. Use of
immunosuppresive agents may produce birth
defect.
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