in the three groups.
RESULTS

When sera from 72 pregnant women (group-1) with age matched
non-pregnant (group-2) women were studied under similar
conditions, the prevaence of serum IgG acl was observed to be less
ingroup-2. The prevalence of 1gG acl in group-1 patientswas 37.5%
where asin group-2 patientswas 16.7%, p<0.001, significant (Table-
2). In group-3 patients none of the patients had positive levelsof 1gG
acl. The levels were indeterminate in 16.7% of group-1, 25% of
group-2 and 4.2% of group-3 patients and negative in 45.8%, 58.3%
and 95.8% respectively. None of the patientsin any of the groups
had strongly positive levels of acl 1gG.

Table-2:  Prevalence of Anticardiolipin antibody 1gG

Inference

Group-1 (n=72)

Group-2 (n=72)
n(%)

Group-3 (n=72)

n(%) n(%)

Negative 33(45.8%) 42(58.3%) 69(95.8%)
Indeterminate 12(16.7%) 18(25%) 03(4.2%)
Low-medium positive 27(37.5%) 12(16.7%) 0
Strong positive 0 0 0

DISCUSSION

Recurrent pregnancy loss (rpl) has been associated with
anticardiolipin antibodies**®. These antibodies reduce the growth
of yolk sac and embryo and cause a maternal hypercoagulablility
leading to pregnancy lossin first trimester more so during the eighth
and ninth weeks of pregnancy when the placenta replaces the yolk
sac’.

Screening of these antibodies is mandatory in pregnant women with
recurrent pregnancy lossfor ingtituting efficient therapeutic regimen
to achieve a successful pregnancy outcome®. The data obtained in
the present study clearly indicate the presence of acl 1gG in patients
with history first trimester recurrent abortionsirrespective of the state
of the patient pregnant or non- pregnant at the time of testing.
Although the prevalence of acl 1gG was lower in the non-pregnant
condition as compared to during pregnant state. This finding is in
concurrence with a report? that anticardiolipin antibodies decrease
or may disappear in between pregnanciesonly to recur with increased
activity in the subsequent pregnancy and lead to fetal loss but no
numerical data has been reported. In conformity to our report, other
researchers® on astudy of normal pregnancy have observed decrease
in total serum 1gG levels during second and third trimesters of
pregnancy and post partum. Thisobservationisalsoin kegping with
astudy** that has reported a post partum decrease in the B-cell count
responsible for antibody mediated immunity. However, another
worker®? observed that the circulating B- cell levels during gestation
remains unchanged. It had been suggested that maternal immune
response is largely maintained during gestation, maternal
susceptibility and the ability to combat theinfection should besimilar
in both the pregnant and non- pregnant state.
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The frequency of recurrent abortion in the presence of acl antibodies
isconsiderably increased. In areport®® it was observed that fetal death
occurredin 10 of 13 (77%) patientswith abnormal andin 2 of 37(5%)
with normal acl levels. A study on plasma acl levels in post-
menopausal (non pregnant) women in other diseases including
myocardia infarction demonstrated high acl levels as arisk factor.
In another report®acl antibodieswere associated with 743 post partum
patients who had miscarried between 8 and 9 weeks of pregnancy.
The finding in the present study that acl 1gG are positive during the
non pregnant state in women with recurrent abortions inspite of the
incidence being amost half when compared during the pregnancy,
suggests that screening and treatment for these antibodies should be
doneas soon asthe pregnancy isdiagnosed or even pre conceptually.
Treatment if not instituted can lead to abortions and fetal death ina
huge percentage (96.8%) of pregnancies®. In the present study, 12
out of 72 (16.7%) patients of group-2 tested positive. This can be
explained on the basis of a report'® which suggested that
anticardiolipin antibodies may reduce in between pregnancies. Since
women with acl antibodies have a significant risk of adverse
pregnancy outcome, the non pregnant patients with history of
recurrent abortionseven with dightly raised levelsof theseantibodies
should be considered as high risk group. Early treatment of such
patients may result in successful embryo implantation and provide
protection against thrombosis of uteroplacental vessels thereby
increasing the chances of successful pregnancy outcome. This may
benefit these patients of recurrent pregnancy loss and the required
treatment should be started pre-conceptualy so as to increase the
chance of successful outcome of their precious pregnancy.

REFERENCES

1. Gusdon JPJr. F etal and maternal immunoglobulin levelsduring pregnancy. AmJ Obstet Gynecol
1969;103(7); 895-900.

2. Mendenhall HW. Serum protein concentrationsin pregnancy .I. Concentrationsin maternal serum
AmJ Obstet Gynecol 1970; 106(3): 383-399.

3. Song SC, Merkatz IR, Rifikind BA, Gillette PN, Kappas A. The influence of pregnancy and oral
contraceptive steroids on the concentration of plasma proteins. Sudies with a quantitative immun-
odiffusion method . Am J Obstet Gynecol 1970; 108(2): 227-231.

4. Unander AM, Norberg R, Hahn L, ArforsL . Anticardiolipin antibodiesand complement in ninety-
nine women with recurrent abortion. AmJ Obstet Gynecol 1987 ; 156: 114.

5. Franklin RD, Kutteh WH.Antiphospholipid antibodies(APA) and recurrent pregnancy loss: treat-
ing a unique APA positive population. Hum Reprod 2002; 17(11): 2981-2985.

6.  KalraS, Tuli A, Choudhary R, Rahegja S. Prevalence of anticardiolipn antibody IgG infirst trimes-
ter recurrent abortionsand roleof aspirininits prevention. Medical Science Monitor 2005; CR213-
216.

7. HarrisEN, Pierangdi Sand Birch D. Cardiolipin W&t Workshop Report. Am J Clin Path 1994;
101(5): 616-624.

8. Buckley RH, Dees SC, O’ Fallon WM. Pediatrics 1968 ;41: 600.

Gris JC, Perneger TV, Quere |, Mercier E, et al. Antiphospholipid/antiprotein antibodies and

plasma homocystein as risk factors for a first early pregnancy loss: a matched case control study.

Blood 2003; 102(10): 3504-3513.

10. Prentice RL, Gatenby PA, Loblay RH, et al. Lupus anticoagulant in pregnancy. Lancet 1984;
2:464.

11.  Glassman AB, Bennett CE, Christopher JB, Sdlf S. Immunity during pregnancy: lymphocyte sub-
populations and mitogen responsiveness. Ann Clin Lab Sci 1985; 15:357-362.

. Dodson MG Kerman RH, Lange CF, et al.T and B cells in pregnancy. Obstet Gynecol 1977,
49:299.

13.  Lockshin MD, Druzin ML, Goei S, et al. Antibody to cardiolipin asa predictor of fetal distress or
death in pregnant patients with systemic lupus erythematosus. N Engl J Med 1985; 313: 152-156.

14.  Branch Dw, Scott JR, Kochenour NK, Hershgold M. Obstetric complications associated with the

lupus anticoagulant. N Engl J Med 1985; 313: 1322.
must be referred, references numbered in text as they appear.
Update/Review/ Therapy update should have appropriate headings. with reference
numbersin thetext; Indian Literature cited, wherever available.
References: maximum number of references for update-30,0riginal-20, Case
reports-6:8.

©

Photographs/ figuresin envelope, each marked figure number on reverse with
legends on separate sheet, numbers not to exceed 4 in original, 2 in case report.
Statement signed by all authors regarding adherance to Standard ethical

guidelines prescribed by ICMR 2000. )




