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ABSTRACT 

	Background: Neonatal lupus erythematosus (NLE) is a rare autoimmune condition resulting from the transplacental transfer of maternal autoantibodies, primarily anti-SSA/Ro and anti-SSB/La. The disease can manifest with cutaneous, cardiac, hematologic, and hepatobiliary involvement, with variable prognosis depending on the affected systems.
Case Presentation: We report the case of a 4-month-old female infant who developed erythematous, scaly annular patches on the face, scalp, trunk, and folds. The lesions were asymptomatic and had been present for a month. The infant's mother had a history of systemic lupus erythematosus treated with corticosteroids and hydroxychloroquine. Laboratory investigations revealed elevated anti-SSA and anti-SSB antibodies, while cardiac evaluations were unremarkable. The diagnosis of NLE was established. The skin lesions improved with topical corticosteroids and strict sun protection.
Conclusion: This case highlights the importance of considering NLE in infants presenting with annular cutaneous lesions, especially in the context of maternal autoimmune disease. Early diagnosis, multidisciplinary management, and close monitoring are crucial to prevent complications, particularly cardiac involvement, which significantly affects prognosis.
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1. INTRODUCTION 

Neonatal lupus (NL) is an uncommon passive autoimmune disease resulting from maternal autoantibodies crossing the placenta into the newborn, primarily anti-SSA/Ro, anti-SSB/La and anti-U1-ribonucleoprotein (RNP) antibodies [1]. The pathogenic activity of these autoantibodies may affect various fetal tissues and lead to clinical manifestations, most frequently presenting as skin rashes, hematologic disorders, hepatobiliary involvement and, most severely, congenital heart block (CHB) [2]. Although NL occurs with an approximate frequency of 1 in 20,000 live births, its prevalence may be underestimated due to mild or subclinical presentations [3]. This article presents a case of NL in an infant born to a mother with systemic lupus erythematosus (SLE), followed by a discussion of the current literature on the condition.

2. case presentation

A 4-month-old female infant was brought to the Department of Dermatology at Ibn Sina University Hospital with erythematous, scaly patches on her face that had been present for the past month. The lesions were annular, with erythematous borders and a clear center, extending to the folds, back, abdomen and scalp. The rash was asymptomatic, with no associated pruritus or discomfort reported by the mother.
The infant was born full-term to a 29-year-old mother with a known history of systemic lupus erythematosus (SLE), diagnosed three years earlier and managed with corticosteroids and hydroxychloroquine. The pregnancy was uneventful, with regular prenatal care and no complications reported at birth. Of note, the mother had no history of previous pregnancies or adverse obstetric outcomes.
On physical examination, the infant’s vital signs were within normal limits: temperature 36.8°C, heart rate 120 beats per minute and respiratory rate 30 breaths per minute. Dermatological examination revealed multiple erythematous scaly lesions with central clearing on both sun-exposed and non-exposed areas (Figure 1). No signs of systemic involvement—such as hepatosplenomegaly, jaundice or heart failure—were observed.
Laboratory testing revealed elevated levels of anti-SS-A and anti-SS-B antibodies in the infant’s serum. Complete blood count, liver function tests and metabolic panels were within normal ranges. Electrocardiogram and echocardiography were performed to evaluate for cardiac involvement; both were normal, with no evidence of congenital heart block [4].
A diagnosis of neonatal lupus was made based on the clinical presentation and serological findings. Management included topical corticosteroids and strict sun avoidance. At a six-week follow-up, the skin lesions had improved significantly, and no new systemic symptoms were observed.

3. discussion

Neonatal lupus (NL) is an autoimmune condition that results from the passive transfer of maternal IgG autoantibodies across the placenta, typically during the second trimester [5]. While cutaneous manifestations are the most common, occurring in up to 60% of cases, systemic features such as hematologic abnormalities (anemia, thrombocytopenia, neutropenia), hepatobiliary involvement and cardiac defects—particularly congenital heart block (CHB)—may also occur [6].
The skin is the most frequently affected organ. Although some lesions are present at birth, rashes usually develop within the first few weeks of life. They can appear anywhere but are generally located on the scalp, face and neck. A typical periorbital distribution may resemble a raccoon-eye pattern. The rash often consists of erythematous rings with or without central scaling. In some cases, lesions may present as cystic plaques, urticarial eruptions, ulcerations or blisters [7,8]. Sun exposure is not required for the rash to develop, though ultraviolet light may exacerbate existing lesions and trigger new ones. According to Wisuthsarewong et al., other reported cutaneous findings in neonates with NL include baby-petechiae, persistent cutis marmorata and discoid plaques, as seen in our patient [9].
Newborns diagnosed with NL should be evaluated by a rheumatologist, as systemic involvement often necessitates a multidisciplinary approach. In cases with cardiac involvement, particularly CHB, continuous follow-up with a cardiologist is essential since many affected infants ultimately require pacemaker implantation. To minimize the risk of skin changes and scarring, strict photoprotection is recommended, including the use of sunscreen and protective clothing. Most cutaneous lesions respond well to topical corticosteroids, while systemic immunosuppressive therapy and corticosteroids are rarely needed. However, in more complex cases with hematologic abnormalities, liver dysfunction or neurological complications, systemic immunosuppressants and intravenous immunoglobulin may be necessary [10].
CHB is the most severe complication, affecting approximately 2% of infants born to anti-SSA/Ro-positive mothers. It is typically detected in utero by fetal echocardiography between 18 and 24 weeks of gestation. Unlike cutaneous manifestations, CHB is irreversible and may necessitate permanent pacemaker insertion. Risk factors for CHB include high maternal autoantibody titers and a history of a previous child with NL [11,12].
Other systemic features, such as hematologic and hepatobiliary abnormalities, are usually transient and resolve as maternal antibodies are cleared from the infant’s circulation by six to eight months of age [13]. These manifestations rarely require specific treatment unless complications arise.
The diagnosis of neonatal lupus erythematosus is based on clinical features and the presence of anti-SSA or anti-SSB antibodies in serum samples from either the infant or the mother. A broad differential diagnosis should be considered, as NL can mimic a wide range of dermatologic conditions, including seborrheic dermatitis, atopic dermatitis, neonatal acne, urticaria, tinea corporis, granuloma annulare, erythema multiforme, Langerhans cell histiocytosis and congenital infections such as syphilis [7,10,14].
The prognosis for neonates with NL varies depending on the organs involved. When the disease is limited to cutaneous manifestations, the outlook is highly favorable, with rashes typically resolving by six months as maternal antibodies wane. In contrast, cardiac complications—particularly CHB—pose significant health challenges due to their permanent nature. Reported mortality rates range from 20% to 30%, primarily due to heart failure. Cases involving cytopenias or hepatobiliary disorders generally improve within six months, although close monitoring is necessary to detect potential bleeding or liver-related complications. The recurrence rate in subsequent pregnancies is estimated at 17% to 25%. While children with NL may have an increased susceptibility to developing autoimmune diseases later in life, the exact prevalence remains unclear [9,14,15].
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Fig. 1. multiple erythematous scaly lesions with central clearing on the body Mean 



4. Conclusion

Neonatal lupus is a relatively rare but potentially serious condition caused by the transplacental transfer of maternal autoantibodies. Early recognition is crucial for timely diagnosis and management, particularly in mothers with autoimmune diseases. Skin manifestations are the most common and typically self-limiting; however, cardiac complications can pose significant risks. The management of affected infants requires a coordinated multidisciplinary approach along with parental counseling.
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