
R E S E A R C H Open Access

© The Author(s) 2025. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit  h t t p :   /  / c r e a t i  
v e c  o m m  o n  s  . o  r  g /  l i c  e n s   e s  /  b y  - n c  -  n d / 4 . 0 /.

Liu et al. BMC Pregnancy and Childbirth          (2025) 25:463 
https://doi.org/10.1186/s12884-025-07600-5

BMC Pregnancy and Childbirth

†Lijuan Liu and Xiao Ma have contributed equally to this work.

*Correspondence:
Long Zhao
zhaolong@qdu.edu.cn
1Department of Nephrology, The Affiliated Hospital of Qingdao University, 
Qingdao, Shandong, China
2Department of Obstetrics, Qingdao Jinhua Gynecology Hospital, 
Qingdao, Shandong, China

Abstract
Objective In order to examine the impact of belimumab on recurrent spontaneous abortion (RSA) women 
exhibiting B lymphocyte dysfunction.

Methods This study conducted a retrospective case-control analysis of RSA patients with confirmed B lymphocyte 
dysfunction. The study included 102 women who had experienced at least two consecutive miscarriages and 
demonstrated elevated peripheral blood B cell percentages and/or counts. Participants were separated into two 
distinct groups: the belimumab group (n = 51), which received basic treatment supplemented with belimumab 
(BENLYSTA) at a dosage of 10 mg/kg BW at 2-week intervals for the first 3 doses and at 4-week intervals thereafter, 
from the end of menstrual period until the 12th week of pregnancy, if necessary; and the control group (n = 51), which 
received only standard treatment. Comparisons of Pregnancy outcomes, B cell percentage, B cell count and adverse 
reactions were made between 2 groups.

Results Healthy newborns were delivered by 45 participants (88.23%) in belimumab group and 36 participants 
(70.59%) in control group [P = 0.048, odds ratio (OR) = 3.13; 95% confidence interval (CI) (1.10–8.87)]. The belimumab 
group exhibited significantly lower peripheral blood B cell percentage and B cell count compared to the control 
group during gestational weeks 2–12 (P < 0.05).

Conclusion The findings suggest that belimumab is both safe and effective for treating RSA with lymphocyte 
dysfunction, indicating its potential as a therapeutic strategy for RSA.
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Introduction
Recurrent spontaneous abortion (RSA) is defined as hav-
ing 2 or more consecutive spontaneous abortions, with 
an incidence rate of about 5% among couples of child-
bearing age [1]. The risk of RSA increases with the num-
ber of miscarriages. It is reported that the probability 
of miscarriage in the first pregnancy is 11–13%,second 
pregnancy in 13–17% and third pregnancy in up to 80% 
[2]. For those with a history of four or more miscarriages, 
if not appropriately treated, most will experience subse-
quent miscarriages [3]. In recent years, the prevalence of 
recurrent miscarriage has been increasing, and women 
with multiple miscarriages face significant physical and 
emotional stress [4]. Therefore, investigating the etiology 
of RSA and implementing targeted and preventive treat-
ments based on the underlying causes is crucial for man-
aging and preventing RSA. Research into this condition 
is a current focus in the field of obstetrics and gynecol-
ogy. Known causes of RSA include autoimmune diseases, 
chromosomal abnormalities, endocrine disorders, uter-
ine abnormalities, infections, and immune system disor-
ders [5]. Among these, about half of RSA cases are related 
to immune system disorders, primarily lymphocyte dys-
function [6].

Numerous foundational and clinical studies have 
established a link between immune cells and adverse 
pregnancy outcomes, particularly RSA [7–9]. Success-
ful maintenance of immune tolerance to the fetus during 
pregnancy relies on the activation and balance of vari-
ous immune cell types, including dendritic cells (DCs), 
natural killer (NK) cells, macrophages, T cells, and B cells 
[10]. Disruptions in the distribution, proportions, matu-
ration, or function of these cells can negatively affect 
pregnancy outcomes, potentially leading to RSA [7, 11]. 
These findings underscore the important role of immune 
cells, especially lymphocytes, in the context of RSA [12], 
and B lymphocytes may play a significant role in this 
process.

Elevated B cells can promote the secretion of plasma 
cells, synthesize and secrete antibodies, and circulate 
in the blood, contributing to humoral immunity. B cells 
are also closely associated with conditions such as endo-
metriosis, increased levels of autoantibodies, ovarian 
dysfunction, luteal phase insufficiency, and decreased 
progesterone synthesis. Additionally, activated B cells 
are capable of producing various cytokines, such as IL-4, 
IL-6, IL-17, and TNF-α, which participate in inflamma-
tory cycles and immune regulation, inhibiting the prolif-
eration and differentiation of trophoblast cells, ultimately 
leading to embryonic arrest [13].

Currently, treatments targeting lymphocyte dysfunc-
tion, such as cyclosporine and tacrolimus, are widely 
used for RSA management [6, 14, 15]. However, these 
treatments primarily focus on NK cells and T cells, with 

a lack of effective and safe therapies specifically targeting 
B cells for pregnant women. Since 2018, our hospital has 
treated RSA patients with documented lymphocyte dys-
function using a combination of aspirin, heparin, pred-
nisone, cyclosporine, and intravenous immunoglobulin, 
achieving a success rate of approximately 75%. Neverthe-
less, about one-quarter of patients still experience treat-
ment failure. For these patients, the primary reason for 
failure is believed to be the inadequacy of current tra-
ditional treatment regimens in reducing B cell levels to 
optimal levels, leading to pregnancy loss.

Belimumab is classified as a class C drug for preg-
nancy by the US Food and Drug Administration (FDA) 
[16]. Belimumab is a fully human monoclonal antibody 
which targets and suppresses the B lymphocyte activa-
tion factor. It is a specific inhibitor of the B lymphocyte 
stimulator (BlyS). By binding to excess BlyS, belimumab 
blocks the interaction between BlyS and its receptors on 
B cells, thereby inhibiting the survival of autoreactive B 
cells. This leads to an increased apoptosis of autoreac-
tive B cells, consequently controlling the progression of 
the disease [17–20]. In 2011, belimumab became the first 
biological agent to be approved by the US FDA to cure 
adult systemic lupus erythematosus (SLE) [16]. Numer-
ous real-world studies from countries such as the United 
States, Argentina, Germany, and Spain, along with exten-
sive clinical data, have demonstrated the efficacy of beli-
mumab. Additionally, some studies have reported the 
successful treatment of patients with antiphospholipid 
syndrome (APS) using belimumab [21–25]. Although 
some studies have indicated the safety of belimumab in 
women exhibiting pregnancy complicated by SLE or APS 
[26], there is still a lack of data on the therapeutic safety 
and efficacy of belimumab in women with recurrent 
RSA. Furthermore, the use of belimumab in the field of 
reproductive immunology lacks evidence-based medical 
support.

We hypothesize that belimumab may exert a role 
in preserving pregnancy by inhibiting B-cell activity, 
improving immune tolerance at the maternal-fetal inter-
face, and reducing maternal immune rejection of the 
embryo. Therefore, we performed immunosuppressive 
treatment with belimumab in consenting RSA patients 
who did not respond to conventional treatments, includ-
ing aspirin, low-molecular-weight heparin, prednisone 
and cyclosporine.

Methods and materials
Patients
A retrospective case-control analysis was carried out on 
102 pregnant patients, split evenly with 51 participants in 
control group and 51 participants in belimumab group, 
all diagnosed as RSA in Qingdao Jinhua Gynecology Hos-
pital from August 2021 to February 2024. All participants 
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in this study are Han ethnic. All pregnancy diagnosis 
were defined and diagnosed according to the guidelines 
of the Chinese Society of Obstetrics and Gynecology 
[27].
 
The inclusion criteria were:

1. Patients with two or more consecutive miscarriages 
and no history of a successful pregnancy.

2. Patients aged 39 years or younger.
3. No uterine abnormalities detected through uterine 

ultrasound examination or hysteroscopy.
4. Blood B cell percentage greater than 18.2% or B cell 

count exceeding 530/µl [28].
5. Failure of standard treatment in patients.
6. Husband’s semen analysis is normal.

The exclusion criteria were:

1. Inability to rule out other RSA causes, including 
uterine defects, abnormal karyotypes, infectious 
diseases, endocrine disorders, thrombosis 
abnormalities or coagulation, and autoimmune 
deficiencies (including SLE and APS).

2. Abnormal semen analysis in the husband.
3. Patients undergoing infertility treatment.
4. Drug allergies.
5. Incomplete data.

Design of the study
All study participants were made aware of the potential 
impacts of this research on the fetus and the mother, 
including the possible risk of infection from belimumab. 
The belimumab group received belimumab plus standard 
treatment (aspirin, low-molecular-weight heparin, pred-
nisone, cyclosporine), while the control group received 
a standard treatment. The 51 participants in the belim-
umab group were administered belimumab (BENLYSTA, 
GlaxoSmithKline Manufacturing S.P.A., Italy) intrave-
nously at 10 mg/kg BW at 2-week intervals for the first 
3 doses and at 4-week intervals thereafter, starting at the 
end of their menstrual period till the 12th week of preg-
nancy, if necessary.

During the treatment, belimumab was discontinued if 
the fetal growth was satisfactory without obvious gross 
anomalies, human chorionic gonadotropin (HCG) levels 
increased appropriately, and B cells count returned to 
normal. After discontinuation, B cell percentage and B 
cell count were measured every 2 weeks until 12 weeks 
gestation. The fetal growth was monitored via ultrasound 
and HCG levels were measured every 1 to 2 weeks. If 
any abnormalities were detected, the medication would 
be restarted, and continued until 12 weeks of gestation 
if necessary. Therefore, only very few participants used 

more than 3 doses in this study. Adverse reactions to 
the medication were monitored throughout the use of 
belimumab.

Except for belimumab, other drugs targeting B cells 
were not used. In addition, there was no difference in 
standard treatment (aspirin, low-molecular-weight hepa-
rin, prednisone, cyclosporine) between the two groups.

Observational indicators
The peripheral blood B cell percentage and B cell count 
were detected per 2 weeks from the end of menstruation 
to gestation week 12 in the two groups. The entire preg-
nancy period of all study participants was followed up 
throughout the study. From 4 to 12 weeks of pregnancy, 
transvaginal ultrasound examinations were conducted 
every 2 weeks to monitor embryo development or diag-
nose miscarriage (according to the criteria of the Chinese 
Society of Obstetrics and Gynecology). Detailed scan was 
carried out at 20–24 weeks of pregnancy to rule out fetal 
anomaly. To exclude congenital abnormalities, all new-
borns were examined by pediatricians. Gestational ages 
at which the miscarriage occurred were calculated based 
on the observed gestational sac size and crown-rump 
length during ultrasound examinations.

The primary outcome was the birth of a healthy baby 
free from congenital abnormalities. Secondary outcomes 
included neonatal weight, pregnancy complications (such 
as preterm birth, preeclampsia, gestational diabetes, 
bleeding and thrombosis, hypertensive disorders of preg-
nancy), and adverse reactions to the treatment.

Analyses of B cell percentage and B cell count in peripheral 
blood
The peripheral blood B cell percentage and the B cell 
count were measured using flow cytometry, following 
previously established protocols [29].

Statistical analyses
Statistical methods were conducted through SPSS ver-
sion 23.0 (IBM, Armonk, NY, USA). Discrete variables 
were analyzed using Fisher’s exact test and χ2 test, while 
continuous variables were evaluated through a two-tailed 
unpaired one-way ANOVA and Student’s t-test. P<0.05 
was regarded as statistically significant.

Results
Basic characteristics of the study participants in both 
groups
No statistically significant differences were observed 
between the two groups in terms of the number of con-
secutive miscarriages, age, gestational weeks at the time 
of miscarriage, and body mass index (BMI) before preg-
nancy (Table 1).
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Primary and secondary outcomes
According to the data in Table 2, out of 51 participants 
in the belimumab group, 45 had live births (88.24%), 
whereas only 36 out of 51 participants in the control 
group had live births (70.59%). This difference is statisti-
cally significant [P = 0.048, OR = 3.13; 95% CI (1.10–8.87)]. 
The number of participants needed to be treated (NNT) 
to achieve one additional live birth is 5.67. No statistically 
significant differences were observed between two groups 
regarding gestational age at the time of miscarriage, neo-
natal weight, or adverse reactions to the treatment.

Both groups had one case of rash. In the belimumab 
group, one case (1.96%) of hypertensive disorders of 
pregnancy was observed, compared to four cases (7.84%) 
in the control group, with the control group having a 
higher incidence, though the difference was not statisti-
cally significant. None of the newborns had congenital 
defects or infections, and their perinatal development 
was also normal. The critical safety and immunological 

outcomes also have no differences between two groups, 
such as maternal infection (absent in both groups, 0 
cases), maternal Immunoglobulin G (IgG), neonatal 
infection and neonatal white blood cell counts. Among 
21 cases of miscarriage, chromosomal karyotyping of 
the embryonic tissue was performed in 12 cases, reveal-
ing chromosomal abnormalities in 3 cases: 1 from belim-
umab group (47 XY, + 21) and 2 from control group (47 
XX, + 21 and 47 XY,+18, respectively).

Comparison of the B cell percentage and the B cell count in 
peripheral blood
Compared to control group, belimumab group exhibited 
a significant reduction in B cell percentage and B cell 
count of peripheral blood in gestation weeks 2–12 (Fig. 1, 
P < 0.05).

Discussion
In the present retrospective case-control study, beli-
mumab demonstrated significant efficacy in women 
with RSA caused by lymphocyte dysfunction, mark-
edly increasing live birth rates and reducing miscarriage 
rates. The NNT to achieve one additional live birth was 
5.67, which is notably lower than the NNT for some tra-
ditional therapies, such as tacrolimus and lymphocyte 
immunotherapy, which have NNTs of 6.07 [6]and 10 [30], 
respectively.

However, the findings of the present retrospective case-
control study may not generalize to all RSA patients due 
to limited sample volume and stringent inclusion and 
exclusion criteria. Currently, there are no large-scale clin-
ical studies on the use of belimumab in the treatment of 
RSA. Previous studies on belimumab in pregnant popu-
lations were conducted in patients with SLE and only 
explored the safety of belimumab during pregnancy. This 
study is the first to apply belimumab in patients with RSA 
and found that belimumab treatment can significantly 
improve embryo survival rates in RSA patients, poten-
tially reaching levels comparable to normal pregnancies. 
This suggests that belimumab could become a new treat-
ment avenue for RSA.

Moreover, no significant fetal or maternal abnormali-
ties were observed in patients using belimumab during 
pregnancy in this study. This provides new evidence sup-
porting belimumab treatment among pregnant women 
and demonstrates the efficacy and safety in treating RSA 
secondary to lymphocyte dysfunction.

Belimumab is completely humanized IgG1 monoclo-
nal antibodies that particularly targets BlyS, a member 
of the tumor necrosis factor (TNF) superfamily, which 
prevents B lymphocytes from maturing into plasma cells 
that produce autoantibodies [16]. The IgG antibodies of 
mothers are transferred through placentas in order to 
provide immune protection to fetus, whose own immune 

Table 1 Basic characteristics of study participants in both 
groups

Belimumab Control P 
value

Number of patients 51 51 -
Age (years) 35.0 ± 3.0 34.4 ± 2.7 0.291
BMI 28.0 ± 1.8 27.6 ± 2.1 0.304
Number of consecutive 
miscarriages

3.0 ± 0.4 3.1 ± 0.3 0.157

Gestational age of last miscarriage 
(weeks)

6.2 ± 1.1 6.1 ± 1.2 0.662

Smoking history# 1 0 1.000
#More than 10 cigarettes per day

Table 2 Comparison of pregnancy and delivery data between 
the two groups

Belimumab Control P value
Number of live births (%) 45(88.23) 36(70.59) 0.048
Number of abortions (%) 6(11.77) 15(29.41) 0.048
Gestational age of abortion 
(weeks, mean ± SD)

7.1 ± 1.3 7.3 ± 1.2 0.421

Neonate 
Apgar score 
(mean ± SD)

1 min 9.5 ± 0.6 9.6 ± 0.6 0.402
5 min 9.8 ± 0.3 9.9 ± 0.4 0.157

Neonate weight (g, 
mean ± SD)

3059 ± 236 3118 ± 223 0.197

B cell percentage at 12 weeks 17.57 ± 0.40 21.23 ± 1.37 < 0.0001
B cell count at 12 weeks 512.60 ± 26.67 607.82 ± 52.43 < 0.0001
Therapy 
side effects

Rash 1 1 1.000
Hypertension 1 4 0.362
Maternal IgG at 
12 weeks (g/L, 
mean ± SD)

9.4 ± 0.8 9.5 ± 0.7 0.503

Neonatal white 
blood cell 
counts (×109/L, 
mean ± SD)

16.8 ± 1.8 17.5 ± 2.0 0.066
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system is not fully functional. This transfer increases 
progressively, with infinitesimal transfer during first tri-
mester, then peak transfer in third trimester. Although 
belimumab can cross the placenta in humans [31], it is 
unlikely to affect the fetus significantly, as this transfer 
typically begins around 15 weeks of gestation, similar 
to other immunoglobulin-based biologics [32]. Despite 
this, the absolute safety of belimumab during pregnancy 
is not fully established [33]. Consequently, the US FDA 
has classified belimumab as pregnancy category C [34]. 
In drug trials, there were 83 cases of unintended preg-
nancies. Among these, 42% resulted in live births, 24% in 
terminations, and 27.7% in miscarriages [35].

The safety of belimumab had been demonstrated in 
other studies whereby it was used from first trimester 
onwards [36–40]. Recently, a case series in Taiwan illus-
trated that 13 SLE patients were treated with belimumab 
through their pregnancies, and no fetal anomalies were 
observed [41]. European Alliance of Associations for 
Rheumatology (EULAR) advises considering an addition 

of belimumab in non-pregnant SLE patients with per-
sistently active or flaring extrarenal disease [42]. It was 
noted that belimumab theoretically does not cross the 
placenta until around the gestation week 15, allowing its 
continued use throughout the first trimester of concep-
tion [43]. A 2023 study indicated that if SLE patients con-
tinue using belimumab after pregnancy, no cases of low 
birth weight (LBW) were reported. However, if belim-
umab is discontinued early in pregnancy, it may increase 
the risk of LBW (9 cases, 24.3%), possibly due to inad-
equate control of SLE [44]. In 2024, a recent study [45]
reviewed reports on miscarriages and congenital abnor-
malities were collected from the belimumab pregnancy 
registry (BPR, NCT01532310), spontaneous /post-mar-
keting data involving SLE patients who used belimumab 
during or before pregnancy, and all clinical trials of 
belimumab. The authors noted that due to data limita-
tions, they could not offer definitive recommendations 
regarding using belimumab in pregnancy. Whereas, this 
research cannot identify an elevated risk of miscarriage 

Fig. 1 B cell percentage and B cell count of the two groups
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or congenital abnormalities in patients using belimumab 
[46]. Overall, analyses of results from registries and 
clinical trials, case series, and case studies indicate that 
belimumab exposure does not pose a risk for fetal mal-
formations. The 2022 British Society for Rheumatology 
(BSR) guideline on prescribing drugs in pregnancy and 
breastfeeding [47] noted that while evidence is still insuf-
ficient to fully establish its safety in pregnancy, belim-
umab is not likely to cause harm when used in pregnancy. 
Consequently, it is likely to be thought about for manag-
ing serious maternal illness during pregnancy if not any 
other applicable treatments are available [46]. If beli-
mumab is administered to cure serious maternal illness 
during the third trimester, it is advised to delay admin-
istering any living vaccines to the neonate till they are at 
least 6 months old [47].

Consistent with the aforementioned research, this 
study did not find any significant adverse reactions asso-
ciated with belimumab. The incidence of adverse reac-
tions was similar between the belimumab group and 
control group. Additionally, no statistical differences 
were observed between two groups regarding neonatal 
weight, congenital abnormalities, or Apgar scores, and 
no fetal adverse reactions were observed. However, this 
study did not evaluate the potential toxicity of belim-
umab during the mid and late stages of pregnancy.

Preeclampsia is a significant pregnancy-related disor-
der, and assessing whether Belimumab influences its risk 
is clinically relevant. In this study, we compared the inci-
dence of hypertension between the two groups to evalu-
ate the potential impact of Belimumab on preeclampsia 
risk. Although the difference was not statistically sig-
nificant, the incidence was lower in the Belimumab 
group, suggesting a possible trend toward a protective 
effect. While further studies with larger sample sizes are 
needed to confirm this finding, our results indicate that 
Belimumab does not appear to increase the risk of pre-
eclampsia and may even contribute to a reduction in its 
incidence.

B lymphocyte dysfunction can lead to RSA through 
mechanisms such as autoimmunity, immune regula-
tion, and inflammatory responses [48]. This study evalu-
ated peripheral blood B cells using two methods. The 
B-cell percentage reflects the relative proportion of B 
cells among lymphocytes, assessing the balance of the 
immune system and helping to understand the relative 
role of B cells in immune function. It is commonly used 
for evaluating immune function, autoimmune diseases, 
and immune system disorders. In contrast, B cell count 
directly reflects absolute number of the B cell and is often 
used for diagnosing and monitoring immune system dis-
eases, hematological disorders, and infections. This is 
particularly useful for assessing changes in B cells when 
total lymphocyte counts are abnormal. The study found 

that after treatment with belimumab, both the B-cell per-
centage and count decreased significantly, and the live 
birth rate increased markedly. This suggests that belim-
umab may improve B lymphocyte dysfunction, enhance 
maternal-fetal immune tolerance, and reduce maternal 
immune rejection of the embryo, thereby improving 
pregnancy outcomes in RSA patients.

Limitations
Firstly, this study is a retrospective case-control analysis 
with issues related to data completeness and consistency, 
and the sample size is relatively small with strict inclusion 
criteria and exclusion criteria, which may limit the gen-
eralizability of the results. Therefore, larger and multi-
center studies are needed in the future to confirm the 
safety and efficacy of belimumab in treating RSA. Sec-
ondly, the specific mechanisms of belimumab and B cells 
in RSA remain unclear. Research indicates that different 
subsets of B cells may play distinct roles [49], and further 
investigation is required. Thirdly, this study only assessed 
short-term pregnancy outcomes following belimumab 
treatment, and long-term maternal and infant health 
should be monitored in future follow-ups. Additionally, 
neonatal B-cell counts and IgG levels are unavailable in 
this study, which are important indicators of neonatal 
immune function and side effects of belimumab.

Conclusions
This study found that belimumab can improve B lym-
phocyte dysfunction, enhance maternal-fetal immune 
tolerance, and reduce maternal immune rejection of 
the embryo, thereby providing a protective effect and 
improving pregnancy outcomes in RSA patients. The 
study preliminarily demonstrates the safety and efficacy 
of belimumab for treating RSA, which means belimumab 
can be used with caution in patients with RSA. This not 
only provides new evidence for the use of belimumab 
in pregnant patients but also offers a new approach for 
treating RSA.

Acknowledgements
Not applicable.

Author contributions
LL, XM, JF, and LZ: conception and design, data analysis, and interpretation. 
LL and LZ: administrative support. XM, JF, JL, GY, and NL: provision of study 
materials or patients, collection, and assembly of the data. All authors wrote 
the manuscript and approved the final version of the manuscript.

Funding
National Natural Science Foundation of China (81800601); China Postdoctoral 
Science Foundation (2019M652333); Qingdao Medical and Health Research 
Guidance Project (2023-WJZD066); “Clinical Medicine + X” Research Project 
of Affiliated Hospital of Qingdao University (QDFY + X2023210); Qingdao Key 
Health Discipline Development Fund; Qingdao Key Clinical Specialty Elite 
Discipline; China Health Promotion Foundation (XM_2020_011_0245_09).



Page 7 of 8Liu et al. BMC Pregnancy and Childbirth          (2025) 25:463 

Data availability
The original contributions presented in the study can be directed to the 
corresponding author.

Declarations

Ethics approval and consent to participate
This retrospective case-control study was approved by the ethics committee 
of Qingdao Jinhua Gynecology Hospital. All subjects were treated with 
standard care without intervention from this study. All data were obtained 
via electronic medical records and a database review and were de-identified 
(all patients’ name were replaced with an identification code, and all patients’ 
private information were deleted before the analysis) to protect patient 
privacy, therefore all patients’ informed consents are waived in accordance 
with national regulations, specifically the Measures for Ethical Review of 
Biomedical Research Involving Humans issued by the National Health 
Commission of China. Clinical trial number: not applicable.

Consent for publication
This study used de-identified patient data, and no individual identifiable 
details are presented. According to institutional guidelines, consent for 
publication was not required.

Competing interests
The authors declare no competing interests.

Received: 16 October 2024 / Accepted: 11 April 2025

References
1. Thornton P, Douglas J. Coagulation in pregnancy. Best practice & research 

Clinical obstetrics & gynaecology. 2010;24(3):339–52.
2. Wu S, Zhang J. Anticoagulation therapy for recurrent spontaneous abortion. 

Chin J Practical Gynecol Obstet. 2017;33(7):671–5.
3. Zhao L, Bi S, Fu J, Qi L, Li L, Fu Y. Retrospective analysis of Fondaparinux and 

Low-Molecular-Weight heparin in the treatment of women with recurrent 
spontaneous abortion. Front Endocrinol. 2021;12:717630.

4. Zhao L, Fu J, Ding F, Liu J, Li L, Song Q, et al. IL-33 and soluble ST2 are associ-
ated with recurrent spontaneous abortion in early pregnancy. Front Physiol. 
2021;12:789829.

5. Deroux A, Dumestre-Perard C, Dunand-Faure C, Bouillet L, Hoffmann P. 
Female infertility and serum Auto-antibodies: a systematic review. Clin Rev 
Allergy Immunol. 2017;53(1):78–86.

6. Liu J, Li M, Fu J, Yuan G, Li N, Fu Y, et al. Tacrolimus improved the pregnancy 
outcomes of patients with refractory recurrent spontaneous abortion and 
immune bias disorders: a randomized controlled trial. Eur J Clin Pharmacol. 
2023;79(5):627–34.

7. Li D, Zheng L, Zhao D, Xu Y, Wang Y. The role of immune cells in recurrent 
spontaneous abortion. Reproductive sciences (Thousand Oaks. Calif ). 
2021;28(12):3303–15.

8. Yang F, Zheng Q, Jin L. Dynamic function and composition changes of 
immune cells during normal and pathological pregnancy at the Maternal-
Fetal interface. Front Immunol. 2019;10:2317.

9. Wang F, Jia W, Fan M, Shao X, Li Z, Liu Y, et al. Single-cell immune landscape of 
human recurrent miscarriage. Genom Proteom Bioinform. 2021;19(2):208–22.

10. Yang X, Tian Y, Zheng L, Luu T, Kwak-Kim J. The update Immune-Regulatory 
role of Pro- and Anti-Inflammatory cytokines in recurrent pregnancy losses. 
Int J Mol Sci. 2022;24(1).

11. Zhao X, Jiang Y, Wang L, Li Z, Li Q, Feng X. Advances in Understanding the 
immune imbalance between T-Lymphocyte subsets and NK cells in recurrent 
spontaneous abortion. Geburtshilfe Frauenheilkd. 2018;78(7):677–83.

12. Ma Y, Yang Q, Fan M, Zhang L, Gu Y, Jia W, et al. Placental endovascular 
extravillous trophoblasts (enEVTs) educate maternal T-cell differentiation 
along the maternal-placental circulation. Cell Prolif. 2020;53(5):e12802.

13. Luan X, Kang X, Li W, Dong Q. An investigation of the relationship between 
recurrent spontaneous abortion and memory T follicular helper cells. Ameri-
can journal of reproductive immunology (New York, NY: 1989). 2017;78(5).

14. Fu JH. Analysis of the use of cyclosporin A to treat refractory immune recur-
rent spontaneous abortion. Clin Exp Obstet Gynecol. 2015;42(6):739–42.

15. Zhao L, Qi L, Fu J, Bi S, Li L, Fu Y, Corrigendum. Efficacy of intrauterine perfu-
sion of cyclosporin A for intractable recurrent spontaneous abortion patients 
with endometrial alloimmune disorders: A randomized controlled trial. Front 
Physiol. 2021;12:774213.

16. Zhang S, Han X, Liu W, Wen Q, Wang J. Pregnancy in patients with sys-
temic lupus erythematosus: a systematic review. Arch Gynecol Obstet. 
2023;308(1):63–71.

17. Rahman A, Isenberg DA. Systemic lupus erythematosus. N Engl J Med. 
2008;358(9):929–39.

18. Cancro MP, D’Cruz DP, Khamashta MA. The role of B lymphocyte stimulator 
(BLyS) in systemic lupus erythematosus. J Clin Investig. 2009;119(5):1066–73.

19. Mariette X, Roux S, Zhang J, Bengoufa D, Lavie F, Zhou T, et al. The level of 
BLyS (BAFF) correlates with the titre of autoantibodies in human Sjögren’s 
syndrome. Ann Rheum Dis. 2003;62(2):168–71.

20. Collins CE, Gavin AL, Migone TS, Hilbert DM, Nemazee D, Stohl W. B lympho-
cyte stimulator (BLyS) isoforms in systemic lupus erythematosus: disease 
activity correlates better with blood leukocyte BLyS mRNA levels than with 
plasma BLyS protein levels. Arthritis Res Therapy. 2006;8(1):R6.

21. Cohen H, Cuadrado MJ, Erkan D, Duarte-Garcia A, Isenberg DA, Knight 
JS, et al. 16th international Congress on antiphospholipid antibodies task 
force report on antiphospholipid syndrome treatment trends. Lupus. 
2020;29(12):1571–93.

22. Petri M, Stohl W, Chatham W, McCune WJ, Chevrier M, Ryel J, et al. Association 
of plasma B lymphocyte stimulator levels and disease activity in systemic 
lupus erythematosus. Arthritis Rheum. 2008;58(8):2453–9.

23. Campbell R Jr., Cooper GS, Gilkeson GS. Two aspects of the clinical and 
humanistic burden of systemic lupus erythematosus: mortality risk and qual-
ity of life early in the course of disease. Arthritis Rheum. 2008;59(4):458–64.

24. Babini A, Cappuccio AM, Caprarulo C, Casado G, Eimon A, Figueredo H, et al. 
Evaluation of Belimumab treatment in patients with systemic lupus erythe-
matosus in a clinical practice setting: results from a 24-month observe study 
in Argentina. Lupus. 2020;29(11):1385–96.

25. Do RK, Hatada E, Lee H, Tourigny MR, Hilbert D, Chen-Kiang S. Attenuation 
of apoptosis underlies B lymphocyte stimulator enhancement of humoral 
immune response. J Exp Med. 2000;192(7):953–64.

26. Juliao P, Wurst K, Pimenta JM, Gemzoe K, Landy H, Moody MA, et al. Belim-
umab use during pregnancy: interim results of the Belimumab pregnancy 
registry. Birth Defects Res. 2023;115(2):188–204.

27. Chinese expert consensus on diagnosis and management of recurrent spon-
taneous abortion (2022). Zhonghua fu chan ke za zhi. 2022;57(9):653– 67.

28. Guideline for enumeration. of peripheral blood lymphocyte subsets by flow 
cytometry. People’s Republic of China health industry standard. 2024.

29. Atisha-Fregoso Y, Malkiel S, Harris KM, Byron M, Ding L, Kanaparthi S, et al. 
Phase II randomized trial of rituximab plus cyclophosphamide followed 
by Belimumab for the treatment of lupus nephritis. Volume 73. Arthritis & 
rheumatology; 2021. pp. 121–31. (Hoboken, NJ). 1.

30. Cavalcante MB, Sarno M, Araujo Júnior E, Da Silva Costa F, Barini R. Lympho-
cyte immunotherapy in the treatment of recurrent miscarriage: systematic 
review and meta-analysis. Arch Gynecol Obstet. 2017;295(2):511–8.

31. Bitter H, Warren DJ, Bolstad N, Noraas AL, Ostensen ME. Transplacental pas-
sage of Belimumab during pregnancy and follow-up of a child exposed in 
utero. Ann Rheum Dis. 2023;82(4):577–9.

32. Kane SV, Acquah LA. Placental transport of Immunoglobulins: a clinical 
review for gastroenterologists who prescribe therapeutic monoclonal 
antibodies to women during conception and pregnancy. Am J Gastroenterol. 
2009;104(1):228–33.

33. Wei SR, Zhu ZZ, Xu J, Mo HY. Favorable pregnancy outcomes in two patients 
with systemic lupus erythematosus treated with Belimumab. Int J Rheum Dis. 
2023;26(1):154–6.

34. Auyeung-Kim DJ, Devalaraja MN, Migone TS, Cai W, Chellman GJ. Develop-
mental and peri-postnatal study in cynomolgus monkeys with Belimumab, a 
monoclonal antibody directed against B-lymphocyte stimulator. Reproduc-
tive Toxicol (Elmsford NY). 2009;28(4):443–55.

35. Bag-Ozbek A, Hui-Yuen JS. Emerging B-Cell therapies in systemic lupus 
erythematosus. Therapeutics and clinical risk management. 2021;17:39–54.

36. Danve A, Perry L, Deodhar A. Use of Belimumab throughout pregnancy to 
treat active systemic lupus erythematosus: a case report. Semin Arthritis 
Rheum. 2014;44(2):195–7.

37. Kumthekar A, Danve A, Deodhar A. Use of Belimumab throughout 2 
consecutive pregnancies in a patient with systemic lupus erythematosus. J 
Rhuematol. 2017;44(9):1416–7.



Page 8 of 8Liu et al. BMC Pregnancy and Childbirth          (2025) 25:463 

38. Emmi G, Silvestri E, Squatrito D, Mecacci F, Ciampalini A, Emmi L, et al. Favor-
able pregnancy outcome in a patient with systemic lupus erythematosus 
treated with Belimumab: A confirmation report. Semin Arthritis Rheum. 
2016;45(6):e26–7.

39. Bitter H, Bendvold AN, Østensen ME. Lymphocyte changes and vaccination 
response in a child exposed to Belimumab during pregnancy. Ann Rheum 
Dis. 2018;77(11):1692–3.

40. Saito J, Yakuwa N, Ishizuka T, Goto M, Yamatani A, Murashima A. Belimumab 
concentrations in maternal serum and breast milk during breastfeeding and 
the safety assessment of the infant: A case study. Breastfeed Medicine: Official 
J Acad Breastfeed Med. 2020;15(7):475–7.

41. Kao JH, Lan TY, Lu CH, Cheng CF, Huang YM, Shen CY, et al. Pregnancy 
outcomes in patients treated with Belimumab: report from real-world experi-
ence. Semin Arthritis Rheum. 2021;51(5):963–8.

42. Fanouriakis A, Kostopoulou M, Alunno A, Aringer M, Bajema I, Boletis JN, et 
al. 2019 Update of the EULAR recommendations for the management of 
systemic lupus erythematosus. Ann Rheum Dis. 2019;78(6):736–45.

43. Dao KH, Bermas BL. Systemic lupus erythematosus management in preg-
nancy. Int J Women’s Health. 2022;14:199–211.

44. Ghalandari N, Crijns HJ, Dolhain RJ, Hazes JM, van Puijenbroek EP. Dilemma 
of Belimumab therapy (dis)continuation during pregnancy: results of a 
retrospective study in eudravigilance. Lupus. 2023;32(2):189–97.

45. Petri M, Landy H, Clowse MEB, Gemzoe K, Khamashta M, Kurtinecz M, et 
al. Belimumab use during pregnancy: a summary of birth defects and 

pregnancy loss from Belimumab clinical trials, a pregnancy registry and 
postmarketing reports. Ann Rheum Dis. 2023;82(2):217–25.

46. Vela-Casasempere P, Caño Alameda R, Gómez Sabater S, Cortell Aznar S, 
Pérez Pascual E. Considering Belimumab during pregnancy: A more viable 
option over time. Lupus. 2024;33(7):700–15.

47. Russell MD, Dey M, Flint J, Davie P, Allen A, Crossley A, et al. British society for 
rheumatology guideline on prescribing drugs in pregnancy and breastfeed-
ing: Immunomodulatory anti-rheumatic drugs and corticosteroids. Rheuma-
tology (Oxford). 2023;62(4):e48–88.

48. Yu H, Hu X, Huang X, Yin T, Liu L, Yue C, et al. Causal relationship between Cir-
culating immune cells and recurrent spontaneous abortion: A bidirectional 
Mendelian randomization study. Am J Reproductive Immunol (New York NY: 
1989). 2024;91(6):e13888.

49. Koushaeian L, Ghorbani F, Ahmadi M, Eghbal-Fard S, Zamani M, Danaii S, et al. 
The role of IL-10-producing B cells in repeated implantation failure patients 
with cellular immune abnormalities. Immunol Lett. 2019;214:16–22.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Role of belimumab in recurrent spontaneous abortions amongst patients with lymphocyte dysfunction: a retrospective case-control study
	Abstract
	Introduction
	Methods and materials
	Patients
	Design of the study
	Observational indicators
	Analyses of B cell percentage and B cell count in peripheral blood
	Statistical analyses

	Results
	Basic characteristics of the study participants in both groups
	Primary and secondary outcomes
	Comparison of the B cell percentage and the B cell count in peripheral blood

	Discussion
	Limitations

	Conclusions
	References


