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‘The lack of clinical evidence on pregnant women is a 
multi‑stakeholder problem. The research community and 
industry are reluctant to develop trials in pregnant women 
due to concerns based on past tragedies; disease specialists 
do  not think about  their patients’ fertility goals; scientific 
journals do  not ask  if medicines were tested in pregnant 
women; and pregnant women are not organised in a way that 
enables them to make a change because pregnancy lasts 
only nine months.’ 

Rieke van der Graaf, PhD, Netherlands
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After decades of clinical research focusing mostly on men, women seem finally 
to be similarly represented in clinical trials. However, one subgroup of women that 
remains largely excluded is pregnant women. As a result, evidence to drive clinical 
decisions in these women is often lacking. This has an impact not only on women who 
are currently pregnant but also those who may become pregnant – so-called ‘women 
of childbearing age’.

Treatment decisions in women of childbearing age are mostly driven by fears over 
what could happen to the unborn child. However, it is critical to recognise that leaving 
diseases untreated may in itself carry risks – to both the woman and the fetus.

No woman should have to choose between her health and having a child. Yet without 
suitable data to guide practice, we lack the understanding to offer optimal disease 
management in alignment with fertility goals to pregnant women, women who may 
face an unintended pregnancy and those who plan to conceive. Ethical frameworks 
governing decisions about whether to offer treatment to women of childbearing age 
need to be revised to consider both risks and benefits of each treatment option, 
including no treatment. This is a particular consideration for women living with chronic 
diseases because they may require ongoing medication, and treatment discontinuation 
before or during pregnancy may carry significant risks to their health. 

There are several barriers to high-quality and evidence-based care of women of 
childbearing age living with chronic diseases. The traditional classification of pregnant 
women as a ‘vulnerable’ population has contributed to their low participation in clinical 
trials, perpetuating the cycle of limited data and evidence-based recommendations to 
drive practice. Women are often not involved in decision-making and their fertility goals 
are frequently not discussed throughout the management of their chronic diseases; 
this may itself be a result of other issues, such as insufficient training or awareness of 
existing evidence by healthcare professionals. Some of these issues are beginning to 
be addressed through regulatory advancements and the development of national and 
international research projects. However, we need to do more.

 
Executive summary
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This report explores existing barriers to, and recent advancements in, care of women 
of childbearing age living with chronic conditions, with examples drawn from chronic 
inflammatory diseases, epilepsy and HIV/AIDS. We offer a set of recommendations 
for all stakeholders to ensure women of childbearing age receive care that aligns with 
their fertility goals. These recommendations have been developed around four pillars 
where action is needed most.

Pillars of action to improve care of women of childbearing age with chronic diseases

Develop a revised  
ethical framework  

for research and care

Train healthcare professionals 
on person-centred care 

and clinical recommendations

Improve  
evidence-based 
care of women 
of childbearing  

age

Support  
data  

collection

Increase  
awareness among 
women, healthcare  
professionals and 

policymakers



8 Achieving optimal care for women of childbearing age living with chronic diseases

 
1 | Introduction

Medication is rarely tested in pregnant women, which leads to uncertainty in 
clinical practice when managing their health.1-5 Without strong evidence, treatment 
decisions risk being based on anecdotal findings and fears over what could happen to 
the unborn child. This has an impact for all women who are pregnant or can potentially 
become pregnant, particularly those who live with chronic diseases that may require 
ongoing treatment.

No woman should have to choose between effectively managing her disease and 
having a child. In 2018, in the European Union alone, more than 2.7 million women were 
pregnant and over 4 million babies were born.6 Data from Europe and North America 
suggest that a minimum of 44% of pregnant women take at least one medicine during 
pregnancy.7 8 Excluding pregnant women – or those who may become pregnant – from 
clinical trial research means we are not collecting evidence to fully inform medication 
use in this significant population, denying them equal access to medical advances.1 9 

This report aims to gain a better understanding of how we can progress to 
evidence‑based, person-centred care for women of childbearing age, ensuring 
a balance between their health needs and fertility goals. It was developed based 
on a review of the literature, interviews with leading experts in the field, and case 
studies illustrating best practice in surmounting existing barriers. It focuses on women 
of childbearing age living with chronic diseases, with specific examples drawn from 
chronic inflammatory diseases, epilepsy and HIV/AIDS. It concludes with a set of 
recommendations for policymakers and the healthcare sector on how to create an 
enabling policy environment to support optimal care for women of childbearing age in 
years to come.
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The history of excluding pregnant women 
from clinical trial research

Until the early 1990s, clinical trial research focused largely on men.10 As a result, 
efficacy and safety profiles of medicines were not fully understood in women 
– but women were still given these medicines.11 12 In 1993, the US Food and Drug 
Administration (FDA) published guidelines to address gender differences in clinical 
evaluation of medicines,13 and today men and women seem to be similarly represented 
in clinical trial research.10 However, one subgroup remains largely excluded: 
pregnant women.

Concerns about conducting clinical trial research in pregnant women arise 
mostly from fear of fetal harm.2 14 Many such concerns may result from the effects 
of thalidomide use in the late 1950s to manage morning sickness in pregnancy, 
which caused thousands of children to be born with severe birth defects, and an 
undetermined number of miscarriages and stillbirths.15 This tragedy prompted a 
reluctance to give medicines to pregnant women.1 However, thalidomide was not 
tested in pregnant women before being given as a treatment for morning sickness 
and, had relevant data been available, the tragedy could have been averted. 
Therefore, the key lesson from the thalidomide case should not be that pregnant 
women should be excluded from clinical trials, but rather that appropriate studies 
must be conducted to minimise the risks of teratogenesis (congenital malformations) 
and adverse events in pregnancy.9

‘When data are limited, pregnant women lose. They may be dosed 
incorrectly, or medicines can be withheld from them. Wrongful 
assumptions are made in the absence of data.’ 

Dr Anne Lyerly, US

2 | �Research in pregnant women: 
the policy context 
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The ethical framework around clinical trial research 
in pregnant women 

The exclusion of pregnant women from clinical trials is often justified on ethical 
grounds, yet this ethical basis may be misleading.9 16 In the absence of reliable data 
on the effects of treatments in pregnant women, clinical decisions for these women 
sometimes end up being based on anecdotal findings and possibly ungrounded 
fears over what could happen to their babies. Yet it is important to recognise that not 
treating pregnant women also carries risks, as they remain exposed to the harmful 
effects of conditions they may have or contract. Thus, not treating them may in itself 
be considered unethical. These concerns apply not only to women who are currently 
pregnant but also those who may become pregnant – so-called ‘women of childbearing 
age’. This term is typically used to denote all women between 18 and 45 years old.14 17

The ethical questions at play are most easily illustrated in the case of women who 
have chronic diseases requiring regular medication. For example, people living 
with diabetes have increased blood sugar levels (hyperglycaemia) and may need 
medication to manage symptoms and try to avoid additional health problems.18 19 
Studies suggest that poor glucose control before and during pregnancy is associated 
with an increased risk of congenital anomalies.20 Therefore, pregnant women living 
with diabetes may not only require medication to control their symptoms but also 
to ensure normal fetal development. This shows the importance of considering risks 
and benefits for both the woman and fetus when managing chronic diseases during 
preconception and pregnancy.
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The current policy landscape

The need to improve care of women of childbearing age with chronic diseases 
has not yet been a focal topic in some important health policies and plans across 
the world. The World Health Organization (WHO) 2016 strategy to improve women’s 
health in Europe, for example, mentions the need for gender-responsive health systems 
but does not specifically discuss the challenges in management of chronic diseases in 
women of childbearing age. 

However, there has been growing recognition of the need for evidence to support 
appropriate use of medication in pregnant women. In 2016, the US legislation 
21st Century Cures Act21 established the Task Force on Research Specific to Pregnant 
Women and Lactating Women (PRGLAC) to help improve knowledge and research 
on safe and effective treatments in these populations.22 In 2018, the FDA reversed 
its guidance excluding pregnant women from clinical trials.7 In 2020, the European 
Medicines Agency (EMA) also recognised the need to promote the inclusion of pregnant 
women in clinical trials and detect medication safety issues in this population.23 
The new EMA guidelines on pharmacovigilance in pregnant and breastfeeding women, 
which were released for public consultation at the end of 2019, are expected to come 
into effect by 2021.24 Several registries have been set up around the world to capture 
efficacy and safety data on the use of medicines in pregnant women.25 26 Multi-sectoral 
initiatives have been established to reduce existing hurdles and barriers in regulatory, 
research and ethical frameworks, to ensure that all women who are, may become or 
wish to become pregnant have access to appropriate, evidence-based treatment.27 28

Despite these advances, many challenges remain in conducting clinical research 
in pregnant women and translating findings into appropriate, person-centred care 
for women of childbearing age.
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3 | �Key issues in improving care 
of women of childbearing age

There are several issues that contribute to the challenges of treating women of 
childbearing age who have chronic diseases (Figure 1). These issues are intertwined 
and contribute to one another. 

‘There is a considerable lack of awareness of the challenges in clinical 
management of women of childbearing age concerning the safety 
of medications in pregnancy. The lack of evidence is not perceived 
as a problem, which hinders progress in the field.’ 

Professor Joan Morris, UK

Lack of 
evidence to 

drive practice

Arguable 
classifications 
and unclear 
definitions

Ethical 
frameworks 

overly focused 
on the risks 
of treatment

Insufficient 
healthcare 

professional 
training

Lack of a 
person-centred 
care approach 

regarding 
fertility goals

Figure 1. Key issues in improving care of women of childbearing age
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The efficacy and safety of various medicines may be quite different in pregnant 
women compared with the rest of the population.16 29 30 Women undergo complex 
hormonal and immunological changes during pregnancy,31 and we lack a clear 
understanding of how different medicines may interact with these changes, or how 
these changes impact chronic diseases or medicines’ activity.16 29-32 For example, 
physiological changes during pregnancy may affect the concentration of a given 
medicine in a woman’s bloodstream, thus impacting its effectiveness.4 33 

Traditional exclusion of pregnant women from clinical trials has resulted in a limited 
evidence base to drive clinical decisions in a sizable population.1-3 5 For example, in 
2016, 44% of all adults living with HIV across the world were women of childbearing 
age, who need antiretroviral treatment to reduce the risk of transmitting HIV to their 
children.34 There is a 15–45% risk of mother-to-child transmission of HIV during 
pregnancy, labour, delivery or breastfeeding35 – a risk that can be reduced to less 
than 5% with antiretrovirals.34 However, the possibility of an association between these 
medicines and adverse events in pregnancy is not fully known.34 36 In fact, a recent 
study in Botswana38 suggests one antiretroviral widely used in low and middle-income 
countries37 may be associated with increased risk for neural tube defects. While 
more data are needed to validate findings, this is a good example of the importance 
of conducting clinical trial research and collecting and analysing data in pregnant 
women, so we can better understand the balance of risks and benefits associated with 
medication use in this population.4

3.1 | Lack of evidence to drive practice

‘Many people, including healthcare providers, are unaware that most 
often medicines are used in a subpopulation that was not included 
in clinical trials. For example, medicines for rheumatic diseases are 
usually tested in women over 45, and many younger women receive 
those medicines.’ 

Dr Rebecca Fischer-Betz, Germany
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By failing to conduct clinical research in pregnant women, we are potentially 
depriving them of equal access to medical advances.1 9 For example, the Swedish 
Reference Group for Antiviral Therapy recommends that recently approved 
antiretrovirals be avoided during pregnancy in favour of treatments that have been in 
use for longer, due to the greater uncertainty around adverse events.33

Lack of data often puts women and their physicians in the difficult position of having 
to balance family planning and treatment goals.1 On one hand, women can take the 
medication that can help them manage the disease but may have unknown effects on 
the child. On the other hand, they can choose not to take medication, which reduces 
potential risks associated with the medication but can exacerbate their chronic disease, 
and this may itself harm the child or lead to adverse events in pregnancy.39-41 This 
uncertainty often has a real impact on women’s family planning decisions, as the fear 
of passing on health issues to the child frequently leads women with chronic diseases 
to delay having children or not have children at all.42-44 For example, women living 
with psoriasis or rheumatoid arthritis are generally older at delivery than disease-free 
women,45-49 and this difference is more evident with increasing severity of disease.50

‘There is a need for awareness of the value of including pregnant 
women in clinical studies.’

Nele Caeyers, Belgium
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To compensate for the lack of randomised controlled trials, alternative 
methodologies are used to help increase understanding of the impact 
pharmacological treatments may have on pregnancy outcomes. These include 
registries, case reports, patient series and surveillance programmes from the 
pharmaceutical and biotechnology industry.31 However, these methodologies have 
limitations and do not replace clinical trials. They may be subject to selection bias, 
because challenging cases are more likely to be included in case reports or patient 
series, for example.31 51 They often have a limited sample size, lack control groups, may 
collect limited information per individual, and lose women and children to follow‑up.52 
Speed of data collection in registries is also a limitation as it may take more than 
20 years to collect enough evidence to understand the teratogenic potential of a 
new medicine.53 In addition, registries for the same condition may collect different 
data, which reduces the ability to conduct statistical analyses and draw significant 
conclusions. Despite the potential limitations, registries are still the most valuable 
of these alternative methodologies for data collection, especially population-based 
registries,9 such as those on pregnancy and psoriasis in Denmark and Sweden. By 
covering the national population, these registries limit selection bias and therefore 
allow for large studies that can consider multiple and rare outcomes.46

There have been several pioneering efforts to improve research and regulatory 
guidance around pregnancy.54 Some of these are presented as case studies below.
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Case studies 

The Second Wave Initiative

The Second Wave Initiative was launched in the US in 2009.27 It leads several 
projects in the identification of barriers to clinical research in pregnant women, 
for example by conducting ethical and legal analyses, and promotes the 
inclusion of pregnant women in  research to increase evidence and improve 
care.1 The Second Wave Initiative has been involved in the project Pregnancy 
and HIV/AIDS: Seeking Equitable Study (PHASES), which aims to develop 
‘ethically responsible, action‑guiding recommendations for advancing research 
to address evidence gaps’.55

US Task Force on Research Specific to Pregnant 
Women and Lactating Women (PRGLAC)

In the US there is a movement towards inclusion of all women in clinical 
research.56 For example, in 2016, the 21st Century Cures Act established the 
multidisciplinary group PRGLAC to provide advice to the Secretary of Health 
and Human Services on gaps in knowledge and research on safe and effective 
treatment of pregnant and breastfeeding women.57 The Task Force launched 
a report in September 2018 with 15 recommendations to improve research 
and support the development of evidence-based care in these populations.22 
PRGLAC is now working on providing guidance on the implementation of the 
recommendations.58 
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Dedicated pregnancy registries: 
EUROmediCAT and EUROCAT 

The research consortium EUROmediCAT was developed in 2011 as a subsidiary 
project to the European Surveillance of Congenital Anomalies (EUROCAT) 
network to increase knowledge around medication use in the first trimester of 
pregnancy.59 It uses data from EUROCAT registries and healthcare databases.26 60 
EUROmediCAT aims to develop a European reproductive pharmacovigilance 
system – looking specifically at the risks associated with new antiepileptics, insulin 
analogues, antiasthmatics and antidepressants – and a framework for evaluation 
of the efficacy of safety measures.60 One of its challenges is that the data collected 
in different registries vary greatly and may not always be comparable, calling for 
elaborate standardisation techniques.59

In 2015, the German Rheumatism Research Centre Berlin (DRFZ) and the 
Rheumazentrum Rhein-Ruhr e.V. in Dusseldorf created Rhekiss, the German 
pregnancy register for inflammatory rheumatic diseases.61 Rhekiss, in combination 
with national registries from Norway (RevNatus), France (EGR2) and Switzerland 
(RePreg), formed the European Network of Pregnancy Registers in Rheumatology 
(EuNeP) in 2017.62 This collaborative initiative aims to combine data from the 
member registries to inform clinical practice and support the development of 
other national pregnancy registries, for example by creating a set of parameters 
that they should include.25 61 63 In early 2019, EuNeP had information on almost 
3,000 pregnancies, of which over 2,200 had been completed, in women living 
with rheumatic diseases in the four participating countries.62
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ConcePTION: an international, comprehensive 
and collaborative research project

In 2017, the European public–private partnership Innovative Medicines Initiative 
launched a call for proposals on research in pregnant and breastfeeding women – 
Continuum of Evidence from Pregnancy Exposures, Reproductive Toxicology and 
Breastfeeding to Improve Outcomes Now (ConcePTION).28 The five-year project 
was initiated in 2019 and aims to improve evidence on the use of medication 
by the populations under study, to disseminate findings and educate healthcare 
professionals to ensure they, and women, can make informed clinical decisions. 
ConcePTION includes eight work packages:

1.	 	Commitment to move beyond pregnancy registries to generate evidence

2.	 	Improvement of the collection, analysis and interpretation of pharmacovigilance 
data

3.	 	Development of predictive preclinical models of breast milk concentration of 
medicines and exposure to breastfed infants

4.	 	Development of a European breast milk research biobank and analytical centre

5.	 	Dissemination and education

6.	 	Cross-stakeholder engagement

7.	 	Ethical, governance and quality assessment support

8.	 	Scientific coordination, project management and sustainability.64 

ConcePTION involves a collaboration of 88 institutions from 22 countries from the 
public and private sectors across Europe, including the EMA.65 So far, over 2,700 
women and healthcare professionals from 65 countries have contributed to the 
project’s survey.66
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Consolidation of teratology services: 
ENTIS and OTIS

Teratology services monitor and support the appropriate use of medicines during 
pregnancy and breastfeeding. National and local examples can be seen, for 
instance, in the UK,67 the Netherlands68 and Italy.69 Examples of collaborative 
teratology initiatives include the European Network of Teratology Information 
Services (ENTIS) and the Organization of Teratology Information Specialists 
(OTIS).70 71 ENTIS is a multidisciplinary network established in 1990 that aims to 
prevent birth defects and developmental disorders that result from medication 
exposure in the womb or early in life.72 It coordinates activities of different 
Teratology Information Services and collates and assesses data to support 
primary prevention of adverse events. OTIS is a professional scientific society 
established in 1987 in North America, aiming to connect experts in birth defects 
with the general public.71 In 2002, it established a national call system to promote 
this connection, and in 2013 it launched the website MotherToBaby as a platform 
for public-facing services and research studies.
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3.2 | Arguable classifications and unclear definitions

‘The “vulnerable” label puts pregnant women in a category where they 
don’t belong.’ 

Maxine Lancelot, Sweden

‘The choice of words plays a psychological role.’ 

Dr Rebecca Fischer-Betz, Germany

Traditionally, the consideration of pregnant women as a ‘vulnerable’ group has 
limited their inclusion in clinical trials by not allowing them to be exposed to 
more than minimal risk, or making it easy to exclude them without justification.2 9 
Vulnerable populations are defined as those less able to protect themselves;17 
however,  pregnant women are capable of giving consent or refusing study 
participation.73 The traditional classification of pregnant women as ‘vulnerable’ partly 
results from the difficulty in distinguishing between the status of the woman and that 
of the fetus – the fact that the fetus could face harm without the ability to consent 
to this risk is given greater moral weight than the respect for a pregnant woman’s 
autonomy.5 However, it is important to consider that the health of the fetus is linked 
to that of the woman, meaning that therapeutic benefits may also be linked, even if 
the distinction cannot be made.2

Some regulatory agencies and other relevant organisations have understood the 
need to abandon the ‘vulnerable’ classification of pregnant women. The revised 
US Common Rule,74 which came into effect in January 2019,75 does not include 
pregnant women as an example of a vulnerable population. In addition, the Council 
for International Organizations of Medical Sciences, which never classified pregnant 
women as ‘vulnerable’, now actively discourages the use of this term.3 9 The American 
College of Obstetricians and Gynecologists has called for pregnant women to be 
classified as ‘scientifically complex’ rather than ‘vulnerable’.73



21

It is also important to recognise that discussions around the lack of evidence 
to support clinical decisions in women focus predominantly on those who are 
pregnant or breastfeeding, but this evidence gap may impact any woman who can 
potentially become pregnant. When considering women of childbearing age, it is 
important to think about three groups: women who are already pregnant, those who 
may face an unintended pregnancy, and those planning to conceive. A sole focus on 
pregnant and breastfeeding women seems to disregard the possibility that almost 
any woman could become pregnant during her fertile years, and if she requires 
medication she may face major challenges in making appropriate clinical choices 
that protect her own health and that of any potential unborn child.
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3.3 | �Ethical frameworks overly focused  
on the risks of treatment

‘We have a tendency to notice the harms of intervening and not notice 
the harms of not intervening. Risk trade-offs are part of life, part of 
pregnancy. We need to try to pull ourselves away from the presumption 
that we have the option of zero risk.’ 

Dr Anne Lyerly, US

The ethical framework governing the administration of medicines to pregnant 
women  has traditionally been driven by fears of possible risks to the fetus.76  77 

This  disregards the fact that taking medication during pregnancy may also lead 
to clinical benefits to both woman and fetus, and that stopping treatment during 
pregnancy could, in fact, be a huge risk to their health. For example, abrupt 
discontinuation of treatment for epilepsy may result in epileptic seizures during 
pregnancy,39 which can lead to adverse events and are linked to a tenfold increase in 
the risk of maternal death.78 Stopping treatment in pregnant women living with axial 
spondyloarthritis, a rheumatic disease that affects the spine,79 may also have negative 
consequences – it has  been reported to increase the risks of a disease flare, and 
reinitiating treatment during pregnancy may not be enough to control symptoms.80 
In the case of women living with rheumatoid arthritis, while pregnancy often leads to 
alleviation of symptoms,81-83 rheumatoid arthritis may increase the risk of adverse 
events in pregnancy – including the risk of preterm delivery and low birthweight48 84 85 
–  which is especially relevant if the woman has not benefited from alleviation of 
symptoms and has high disease activity during pregnancy.47 86

In addition to being important during pregnancy, treatment may also be critical in the 
preconception phase. For example, in women living with rheumatoid arthritis, active 
disease in the months prior to conception increases the risk of flares during pregnancy.87 
Similarly, discontinuation of psoriasis treatment not only during pregnancy but also in 
the preconception phase may be impractical for many women and even unnecessary, 
as some medicines may not increase risks of adverse events or malformations.31 88 
These examples demonstrate the need to adequately manage chronic diseases before 
and during pregnancy to promote stable disease and minimal symptoms and risks.41 80
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‘Some neurologists don’t feel confident managing epilepsy in pregnant 
women. Some even try to avoid contact with this population to avert 
legal consequences.’ 

Dr Manuel Toledo, Spain

Fear of liability may be a disincentive for physicians to accept any risks associated 
with treatment in women of childbearing age.77 Despite the need to consider 
both benefits and risks of taking medication, assessments are often biased towards 
risk – and this may be particularly true in women of childbearing age. For example, 
recommendations of treatment discontinuation are often based on limited evidence of 
safety rather than any evidence of harm.89
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3.4 | �Insufficient healthcare professional training 

‘Some rheumatologists frequently say “either pregnancy or treatment”. 
But discontinuing treatment is not the only way for women living with 
rheumatic diseases to become pregnant.’ 

Dr Rebecca Fischer-Betz, Germany

Even where data and guidance are available on the use of medicines in women of 
childbearing age, it can take a long time for evidence to be implemented in regular 
practice. Clinicians may not be aware of existing guidelines, or may not recognise 
the need for their implementation because of a lack of knowledge of the interactions 
between pregnancy, disease activity and medication.77 Lack of training of healthcare 
professionals on the appropriate use of medication in women of childbearing age may 
be part of the issue. One notable example of the implementation gap has been seen 
for valproate. A widely used antiepileptic, valproate has been found to be associated 
with congenital malformations, and guidelines and recommendations around the 
world have restricted its use in women of childbearing age.30 90-92 However, evidence 
shows that this information is not reaching all relevant physicians or women with 
epilepsy,92 some of whom are still exposed to valproate while pregnant.93 Similar 
situations have been seen with other medicines. For example, in France between 
2007 and 2013, compliance with pregnancy testing in women living with psoriasis 
and taking acitretin, a  known teratogen, was found to be low.94 The medicine 
requires a three-year wash-out period before conception,95 but pregnancy tests 
were performed in fewer than 15% of women starting treatment and rarely in the 24 
months after stopping the medication.94  Some regulatory bodies have recognised 
the importance of medicines’ labels conveying information on prescription during 
pregnancy, and have updated their labelling requirements.96 97
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Lack of collaboration is also an issue, as chronic disease specialists and obstetricians 
may not work closely together in the management of chronic diseases during 
pregnancy. As  a result, there is limited opportunity to develop consensus on the 
optimal treatment approach for their patients in view of fertility goals and overarching 
health needs, which may lead to conflicting clinical advice41 100 and care not aligned with 
each woman’s needs. Studies have pointed to more than half of women with a chronic 
inflammatory disease receiving inconsistent clinical advice from different healthcare 
professionals regarding their treatment options during pregnancy.41 52 100 Women living 
with HIV have also described receiving variable advice from different healthcare 
professionals.101 The fact that information on new medicines’ labels seems to vary 
across countries may add to the confusion regarding potential risks and benefits.102

‘The lack of cross-collaboration and communication among specialists 
is a barrier to coordinated care of women of childbearing age. It is 
a major obstacle in establishing optimal care for these women.’ 

Professor Monika Østensen, Norway

‘It’s important to train GPs. Epilepsy specialists only see the women 
with severe disease; the others are usually followed in primary care.’ 

Professor Sophie Dupont, France

Training of healthcare professionals on chronic disease management before and 
during pregnancy is vital, so they can understand when treatment should be 
maintained, adjusted or stopped. For example, women with epilepsy may need 
to continue receiving medication during pregnancy to prevent seizures, but their 
therapeutic regimen may need to be adjusted to ensure exposure to the lowest 
therapeutic dosage possible while maintaining clinical management and limiting 
adverse events in pregnancy.98 However, not all neurologists adjust medication in 
these women,99 increasing risks in their unborn children.
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Case studies

Training for chronic disease specialists on management 
of rheumatic diseases in women of childbearing age

The Spanish Society of Rheumatology has established a working group on 
rheumatic diseases in women of childbearing age, AFRODITA.103 This group aims 
to train rheumatologists on monitoring and management of rheumatic diseases 
during pregnancy, and to develop a pregnancy registry for autoimmune and 
rheumatic diseases. It also seeks to improve knowledge around the impact of 
medicines used in rheumatology on fertility, pregnancy and breast milk production. 
Once a year, the group organises training courses for healthcare professionals 
on management of rheumatic diseases in women of childbearing age.104 Each 
iteration of the course has around 60–70 participants, mostly rheumatologists but 
also nurses specialising in rheumatology. AFRODITA is seeking funds to establish 
the national pregnancy registry for rheumatic diseases.104

The Norwegian National Advisory Unit 
on Pregnancy and Rheumatic Diseases 

The Norwegian National Advisory Unit on Pregnancy and Rheumatic Diseases 
provides support for management of rheumatic diseases in women of childbearing 
age across Norway, taking fertility goals into account.105 The centre develops 
evidence‑based guidelines and information leaflets to support both professionals 
and patients.106 It provides courses for healthcare professionals and education 
sessions for women living with rheumatic diseases. This model works well in 
countries with a small population, while other countries may require a network 
of specialised centres working together to develop a national consensus and 
support all patients.
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Updating the medicines labelling system

In 2015, the FDA changed the system of classification of risks for prescription 
medicines during pregnancy and breastfeeding, due to concerns that it was 
confusing and did not accurately communicate risk.31 107 The new labelling 
system,96 the Pregnancy and Lactation Labeling Rule, requires a narrative for each 
medicine with detailed information across three categories: pregnancy, lactation, 
and females and males of reproductive potential. The narrative should include 
information about pregnancy registries. The implementation of this labelling 
system was planned to be gradual and completed by June 2020.108 In Japan, 
the Ministry of Health, Labour and Welfare and the Pharmaceuticals and Medical 
Devices Agency also improved labelling regulations.97 A requirement for separate 
sections to convey precautions for women of childbearing age, pregnant women 
and breastfeeding women has been included in the country’s Pharmaceutical 
Administration and Regulations guidance.109 As for the EMA, it is unclear whether 
new labelling regulations will be implemented soon.

‘Guidelines should be written with input from different healthcare 
professionals, otherwise gynaecologists and disease specialists have 
different protocols. We need unifying care recommendations across 
Europe that are easily accessible – this is worthwhile for both doctors 
and patients.’ 

Dr Manuel Toledo, Spain
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3.5 | �Lack of a person-centred care approach  
regarding fertility goals

Many women are not involved in clinical decisions that may have an impact on 
their fertility goals, or are left unsupported in making such decisions. Preconception 
counselling is essential, and is recommended in the management of chronic diseases 
in women of childbearing age.30 110-112 However, a study of women living with a chronic 
inflammatory disease in Europe, the US and Japan reported that more than two thirds 
had to initiate pregnancy discussions themselves with their treating physician in 
clinical appointments before conception.42 Empowering women to understand their 
situation and involving them in decisions regarding starting, discontinuing or changing 
treatment before and during pregnancy is key. 

‘In recent years things have changed in Spain; many people want to be 
involved in their own care – they search for and find information online 
and want to discuss it with their physicians. Several doctors respond 
to this need and are involving women in their care. But, unfortunately, 
many others still don’t include them.’ 

Dr Juan Antonio Martínez Lopez, Spain 

‘Women don’t know where to look for information on their chronic 
disease and fertility; they don’t know what to ask.’ 

Nele Caeyers, Belgium
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‘Some neurologists don’t know that women with epilepsy have more 
difficulty in becoming pregnant than the general population. It is 
important to discuss this association early on and refer female patients 
to fertility specialists if needed, and certainly before women have spent 
years trying to become pregnant.’ 

Dr Manuel Toledo, Spain 

Poor communication about the potential effects of medication on fertility is a 
particular problem. For example, some antiepileptics reduce the effectiveness 
of several hormonal contraceptives, and combined hormonal contraceptives 
may reduce the effectiveness of some antiepileptics.113 This calls for therapeutic 
adjustments to ensure effective and safe treatment while reducing the risks of an 
unintended or complicated pregnancy. However, many physicians do not consider 
this issue or communicate it to their female patients.99 This is not exclusive to women 
living with epilepsy. More than a third of women with chronic inflammatory diseases 
have reported feeling that they lack information on the impact of treatment decisions 
on pregnancy, or that their concerns are not adequately addressed in medical 
appointments.41 42 In many disease areas, patient organisations may help to fill this 
gap by providing women with information to help guide their decisions regarding 
treatment and fertility.
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Joint consideration between women and their physicians of treatment and fertility 
goals is particularly important to avoid unsupervised treatment discontinuation. 
Public perception that virtually all medication taken during pregnancy could negatively 
impact fetal development may lead to a high risk of treatment discontinuation 
by women during preconception and pregnancy, sometimes without consulting a 
healthcare professional.42 This may increase risks for both the woman and child. 
Women with epilepsy often stop their medication when they become pregnant 
because they are not warned of the risks of treatment discontinuation.99 Women 
with rheumatoid arthritis also seem prone to discontinuing their medication during 
pregnancy, particularly in the first trimester.114 It is therefore crucial to discuss 
these risks over the course of the management of chronic diseases in women of 
childbearing age.

‘In family planning you have to explain why there is a lack of evidence 
and how we can interpret the limited data available. It’s a special type 
of communication, so training is needed in shared decision-making.’ 

Dr Rebecca Fischer-Betz, Germany
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Case studies

Patient associations empowering women via short courses and events

Some patient organisations have focused on empowering women of childbearing 
age with chronic diseases through direct interaction to enable them to understand 
and participate in clinical decision-making. ReumaNet – a network of patient 
organisations in Flanders, Belgium focused on rheumatic diseases – organises 
an educational and support programme every two years for expectant parents 
and young mothers.118 Participants have sessions with different specialists 
(rheumatologist, gynaecologist and psychologist) and one focused on self-
management.119 Following a 2014 report from the European League Against 
Rheumatism which identified concerns regarding sexual health, including 
pregnancy, in young people with rheumatic and musculoskeletal diseases,120 the 
Dutch patient association Youth-R-Well.com organised an event to address these 
concerns.121 The event provided an informal environment where participants 
could  ask questions to three speakers; a rheumatologist, a sexologist and a 
young  woman living with a chronic disease who had experienced pregnancy 
herself. The event was well-received, and participants scored highly the 
opportunity to speak with a rheumatologist in such an environment.

Patient associations providing information online

Several patient associations provide information on their websites regarding 
chronic diseases and pregnancy. The National Psoriasis Association in the US, for 
example, provides extensive information online on pregnancy and breastfeeding 
in women living with psoriatic disease.115 116 The website of the National Ankylosing 
Spondylitis Society in the UK highlights the importance of women living with 
ankylosing spondylitis being able to discuss pregnancy with their rheumatology 
team.117 It provides information on the potential interaction between medicines 
and pregnancy outcomes, and includes direct links to clinical guidelines.
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4 | �Key recommendations to improve care

As evidenced in the previous chapters, we are a long way away from providing 
evidence-based care to women of childbearing age with chronic diseases. 
We  believe  there are four main pillars of action required to change this (Figure 2). 
Within each pillar, we have identified specific actions to improve care (Figure 3), which 
are discussed further in this chapter.

Figure 2. Pillars of action to improve care of women of childbearing age  
	 with chronic diseases

Develop a revised  
ethical framework  

for research and care

Train healthcare professionals 
on person-centred care 

and clinical recommendations

Improve  
evidence-based 
care of women 
of childbearing  

age

Support  
data  

collection

Increase  
awareness among 
women, healthcare  
professionals and 

policymakers
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Figure 3. Key actions to improve care of women of childbearing age with chronic diseases

Develop a revised ethical framework for research and care
•	 Regulatory bodies should classify pregnant women as a complex, 

rather than vulnerable, population
•	 �The healthcare sector should accept that not providing treatment may 

carry risks, and should ensure a proper assessment of benefits and risks 
of all treatment options

Support data collection
•	 The research community should develop a clear pregnancy research 

agenda 
•	 �Research methodologies and collaboration across the research 

community should be optimised to improve data collection
•	 �Teratology services should be kept up to date to help avert birth defects

Train healthcare professionals on person-centred care 
and clinical recommendations
•	 �Professional societies should work together on joint clinical guidelines 

advocating a person-centred care approach, including discussions 
of fertility goals

•	 �Pharmaceutical companies, professional societies and patient advocacy 
groups should actively disseminate findings and recommendations 
to inform clinical practice

•	 �Continuing professional education should be provided to all healthcare 
professionals to improve preconception counselling

Increase awareness of these issues among women, healthcare 
professionals and policymakers
•	 �Multi-funded public awareness campaigns should be developed to shift 

mindsets among the general public
•	 �Healthcare professionals should work with patient organisations 

and women’s groups to empower women to participate in discussions 
about aligning their care with fertility goals

•	 �Cross-sectoral, multidisciplinary initiatives should be established 
and should include women and women’s groups
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Pillar 1 
Develop a revised ethical framework  
for research and care

Regulatory bodies should classify pregnant women as a complex, rather than  
vulnerable, population

Experts have argued against classifying pregnant women as vulnerable, suggesting 
they are instead classified as a complex population.2 9 17 73 Pregnant women are able 
to make their own decisions and refuse clinical trial participation; therefore, as a 
population group, they do not fall under the definition of vulnerable. Classifying them 
as complex would facilitate their inclusion in clinical trials while acknowledging that 
they would require special scientific and ethical considerations.

The healthcare sector should accept that not providing treatment may carry risks, 
and should ensure a proper assessment of benefits and risks of all treatment options

It is important to recognise that there is a tendency to consider only the risks of 
intervention and to overlook associated benefits – a bias towards negative outcome 
as a result of action not taken instead of action taken.77 A cultural shift is needed to 
adopt a more balanced assessment – recognising that risks and benefits are part of 
taking any medicine. Regulatory guidance and ethical frameworks are needed to guide 
clinical research in women of childbearing age and mitigate liability for research 
institutes as well as medicines manufacturers.4 Strategies can include targeted 
incentive programmes or official requirements of data collection.22 Clear ethical 
frameworks are also needed to guide daily clinical practice to support women to 
continue taking medication during preconception and pregnancy, and ensure medical 
recommendations are based on robust scientific findings.
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The research community should develop a clear pregnancy research agenda 

It is vital to develop a research agenda focused on improving care of women with chronic 
diseases and aligning that care with fertility goals, both in the preconception phase and 
during pregnancy. This agenda should identify questions that can already be addressed 
with existing data, propose new and relevant studies, and promote evidence-based 
clinical practice.2 4 It should be developed jointly by those involved in research in both 
public and private settings, from academia to public–private partnerships and industry. 

Research methodologies and collaboration across the research community should be 
optimised to improve data collection

High-quality management of chronic diseases in women of childbearing age requires a 
greater understanding of the natural evolution of each disease during pregnancy, and 
of the safety profile of different medicines when used in pregnancy. There is a need 
for studies with clear methodologies; research should be prospective, preferably start 
when a pregnancy is planned, include comparator groups and ensure high follow-up 
rates.89 Comprehensive pregnancy registries can identify associations of interventions 
with adverse events in pregnancy, congenital malformations and developmental 
disorders,51  122 but their methodologies should be improved to ensure they reach 
their full potential and produce comparable data. Multi-stakeholder and international 
collaboration is also needed to ensure optimisation of data collection methodologies.2 89

Teratology services should be kept up to date to help avert birth defects

It is important to keep teratology services up to date to reduce the negative impact of 
medication use during pregnancy. The potential of these services can be increased 
through networks that combine data collected in different regions or countries.

Pillar 1 
Develop a revised ethical framework  
for research and care

Pillar 2 
Support data collection
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Professional societies should work together on joint clinical guidelines advocating 
a person-centred care approach, including discussions of fertility goals

Chronic disease guidelines should include maternity and fertility expertise to support 
women to achieve their fertility goals. Clinical practice recommendations may play a 
key role in connecting healthcare professionals who would typically discuss women’s 
fertility goals (fertility experts, gynaecologists and obstetricians) with those managing 
chronic diseases. Ideally, guidelines should be uniform across countries. They should 
elaborate on the need for clear communication and shared decision-making between 
healthcare professionals and women with a chronic disease.

Pharmaceutical companies, professional societies and patient advocacy groups 
should actively disseminate findings and recommendations to inform clinical practice

It is crucial to make publicly available the findings of pharmaceutical companies and 
research institutions so that they can reach the widest possible range of healthcare 
professionals and women with chronic diseases.41 89 Professional societies and patient 
associations should have an active role in the dissemination of clinical findings and 
recommendations in available guidelines.

Continuing professional education should be provided to all healthcare professionals 
to improve preconception counselling

Ideally, healthcare professionals should discuss family planning with women 
throughout management of a chronic disease, even before the woman becomes 
pregnant.32 111 117 123 124 They should actively try to understand the fertility goals of 
each woman, making sure her wishes are considered in clinical recommendations. 
This may play a vital role in empowering women to make decisions that meet their 
personal goals. Doctors should explain risks and benefits in order to prevent treatment 
discontinuation without medical supervision,42 and they should encourage open 
communication between the woman and her care team.22 Training in communication 
skills is key; for example, assessment of preconception counselling practice should be 
part of clinical training and performance evaluation.90

Pillar 3 
Train healthcare professionals on person-centred  
care and clinical recommendations
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Multi-funded public awareness campaigns should be developed to shift mindsets 
among the general public

Carefully crafted awareness campaigns are needed to address misconceptions about 
treatment in pregnant women. Clear and evidence-based information needs to be 
conveyed to healthcare professionals, policymakers and the general public about the 
lack of (and need for) clinical trial evidence, the challenges in clinical management 
of chronic conditions in women of childbearing age, and the risks of active disease 
during  pregnancy.22

Healthcare professionals should work with patient organisations and women’s groups 
to empower women to participate in discussions about aligning their care with  
fertility goals

Women need to be empowered to make informed decisions that meet their health and 
family planning goals. Close collaboration between healthcare professionals, patient 
associations and women’s groups may help achieve this. Better information should aim 
to improve women’s understanding of the lack of evidence but also of the possibility of 
fulfilling pregnancy goals even if they have a chronic disease.

Cross-sectoral, multidisciplinary initiatives should be established and should include 
women and women’s groups

Multi-stakeholder collaborations focused on clinical management of women of 
childbearing age should always involve women and women’s groups to be sure to 
accurately represent their views in any recommended actions.4 For example, while it 
is sometimes believed that pregnant women would not want to join clinical research 
studies, experts who work closely with pregnant women report otherwise; some 
women wish to be part of clinical trials to help others and to ensure they themselves 
are closely monitored.43

Pillar 3 
Train healthcare professionals on person-centred  
care and clinical recommendations

Pillar 4 
Increase awareness of these issues among women, 
healthcare professionals and policymakers
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Management of chronic diseases in women of childbearing age is suboptimal due to 
insufficient evidence and decision-making based on fears of fetal harm that might 
result from treatment. There is an ongoing lack of research, which is compounded by 
a lack of clarity at the regulatory level. In addition, many healthcare professionals lack 
evidence on the use of medicines during preconception and pregnancy. This creates 
a cycle of clinical decisions being based largely on precaution and anecdotal evidence, 
often resulting in care that is not aligned with each woman’s fertility goals.

The time has come to break this cycle. The complexity of the issue will require all 
stakeholders to work together – to shift mindsets, revise ethical frameworks and create 
innovative partnerships to collect evidence to guide clinical care.

This issue is critical – not just for women, but for society in general. Every year, 
millions of women become pregnant, and inevitably many of them will have a chronic 
disease. Current research, regulation and practice may be putting many women in the 
unfair position of having to choose between managing their disease and having a child. 
This is unacceptable. It is our hope that the actions set forth in this report may help 
rectify this situation. 

 
5 | �Conclusions



39

 
�References

1.	 Anthes E. 2017. The case for testing drugs on pregnant women. 
Available from: https://www.weforum.org/agenda/2017/01/
hard-labour-the-case-for-testing-drugs-on-pregnant-women/ 
[Accessed 30/04/20]

2.	 Blehar MC, Spong C, Grady C, et al. 2013. Enrolling pregnant 
women: issues in clinical research. Womens Health Issues 23(1): 
e39-e45

3.	 van der Graaf R, van der Zande ISE, van Delden JJM. 2018. How 
the CIOMS guidelines contribute to fair inclusion of pregnant 
women in research. Bioethics 00: 1-7

4.	 Fairlie L, Waitt C, Lockman S, et al. 2019. Inclusion of pregnant 
women in antiretroviral drug research: what is needed to move 
forwards? J Int AIDS Soc 22(9): e25372

5.	 Payne P. 2019. Including Pregnant Women in Clinical Research: 
Practical Guidance for Institutional Review Boards. Ethics Hum 
Res 41(6): 35-40

6.	 Statistics Explained. 2018. Fertility statistics. [Updated 05/20]. 
Available from: https://ec.europa.eu/eurostat/statistics-
explained/index.php/Fertility_statistics [Accessed 20/05/20]

7.	 US Food and Drug Administration. 2018. Pregnant Women: 
Scientific and Ethical Considerations for Inclusion in Clinical 
Trials Guidance for Industry. Silver Spring, MD: FDA

8.	 Daw JR, Hanley GE, Greyson DL, et al. 2011. Prescription drug 
use during pregnancy in developed countries: a systematic 
review. Pharmacoepidemiol Drug Saf 20(9): 895-902

9.	 Council for International Organizations of Medical Sciences. 
2016. International Ethical Guidelines for Health-related 
Research Involving Humans. Geneva: CIOMS

10.	 Labots G, Jones A, de Visser SJ, et al. 2018. Gender differences 
in clinical registration trials: is there a real problem? Br J Clin 
Pharmacol 84(4): 700-07

11.	 World Health Organization. 2016. Strategy on women’s health 
and well-being in the WHO European Region. Copenhagen: 
WHO

12.	 Eder L, Chandran V, Gladman DD. 2012. Gender-related 
differences in patients with psoriatic arthritis. Int J Clin Rheumtol 
7(6): 641–49

13.	 US Food and Drug Administration. 1993. Guideline for the Study 
and Evaluation of Gender Differences in the Clinical Evaluation 
of Drugs; Notice. Fed Regist 58(139): 39406-16

14.	 Liu KA, Mager NAD. 2016. Women’s involvement in clinical trials: 
historical perspective and future implications. Pharm Pract 
(Granada) 14(1): 708-08

15.	 Rehman W, Arfons LM, Lazarus HM. 2011. The rise, fall and 
subsequent triumph of thalidomide: lessons learned in drug 
development. Ther Adv Hematol 2(5): 291-308

16.	 Lyerly AD, Little MO, Faden R. 2008. The second wave: Toward 
responsible inclusion of pregnant women in research. Int J Fem 
Approaches Bioeth 1(2): 5-22

17.	 Schwenzer KJ. 2008. Protecting vulnerable subjects in clinical 
research: children, pregnant women, prisoners, and employees. 
Respir Care 53(10): 1342-9

18.	 NHS. 2017. Type 2 diabetes: Health problems. [Updated 
08/08/17]. Available from: https://www.nhs.uk/conditions/type-2-
diabetes/health-problems/ [Accessed 30/04/20]

19.	 NHS. 2018. Type 1 diabetes: Avoiding complications. [Updated 
14/05/18]. Available from: https://www.nhs.uk/conditions/type-1-
diabetes/avoiding-complications/ [Accessed 30/04/20]

20.	 Allen VM, Armson BA. 2007. Teratogenicity associated with 
pre-existing and gestational diabetes. J Obstet Gynaecol Can 
29(11): 927-34

21.	 US Food and Drug Administration. 21st Century Cures 
Act. [Updated 31/01/20]. Available from: https://www.
fda.gov/regulatoryinformation/lawsenforcedbyfda/
significantamendmentstothefdcact/21stcenturycuresact/default.
htm [Accessed 04/05/20]

22.	 Task Force on Research Specific to Pregnant Women and 
Lactating Women (PRGLAC). 2018. Report to Secretary, Health 
and Human Services Congress. Available from: https://www.
nichd.nih.gov/sites/default/files/2018-09/PRGLAC_Report.pdf 
[Accessed 30/04/20]

23.	 European Medicines Agency. 2020. EMA Regulatory Science 
to 2025 - Strategic reflection. Amsterdam: European Medicines 
Agency

24.	 European Medicines Agency, Heads of Medicines Agencies. 
2019. Draft for public consultation: Guideline on good 
pharmacovigilance practices (GVP) - Product- or Population-
Specific Considerations III: Pregnant and breastfeeding women. 
Available from: https://www.ema.europa.eu/en/documents/
scientific-guideline/draft-guideline-good-pharmacovigilance-
practices-product-population-specific-considerations-iii_en.pdf 
[Accessed 02/06/20]

25.	 Foundation for Research in Rheumatology. European network 
of pregnancy registers in rheumatology (EuNeP). Available from: 
http://www.foreum.org/prg_14_eunep_pregnancy_registers.cfm 
[Accessed 30/04/2020]

26.	 EUROmediCAT. 2011. What is EUROmediCAT? Available from: 
http://euromedicat.eu/whatiseuromedicat [Accessed 30/04/20]

27.	 UNC Center for Bioethics. 2017. Second Wave Initiative. 
Available from: https://bioethics.unc.edu/second-wave-initiative/ 
[Accessed 30/04/20]

28.	 Innovative Medicines Initiative. 2017. IMI2: 13th Call for 
proposals. Brussels: IMI

29.	 Feghali M, Venkataramanan R, Caritis S. 2015. Pharmacokinetics 
of drugs in pregnancy. Semin Perinatol 39(7): 512-19

30.	 National Institute for Health and Care Excellence. 2018. 
Epilepsies: diagnosis and management (CG137). London: NICE

31.	 Porter ML, Lockwood SJ, Kimball AB. 2017. Update on biologic 
safety for patients with psoriasis during pregnancy. Int J 
Womens Dermatol 3(1): 21-25

32.	 Vena GA, Cassano N, Bellia G, et al. 2015. Psoriasis in 
pregnancy: challenges and solutions. Psoriasis (Auckl) 5: 83-95

33.	 Naver L, Albert J, Carlander C, et al. 2018. Prophylaxis 
and treatment of HIV-1 infection in pregnancy - Swedish 
Recommendations 2017. Infect Dis (Lond) 50(7): 495-506

34.	 Bailey H, Zash R, Rasi V, et al. 2018. HIV treatment in pregnancy. 
Lancet HIV 5(8): e457-e67

35.	 World Health Organization. HIV/AIDS: Mother-to-child 
transmission of HIV. Available from: https://www.who.int/hiv/
topics/mtct/about/en/ [Accessed 04/05/20]

https://www.weforum.org/agenda/2017/01/hard-labour-the-case-for-testing-drugs-on-pregnant-women/
https://www.weforum.org/agenda/2017/01/hard-labour-the-case-for-testing-drugs-on-pregnant-women/
https://ec.europa.eu/eurostat/statistics-explained/index.php/Fertility_statistics
https://ec.europa.eu/eurostat/statistics-explained/index.php/Fertility_statistics
https://www.nhs.uk/conditions/type-2-diabetes/health-problems/
https://www.nhs.uk/conditions/type-2-diabetes/health-problems/
https://www.nhs.uk/conditions/type-1-diabetes/avoiding-complications/
https://www.nhs.uk/conditions/type-1-diabetes/avoiding-complications/
https://www.fda.gov/regulatoryinformation/lawsenforcedbyfda/significantamendmentstothefdcact/21stcenturycuresact/default.htm
https://www.fda.gov/regulatoryinformation/lawsenforcedbyfda/significantamendmentstothefdcact/21stcenturycuresact/default.htm
https://www.fda.gov/regulatoryinformation/lawsenforcedbyfda/significantamendmentstothefdcact/21stcenturycuresact/default.htm
https://www.fda.gov/regulatoryinformation/lawsenforcedbyfda/significantamendmentstothefdcact/21stcenturycuresact/default.htm
https://www.nichd.nih.gov/sites/default/files/2018-09/PRGLAC_Report.pdf
https://www.nichd.nih.gov/sites/default/files/2018-09/PRGLAC_Report.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/draft-guideline-good-pharmacovigilance-practices-product-population-specific-considerations-iii_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/draft-guideline-good-pharmacovigilance-practices-product-population-specific-considerations-iii_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/draft-guideline-good-pharmacovigilance-practices-product-population-specific-considerations-iii_en.pdf
http://www.foreum.org/prg_14_eunep_pregnancy_registers.cfm
http://euromedicat.eu/whatiseuromedicat
https://bioethics.unc.edu/second-wave-initiative/
https://www.who.int/hiv/topics/mtct/about/en/
https://www.who.int/hiv/topics/mtct/about/en/


40 Achieving optimal care for women of childbearing age living with chronic diseases

36.	 AIDSinfo. 2018. Recommendations for the Use of Antiretroviral 
Drugs in Pregnant Women with HIV Infection and Interventions to 
Reduce Perinatal HIV Transmission in the United States. [Updated 
12/12/19]. Available from: https://aidsinfo.nih.gov/guidelines/html/3/
perinatal/156/pregnant-women-living-with-hiv-who-have-never-
received-antiretroviral-drugs--antiretroviral-naive- [Accessed 
30/04/20]

37.	 Zash R, Holmes L, Diseko M, et al. 2019. Neural-Tube Defects 
and Antiretroviral Treatment Regimens in Botswana. N Engl J Med 
381(9): 827-40

38.	 Dorward J, Lessells R, Drain PK, et al. 2018. Dolutegravir for 
first-line antiretroviral therapy in low-income and middle-income 
countries: uncertainties and opportunities for implementation and 
research. Lancet HIV 5(7): e400-e04

39.	 Tomson T. 2013. Current anti-epileptic treatment in women of 
childbearing age. Neurol Clin Neurosci 1(6): 195-200

40.	 NHS. Diabetes and pregnancy. [Updated 12/04/18]. Available from: 
https://www.nhs.uk/conditions/pregnancy-and-baby/diabetes-
pregnant/ [Accessed 30/04/20]

41.	 Chakravarty E, Clowse MEB, Pushparajah DS, et al. 2014. 
Family planning and pregnancy issues for women with systemic 
inflammatory diseases: patient and physician perspectives. BMJ 
Open: 10.1136/bmjopen-2013-004081 

42.	 Tincani A, Taylor P, Fischer-Betz R, et al. 2018. FRI0693 Fears and 
misconceptions of women with chronic rheumatic diseases on 
their journey to motherhood. Ann Rheum Dis 77(Suppl 2): A866

43.	 Lyerly A. 2018. Personal communication by telephone: 08/01/19
44.	 Carlsson-Lalloo E, Rusner M, Mellgren A, et al. 2016. Sexuality 

and Reproduction in HIV-Positive Women: A Meta-Synthesis. AIDS 
Patient Care STDS 30(2): 56-69

45.	 Cather JC, Latremouille-Viau D, Horn EJ, et al. 2012. Psoriasis is 
significantly associated with lower rates of pregnancy and live 
births. J Am Acad Dermatol 66(4): AB200

46.	 Broms G, Haerskjold A, Granath F, et al. 2018. Effect of Maternal 
Psoriasis on Pregnancy and Birth Outcomes: A Population-based 
Cohort Study from Denmark and Sweden. Acta Derm Venereol 
98(8): 728-34

47.	 Smith CJF, Forger F, Bandoli G, et al. 2018. Factors associated 
with preterm delivery among women with rheumatoid arthritis and 
juvenile idiopathic arthritis. Arthritis Care Res (Hoboken): 10.1002/
acr.23730

48.	 Norgaard M, Larsson H, Pedersen L, et al. 2010. Rheumatoid 
arthritis and birth outcomes: a Danish and Swedish nationwide 
prevalence study. J Intern Med 268(4): 329-37

49.	 Wallenius M, Skomsvoll JF, Irgens LM, et al. 2011. Fertility in 
women with chronic inflammatory arthritides. Rheumatology 
(Oxford) 50(6): 1162-7

50.	 Brouwer J, Hazes JM, Laven JS, et al. 2015. Fertility in women with 
rheumatoid arthritis: influence of disease activity and medication. 
Ann Rheum Dis 74(10): 1836-41

51.	 Chan M, Wong I, Sutcliffe A. 2012. Prescription drug use in 
pregnancy: more evidence of safety is needed. Obstet Gynaecol 
14: 87-92

52.	 Taylor P, Moltó A, Nelson-Piercy C, et al. 2018. The journey 
to motherhood in chronic rheumatic diseases. EMJ Rheumatol 
5(1): 2-4

53.	 Adam MP, Polifka JE, Friedman JM. 2011. Evolving knowledge of 
the teratogenicity of medications in human pregnancy. Am J Med 
Genet C Semin Med Genet 157c(3): 175-82

54.	 European Institute of Women’s Health. European Institute of 
Women’s Health (EIWH). Available from: https://eurohealth.ie/ 
[Accessed 30/04/20]

55.	 Krubiner CB, Faden RR, Cadigan RJ, et al. 2016. Advancing 
HIV research with pregnant women: navigating challenges 
and opportunities. AIDS 30(15): 2261-5

56.	 US Food and Drug Administration. Women in Clinical Trials. 
[Updated 08/02/19]. Available from: https://www.fda.gov/
consumers/womens-health-topics/women-clinical-trials 
[Accessed 06/05/2020]

57.	 Kaeser L. 2017. A New Federal Task Force on Research Specific 
to Pregnant Women and Lactating Women: From Idea to 
Implementation. Breastfeed Med 12(8): 479-81

58.	 National Institutes of Health. 2020. Task Force for Research 
Specific to Pregnant Women and Lactating Women - February 
2020. Available from: https://videocast.nih.gov/summary.
asp?live=35498 [Accessed 01/06/20]

59.	 Morris J. 2018. Personal communication by telephone: 20/12/18
60.	 EUROmediCAT. 2011. Objectives. Available from: http://www.

euromedicat.eu/fp7euromedicat/objectives [Accessed 30/04/20]
61.	 Fischer-Betz R. 2019. Personal communication by telephone: 

10/01/19
62.	 Meissner Y, Strangfeld A, Costedoat-Chalumeau N, et al. 2019. 

European Network of Pregnancy Registers in Rheumatology 
(EuNeP)—an overview of procedures and data collection. Arthritis 
Res Ther 21(1): 241

63.	 Meissner Y, Strangfeld A, Costedoat-Chalumeau N, et al. 2018. 
Defining a standardized core data set for pregnancy registers 
in rheumatic diseases – an European approach. Available from: 
https://rhekiss.de/wp-content/uploads/2018/11/ACR_2018_EuNeP_
FIN.pdf [Accessed 01/06/20]

64.	 ConcePTION. The Work Packages. [Accessed 20/05/20]
65.	 ConcePTION. Partners. Available from: https://www.imi-

conception.eu/partners/ [Accessed 20/05/20]
66.	 ConcePTION. Woman, mother, or working in healthcare? Available 

from: https://www.imi-conception.eu/respond/ [Accessed 
20/05/20]

67.	 UK Teratology Information Service. About us. [Updated 18/04/18]. 
Available from: http://www.uktis.org/html/about_us.html [Accessed 
30/04/20]

68.	 Netherlands Pharmacovigilance Centre Lareb. Highlights 2017. 
Available from: https://www.lareb.nl/media/zgwozl5l/highlights-bcl-
2017-int-bladerversie.pdf [Accessed 06/05/20]

69.	 Azienda Socio Sanitaria Territoriale Papa Giovanni XXIII. Centro 
antiveleni e tossicologia. [Updated 20/02/20]. Available from: 
http://www.asst-pg23.it/section/259/Tossicologia_-_Centro_
antiveleni [Accessed 20/05/20]

https://aidsinfo.nih.gov/guidelines/html/3/perinatal/156/pregnant-women-living-with-hiv-who-have-never-received-antiretroviral-drugs--antiretroviral-naive-
https://aidsinfo.nih.gov/guidelines/html/3/perinatal/156/pregnant-women-living-with-hiv-who-have-never-received-antiretroviral-drugs--antiretroviral-naive-
https://aidsinfo.nih.gov/guidelines/html/3/perinatal/156/pregnant-women-living-with-hiv-who-have-never-received-antiretroviral-drugs--antiretroviral-naive-
https://www.nhs.uk/conditions/pregnancy-and-baby/diabetes-pregnant/
https://www.nhs.uk/conditions/pregnancy-and-baby/diabetes-pregnant/
https://www.fda.gov/consumers/womens-health-topics/women-clinical-trials
https://www.fda.gov/consumers/womens-health-topics/women-clinical-trials
https://videocast.nih.gov/summary.asp?live=35498
https://videocast.nih.gov/summary.asp?live=35498
http://www.euromedicat.eu/fp7euromedicat/objectives
http://www.euromedicat.eu/fp7euromedicat/objectives
https://rhekiss.de/wp-content/uploads/2018/11/ACR_2018_EuNeP_FIN.pdf
https://rhekiss.de/wp-content/uploads/2018/11/ACR_2018_EuNeP_FIN.pdf
https://www.imi-conception.eu/partners/
https://www.imi-conception.eu/partners/
https://www.imi-conception.eu/respond/
http://www.uktis.org/html/about_us.html
https://www.lareb.nl/media/zgwozl5l/highlights-bcl-2017-int-bladerversie.pdf
https://www.lareb.nl/media/zgwozl5l/highlights-bcl-2017-int-bladerversie.pdf
http://www.asst-pg23.it/section/259/Tossicologia_-_Centro_antiveleni
http://www.asst-pg23.it/section/259/Tossicologia_-_Centro_antiveleni


41

70.	 European Network of Teratology Information Services. 
Welcome. Available from: https://www.entis-org.eu/ [Accessed 
30/04/2020]

71.	 MotherToBaby. About us. Available from: https://mothertobaby.
org/about-us/#tab1 [Accessed 30/04/2020]

72.	 European Network of Teratology Information Services. About. 
Available from: https://www.entis-org.eu/about [Accessed 
30/04/2020]

73.	 The American College of Obstetricians and Gynecologists. 
2015. Ethical Considerations for Including Women as Research 
Participants. Available from: https://www.acog.org/Clinical-
Guidance-and-Publications/Committee-Opinions/Committee-on-
Ethics/Ethical-Considerations-for-Including-Women-as-Research-
Participants [Accessed 30/04/20]

74.	 Office for Human Research Protections. 2017. Federal Policy for 
the Protection of Human Subjects. Fed Regist 82(12): 7149-274

75.	 Office for Human Research Protections. 2018. Federal Policy 
for the Protection of Human Subjects: Six Month Delay of the 
General Compliance Date of Revisions While Allowing the Use 
of Three Burden-Reducing Provisions During the Delay Period. 
Fed Regist 83(118): 28497-520

76.	 Hazes JM, Coulie PG, Geenen V, et al. 2011. Rheumatoid 
arthritis and pregnancy: evolution of disease activity and 
pathophysiological considerations for drug use. Rheumatology 
(Oxford) 50(11): 1955-68

77.	 Nelson-Piercy C, Vlaev I, Harris K, et al. 2019. What factors could 
influence physicians’ management of women of childbearing 
age with chronic inflammatory disease? A systematic review of 
behavioural determinants of clinical inertia. BMC Health Serv 
Res 19(1): 863

78.	 Royal College of Obstetricians and Gynaecologists. 2016. 
RCOG release: Pregnant women with epilepsy need ‘specialist 
care’ to reduce preventable deaths, new guidelines reveal. 
Available from: https://www.rcog.org.uk/en/news/rcog-release-
pregnant-women-with-epilepsy-need-specialist-care-to-
reduce-preventable-deaths-new-guidelines-reveal/ [Accessed 
30/04/20]

79.	 National Institute for Health and Care Excellence. 2017. 
Spondyloarthritis in over 16s: diagnosis and management 
(NG65). London: NICE

80.	 van den Brandt S, Zbinden A, Baeten D, et al. 2017. Risk factors 
for flare and treatment of disease flares during pregnancy in 
rheumatoid arthritis and axial spondyloarthritis patients. Arthritis 
Res Ther 19(1): 64

81.	 Østensen M, Aune B, Husby G. 1983. Effect of Pregnancy and 
Hormonal Changes on the Activity of Rheumatoid Arthritis. 
Scand J Rheumatol 12(2): 69-72

82.	 Oka M. 1953. Effect of pregnancy on the onset and course of 
rheumatoid arthritis. Ann Rheum Dis 12(3): 227-29

83.	 Jethwa H, Lam S, Smith C, et al. 2018. Does Rheumatoid Arthritis 
Really Improve During Pregnancy? A Systematic Review and 
Metaanalysis. J Rheumatol 46(3): 245-50

84.	 Rom AL, Wu CS, Olsen J, et al. 2014. Fetal growth and preterm 
birth in children exposed to maternal or paternal rheumatoid 
arthritis: a nationwide cohort study. Arthritis Rheumatol 66(12): 
3265-73

85.	 Wallenius M, Skomsvoll JF, Irgens LM, et al. 2011. Pregnancy and 
delivery in women with chronic inflammatory arthritides with a 
specific focus on first birth. Arthritis Rheum 63(6): 1534-42

86.	 de Man YA, Hazes JM, van der Heide H, et al. 2009. Association 
of higher rheumatoid arthritis disease activity during pregnancy 
with lower birth weight: results of a national prospective study. 
Arthritis Rheum 60(11): 3196-206

87.	 Andreoli L, García-Fernández A, Chiara Gerardi M, et al. 2019. 
The Course of Rheumatic Diseases During Pregnancy. Isr Med 
Assoc J 21(7): 464-70

88.	 Johansen CB, Jimenez-Solem E, Haerskjold A, et al. 2018. The 
Use and Safety of TNF Inhibitors during Pregnancy in Women 
with Psoriasis: A Review. Int J Mol Sci 19(5): 

89.	 Gotestam Skorpen C, Hoeltzenbein M, Tincani A, et al. 2016. 
The EULAR points to consider for use of antirheumatic drugs 
before pregnancy, and during pregnancy and lactation. Ann 
Rheum Dis 75(5): 795-810

90.	 Braillon A, Bewley S. 2016. Epilepsy in women during 
pregnancy. The Lancet 387(10019): 646

91.	 Agence Nationale de Sécurité du Médicament et des Produits 
de Santé. 2015. Nouvelles conditions de prescription et de 
délivrance des spécialités à base de valproate et dérivés 
(Dépakine®, Dépakote®, Dépamide®, Micropakine® et 
génériques) du fait des risques liés à leur utilisation pendant la 
grossesse. Paris: ANSM

92.	 European Medicines Agency. 2018. New measures to avoid 
valproate exposure in pregnancy endorsed. London: EMA

93.	 Friedrich L, Sruk A, Bielen I. 2018. Women with epilepsy in 
childbearing age: Pregnancy-related knowledge, information 
sources, and antiepileptic drugs. Epilepsy Behav 80: 122-28

94.	 Raguideau F, Mezzarobba M, Zureik M, et al. 2015. Compliance 
with pregnancy prevention plan recommendations in 8672 
French women of childbearing potential exposed to acitretin. 
Pharmacoepidemiol Drug Saf 24(5): 526-33

95.	 European Medicines Agency. 2018. Assessment report - 
Referral under Article 31 of Directive 2001/83/EC resulting 
from pharmacovigilance data: Retinoids containing medicinal 
products. London: EMA

96.	 US Food and Drug Administration. 2014. Content and Format of 
Labeling for Human Prescription Drug and Biological Products; 
Requirements for Pregnancy and Lactation Labeling. Fed Regist 
79(233): 72063-103

97.	 Ministry of Health Labour and Welfare. 2017. Pharmaceuticals 
and Medical Devices Safety Information: No. 344, June 2017. 
Available from: http://www.pmda.go.jp/files/000218681.pdf 
[Accessed 30/04/20]

98.	 Tomson T, Battino D, Bromley R, et al. 2019. Management of 
epilepsy in pregnancy: a report from the International League 
Against Epilepsy Task Force on Women and Pregnancy. 
Epileptic Disord 21(6): 497-517

99.	 Toledo M. 2019. Personal communication by telephone: 
25/02/19

100.	Gordon C. 2016. I107: How Does Rheumatic Disease Affect 
Family Planning and Pregnancy? Rheumatology 55(suppl_1): 
i22-i22

https://www.entis-org.eu/
https://mothertobaby.org/about-us/#tab1
https://mothertobaby.org/about-us/#tab1
https://www.entis-org.eu/about
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Ethics/Ethical-Considerations-for-Including-Women-as-Research-Participants
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Ethics/Ethical-Considerations-for-Including-Women-as-Research-Participants
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Ethics/Ethical-Considerations-for-Including-Women-as-Research-Participants
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Ethics/Ethical-Considerations-for-Including-Women-as-Research-Participants
https://www.rcog.org.uk/en/news/rcog-release-pregnant-women-with-epilepsy-need-specialist-care-to-reduce-preventable-deaths-new-guidelines-reveal/
https://www.rcog.org.uk/en/news/rcog-release-pregnant-women-with-epilepsy-need-specialist-care-to-reduce-preventable-deaths-new-guidelines-reveal/
https://www.rcog.org.uk/en/news/rcog-release-pregnant-women-with-epilepsy-need-specialist-care-to-reduce-preventable-deaths-new-guidelines-reveal/
http://www.pmda.go.jp/files/000218681.pdf


42 Achieving optimal care for women of childbearing age living with chronic diseases

101.	 Carlsson-Lalloo E, Berg M, Mellgren Å, et al. 2018. Sexuality and 
childbearing as it is experienced by women living with HIV in 
Sweden: a lifeworld phenomenological study. Int J Qual Stud 
Health Well-being 13(1): 1487760

102.	Noh Y, Yoon D, Song I, et al. 2018. Discrepancies in the Evidence 
and Recommendation Levels of Pregnancy Information in 
Prescription Drug Labeling in the United States, United Kingdom, 
Japan, and Korea. J Womens Health (Larchmt) 27(9): 1086-92

103.	Sociedad Española de Reumatología. AFRODITA. Available from: 
https://www.ser.es/profesionales/como-trabajamos/grupos-de-
trabajo-y-grupos-de-especial-interes/grupos-de-trabajo/afrofita/ 
[Accessed 01/06/20]

104.	Martínez López JA. 2019. Personal communication by telephone: 
08/01/19

105.	St. Olavs Hospital. Norwegian National Advisory Unit on 
Pregnancy and Rheumatic Diseases. [Updated 01/02/17]. Available 
from: https://stolav.no/en/professionals/norwegian-national-
advisory-unit-on-pregnancy-and-rheumatic-diseases [Accessed 
01/06/20]

106.	Ostensen M. 2018. Personal communication by telephone: 17/12/18
107.	 Krause ML, Makol A. 2016. Management of rheumatoid arthritis 

during pregnancy: challenges and solutions. Open Access 
Rheumatol 8: 23-36

108.	Wolters Kluwer Clinical Drug Information. Sizing up the Pregnancy 
and Lactation Labeling Rule: Understanding Challenges and 
Opportunities. Available from: https://www.wolterskluwercdi.
com/sites/default/files/documents/white-papers/cdi-pregnancy-
lactation-labeling-whitepaper.pdf [Accessed 01/06/20]

109.	Regulatory Information Task Force of Japan Pharmaceutical 
Manufacturers Association. 2020. Pharmaceutical Administration 
and Regulations in Japan. Available from: http://www.jpma.or.jp/
english/parj/pdf/2020.pdf [Accessed 01/06/20]

110.	 British Medical Association. 2018. Addressing unmet needs in 
women’s health. London: BMA

111.	 Flint J, Panchal S, Hurrell A, et al. 2016. BSR and BHPR guideline 
on prescribing drugs in pregnancy and breastfeeding-Part I: 
standard and biologic disease modifying anti-rheumatic drugs and 
corticosteroids. Rheumatology (Oxford) 55(9): 1693-7

112.	 Health Publishing and Services. 2018. La tutela della salute della 
donna con malattie reumatiche croniche in età fertile. Milan: HPS

113.	 National Institute for Health and Care Excellence. 2019. Epilepsy - 
Scenario: Women of childbearing age. [Updated 07/19]. Available 
from: https://cks.nice.org.uk/epilepsy#!scenario:3 [Accessed 
20/05/20]

114.	 Rebić N, Sayre EC, Zusman EZ, et al. 2019. Perinatal use and 
discontinuation of disease-modifying anti-rheumatic drugs and 
biologics in women with rheumatoid arthritis: a cohort study. 
Rheumatology (Oxford): 10.1093/rheumatology/kez478 

115.	 Leavitt M. 2016. What to expect when you’re expecting with 
psoriatic disease. [Updated 18/07/16]. Available from: https://www.
psoriasis.org/advance/what-expect-when-you%E2%80%99re-
expecting-psoriatic-disease [Accessed 30/04/20]

116.	 National Psoriasis Foundation. 2018. Pregnancy and 
Breastfeeding. [Updated 21/12/18]. Available from: https://www.
psoriasis.org/pregnancy [Accessed 30/04/2020]

117.	 National Ankylosing Spondylitis Society. Pregnancy. Available 
from: https://nass.co.uk/managing-my-as/living-with-as/pregnancy/ 
[Accessed 30/04/20]

118.	 ReumaNet. 2018. Voorbereiden op zwangerschap en ouderschap 
met ReumaMama’s. Available from: https://www.reumanet.
be/voorbereiden-op-zwangerschap-en-ouderschap-met-
reumamamas [Accessed 30/04/20]

119.	 Caeyers N. 2018. Personal communication by telephone: 04/12/18
120.	Põldemaa I, Tammaru M, Wit Md. 2014. Final report - PARE Youth 

Research Project. Kilchberg, Switzerland: European League 
Against Rheumatism

121.	 Olsder W, van Nieuwkoop L, Haenen AAJ. 2018. PARE0017 
Supporting young people with rmds in managing issues around 
relationships, pregnancy and sexuality. Ann Rheum Dis 77(Suppl 
2): 1878-78

122.	Mahadevan U, Martin CF, Sandler RS, et al. 2012. 865 PIANO: 
A 1000 Patient Prospective Registry of Pregnancy Outcomes in 
Women With IBD Exposed to Immunomodulators and Biologic 
Therapy. Gastroenterology 142(5): S-149

123.	Van Leeuw B. 2014. Lupus and pregnancy - An interview of 
Monika Ostensen by Bernadette. Available from: https://www.
lupus-europe.org/activities/events/european-lupus-meeting-elm/
european-lupus-meeting-2014/Lupus-and-pregnancy-An-interview 
[Accessed 30/04/20]

124.	The Psoriasis and Psoriatic Arthritis Alliance. A beginner’s guide to 
psoriatic arthritis. Available from: http://www.papaa.org/beginners-
guide-psoriatic-arthritis [Accessed 30/04/20]

https://www.ser.es/profesionales/como-trabajamos/grupos-de-trabajo-y-grupos-de-especial-interes/grupos-de-trabajo/afrofita/
https://www.ser.es/profesionales/como-trabajamos/grupos-de-trabajo-y-grupos-de-especial-interes/grupos-de-trabajo/afrofita/
https://stolav.no/en/professionals/norwegian-national-advisory-unit-on-pregnancy-and-rheumatic-diseases
https://stolav.no/en/professionals/norwegian-national-advisory-unit-on-pregnancy-and-rheumatic-diseases
https://www.wolterskluwercdi.com/sites/default/files/documents/white-papers/cdi-pregnancy-lactation-labeling-whitepaper.pdf
https://www.wolterskluwercdi.com/sites/default/files/documents/white-papers/cdi-pregnancy-lactation-labeling-whitepaper.pdf
https://www.wolterskluwercdi.com/sites/default/files/documents/white-papers/cdi-pregnancy-lactation-labeling-whitepaper.pdf
http://www.jpma.or.jp/english/parj/pdf/2020.pdf
http://www.jpma.or.jp/english/parj/pdf/2020.pdf
https://cks.nice.org.uk/epilepsy#!scenario:3
https://www.psoriasis.org/advance/what-expect-when-you%E2%80%99re-expecting-psoriatic-disease
https://www.psoriasis.org/advance/what-expect-when-you%E2%80%99re-expecting-psoriatic-disease
https://www.psoriasis.org/advance/what-expect-when-you%E2%80%99re-expecting-psoriatic-disease
https://www.psoriasis.org/pregnancy
https://www.psoriasis.org/pregnancy
https://nass.co.uk/managing-my-as/living-with-as/pregnancy/ 
https://www.reumanet.be/voorbereiden-op-zwangerschap-en-ouderschap-met-reumamamas
https://www.reumanet.be/voorbereiden-op-zwangerschap-en-ouderschap-met-reumamamas
https://www.reumanet.be/voorbereiden-op-zwangerschap-en-ouderschap-met-reumamamas
https://www.lupus-europe.org/activities/events/european-lupus-meeting-elm/european-lupus-meeting-2014/Lupus-and-pregnancy-An-interview
https://www.lupus-europe.org/activities/events/european-lupus-meeting-elm/european-lupus-meeting-2014/Lupus-and-pregnancy-An-interview
https://www.lupus-europe.org/activities/events/european-lupus-meeting-elm/european-lupus-meeting-2014/Lupus-and-pregnancy-An-interview
http://www.papaa.org/beginners-guide-psoriatic-arthritis
http://www.papaa.org/beginners-guide-psoriatic-arthritis




© 2020 The Health Policy Partnership Ltd. This report may be used for personal, research or educational 
use only, and may not be used for commercial purposes. Any adaptation or modification of the content of 
this report is prohibited, unless permission has been granted by The Health Policy Partnership.
www.healthpolicypartnership.com

https://www.healthpolicypartnership.com/



