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Pregnancy Outcomes in Women Exposed to Guselkumab:
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Among pregnancy cases with known
outcomes, rates of live births,
spontaneous and elective/induced
abortions, and congenital anomalies
in pregnancies with maternal
exposure to GUS =3 months before
or during pregnancy are consistent
with rates reported for the United
States general population,®’
suggesting no apparent impact of
GUS on pregnancy outcomes
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Results

Figure 2. Maternal GUS Exposure: Reporting Types, Indication, and Timing of GUS

Exposure Rates of pregnancy outcomes were consistent with those for the

United States general population®’

590 pregnancy outcomes® (including twins [2] and triplets [1]) in
586 women exposed to GUS have been reported through 12 July 2023

Reporting Types of GUS Indication Timing of GUS Exposure
Pregnancy Outcomes? (N=590) (N=412) During Pregnancy (N=189)

Figure 4. Rates of Known Pregnancy Outcomes for GUS-treated Patients
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e Mean maternal age in those with reported data (N=349) was 32 years (median [range],
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