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Introduction

Azathioprine (AZA) and its active metabolite 6-mercaptopurine (6-MP) are cytotoxic purine analogues used for treatment of inflammatory bowel disease
or after organ transplantation. There are 3 recent reports with conflicting results on pregnancy outcome after paternal exposure to AZA/6-MP.

(Rajapakse et al. 2000, Francella et al. 2003, Norgard et al. 2004). In addition, case reports were suggestive of a risk for chromosomal aberrations.
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Results

Maternal characteristics (A), pregnancy outcome (B), neonatal characteristics (C) and birth defects (D) were compared between exposed and controls.
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We did not observe an increased risk for birth defects after paternal
exposure to azathioprine or 6-MP.

There was a slightly higher rate of spontaneous abortions Iin the exposed
(19%) vs. controls (13%). However, both rates lie within the normal range.

The higher rate of ETOPs In the exposed group (10% vs. 1%) might be due
to fear of medication and more unplanned and unwanted pregnancies in the
exposed group.
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Conclusions

No specific adverse effects were observed after paternal treatment with azathioprine. Although data is still limited, we see no need to terminate a pregnancy or
for invasive diagnostics only because of paternal treatment with azathioprine or 6-MP. Family planning does not need to be delayed in case of inevitable
paternal therapy. High resolution ultrasound during pregnancy could be offered to those couples to confirm normal development of the fetus.
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