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BACKGROUND

O MG commonly affects women during their reproductive years, making pregnancy management and maternal-fetal
outcomes important clinical considerations!-3

O A meta-analysis of MG pregnancies found*:
A 34% risk of disease exacerbation during pregnancy
A 6.4% risk of myasthenic crisis during pregnancy, rising to an 8.2% risk during the postpartum period

A 13% incidence risk of transient neonatal myasthenia gravis in newborns

O A lack of clinical and real-world data from gestational exposure to efgartigimod can lead to treatment
discontinuation or use of older therapies with high side-effect burden during pregnancy?

O Improved clinical safety data collection methods may support more informed risk—benefit decision-making on MG
treatment during pregnancy

Present a cross-functional approach addressing the safety of efgartigimod

OBJECTIVE
treatment in pregnancy for mother and child

METHODS

FIGURE 1 The Bench-to-Bedside Principle for Assessing Efgartigimod Safety in Pregnancy
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FIGURE 2 The ARGOVIA Process Enables Real-Time Data Collection
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Monthly structured case line listing of all exposed cases

=> 3 missed contact attempts = patients lost to follow-up
=> Patient consent withdrawn = case is no longer followed up

RESULTS

TABLE 1 Nonclinical Studies Did Not Identify Reproductive or Developmental Toxicity Concerns and Demonstrated Minimal Placental
Transfer After Efgartigimod Treatment
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FIGURE 3 A Patient Advocacy Panel Highlighted Key Priorities in MG Pregnancy Safety
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Mothers with MG face many extra physical and emotional challenges during pregnancy and postpartum period, often balancing difficult choices such as managing
their own health and MG symptoms and childcare, while prioritizing the health of their baby and possible impacts of treatment.

3Experiences reported by patients has not been specified to treatment modality or treatment status.

FIGURE 4 The Majority of Efgartigimod-Exposed Pregnancies With Known Outcomes Reported via ARGOVIA
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aARGOVIA Reporting Initiative as of June 2026. PAll reported spontaneous abortions occurred during the first trimester. “Count contains 2 blinded clinical trial cases. Congenital anomalies identified: talipes (major congenital malformation), dacryostenosis (minor congenital malformation). Anomalies have not
been identified as related to the drug mechanism of action.
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CALL TO ACTION

Closing the evidence gaps in MG pregnancy Help advance pregnancy -";.'-"5 %  Please scan this QR
@@ safety as fast and reliably as possible may = safety evidence. Enroll et 2i  code to access

allow for more and better treatment options your patients today at Tl W pregnancy reporting

for physicians and patients vyvgartpregnancy.com ~ contact information
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