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Women’s health

Women with MS outnumber men by 3:11 and disease
activity appears related to hormonal fluctuations by as
yet, poorly understood mechanisms. Hence there are
special considerations that need to be taken into
account for women with MS, and the health
professional requires an understanding of the impact
of menstruation, pregnancy and menopause on MS.

Menstruation
Many women report cyclical changes in MS
symptoms and feel that their symptoms deteriorate
two to three days prior to the onset of their
menstrual period and improve once bleeding has
started. A few small studies have confirmed this
anecdotal evidence though more work undoubtedly
needs to be done in this area2-4.

In one small study5 it was found that 78% of women
had premenstrual worsening of their MS symptoms in
one or more of the menstrual cycles analysed.
Symptoms most likely to increase pre-menstrually were
limb weakness, pain and nocturia. Additionally,
another small scale study found that those on
combined oral contraception reported that their 
MS symptoms worsened during the pill-free week6. 
A greater understanding of this ‘menstrual cycle effect’
by women with MS and health professionals would
help to reduce anxiety associated with an unexpected
increase in symptoms.

Current data suggests that premenstrual symptoms
alone cannot account for the change in MS symptoms
and other hormonally related factors may be
important. It is tempting to assume that the decline in
the level of oestrogens accounts for premenstrual
deterioration in MS symptoms. Research into MS and
pregnancy7,8 points to oestrogen having a protective
effect as it may suppress autoimmunity. Unfortunately
solutions are rarely simple and an obvious question
that comes to mind is “if oestrogen is so beneficial,
why do more women than men have MS?” Sadly this
paradox is still to be solved.

Women who are disabled by MS and who are no
longer contemplating having children may want to
consider ceasing menstruation by hormonal means.
They should be encouraged to explore available
options with their GP or practice nurse. Adopting this
strategy may benefit carers particularly where a male is
looking after a female partner and the couple find this
aspect of care particularly difficult to deal with.

Contraception
All forms of birth control are available for people
with MS, although various factors should be taken
into account when decisions about contraception
are being made. These include patient choice,
ease, comfort, effectiveness, interaction with
medications, and physical limitations such as loss
of dexterity or spasticity.

There are no contraindications specific to women
with MS for oral contraceptives, although it is
recommended9 that there should be discussion with a
physician since certain drugs, including antibiotics,
phenytoin and carbamazepine, may reduce oral
contraceptive effectiveness. It should be borne in
mind that there is an increased risk of thrombosis
associated with immobility, and the usual checks on
weight, smoking and so on should be made as for
any other woman contemplating oral contraceptives.
If cognitive impairment affects the woman’s ability to
take daily oral contraceptives reliably, then a
transdermal weekly patch may be a good alternative.

Good manual dexterity is needed for the use of
barrier contraceptives, such as diaphragm,
condoms and spermicides; hand tremor, weakness
or sensory loss could therefore be problematic. It
may be prudent to inform women with MS that
using a diaphragm may increase the likelihood of
bladder infections.

Intrauterine devices (IUD) have been shown to be
generally safe, effective and easy to use. Hormone-
releasing IUDs (eg Mirena coil) have the advantage
of reducing menstrual flow and duration10. 

Another option is a progesterone implant, again
requiring no maintenance and effective for up to
five years. Progesterone can also be injected on a
three monthly basis.

Pregnancy
Because MS is most commonly diagnosed in
women aged between mid 20s and early 30s, the
question of pregnancy is an important one. The
main issues are: the effect of the pregnancy on the
mother with MS, the overall outcome of the
pregnancy in terms of the baby’s health, and the
risk that the baby will inherit MS. A study
investigating the concerns of pregnant women
with MS11 identified labour, delivery issues, breast
feeding and short and long-term parenting issues.
The unpredictability of MS resulting in uncertainty
permeated many of these concerns.
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Effect of pregnancy on the mother
with MS
Until 1950 and the publication of Tillman’s paper12

on the effect of pregnancy on MS and its
management, women with MS were advised to
avoid pregnancy. Since 1950, many researchers in
both retrospective and prospective studies have
borne out Tillman’s findings that pregnancy has no
long-term effect on disability. However, there are
still many myths and misconceptions about MS
and pregnancy and some people (including health
professionals) express disapproval when a woman
with MS becomes pregnant.

In common with many other autoimmune diseases
(rheumatoid arthritis, myasthenia gravis, for
example), fewer disease events may be
experienced during pregnancy for women with
relapsing remitting MS, especially during the third
trimester. This suggests that there is some
protection from pregnancy-related hormones.
However, that protection does not seem to apply
to women with progressive disease. During the
three months postpartum the risk of a relapse
increases. Overall, however, pregnancy does not
affect disease outcome or level of disability, and a
two year follow up study determined that birth
relapse risk is similar to that in the pre-pregnancy
year13. While one small scale study suggested that
breast feeding may offer a degree of protection
against postpartum relapse14, a second, larger
study found that breast feeding did not reduce the
relapse rate post delivery15. 

NICE guidance states that women with MS should
be offered the most appropriate analgesia for them
during delivery. Concerns are sometimes expressed
regarding the use of epidural anaesthesia, but
there is no evidence that epidural administration of
drugs has any effect on relapse rate or disability16.

The incidence of instrumental or caesarean section
deliveries has been shown to be no higher for
women with MS. Although a small study
concluded that women with MS were more likely
to have assisted vaginal deliveries than those
without17, a larger scale Canadian study refuted
these findings18.

Overall outcome of the pregnancy in
terms of the baby’s health
There is no increased risk of miscarriage, foetal
malformations, stillbirths, birth defects or infant
mortality when the mother has MS. 

Risk that the baby will inherit MS
MS is not hereditary and the majority of people who
develop MS have no previous family history of the
condition. However, family studies have revealed that
there is a higher, but still small, risk of developing MS
for someone with a relative with the condition19. In
the general population in the UK, the risk of
developing MS is about 1 in 700. The risk is higher
for people who already have someone with MS in
their family. On average, the risk for first degree
relatives (parents, children, siblings) of someone with
MS is about 1 in 40. For second degree relatives
(cousins, uncles/aunts, nephews/nieces) it is around 1
in 100. While there is a genetic predisposition to MS,
the actual risk is considered low and should not deter
a couple from starting a family.

Other factors
When considering pregnancy other factors may
need to be taken into account. Many of the drugs
used in the treatment of MS are inadvisable during
pregnancy and breastfeeding. Steroids may be used
with relative safety in pregnancy20. However, many
pregnant women choose not to have steroids,
particularly as they have no bearing on the degree
of recovery from the relapse.

There is limited data on the use of disease
modifying therapies in pregnancy. Women are
usually advised to cease treatment three months
before attempting to become pregnant, and
recommence once breast feeding has ended.
Immunosuppressive and some symptom
management drugs may cause physical defects in
the developing embryo.

As more evidence emerges regarding the link
between MS and vitamin D, it is prudent for women
with MS to supplement with vitamin D during
pregnancy, if they are not already doing so. Vitamin
D supplementation during pregnancy may lower
the MS risk for the foetus, as well as provide other
health benefits, and is now recommended (at a low
dose) for all women21. However, as yet there is no
clear guidance on appropriate dosage for pregnant
women with MS.

Another consideration is the level of disability of the
mother and the availability of help with the care of
the baby, should this be necessary. Women with MS
should be encouraged to plan for the postnatal
period, in the event of relapse, utilising practical
help from family and friends, or statutory assistance
eg from social services, or via the health visitor. Local
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MS mother and baby groups can be invaluable in
providing peer support and preventing feelings of
isolation. Levels of fatigue should also be taken into
account, bearing in mind that this common symptom
can be exacerbated by the pregnancy itself and by
subsequent disturbed nights.

MS is unpredictable and therefore decisions about
having children can be difficult to make. The
health professional can achieve a great deal by
encouraging exploration of all the issues, many of
which will be uncomfortable, and providing up to
date information and support.

Menopause
Menopause does not appear to have any effect on
MS either positive or negative, although there has
been little research in this area22. However, there is
anecdotal evidence, as well as a few small studies,
indicating that symptoms which worsen during
menopause may be responsive to hormone
replacement therapy (HRT). The majority of women
with MS who have used HRT report improvement
rather than deterioration in their condition, but any
potential benefit must be evaluated against possible
risks. Since loss of bone density and osteoporosis may
be a problem for people with MS23, the beneficial
effect of HRT on reducing the risk of osteoporosis
should be taken into account. 

Health screening
It is important that women with MS should be
offered all relevant health screening, for example
for cervical and breast cancer24. Unfortunately
access to screening tests can be restricted for
women with chronic disabling conditions, due to
substantial physical barriers (eg mobile breast
screening units with steps) thus limiting health
promoting activities critical to a healthy life25.
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We hope you find the information in this book helpful. If you would like to speak with someone about any
aspect of MS, contact the MS Trust information team and they will help find answers to your questions.

This book has been provided free by the Multiple Sclerosis Trust, a small UK charity which works to
improve the lives of people affected by MS. We rely on donations, fundraising and gifts in wills to be able
to fund our services and are extremely grateful for every donation received, no matter what size.

MS Trust information service

Helping you find the information you need

The MS Trust offers a wide range of publications, including a newsletter for
health and social care professionals Way Ahead and the MS Information
Update, which provides an ongoing update on research and developments in
MS management.
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