PREGNANCY FOR THE INTERNIST

Theresa M Cuoco, MD
This material invariably appears on our boards.  Women of advanced maternal age with chronic illnesses are conceiving, carrying to term, and delivering healthy infants.  Remember that organogenesis occurs at weeks 4-8 of gestation before many women know they are pregnant and are still on prescription meds.

Physiologic Changes in Pregnancy
Increased: Plasma volume 50%, RBC volume 20%, CO 130-150%, HR by 10 bpm, GFR, Insulin 

                   Resistance, and Tidal Volume

Decreased: SVR (due to smooth muscle relaxing effect of progesterone), SBP and DBP 

                   (gradually increases after 24th week of gestation and returns to nonpregnancy levels       

                   by term), BUN and Cr, FRC and RV (late in pregnancy)
FDA Pregnancy Risk Categories

A: Controlled human studies with no risk to fetus 

B: Animal studies without adverse affects but no controlled human studies, OR animal studies 

     revealed some adverse affects but human studies have not

C: Either animal studies with adverse affect but no human studies, OR no animal or human  

     studies.  

D: Evidence of human fetal adverse affects, however, benefit may still outweigh risk.

X: Demonstrable human fetal risk that clearly outweighs any potential benefit (teratogens). 

Drugs Contraindicated in Pregnancy
Aminopterin & Methylaminopterin 


Lithium

Androgenic hormones 




Methimazole

Busulfan 





Penicillamine

Coumadin 





Phenytoin

Cyclophosphamide 




Tetracyclines

Diethylstilbestrol 




Thalidomide

Etretinate 





Trimethadione

Isotretinoin 





Valproic Acid

Most Asked About Drugs in Pregnancy    from Medstudy

Drugs to Avoid: 



Relatively Safe:

Valproic acid, trimethadione 


Prednisone

ACE Inhibitors 




Heparin

Ciprofloxacin 




Sulfasalazine

Podophyllin  (can’t use with genital warts)
Digoxin, verapamil, procainamide,   

Methimazole 




Clonidine, labetalol, Ca blockers

I-131 





PTU

Most antihistamines 



Chlorpheniramine

Warfarin 




Gentamicin

Nitroprusside 




Betalactams

Most aminoglycosides 



Amphotericin B

Doxycycline, TCN

Metronidazole in 1st trimester

Common medical Illnesses in Pregnancy:

Hypertension

-6-8% of all pregnancies

-Prior to 20 weeks gestation: essential 

-Treat! Aldomet (B), Hydralazine, beta blockers, Clonidine, Ca antagonists (all C)

-Avoid ACE Inhibitors, Nitroprusside

Asthma

-4% of all pregnancies; rule of 1/3’s

-Avoid triggers, treat aggressively, following stepwise approach, following PFTs and Peak Flows

Infections

-Penicillins and cephalosporins safe

-Avoid tetracyclines, fluoroquinolones, metronidazole (in 1st trimester), and sulfa (close to term)

-Treat asymptomatic bacteriuria (1/3 go on to pyelo)

-Syphilis is often asymptomatic

-Congenital toxoplasmosis: mental retardation, chorioretinitis more common in last trimester

-Teratogenic viruses: CMV, varicella zoster, herpes simplex, rubella – more frequent if acquired   

 in 1st trimester; 80% chance of congenital defects with rubella (cataracts, heart prob, mental 

 retardation) if 1st trimester

-HIV: mother to fetus risk decreased 25% to 8% with zidovudine

Diabetes
-Gestational diabetes: 50% recur in subsequent pregnancy 

-25-30% of gestational diabetics develop overt diabetes within 5 years

-Optimal glycemic control prior to conception and during pregnancy

Thyroid

-In hypothyroidism and pregnancy, requirements may increase, so follow the TSH 

-PTU is safe in hyperthyroidism, but avoid methimazole (neonatal aplasia cutis) and I131

-All treatments for hyperthyroidism can cause neonatal hypothyroidism or goiter

-TBG elevated

Gastroenterology

-Increased incidence of GERD due to smooth muscle effects of progesterone

-Increased biliary secretion of cholesterol  - predisposing to gallstones

-Acute fatty liver of Pregnancy is microvesicular (like Reye Syndrome)

-Increased amylase with ectopic pregnancy 

-Hepatitis E: Increased risk for fulminant hepatitis and mortality (20-30%) in third trimester 

-HBV vaccine is safe to give in pregnancy

Cardiology 

-Contraindications to pregnancy: pulmonary HTN, Eisenmenger syndrome, Marfan syndrome  

 with dilated aortic root, and chronic dilated cardiomyopathy with dilated aortic root

Renal 

-Risk factors for pregnancy induced HTN (usually 3rd trimester) : Cr >1.2, BP > 160/100, inc 

 LFTs, retinal hemorrhage, platelets <100,000, MAHA

Neurology

-Increased congenital defects with seizures; avoid valproate and trimethadione (neural tube defects)

-Migraines – avoid ergot alkaloids
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