Clinical
An Urgent Care Approach
to Complications and
Conditions of Pregnancy
Part 2
Urgent message: From pregnancy confirmation to the evaluation
of bleeding, urgent care centers are often the initial location for
management of obstetric-related issues. Careful use of evidence-based
guidelines is the key to successful outcomes.
DAVID N. JACKSON, MD, FACOG and PETAR PLANINIC, MD, FACOG

Introduction
rgent care providers are called upon to manage a
variety of complaints in pregnancy. Some conditions
can be managed at the urgent care center whereas
others require stabilization and transport to a center
with expert obstetrical capabilities. In all situations,
practitioners should consider that a gestational age of
fetal viability (many centers now use 23 to 24 weeks) is
best served with referral for continuous fetal monitoring if there is bleeding, trauma, significant hypertension,
relative hypoxemia (O2 saturation less than 95% for
pregnant women), or contractions. Part 2 of this twopart series will discuss:
! Bleeding in pregnancy
! Ectopic gestation
! Trauma and pregnancy
! Acute abdominal pain in pregnancy
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Figure 1. Bleeding endocervical polyp with
inflammation

Patient was 12 weeks’ pregnant with a normal intrauterine gestation.
Image courtesy of Dr. Arthur Tayengco.

! Chronic illness and common medications (anxiety
and depression, asthma, cold symptoms, epilepsy,
influenza, preeclampsia and eclampsia, thyroid
disease)
! Bleeding

Bleeding in Pregnancy
Bleeding in the first trimester is frequent, occurring in
20% to 40% of all pregnancies. Differential diagnosis
includes implantation bleeding, threatened to complete
abortion, ectopic pregnancy, molar pregnancy, and nonpregnancy sources such as uterine, cervical or vaginal
lesions (including inflammation or polyps) (Figure 1).
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Evaluation of vaginal bleeding should follow a systematic process. History of last menses and sexual activity determines the possibility of pregnancy. Be prepared for potential denial answers regarding pregnancy,
ranging from “We’ve been ‘careful’,” to “My boyfriend
told me he was sterile.” A simple rule would be that
every reproductive-age woman with new-onset abnormal vaginal bleeding should be offered evaluation for
pregnancy. History should especially include the duration and quality of last menses. If menses are regular,
ovulation is predicted on day 14 from the first day of
the last menstrual period (LMP). Contraception use
should be documented, as well as the quantity and
quality of current bleeding (including clots or passage
of tissue). The passage of tissue suggests incomplete to
complete abortion.
Bleeding that occurs “early” in the cycle, (approximately 18-26 days from the LMP), suggests the possibility of implantation bleeding. It is one of the earliest signs
of an intrauterine pregnancy. Implantation bleeding
occurs 6 to 12 days post-conception and typically presents as spotting, occasionally with cramping.
The pain that occurs with bleeding gives a clinical suggestion as to pregnancy location. Crampy midline or
uterine pain suggests intrauterine gestation with threatened abortion. Discrete lateral pain suggests ectopic gestation, ovarian torsion, or degenerating leiomyomata.
Shoulder pain suggests intra-abdominal bleeding.
Laboratory evaluation for first-trimester bleeding. Initial
lab assessment includes complete blood count (CBC),
Type & screen and human chorionic gonadotropin
(hCG). Preferentially ordering a quantitative hCG is
helpful to begin serial evaluation to determine if a gestation is viable. Rh (D) immune globulin should be
given to all Rh-negative pregnant patients who are
bleeding, regardless of the etiology or gestational age.1,2
Rh (D) immunoprophylaxis is currently recommended
for women with miscarriage, induced abortion, ectopic
pregnancy, and other first-trimester bleeding. Referral
by an urgent care provider to obstetrics for treatment
with Rh immune globulin based on ACOG guidelines
is recommended.3
Physical examination for bleeding in pregnancy. The
maternal physical exam begins with vital signs, looking
for tachycardia. Orthostatic changes suggest the need for
urgent management of hypovolemia. The maternal
abdominal exam should document the presence or
absence of peritoneal signs, abdominal distention, rectus rigidity and/or rebound. The fundus of the uterus
should be palpable above the symphysis if greater than

JUCM T h e J o u r n a l o f U r g e n t C a r e M e d i c i n e | S e p t e m b e r 2 0 1 3

13

A N U RG E N T C A R E A P P ROAC H TO COM P L I C AT I O N S A N D CO N D I T I O N S O F P R E G N A N C Y

Figure 2. Normal multiparous cervix with leukorrhea
and bluish hue of “Chadwick’s sign”

Image courtesy of Dr. David Jackson

12 weeks since the last menses. A fetal heartbeat usually
cannot be detected until at least 10 weeks of pregnancy
by a handheld Doppler. If the patient is overweight, it
may be 12 weeks or more before the heartbeat is readily picked up by handheld Doppler.
The external vaginal exam notes the amount of bleeding on the labia and perineum. A speculum exam is
mandatory to visualize the entire cervix and vagina.
Examples of nonpregnancy bleeding include cervical
eversion with friability, cervical infection with inflammation, vaginal and cervical lesions and bleeding
tumors such as the bleeding “polyp” seen in Figure 1.
Visualize the external os to determine any dilatation
and to confirm that the bleeding is originating from
within the os. Also determine whether trophoblastic tissue is present (Figure 2).
Perform a bimanual exam and gently palpate the
uterus and adnexa for size and pain or masses. If an
intrauterine pregnancy is confirmed, the following definitions of bleeding in early pregnancy are based upon
physical findings:
Threatened abortion: Cramping and bleeding without
passage of tissue. The cervical os is closed.
Inevitable abortion: Cramping and bleeding. The cervical os is open but there is no passage of tissue.
Incomplete abortion: Cramping and bleeding with partial passage of tissue. The cervical os may be open or closed.
Complete abortion: Bleeding and complete passage of
tissue. The cervical os is typically closed.
Spontaneous abortion is often associated with
advanced maternal age and/or a history of previous
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miscarriage. Most spontaneous first-trimester losses are
associated with fetal or chromosomal abnormalities.
Examination of clot or tissues. One way to determine if
a clot contains placental tissue is to suspend the clot in
water to look for floating villi. The presence of villi
lowers the likelihood of concurrent ectopic pregnancy
but it does not prove whether the findings represent a
complete or an incomplete spontaneous abortion. Caution: A “decidual cast” may look like rubbery tissue that has
passed. It actually represents decidualized endometrium and
correlates with an ectopic pregnancy.
Ultrasound evaluation for early pregnancy bleeding. Transvaginal or transabdominal ultrasound should be considered a standard, not optional, recommendation for
emergency and urgent care centers evaluating early
pregnancy bleeding.4 This is especially true when quantitative hCG levels are at least 1500-2000 IU/L. At this
“discriminatory level,” an intrauterine gestational sac
should be visualized. If an intrauterine gestational sac is
not seen, work up for ectopic pregnancy must continue. For viable pregnancies, if the gestational sac is
20 mm, a yolk sac should be visualized. If the yolk sac
is 5 mm, an embryonic pole should be visualized. If the
embryonic pole is 5 mm or greater, an embryonic heart
beat should be visualized.
Guidance for centers that currently have to send out
!-hCG or that don’t have ultrasound machines on-site
is problematic. For these centers, it is prudent to suggest
immediate transfer for evaluation with ultrasound if the
on-site qualitative pregnancy test is positive and the
physical exam suggests ectopic gestation.

Ectopic Pregnancy
Implantation of a developing blastocyst at a site other
than the endometrium of the uterine cavity is the most
important differential diagnosis an urgent care provider
considers in the evaluation of early pregnancy bleeding.
Intra-abdominal bleeding from ectopic pregnancy
remains a cause of pregnancy-related maternal death in
the first trimester. Ectopic gestation occurs in 2% of all
pregnancies. The patient should be asked about risk
factors including prior tubal surgery, prior ectopic pregnancy, previous salpingitis or pelvic infection, assisted
reproduction, infertility history, smoking, and regular
vaginal douching.
The most common extrauterine location is the fallopian tube, which accounts for 98% of all ectopic gestations. Symptoms of bleeding, pain or both typically
occur 6 to 8 weeks after the LMP. Patients classically present with vague or localized pelvic pain, delayed menses,
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and vaginal spotting/bleeding. However, up to 50% of
patients may be asymptomatic until tubal rupture
occurs. In fact, 10% of patients with ectopic pregnancy
have no pain, 21% have no vaginal bleeding, 29% have
no tenderness, and 36% have no palpable adnexal mass.
Therefore, the modern diagnosis of ectopic pregnancy
requires a combination of quantitative assay for hCG
and use of high-resolution transvaginal ultrasonography
(TVUS). If a true intrauterine sac is identified, the patient
should be managed the same as for a threatened abortion and referred for repeat quantitative hCG in 48 to
72 hours. If no intrauterine sac is seen, an ectopic pregnancy should be suspected, especially if hCG is greater
than 1500 to 2000 IU/L. This management requires
coordination between imaging and lab analysis. Both
must be timely and have opportunity to follow up.

Counseling on First-Trimester Bleeding and
Miscarriage
The outcome of ongoing pregnancies with firsttrimester threatened abortion is reassuring. Saraswat
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and colleagues confirmed there is no increase in chromosomal or congenital defects when pregnancies survive early bleeding.5 However, patients with firsttrimester bleeding and ongoing pregnancies are more
likely to experience preterm premature rupture of
membranes (OR 1.78), preterm delivery (OR 2.05),
and intrauterine growth restriction (OR 1.54). To date,
there are no prospective interventions that reduce
these complications.
What is the cause of the bleeding? When miscarriage
occurs, patients want to know the etiology. As much as
feasible, patients should be reassured that personal issues
such as stress, not eating correctly, poor sleep, anxiety,
and intercourse do not cause miscarriage. For isolated
first trimester loss in which the fetus does not form
(anembryonic pregnancy) or does not continue development, chromosomal syndromes are the most likely cause
of the loss. If possible, sending products of conception
for chromosomal analysis is helpful in future counseling.
It is prudent to recommend follow-up counseling with
an obstetrical specialist to provide post loss consultation.
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Second- and Third-Trimester Issues:
Maternal Positioning
Vena caval obstruction by the uterus decreases preload
and can initiate maternal hypotension. Uterine blood
flow is not auto-regulated, therefore, a decrease in maternal systolic blood pressure can cause a significant fall in
uterine blood flow. A pregnant patient on her back
may have sweating, dizziness and hypotension that
resolve when she is turned on her side. Prevention
begins with positioning all pregnant patients on a
rolled-up towel or wedge under the right hip at least 15
degrees. This “left tilt” decreases vena caval obstruction.

Trauma and Pregnancy Outcome
Trauma complicates 6% to 7% of all pregnancies. Pregnant patients who suffer major trauma will likely bypass
an urgent care center, but those with minor trauma may
be seen. Data on management of minor trauma in pregnancy are limited and conflicting.6 Reports indicate
that fetal demise or premature births are increased after
even minor trauma to a pregnant patient.7 Monitoring
of a viable pregnancy after trauma is typically recommended for 4 to 6 hours. Lab assessment requires CBC,
blood type with Rh status, and possibly the KleihauerBetke test to determine fetal to maternal bleeding. Any
post-trauma patient with symptoms of bleeding, uterine tenderness, contractions, or pain should be referred
to a center with obstetrical delivery capabilities for prolonged monitoring and evaluation of possible placental
separation (abruption).8 Patients complaining of
unusual falls or seen recurrently for pain should also be
screened for abuse and domestic violence.9

The primary clinical symptoms of appendicitis in
pregnancy include decreased appetite, nausea with vomiting, and fever. The focal abdominal pain location will
depend on gestational age, and typically rises with the
enlarging uterus. Classic signs such as rebound tenderness and leukocytosis may be delayed or absent. Referral for potential surgery is required as soon as a clinical
suspicion of appendicitis is developed.
Acute cholecystitis is the second most common surgical complication of pregnancy. Pain is typically upperright-sided or epigastric. Cholelithiasis is present in
90% of pregnant patients with acute cholecystitis. Elevated white blood cell count, elevated serum amylase,
and hyperbilirubinemia are typical. Diagnosis requires
ultrasound confirmation. The pregnancy-related differential includes severe preeclampsia, acute fatty liver, and
placental abruption. The non-pregnancy differential
includes pancreatitis, acute appendicitis, and rightlower-lobe pneumonia. Referral for inpatient observation, conservative intravenous therapy, and potential
surgery is required.
Adnexal torsion is typically acute and localized to one
side of the abdomen. On ultrasound, an adnexal mass
without adequate blood flow to the ovaries can be visualized. Complications include peritonitis and preterm
labor. Surgical management is indicated for patients
with signs of acute abdomen.
Degenerating leiomyomata in pregnancy presents as
focal, severe, point tenderness. Contractions may be an
initial symptom. Imaging is required to confirm the presence of the leiomyomata at the site of a patient’s pain.

Common Medications in Pregnancy
Abdominal Pain in Pregnancy
Pain in pregnancy should be categorized as acute or
chronic, with or without bleeding, and with or without
associated renal or gastrointestinal symptoms. The typical differential includes appendicitis, cholecystitis,
fibroid degeneration, adnexal cysts with or without torsion, spontaneous abortion, ectopic pregnancy,
amnionitis, and placental abruption. Although rare,
ovarian vein thrombosis needs to be considered for
acute right-sided pain, especially in postpartum patients.
Acute appendicitis is the most common surgical complication of pregnancy. It is often suggested by symptoms that initially are confused with pyelonephritis.
Shielding of the inflamed appendix by an enlarged
uterus may lead to delayed diagnosis, and appendiceal
rupture at the time of surgery is more common during
pregnancy.
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Urgent care centers may make the initial diagnosis of
pregnancy. Because urgent care practitioners may be
asked by pregnant patients for advice regarding continuing chronic medications, they should be aware of
which medications are safe in early gestation. An alphabetized list based on diagnosis is included below and
Table 1 provides a summary on common medications
in pregnancy.
Anxiety and depression. Initial treatment of anxiety and
depression in pregnancy should include expert assessment, psychotherapy, or a combination of psychotherapy and lowest-effective-dose pharmacotherapy. The
best medications for anxiety and depression in pregnancy are now controversial, as recent data suggest an
increased risk of fetal problems with selective serotonin
reuptake inhibitors (SSRIs), tricyclic antidepressants
(TCAs), and monoamine oxidase inhibitors (MAOIs).

JUCM T h e J o u r n a l o f U r g e n t C a r e M e d i c i n e | S e p t e m b e r 2 0 1 3

w w w. j u c m . c o m

A N U RG E N T C A R E A P P ROAC H TO COM P L I C AT I O N S A N D CO N D I T I O N S O F P R E G N A N C Y

Antidepressants are generally category C drugs; bupropion is category B. Paroxetine exposure during the first
trimester has been associated with an increased risk of
birth defects.10 Patients who use SSRIs after the 20th
week of pregnancy are 6 times more likely to have persistent pulmonary hypertension.11
In general, tricyclic antidepressants have increased
risk over SSRIs, MAOIs should not be used during pregnancy, and benzodiazepines should be avoided in the
first trimester.
Warning: Women on antidepressant treatment are 5 times
more likely to relapse into major depression during pregnancy if their antidepressant medications are stopped.12
Referral for cognitive-behavioral and interpersonal supportive therapies that involve the family is critical if a patient’s
medications are discontinued in pregnancy.
All antidepressants have been shown to be present in
breast milk, but sertraline, paroxetine, and nortryptyline are preferred antidepressant treatments in breastfeeding mothers because they result in the lowest drug
levels in infants.
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Asthma. Along with influenza and bronchitis, asthma
is a common urgent care issue.13 Evaluation and treatment in pregnant patients does not differ significantly
from that in non-pregnant patients. Typical regimens are
short-acting inhaled beta2-agonists, such as albuterol
for rescue therapy, and inhaled steroids for maintenance
therapy. Although use of fluticasone use is common in
women with asthma who are not pregnant, budesonide
and beclomethasone are considered the inhaled steroids
of choice during pregnancy according to guidelines from
the American Congress of Obstetricians and Gynecologists (ACOG). They are the two medicines that have been
most studied during pregnancy.14
Urgent care providers managing upper respiratory
infections or complicated asthma in pregnancy may be
overly concerned about fetal risks associated with chest
x-rays. ACOG Guidelines place a limit for maximum
elective cumulative fetal dose at 5 rad (1 rad = 1000
mrad =10 mGy = 0.01Gy). A two-view shielded chest xray delivers only 0.00007 rad. Therefore, a pregnant
patient would have to undergo 71,429 exams to reach

JUCM T h e J o u r n a l o f U r g e n t C a r e M e d i c i n e | S e p t e m b e r 2 0 1 3

➤ Use medical ear piercing to bring new families into your business
➤ Generate a new source of cash revenue
➤ Patented technology available only through physicians
➤ $179 investment creates an opportunity to increase
your patient base while generating a profit!

17

A N U RG E N T C A R E A P P ROAC H TO COM P L I C AT I O N S A N D CO N D I T I O N S O F P R E G N A N C Y

TABLE 1. Quick Review of Medications in Pregnancy
Medication
Antibiotics
Ciprofloxacin
Chloramphenicol
Nitrofurantoin
Sulfonamides (sulfa drugs)
Streptomycin
Tetracycline
Trimethoprim
Antihypertensives
ACE inhibitors

Alpha methyl dopa (Aldomet)
Atenolol (Tenormin)
Hydralazine (apresoline)
Hydrochlorothiazide
Propranolol hydrochloride
Antiepileptics
Carbamazepine
Phenobarbital
Phenytoin
Trimethadione
Valproic acid
Other
Isotretinoin (Accutane)
Lithium
Warfarin (Coumadin)

Potential Effects in Pregnancy
Joint abnormalities
Gray baby syndrome; hemolysis in women or
fetuses with G6PD deficiency
Hemolysis in women or fetuses with G6PD deficiency
Jaundice and increased risk of brain damage from kernicterus, particularly when used during the
third trimester
Ototoxicity resulting in deafness
Slow bone growth; teeth discoloration; increase cavities in newborn
Blocking of action of folic acid, a vitamin important in prevention of NTDs; linked to increased
incidence of NTDs if used in the first trimester
Maternal hyperkalemia, fetal renal dysplasia with anuria and craniofacial abnormalities, skull
ossification defects. ACE inhibitors in the second or third trimester have caused renal
dysfunction in a fetus, leading to oligohydramnios from anuria. ACE inhibitors have been
associated with pulmonary hypoplasia from oligohydramnios, growth retardation and
hypoplasia of the fetal skull. Also risk of maternal hyperkalemia.
Coombs positive hemolytic anemia/hepatitis
Risk of IUGR, neonatal bradycardia
Lupus-like syndrome (maternal), maternal tachycardia, neonatal thrombocytopenia
Sodium diereses with volume depletion = low maternal electrolytes, neonatal thrombocytopenia
Risk for IUGR, neonatal bradycardia
Facial defects, NTDs, hypoplastic distal phalanges
Neonatal coagulopathy, neonatal withdrawal
Facial clefts, nail hypoplasia (distal phalanges), hypertelorism, neonatal coagulopathy, growth
and developmental retardation
Developmental retardation, dysmorphic facial features
Facial defects, NTDs
Pregnancy loss, hydrocephalus, other CNS (microcephaly, retina, optic nerve abnormal),
craniofacial (microtia, anotia, cleft palate), thymic hypoplasia, conotruncal heart defects
Possible cardiac anomaly
Anticoagulant. Primary effect is in the axial and appendicular skeleton. Exposure during early
pregnancy may result in nasal hypoplasia, stippling of secondary epiphysis, IUGR, and mental
retardation. Exposure in late pregnancy may result in CNS bleeding. Elective cesarean to avoid
neonatal ICH if mother is on warfarin at delivery.

CNS = central nervous system; ICH = intracranial hemorrhage; IUGR = intrauterine growth restriction; NTD = neural tube defect

the cumulative 5-rad dose limit.
Chronic hypertension. Antihypertensive monotherapy
is typically begun when a patient’s systolic blood pressure (BP) is greater than 160 mm Hg and/or diastolic BP
is greater than 105 mm Hg. If there is risk of maternal
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end organ damage, we prefer an upper limit of 140/100
to begin therapy. Referral to obstetrics for treatment is
appropriate.
“Cold” symptoms. Symptomatic relief of rhinitis,
sneezing, cough, and throat pain can be attempted
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with acetaminophen, pseudoephedrine, nasal spray,
and chlorpheniramine. Because of the theoretical risks,
recommendations are to avoid oral decongestants in the
first trimester unless benefits are balanced by theoretical risks of rare birth defects. 15,16 Any pregnant patient
who has an upper respiratory infection that lasts more
than 7 days should be evaluated for bacterial infection
or influenza.
Dental care. Cavities or infection in pregnant patients
must be treated. Cephalosporin and penicillin-based
antibiotics are safe to use during pregnancy. Local anesthetics and short-term use of opioid analgesics are also
appropriate. Pregnant patients should not be prescribed
prolonged antiprostaglandin medications for pain or inflammation because of the fetal renal effects and risk of ductus
arteriosus constriction.
Epilepsy or status epilepticus. Many patients have
increased seizure frequency in pregnancy because of
stopping medications or taking medications at subtherapeutic dosages. Concerns are typically over medication-induced fetal embryopathy. The highest risk is
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with valproic acid (especially if >1100 mg/day) and
poly-drug therapy. Lamotrigine may have the safest
fetal profile.17 Recurrent seizures in a pregnant patient
that result in hypoxia may have a greater negative
impact than the potential teratogenic effects of
antiepileptic drugs. Therefore, monotherapy at the lowest dose needed to control seizures is recommended.
Status epilepticus is treated with diazepam at
1 mg/min, or up to 250 mg of sodium amobarbital,
slowly administered IV. Phenytoin and phenobarbital
also can be safely used to prevent recurrent non-eclamptic seizures in a pregnant patient. However, IV magnesium sulfate should be immediately used to prevent
recurrent seizures associated with eclampsia.

Influenza Vaccine and Treatment
Along with asthma, influenza is one of the most common respiratory conditions complicating pregnancy.18
Influenza is more severe in pregnant women than in other
populations. Annual vaccination is recommended for all
women who will be pregnant during influenza season
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(October to May).19 Pregnant
women with influenza are more
likely to develop severe illness
and to die than the general
population. Pregnant women
are also more likely to be hospitalized for respiratory illnesses
than nonpregnant women, especially during influenza season.20,21 The diagnosis of
influenza is made clinically and
confirmed with results from
rapid influenza diagnostic tests
or reverse transcriptase polymerase chain reaction testing.
Typical symptoms of influenza include fever, cough, rhinorrhea, sore throat, headache, shortness of breath and
myalgia. Some patients will have vomiting, diarrhea, conjunctivitis, and some have respiratory symptoms without fever.
Pregnant women with suspected influenza require
immediate empiric treatment with antiviral medications, even if treatment is initiated more than 2 days
after symptom onset.22 The recent influenza virus outbreaks have been responsive to neuraminidase
inhibitors such as oseltamiir and zanamivir. These are
Category C drugs in pregnancy. Dosing is oseltamivir 75
mg twice faily for 5 days or zanamivir 10 mg (2 inhalations) for 5 days. For treatment of pregnant women or
women up to 2 weeks postpartum with suspected or
confirmed influenza, oseltamivir is currently preferred
(see CDC recommendations for frequent updates).
Because prevention is better than treatment, all
women who are pregnant or will be pregnant during
influenza season should be encouraged to receive the
inactivated influenza vaccine, regardless of pregnancy
trimester.

“Pregnant women with
suspected influenza require
immediate empiric treatment
with antiviral medications,
even if treatment is initiated
more than 2 days after
symptom onset.”

Pain Management
Minor pain in pregnant patients can be treated with massage, heat and ice, and acetaminophen. Do not prescribe antiprostaglandin medications as primary agents
for pain because of the possible risks of fetal renal impairment or adverse effects on the ductus arteriosus. Pregnant women may get relief from back pain by placing
one foot on a stool when standing and placing a pillow
between their legs when lying down. Supportive shoes
and a pregnancy-based exercise program can be recommended to improve strength and flexibility.
Short-term opioid use can be beneficial for acute
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relief. Chronic opioid use creates risk for habituation. Referral for physical therapy assessment and chronic pain management services are essential
adjuncts for the opioid-dependent pain patient who subsequently becomes pregnant.

Preeclampsia and Eclampsia

We have admitted many
patients directly from an
urgent care center to our
obstetrical unit after they have
been seen for severe headache
in pregnancy. The cerebral and visual disturbances
that are typical for preeclampsia may be misdiagnosed as migraine with aura or non-pregnancy CNS
pathology. Preeclampsia is new onset of elevated
blood pressure and proteinuria (greater than 300 mg
in 24 hours or 1+ (30 mg/dL) on at least two random
urine dipstick tests after 20 weeks’ gestation.
Patients with preeclampsia and impending eclampsia may have severe headache with visual disturbances,
epigastric pain, nausea, and emesis. Delay in diagnosis
potentially leads to seizures, abruptio placentae, pulmonary edema, aspiration pneumonitis, cardiac failure,
intracranial hemorrhage, and transient blindness.
Therefore, any pregnant patient over 20 weeks’ gestation with hypertension or severe headache should be
considered at risk of eclampsia until proven otherwise.
Warning: Urgent care providers may also see
preeclampsia in patients up to 4 weeks postpartum.
Basic screening postpartum also includes analysis of
symptoms suggestive of organ-specific vasoconstriction (headache, scotomata, elevated LFT, platelets
<100,000, elevated uric acid, and proteinuria >1+ on
dipstick or >300 mg in 24 hours).
It is critical to initiate therapy with magnesium sulfate at a 4- to 6-g loading dose over 15 to 20 minutes and
2 g per hour IV maintenance. The ambulance services
typically carry these medications.

Thyroid
Women who are on thyroid hormone replacement may
require an increase in their dosage by 30% to 50% during pregnancy. Serum concentrations of free T4 and thyroid stimulating hormone are typically used for monitoring thyroid dosing in pregnancy. Ordering a free T4 is
necessary because the increase in thyroid-binding glob-
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ulin associated with pregnancy falsely elevates total T4.
TSH is typically unaffected by pregnancy after 16 weeks.

Teratogenic Risks of Common Medications
The fetus is most vulnerable between the 3rd and 8th
week after fertilization (5th to 10th week after LMP). Teratogenic drugs taken before the 20th day following
conception (5th LMP week) typically have an “all-ornothing” effect, inducing miscarriage or having no
effect at all. Table 1 provides a quick review of medication effects in pregnancy. ■
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