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PRACTICE POINTER

Primary care assessment and management of common physical

symptoms in pregnancy

Meena Bhatia, ' Kamal R Mahtani,  Ruby Rochman, * Sally L Collins"*

What you need to know

® Many symptoms in pregnancy are related to hormonal
and physiological adaptations

® Clear, effective communication regarding the nature
of symptoms and the management plan allays fears
and offers reassurance

Offer a reason for referring, explain the potential
concerns, and explain the likely course of
management

® Surgical causes of abdominal pain can present
atypically in pregnancy

Considerations for covid-19

This article was commissioned and peer reviewed before
the covid-19 pandemic. For further guidance on the
management of symptoms related to covid-19 in
pregnancy, please see guidance from the Royal College
of Obstetricians and Gynaecologists: Coronavirus
(COVID-19) infection in
pregnancyhttps://www.rcog.org.uk/coronavirus-preg-
nancy

A wide range of physical symptoms commonly occur
during pregnancy, and it can be challenging to

- Assess whether the symptom is pregnancy
related—is it gastroenteritis or hyperemesis
gravidarum? Is it asthma or restricted lung volume?
Is it abruption or appendicitis? Is it increased urinary
frequency or an infection?

- Decide whether the pregnancy changes your
management—what medications are safe? When is
specialist assessment needed?

Determining whether a symptom is concerning
involves clinical judgment and interpretation of vital
signs compared with baseline. Published research to
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establish reference ranges for vital signs in pregnancy
may help clinicians distinguish when a symptom is
physiological or pathological.

In this article we discuss the primary care assessment
and management of headache, breathlessness,
nausea and vomiting, urinary symptoms, and
abdominal pain—common presentations in primary
care that can have more serious underlying causes;
and we highlight red flags that suggest when
specialist referral might be warranted. We refer to the
most up-to-date evidence on vital signs.

We suggest when to consider same day referral and
urgent (within a few hours) referral. When a referral
timescale is not specified, use clinical judgment to
assess whether same day, urgent, or non-urgent
referral is suitable. Questions that might help with
non-urgent referral decisions include: What are the
patient’s concerns? Is it a high risk pregnancy? How
well is the patient coping? Are there polypharmacy
concerns? Has the patient attended on multiple
occasions?

Evidence on common symptoms in pregnancy is fairly
limited, so much of the advice in this article is based
on our clinical experience; however, we have cited
relevant evidence when available.

What are the reference ranges for maternal
vital signs during pregnancy?

Evidence from a five year, three centre, prospective
longitudinal cohort study of 1041 pregnant women
in the UK" offers reference ranges for maternal vital
signs during pregnancy (fig 1, fig 2, fig 3, fig 4, fig 5).
These are relevant predominantly when assessing
women with red flag symptoms, or symptoms that
are worsening or persistent.
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Fig 1| Reference ranges according to gestation for maternal systolic and diastolic blood pressure during pregnancy. Data extrapolated from Green et all
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Fig 2 | Reference ranges according to gestation for maternal heart rate during pregnancy. Data extrapolated from Green et al 1
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Fig 3 | Reference ranges according to gestation for maternal respiratory rate during pregnancy. Data extrapolated from Green et al 1
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Fig 4 | Reference ranges according to gestation for maternal oxygen saturation during pregnancy. Data extrapolated from Green et al 1
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Fig 5 | Reference ranges according to gestation for maternal temperature during pregnancy. Data extrapolated from Green et al 1

How might women with headache present?

Around one in three pregnant women experiences headache.?3 This
may be continuation of an underlying headache, a new headache
syndrome unrelated to pregnancy, or a headache specific to
pregnancy. Migraine, tension headaches, and to a lesser extent
cluster headaches are common in pregnancy.”>

A 2017 systematic review of observational studies suggested that
most women continue to experience headaches similar to those
they experienced when not pregnant, or that some find that
symptoms improve in pregnancy.> 4 Improvement might occur if
non-pregnant headaches are triggered by fluctuating oestrogen
levels (eg, with migraines) because during pregnancy oestrogen
levels are high and stable. Relapse of improved migraine symptoms
might occur in the first month post partum.®

Approximately two thirds of headaches in pregnancy have no
underlying pathology and usually occur in the first trimester.” 8
However, increased coagulability in pregnancy can increase the
risk of underlying pathology,’ including stroke and cerebral venous
thrombosis, at any gestation.

Headache can also be a sign of pre-eclampsia, a major cause of
maternal and fetal mortality.®

Reversible cerebral vasoconstriction syndrome occurs most
commonly in the postpartum period. It presents as a severe sudden
onset headache and it may be associated with hypertension or
stroke. It appears to be caused by underlying vasoconstriction. It
is diagnosed by magnetic resonance angiography based on the

finding of arterial constriction. The headache may last for several
months until it resolves.

How do you assess headache in primary care?

Undertake neurological history and examination as you would with
non-pregnant patients.'®

Identify whether it is a primary headache (eg, tension headache,
cluster headache, migraine) or secondary to a serious pathology
(eg, pre-eclampsia, cerebral venous thrombosis).

Assess vital signs (fig 1-fig 5).!

Assess for pre-eclampsia’?:

e Ask about associated visual disturbances, swelling (most
commonly of the hands, feet, or face), right upper quadrant or
epigastric abdominal pain, and nausea and vomiting*?

e Look for peripheral and facial oedema, proteinuria on dipstick,
and blood pressure increases >140/90 mm Hg on at least two
occasions.

Assess for cerebral venous thrombosis and ischaemic stroke'3 '4:

e Ask about associated cognitive disturbance, seizure, family
history, previous venous thromboembolism, reduced mobility,
thrombophilia, and/or obesity.

e Look for focal neurological signs, papilloedema, raised
intracranial pressure, and/or extensive varicose veins.

Table 1 summarises the features of the common and serious causes
of headache in pregnancy.
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Table 1| Obstetric related and non-obstetric related causes of headache in pregnancy

Obstetric related causes

Pre-eclampsia

Features

Usually presents after 20 weeks’ gestation. Raised blood
pressure (>140/90 mm Hg on at least two occasions) and
proteinuria (1 and/or >300 mg/24 hours),15
Varied clinical presentation, which can include severe headache,
visual disturbance (eg, flashing lights, blurred vision, floaters),
epigastric or right upper quadrant pain, swelling of the hands,
feet, or face, and/or nausea and vomiting9

Non-obstetric causes where risk is increased by hypercoagulability

Reversible cerebral vasoconstriction syndrome

Sudden onset thunderclap headache. Usually postnatal

Cerebral venous thrombosis

Acute onset of headache. Moderate to severe pain. Cognitive
disturbance, seizure, papilloedema, raised intracranial pressure,
and/or focal neurology. Risk factors: as for venous
thromboembolism

Ischaemic stroke

Focal neurological symptoms—eg, sensory loss, weakness,
speech problems, visual disturbances

Other non-obstetric causes

Tension headache

Typically, bilateral, non-pulsating pain (lasting minutes to days); described as a tight band around the head

Cluster headache

Typically, unilateral severe periorbital pain (lasting minutes to hours; may recur several days in a row); ipsilateral red eye and/or

eyelid swelling might be present

Migraine

Typically, intense, moderate to severe, unilateral, throbbing pain; nausea, sensitivity to light, and/or visual disturbances might

be present.

Subarachnoid haemorrhage

Thunderclap headache reaching a peak of intensity in <5 minutes; might be precipitated by physical exertion

Idiopathic intracranial hypertension

Awakens patient, generalised, non-throbbing, diplopia, visual loss, Risk factors: obesity

Meningitis

Fever, rash, neck stiffness, photophobia

How do you manage headache in primary care?

Initially treat benign headaches as you would in non-pregnant
patients”:

e Encourage good sleep, adequate hydration, and avoidance of
potential precipitants

o Consider paracetamol and anti-emetics if conservative measures
are ineffective.

Request specialist advice before

e prescribing sumatriptan for migraine

e prescribing non-steroidal anti-inflammatory (NSAID)
medication—avoid NSAIDs completely in the third trimester as
they are associated with premature closure of the fetal ductus
arteriosus.'®

Refer to obstetric physicians or neurologists for review and
consideration of second line medications if° 37

e the pregnancy is high risk or complex (eg, pre-existing or newly
diagnosed medical condition, age under 20 or over 40,
overweight/obese, carrying more than one fetus) 7

e headaches are severe or persistent despite first line medication.

Box 1 lists red flag signs and symptoms associated with headache
in pregnancy that warrant urgent/same day opinion from secondary
care teams (general medicine, neurology, and/or obstetrician,
dependent on local referral pathways).'”

Box 1: Request same day/urgent specialist opinion for these headache
red flags'8 19
Symptoms

® Marked change in a previously stable headache pattern
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® Sudden onset at peak of severity
® Described as the “worst ever” headache

® Pain takes longer to resolve than usual or persists for longer than 48
hours

® Focal neurological symptoms

Seizures

Fever (fig 5)

® Trauma

® Visual changes

® Associated loss of consciousness

® Headache persists despite first line treatments
Signs

® Focal neurological signs (table 1)

® Signs of meningism (neck stiffness and photophobia)
® Diplopia or papilloedema

® Reduced Glasgow coma score (GCS)

® Petechial rash

How might women with breathlessness present?

A small observational study of 62 women found that more than 75%
of women with uncomplicated pregnancy reported some degree of
breathlessness to an obstetrician in their final trimester?® 22 but
breathlessness can start at any gestation.

In most cases, breathlessness is physiological. The combination of
increased progesterone causing the respiratory drive to be increased,
and oxygen requirements increasing as pregnancy advances, can

cause physiological hyperventilation which some women experience
as breathlessness.?? Typically, this physiological breathlessness is
present at rest; may improve on mild activity, and is not associated
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with any oxygen desaturation.” Women describe it as “air hunger”
and it may interrupt their normal speech pattern—eg, they pause
to take a breath during a sentence without appearing breathless to
others.

However, breathlessness can also be a symptom of underlying
pathology.

o The relative risk of venous thromboembolism is higher during
pregnancy and the postnatal period, particularly in the first six
postpartum weeks?# 2>

e Varicella zoster pneumonitis and flu have higher morbidity and
mortality in pregnancy, and can cause fetal varicella syndrome
and varicella of the newborn®

e Asystematic review and meta-analysis showed that for one third
of pregnant women asthma gets better, for one third it
deteriorates, and for one third it stays the same.?” In a large
population based study in Sweden, uncontrolled asthma was
associated with preterm birth, low birth weight, gestational
diabetes, infant hypoglycaemia, and pre-eclampsia®®

e Anaemia, community acquired pneumonia, and heart failure
from peripartum cardiomyopathy can also cause breathlessness
in pregnancy.

How do you assess breathlessness in primary care?
Assess vital signs at rest and on exertion (fig 1-fig 5).

Look for features of embolic phenomena: sudden onset dyspnoea,
pleuritic chest pain, and haemoptysis. The Wells score is not
currently validated for use in pregnancy.

Look for features of varicella zoster pneumonitis (vesicular rash),
flu, or community acquired pneumonia—fever, cough,
tachypnoea—and consider sepsis if bacterial infection is suspected.

Look for exacerbations in asthma—increased wheeze, cough, chest
tightness; measure peak flow and consider other lung function
tests.?”

Look for signs of heart failure, which might suggest peripartum
cardiomyopathy.

Consider a full blood count for suspected anaemia, or measure C
reactive protein and full blood count for suspected respiratory tract
infection.

Table 2 summarises the features of the common and serious causes
of breathlessness in pregnancy.

Table 2 | Obstetric related and non-obstetric related causes of breathlessness in pregnancy? >°

Obstetric causes

Physiological dyspnoea of pregnancy

Features

Need to take a deep breath intermittently, including while talking, or sensation of inability to get
a deep enough breath.
No associated wheeze, cough, chest pain, or tachypnoea. Normal heart rate at rest (fig 2).
Normal oxygen saturations on exertion (fig 4). Consider this diagnosis when the causes below
have been excluded

Non-obstetric causes

Asthma

Associated wheeze, cough, chest tightness, history of atopy; corroborative lung function tests

Anaemia

May be mild. May be associated with lethargy. Confirm with full blood count when anaemia is
suspected. A normal recent blood count is reassuring if anaemia is further down the list of
differentials

Venous thromboembolism

May have associated features of dep vein thrombosis and additional risk factors other than
pregnancy (including reduced mobility, thrombophilia, obesity, previous venous
thromboembolism, family history, extensive varicose veins).
Sudden onset breathlessness accompanied by pleuritic chest pain +/- haemoptysis. Tachycardia
and a drop in oxygen saturation on exertion (fig 2, fig 4)

Peripartum cardiomyopathy causing heart failure

Can occur at any stage of pregnanoz/, most common postnatally. Risk factors: older age (highest
incidence »40 years)* multiparous, pre-eclampsia, or hypertension.
Nocturnal dyspnoea, orthopnoea, wheeze, oedema, tachycardia, peripheral oedema, audible
wheeze

Pneumonia

Fever (see fig 5 for normal temperature levels in pregnancy), productive cough, and dyspnoea.

Uncommon in pregnancy, but pregnant women are more susceptible to flu and varicella zoster

pneumonitis, putting them at increased risk. Give greater consideration to susceptible individuals
(eg, those with asthma, cystic fibrosis, HIV, immunosuppression, smoking history)

Sepsis

New altered mental state, tachypnoea (see fig 3 for normal respiratory rate in pregnancy),
reduced oxygen saturation levels (see fig 4 for normal levels in pregnancy), hypotension (see
fig 1 for normal levels in pregnancy), tachycardia (see fig 2 for normal levels in pregnancy),
reduc362d urine output, mottled or ashen appearance, cyanosis of skin/lips/tongue, non-blanching
rash

How do you manage breathlessness in primary care?

If the woman’s symptoms of breathlessness are mild and vital signs
are within normal ranges (fig 1-fig 5), explain that symptoms are
most likely due to expected pregnancy changes, and ask her to
return if symptoms persist or worsen.

If she has signs of asthma

e Manage them as you would in non-pregnant patients and escalate
treatment based on symptom frequency3° 33

o Consider same day/urgent referral to secondary care for women
with exacerbation of asthma in pregnancy?3

e Provide sufficient inhalers to manage symptoms, even if asthma
has improved in pregnancy.
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Safety of inhaled and oral steroids is a common concern during
pregnancy. Guidelines from the Scottish Intercollegiate Guidelines
Network (SIGN) and the British Thoracic Society (BTS) suggest that
evidence is sufficient to support the use of inhaled corticosteroids
as normal during pregnancy. For oral steroids, these guidelines
recommend use as normal for severe asthma, with explanation that
the benefits outweigh the risks.*®

Offer flu vaccination at all gestations in line with national
recommendations.3# Arrange same day hospital assessment if you
suspect flu infection or symptoms suggestive of varicella associated
pneumonia (urgent referral if there is haemodynamic
instability)—and take appropriate measures to avoid exposing other
pregnant women to chickenpox.34 Speak to the obstetrics and
infectious disease teams regarding the correct location and referral
pathway.

Box 2 lists red flag signs and symptoms associated with

breathlessness in pregnancy that warrant urgent/same day opinion
from secondary care teams (general medicine, respiratory medicine,
cardiology, and/or obstetrics, dependent on local referral pathways).

Box 2: Request specialist same day/urgent opinion if patients present
with these breathlessness red flags

Symptoms
® Haemoptysis

® Associated orthopnoea, paroxysmal nocturnal dyspnoea, and oedema

® Palpitations

® Suspicion of venous thromboembolism
® Suspicion of pneumonia
® Suspicion of sepsis
Signs

® Calf swelling

® Feverand/or suggestion of sepsis (fig 5)

Tachypnoea (fig 3)
® Desaturating levels of oxygen at rest or on mild exertion (fig 4)

® Raised jugular venous pressure
How might women with nausea and/or vomiting present?

Nausea and vomiting are the most commonly reported symptoms
in pregnancy, affecting almost 80% of pregnant women.>> Symptoms
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typically start at 6-7 weeks’ gestation and usually resolve by 16
weeks. They are a common reason for hospital admission.2

Guidelines from the Royal College of Obstetricians and
Gynaecologists (RCOG) define hyperemesis gravidarum as protracted
nausea and/or vomiting, with a triad of more than 5% pre-pregnancy
weight loss, dehydration, and electrolyte imbalance.3® Ketonuria
in the absence of other symptoms is not considered a feature that
guides referral or treatment of hyperemesis gravidarum.3”

More serious obstetric conditions may initially present with
non-specific symptoms of nausea and vomiting, usually at more
advanced gestation:

e Acute fatty liver disease of pregnancy is rare but potentially fatal
(typically presents after 30 weeks)

e Pre-eclampsia occasionally presents with nausea and vomiting
(typically presents after 20 weeks)

Nausea and vomiting might also be caused by antibiotics, iron
supplements, viral gastroenteritis, and surgical causes of abdominal
pain.

How do you assess nausea and vomiting in primary care?
Assess vital signs (fig 1-fig 5).*

Ask about associated symptoms, such as diarrhoea and abdominal
pain, and about recent food and drug ingestion.

Determine hydration status:

e Ask about symptom improvement with hydration
e Assess fluid balance

e Look for signs of dehydration on examination and urine dipstick.

Use clinical judgment to decide whether vomiting can be considered
as “protracted” (the National Institute for Health and Care
Excellence (NICE) does not offer parameters for “protracted
vomiting” in its definition of hyperemesis gravidarum).

Measure whether there has been weight loss of >5% of the
pre-pregnant weight.

RCOG guidelines recommend assessing symptom severity using a

Pregnancy-Unique Quantification of Emesis (PUQE) score (fig
6).363839
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PUQE form:
Pregnancy-Unique Quantification of Emesis and nausea

Circle the answer that best suits your situation in the last 24 hours

1. On average in a day, for how long do you feel nauseated or sick to your stomach?

>6 hours 4—6 hours 2—-3 hours <1 hour Not at all
S points 4 points 3 points 2 points 1 point

2. On average in a day, how many times do you vomit or throw up?
>7 times 5—6 times 3—4 times 1-2 times Not at all
S points 4 points 3 points 2 points 1 point
3. On average in a day, how many times have you had retching or dry heaves
without bringing anything up?
>7 times 5—6 times 3—4 times 1-2 times Not at all
S points 4 points 3 points 2 points 1 point
Total score (sum of replies to 1, 2 and 3): mild NVP <6; moderate NVP, 7-12;
severe NVP 213.

Quality of life question:
On a scale of 0 to 10, how would you rate your well-being?
0 (worst possible) 10 (as good as you felt before pregnancy)

Fig 6 | PUQE index—reproduced from the RCOG green-top guideline28

Arrange laboratory investigations to check for electrolyte imbalance, e Look for signs of encephalopathy.“°

thyroid dysfunction, or inflammatory marker derangement.
Assess for pre-eclampsia as above (under headache).
Assess for acute fatty liver disease of pregnancy:
Table 3 summarises the features and causes of nausea and/or

e Ask about right upper quadrant pain, generalised malaise, vomiting in pregnancy.*’
polydypsia, polyuria

8 the bmj | BMJ 2020;370:m2248 | doi: 10.1136/bmj.m2248
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Table 3 | Obstetric related and non-obstetric related causes of nausea and/or vomiting in pregnancy®’

Obstetric causes

Nausea and vomiting of pregnancy

Features

Affects ~80% of women.>> Usually occurs between 6 and 16 weeks’ gestation

Hyperemesis gravidarum

Protracted nausea and/or vomiting with a triad of more than 5% gre-pregnancy weight loss,
dehydration, and electrolyte imbalance 6

Pre-eclampsia

Usually presents after 20 weeks’ gestation. Raised blood pressure (>140/90 mm Hg on at least
two occasions) and proteinuria (=1 and/or >300 mg/24 hours).w5
Varied clinical presentation, which can include severe headache, visual disturbance (eg, flashing
lights, blurred vision, floaters), epigastric or right upper quadrant pain, swelling of the hands,
feet, or face, and/or nausea and vomiting

Acute fatty liver of pregnancy

Potentially fatal complication usually presents after 30 weeks’ gestation but can be earlier. More
common in multiple pregnancies. Severe nausea and vomiting, pain in right upper quadrant,
and anorexia. Abnormal liver function and hypoglycaemia. See Swansea Criteria

Non-obstetric causes

Gastroenteritis

History of contaminated intake, relevant contact history, fever (fig 5), diarrhoea

Drug related vomiting

Occurs more commonly with antibiotics and iron supplements

Other causes of abdominal pain

Any cause of abdominal pain, including acute pancreatitis or appendicitis, may also initially
present with vomiting (see section on abdominal pain)

How do you manage nausea and vomiting in primary care?

A systematic review of 67 randomised clinical trials and 11
non-randomised studies showed that mild symptoms can be
managed effectively in the community using ginger (fresh or
ginger-containing food items: teas, tinctures, or tablets), vitamin
B6, and/or acupressure.4? 43

If vomiting is related to antibiotic, iron, or other medication intake,
consider changing preparations if symptoms persist. If symptoms
are not well controlled, or if a woman is finding the symptoms very
challenging, consider the following safe and effective anti-emetics:
promethazine, cyclizine, or prochlorperazine. If symptoms persist
and clinical judgment dictates that a secondary care referral is not
needed, consider trying chlorpromazine, metoclopramide,
ondansetron, or domperidone.?° 33

If one medication is not controlling symptoms effectively, consider
changing the medication or building up to dual/triple anti-emetic
therapy. A combination of up to three of these anti-emetics can be
used safely if they provide symptomatic relief.3°

Treatment progress may be tracked with RCOG PUQE scores (fig
6.)363839

If the PUQE score is less than 13 and primary care measures are
unsuccessful, RCOG green-top guidelines advise clinicians to
consider ambulatory day care management; and to consider
inpatient management if there is continued nausea and vomiting
and one or more of the following applies3®:

e Unable to keep down oral anti-emetics

e Ketonuria (1+ ketones on urine dipstick) and/or weight loss
(greater than 5% of pre-pregnant body weight. However, a
systematic review and meta-analysis did not find support for the
use of ketonuria as feature that guides referral or treatment of
hyperemesis gravidarum.3’

e Suspected comorbidity (eg, urinary tract infection and unable
to keep down oral antibiotics).

Refer women with hyperemesis gravidarum to secondary care—this
could be obstetrics or gynaecology, according to local policy.3°
Determine the level of urgency of referral on a case-by-case basis.
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Box 3 lists red flag signs and symptoms associated with nausea
and/or vomiting in pregnancy that warrant same day/urgent opinion
from secondary care teams (general medicine, and/or obstetrics,
dependent on local referral pathways).

Box 3: Request urgent/same specialist opinion if patients present with
these nausea and/or vomiting red flags36

Symptoms
® Inability to tolerate oral intake despite anti-emetics, with associated
weight loss or signs of severe dehydration

Confirmed or suspected comorbidity (eg, urinary tract infection,
diabetes)

® Severe headache

® Severe abdominal pain, especially epigastric orright upper quadrant
pain

Signs

® Weight loss > 5% of total body weight

® Severe dehydration (decreased urine output, dizziness, increased
thirst, dry mouth)

Haemodynamic instability (fig 1-fig 5)

® Biochemical abnormality

How might urinary symptoms present?
Urinary symptoms are very common in pregnancy.*

One observational study of 256 pregnant women found that 91%
experienced increased frequency.## Another observational study
of 100 pregnant women found that 72% experienced increased
frequency, 63% experienced urgency, and 79% experienced
nocturia.*>

Physiologically, with advancing gestation, the plasma volume
increases and the pressure effect of the uterus on the bladder may
cause increased frequency of micturition and nocturia.“®

Urinary tract infections may present as asymptomatic bacteriuria,
acute cystitis, or pyelonephritis.

Pyelonephritis is more common during pregnancy because of
physiological dilatation of the upper renal tract, and it is associated
with increased risk of preterm labour and low birth weight
infant.%” 48 It is one of the main reasons for urine screening tests in
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pregnancy, and the reason urinary tract infections in pregnancy e Consider pyelonephritis if there is associated fever and lumbar
are treated so aggressively. and/or flank pain.
Polyuria may be a sign of acute fatty liver disease of pregnancy, e Internationally, guidelines vary on how often to perform

and reduced urine output can be a sign of sepsis or acute kidney
injury in pregnancy.

urinalysis.* However, consider performing urinalysis at all
antenatal visits to GPs, midwives, and obstetricians because
asymptomatic bacteriuria is also an important cause of preterm

. I ?
How do you assess urinary symptoms in primary care? labour that requires immediate treatment in the community.>°

e Ask about dysuria, frequency, and nocturia and haematuria in
anyone who is unwell or describes a change of urinary habit and
perform a urine dipstick test.

Table 4 summarises features and causes of urinary symptoms in
pregnancy.?’

Table 4 | Obstetric related and non-obstetric related causes of urinary symptoms in pregnancy?’

Obstetric causes Features

Pregnant physiology Frequency, nocturia, urgency

Acute kidney disease in pregnancy Reduced urine output, peripheral oedema, raised creatinine, obstetric complications

Non-obstetric causes

Asymptomatic bacteriuria Positive dipstick findings

Acute cystitis Frequency, nocturia, urgency, dysuria, fever
Pyelonephritis Frequency, nocturia, urgency, dysuria, fever, lumbar/flank pain
Sepsis New altered mental state, tachypnoea (see fig 3 for normal respiratory rate in pregnancy),

reduced oxygen saturation levels (see fig 4 for normal levels in pregnancy), hypotension (see
fig 1 for normal levels in pregnancy), tachycardia (see fig 2 for normal levels in pregnancy),
reduced urine output, mottled or ashen appearance, cyanosis of skin/lips/tongue, non-blanching
rash

How do you manage urinary symptoms in primary care? Box 4: Request same day/urgent specialist opinion if patients present

If patients have lower urinary tract infection symptoms, start with these urinary symptom red flags
empirical antibiotics regardless of the urine dipstick result. Concerns Symptoms
about resistance can be reduced by avoiding empirical treatment o

with broad spectrum antibiotics.>!

Severe abdominal pain/loin pain
® Vomiting
o Longer courses of antibiotic therapy offer better cure rates, reduce o
women’s risk of pyelonephritis, and reduce the risk of urinary 0
tract infection inducing pre-term labour.>? >3

Frank haematuria
Rigid/tender uterus

¢ Uterine irritability or contractions

e NICE guidelines recommend seven day courses of antibiotics for R
urinary tract infection in pregnancy and recommend

nitrofurantoin as the first choice antibiotic for urinary tract

Rigors
® Unwell pregnant woman with urinary tract infection and medical

infection in pregnancy (nitrofurantoin is to be avoided at term).

comorbidity

If symptoms do not improve after 48 hours, or if nitrofurantoin Signs

is not suitable, NICE recommends amoxicillin (if culture results * Dehydration

confirm susceptibility) or cefalexin, or to consult the . .
Fever (fig 5)

microbiologist for a suitable antibiotic based on the culture

results.>* Tachycardia (fig 2)

e Trimethoprim can be used; however, it is generally avoided Hypotension (fig 1)

during the first trimester because of the risk of neural tube defects S
in the fetus.55 50

Suspicion of pyelonephritis

How might patients with abdominal pain present?

Abdominal pain is one of the most frequently reported symptoms
in pregnancy.>’ The differential is wide and includes pregnancy
related causes and numerous non-obstetric intra or extra-abdominal
causes.>® 59

e Request an obstetrician’s opinion if symptoms fail to respond to
treatment or if urinary tract infections are recurrent. Determine
the level of urgency of referral on a case-by-case basis.

o No evidence supports cranberry juice as treatment for urinary
tract infection in pregnancy.

Physiological and anatomical changes in pregnancy can make
diagnosis challenging. For example, appendicitis may occur
atypically in pregnancy,®® °* and in late pregnancy guarding from
peritonitis may not occur, owing to loss of elasticity of the abdominal
wall musculature.®? Additionally, physiological leucocytosis that
typically occurs in pregnancy (6-16 10°/L in the first and second
trimesters, and 20-30 109/ L in the third trimester) can complicate

o If you suspect pyelonephritis refer for same day/urgent
intravenous antibiotics.

Box 4 lists red flag urinary signs and symptoms in pregnancy that
warrant same day/urgent opinion from secondary care teams
(general medicine, urology, and/or obstetrics, dependent on local
referral pathways).
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interpretation of white cell count.®® The displacement and potential
compression of intra-abdominal organs by the gravid uterus during
pregnancy can create anatomical distortion.®?

However, mild symptoms that self-resolve and have no associated
features are generally less likely to be concerning and more in
keeping with normal physiology. Round ligament pain is associated
with the gravid uterus pulling on the round ligament with maternal
movements—for example, turning in bed.

Acute pancreatitis in pregnancy is rare but most commonly occurs
in the third trimester because of the presence of gallstones.3

Placental abruption (where the placenta begins to detach from the
uterine wall, reducing blood flow to the fetus) and uterine rupture
are obstetric emergencies which have potentially fatal consequences
for mother and fetus. Acute fatty liver of pregnancy,
chorioamnionitis, and pre-eclampsia are not classed as obstetric
emergencies, but they also have potentially fatal consequences for
mother and fetus.

How do you assess abdominal pain in primary care?
Establish where the pain is, and its severity:

the bmyj | BMJ 2020;370:m2248 | doi: 10.1136/bmj.m2248

Stitch-like pain radiating to the groin might suggest round
ligament pain

Severe unilateral pain could suggest torsion, haemorrhage, or
rupture of an ovarian cyst; or in the first trimester it could suggest
ectopic pregnancy or fibroid degeneration

Intermittent, tightening pains could suggest labour, pre-term
labour, or Braxton-Hicks contractions if they are short lived.

Severe constant pain (with or without bleeding) could suggest
uterine rupture or placental abruption.

Right upper quadrant or epigastric pain could suggest
pre-eclampsia.

Assess for vaginal bleeding—this may occur with miscarriage,
placental abruption, and uterine rupture.

Assess for foul smelling or green vaginal loss—this is suggestive
of chorioamnionitis.

Table 5 summarises features and causes of abdominal pain in
pregnancy.
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Table 5 | Obstetric related, gynaecological related, and non-obstetric/gynaecological related causes of abdominal pain in pregnancy

Gynaecological causes

Ectopic pregnancy

Features

Severe onset abdominal pain, usually unilateral, presents in the first trimester

Miscarriage Abdominal pain usually accompanied by vaginal bleeding, most commonly in the early stages
of pregnancy. If the pain or bleeding are severe or there is haemodynamic compromise, this will
require referral to the emergency gynaecology team
Ovarian cyst accident Severe abdominal pain may result from torsion, haemorrhage, or rupture of an ovarian cyst.

Pain is often unilateral. There may be a history of ovarian cysts

Ovarian hyperstimulation syndrome

This is a complication of fertility treatment, where ovarian stimulation occurs to increase the
number of oocytes. Emergency gynaecology review is required because of the risk morbidity
and mortality

Fibroid degeneration

This may occur in any trimester; however, it is more common in the first trimester. The pain is
usually localised and may be severe and require admission for opioid analgesia and monitoring

Obstetric causes

Pelvic girdle pain

This is benign but may cause severe discomfort, requiring physiotherapy, regular oral analgesia,
and mobility aids—eg, crutches. It usually occurs in later stages of pregnancy and is a diagnosis
of exclusion

Braxton-Hicks contractions

These are “false contractions” that are intermittent, short lived, and self-limiting

Round ligament pain

Lower abdominal pain radiating around the side of the uterus to the groin. The pain is seldom
severe and resolves spontaneously. Usually stitch-like, it is often precipitated by turning over
in bed or getting up from sitting

Labour This is the onset of regular uterine contractions. The pain is intermittent. The uterus tightens
and firms up with each contraction. The cervix shortens and dilates
Abruption Associated pain is usually severe. Bleeding may or may not occur. The uterus is typically palpated
as “woody hard”
Chorioamnionitis This may be associated with moderate or severe pain and fever. Offensive or green fluid loss

may occur. Signs of mild infection or severe overwhelming sepsis may be present

Uterine rupture

Severe constant pain, may be accompanied by bleeding

Pre-eclampsia

Usually presents after 20 weeks’ gestation. Raised blood pressure (>140/90 mm Hg on at least
two occasions) and proteinuria (= 1or >300 mg/24 hoursﬂ5 Varied clinical presentation, can
include: severe headache, visual disturbance (eg, flashing lights, blurred vision, floaters), epigastric
or right upper quadrant pain, swelling of the hands, feet, or face, and/or nausea and vomiting

Acute fatty liver of pregnancy

Usually presents after 30 weeks’ gestation but can be earlier. More common in multiple
pregnancies. Severe nausea and vomiting, right upper quadrant pain, and anorexia. Abnormal
liver function and hypoglycaemia (see Swansea criteria)*0 4

Non-obstetric/gynaecological surgical causes

Acute pancreatitis

In pregnancy: sudden onset upper abdominal pain, nausea and/or vomiting, anorexia, fever, and
raised serum lipase or amylase levels®?

Appendicitis

In pregnancy: may present with heartburn, constipation, diarrhoea, urinary symptoms, or general
malaise. Right iliac fossa pain may or may not be present but the classic signs of rebound
tenderness and guarding might be absent®*

How do you manage abdominal pain in primary care?

e Manage mild or moderate pain with simple analgesia initially.

e Urgently refer any severe pain to the obstetric team for diagnosis.
If a surgical cause is suspected, referral to the surgical team is
made by the obstetric team after obstetric assessment.

Box 5 lists red flag signs and symptoms associated with abdominal
pain in pregnancy that warrant same day/urgent opinion from
secondary care teams (general medicine, surgery, and/or obstetrics,
dependent on local referral pathways).

Box 5: Abdominal pain: red flags

Symptoms
® Vaginal bleeding

® Constant or severe abdominal pain
® Green or foul smelling discharge

.

Accompanying loss of fluid vaginally

® Prolonged moderate pain not settling with oral analgesia

12

Signs

Syncope
® Any sign of sepsis

® Woody hard and tender uterus

® Guarding and/or rebound tenderness

Statements of fitness in pregnancy

For women who experience common symptoms of pregnancy
resulting from expected physiological changes, a fit note can
improve the likelihood of continuous supportive employment during
pregnancy. The fit note may allow for shared decision making in
clinical settings and facilitate effective communication between
employers and employees.® Consider issuing a fit note when there
is a protracted period away from work or where symptoms
potentially require modifications to be made to the work schedule
or role.
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Fitness to work notes

o Consider symptoms, work roles, and potential modifications to
schedules or roles

o Consider referral to occupational health for a “fit to work”
assessment.

e Health and safety considerations during pregnancy:
- Heavy lifting or carrying
- Standing or sitting for long periods without adequate breaks
- Exposure to toxic substances

- Long working hours.
o Inthe UK, all pregnant employees have the right to

- Paid time off for antenatal care (including appointments and
recommended classes; partners are entitled to unpaid time
off work for two antenatal appointments)

- Maternity leave, maternity pay, or maternity allowance

- Free dental treatment and NHS prescriptions (with a valid
exemption certificate)

- Protection against unfair treatment, discrimination, or
dismissal.

Good antenatal care: a woman’s perspective

| recently delivered my daughter and am aware of how important good
medical care during pregnancy is forwomen and their partners. For many
women, as was the case for me, pregnancy, and the catalogue of
experiences it brings, is a new and emotional event. As pregnancy is
already a vulnerable time, | think it is key when things do get more
complicated that the professionals caring forwomen are kind, confident,
and competent.

I was lucky enough to have a positive experience most of the time. Both
my GP and midwife were excellent. | always saw the same midwife
throughout the course of my pregnancy. She was warm and kind and
really provided expertise with the magic ingredients of empathy and
compassion. | valued the continuity that the ongoing relationship brought.
We built a rapport and bond and | looked forward to my appointments
with an individual whose opinion | valued and trusted.

Also, where she thought it was necessary she advised me to go and see
my GP. Although | was not always able to see my regular GP in person, |
was able to speak to her on the phone when the need arose. As my
pregnancy caused me a significant amount of nausea, vomiting, and
general feelings of being unwell it was reassuring to be able to speak to
my GP. My main question was always “Doctor, is the baby ok? Is
everything ok with the pregnancy?”

The prospect of going up to the hospital “justin case” something serious
was going on was a frightening one. | did on a couple of occasions have
to do so and these experiences were not my ideal as the doctors, although
they provided good care, were essentially strangers to me. My preference
was always to have contact either with my midwife or GP. There is great
comfortin being able to book in an appointment at your doctor’s surgery
and ask the people you know and trust for advice, especially when
pregnant. | also had great confidence in my GP that when they did refer
me up to the hospital team it was because they thought it was really
necessary.

Education into practice

® How would you reassure a woman with physiological symptoms of

pregnancy?

® How would you reduce a woman’s anxiety when referring her to
secondary care?

the bmyj | BMJ 2020;370:m2248 | doi: 10.1136/bmj.m2248
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Search strategy

We searched PubMed using the following terms ((nausea and vomiting
ORurinary symptoms OR abdominal pain OR breathlessness OR headache
OR common symptoms) AND (pregnan*[ti])). We used the Oxford Centre
for Evidence Based Medicine Levels of Evidence to prioritise the best
available evidence, beginning with relevant systematic reviews, and
screened non-systematic reviews and evidence summaries for relevant
citations.

Useful websites for GPs

® Royal College of Obstetricians and Gynaecologists (RCOG) Green-top
guidelines https://www.rcog.org.uk/guidelines

® National Institute for Health and Care Excellence (NICE) maternity
guidelines https://www.nice.org.uk

® NICE clinical knowledge summaries—antenatal
carehttps://cks.nice.org.uk/antenatal-care-uncomplicated-pregnancy

® Scottish Intercollegiate Guidelines Network (SIGN)
https://www.sign.ac.uk/index.html

UpToDate https://www.uptodate.com/login -
® BM)] Learning https://learning.bmj.com/learning/home.html

® Royal College of GPs (RCGP) Learning: Maternal Health
https://elearning.rcgp.org.uk/course/view.php?id=234

Useful websites for patients

® https://www.nhs.uk/conditions/pregnancy-and-baby/headaches-
pregnant/ Advice on headaches in pregnancy

® www.maternityaction.org.uk Advice on rights and benefits during
pregnancy and maternity leave

https://www.citizensadvice.org.uk Citizens advice

® https://www.medicinesinpregnancy.org/ BUMPS (Best use of
medicines in pregnancy)

® https://www.rcog.org.uk/en/patients/patient-leaflets/ RCOG patient
information leaflets

https://patient.info/pregnancy General pregnancy advice

® https://www.gov.uk/taking-sick-leave Employee advice on taking
sick leave
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