safe; one study showed no increased risk of
agor reading or writing skills in chil
it 1o nine.' L'Is: of office ultras
becomed i
States; it i

implications of 5e
showed that physic

:II.‘\'J

£ to radiologists. .
t that physicians p:rfu ing of-
fice ulmp .mund be well trained and that this
experience become routine in residency train-
. 11l

ing.

Discomforts Complicating
Normal Pregnancy

Healthy pregnant women experience vari-
ous svmptoms due to physiologic pregnancy-
related changes. Because these symptoms are
0 comumon, the physician should educate the
expeciant mother so that she will anticipate
the symptoms and be prepared o deal with
them. This physician counseling reassures
patients who are experiencing these normal
changes and prepares those who have not yet
encountered such symptoms. The physician's
role is 1o differentiate the physinlogic changes
of normal pregnancy from pathelogic condi-
lions and to develop management sirategies
for ssmptoms considered 1o be phyvsiologic.

NAUSEA ANDVOMITING

Abouy 70 percent of pregnant women re-
port nausea during the first 14 1o 16 weeks of
pregnancy, and 37 to 58 percent experience
vomiting.” Altered senses of 1aste and smell
also often accompany early presnancy. The
etiology of “marning sickness™ is unclear.
True byperemesis gravidarum, with weight
loss, elecirolyie and acid-base di cturbances
anc danger 1o the pregnancy, occurs in only
(.35 percent of pregnancies. Hyperemesis has
been associated with ]'ughe“ maternal levels
af estrogen; the ::ur-:u.,nn:m for mothers and
their infants 1 good." The condition must be

differentiated from hyperthyroidism preseni-
i preguancy. d distinction that can
Edﬂﬁmlr

Management includes reassurance that the
condition is self-limited and, in fact, associat-
ed with a better pregnancy outcome.'"
Practical measures include eating smal] fre-
quent meals and dry foods and avoiding
spicy or acidic foods and cooking smells.
Fortunately, most women respond 1o conser-
vative therapy. If weight loss, ketonuria and
electrolyte imbalance develop, hospitalization
is required. If @ woman is losing weight and
is at risk for nutritional deficiencies, use of
antinauseants is appropriate; parenteral nu-
trition can be used in severe cases,"

Bendectin® (dicyclomine, doxylamine and
pyridoxine) was withdrawn from the marker
in 1883 after use in over 30 million pregnan-
cies because of the cost of litigation over
claims that the drug caused birth defects.
Epidemiologic studies provide strong evi-
dence regarding the safery of Bendectin,' and
the same formulation is still available in
Canada under the tradename Diclectin®,
With the withdrawal of Bendectin, nausea in
pregnancy is being treated with antihis-
tamines whose safety has not been as exten-
sively studied. Drugs judged to probably be
safe for use in pregmancy include dlmenhva
drinate, d:phenmdmmlne {BEndcl‘V]
meclizine f.-"ll'lli'-'E't‘[ ] and CFE‘]EI]HF
(Marezine®)."™ Treatment with acupressure
is another unconventional but very safe alter-
native.'”
HEAETEURN

Heartburn, which affects most pregnant
women, is caused by decreased gastrointesti-
nal motility and pressure from the enlarging
gravid uterus. Small frequent meals and ele-
vation of the head of the bed may help, but
antacids are eften required. Simple antacids
wilh magnesium-containing substances ap-
pear 1o be safe for use in pregnant women.'
Aluminum-containing preparations may ag-
E;.FEI'I.-'H[IE constipation and interact with min-

erals.’
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CONSTIPATION Vers)
Constipation is exiremely common in prég-
nancy due 1o decreased motility of the gas-
trointestinal tract; in addition, it is exacerbat-
ed by iron supplementation. Physiologic
approaches, such as increasing fiber, fluids
and exercise, often provide relief, Cecasion-
ally, bulk-adding agents, such as methylcel-
lulese or psyllium hydrophilic mucilloid, or
stool softeners are required. These agents are
considered sale for use in pregnancy.

HEMOREHOIMS

The develepment or aggravation of hemor-
rhoids during pregnancy is due to increased
pressure in the hemorrhoidal veins caused by
obstruction of venous return by the gravid
uterus and the tendency to develop constipa-
o, Treaiment consists of stool softeners,
sitz baths and, occasionally, topical agents.
Thrombosed external hemorrhoids may re-
fquire incision and evacuation. Further surgi-
cal treatment should not be undertaken until
atier delivery i’ problems persist.

SWELLING AND VARICOSITIES

Dependent edema is almoest universal in
late pregnancy due 1o occlusion of the pelvic
veins and inferior vena cava resulting from
pressure from  the enlarged uierus,
Treatment consists of avoidance of prolonged
standing, elevation of the lower extremities
and use of support hose, if’ desired,

Varicosities of the legs and vulva resuli
Irom physiologic changes of preznancye and.
perhaps. a congenilal predisposition loward
the development of varicose veins, Treatment
15 the same as for dependent edema, Surger,
if indicared, should be postponed unril after
delivery. generally until the end of childbear-

ing,

The discomfort of vulvar varicosities may
b relieved by lving down with a covered bag
of ice chips (or a small bag of frozen peas)
against the perineum. During the dav, the
pressure of a sanitan napkin againsr the per-
newm may provide relief,

LEG CEAMI™S

Painful muscle cramps of the legs ocour in
almost 50 percent of pregnant women.'
Symptoms tend to occur at night and are
often repetitive, protracted and very painful.
The eticlogy is unknown. The sumplest reme-
dy is to gently stretch the calf and avoid hy-
perextension of the foor. Calcium salts are
still widely prescribed despite little evidence
of their benefit.

FATIGUE

Early in pregnancy, most women complain
of excessive fatigue. This usually remits by the
second trimester but can be extrernely frus-
trating for a healthy active woman. Reassur-
ance and “common-sense™ adjustments to
lifestyle are appropriate. Fatigue frequently
recurs in the third trimester due to the sheer
physical effort of carrying the increased

weight of pregnancy.

UEIMNAEY SYMPTOMS

A pregnant woman experiences urinary
frequency in the first irimester as the enlarg-
ing uterus exerts pressure on the bladder and
in the third trimester near the end of preg-
nancy as the presenting part descends into
the pelvis. Nocturnal frequency can be di-
minished if' the woman consumes her daily
liquid intake before the last three to four
hours before retiring. A midstream urine
sample for culture should be obtained if
sVImptoms suggest urinary ract infection.

ACHES AND PAINS

The weight of the gravid uterus causes a
compensatory lumbar lordosis during preg-
nancy. This displacement frequently causes
back pain, which may be severe at times.
Treatment consists of education, proper
footwear, heat and rest in a firm bed.
Although abdominal strengthening exercises
are nol easy to perform after the first
trimester, gentle stretching and lesxdbility ex-
ercises may be beneficial. Occasionally, severe
back pain requires analgesia,
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The ligaments of the pubic symphysis and
sacroiliac joints loosen during pregnancy.
Although this change facilitates vaginal deliv-
ery, it frequently leads to pelvic discomfort
and groin aches late in pregnancy. Cross-
legged sitting or a supported 5|:]ual may re-
lieve some discomdfort,

MNUMENESS

Nemve entrapment is a relatively common
problem in pregnancy. Carpal tunnel syn-
drome is reported in 5 to 10 percent of preg-
nancies, The paresthesias and diminished
fine moter function of the hand are usually
worse at mght or on awakening. Proper wrist
and hand splints are usually helpful. Surgical
management should be delayed until post-
partum resolution has stabilized. Other nerve
enlrapments more commonly seen in preg-
nancy include Bell's palsy, meralgia pares-
thetica and abdominal wall nerve entrap-
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DIEZINESE AND FAINTIMNG

Many pregnant women experience dizzi-
ness or syncope, particularly when standing
for prolonged periods or in warm weather. Il
15 thought to be related 10 a decrease in car-
diac curpur resulting from lowered venous
rerurn from the legs and dilation of peripher-
al vessels to dissipate body heat. Praciical
measures include avoiding prolonged stand-
ing and lving flat on the back. When faint-
ness OCCUrs, a pregnant woman should lie
down an her left side,

SHORTNESS OF BREEATH

Sven early in pregnancy, as manv as 60 1o
70 percent of women experience an increased
awareness of the desire 1o breathe. This in-
creased respiratory effort is probably due 10
progesterone, reduced Pa., levels and an
awareness of the increased tidal volume of
pregnancy,

Later in pregnancy, as residual volume de-
creases and weight increases, women may
have an even greater sensation of shortness
of breath. Sitting up straight and sleeping

propped up on pillows may be helpful meas-
ures. These physiologic cardicrespiratory
changes in pregnant women can make evalu-
ation for the Em.b:bjlm af true cardiac dis-
ease difficult.'

FHIMITIS

Nasal congestion is due to increased estro-
gen, which produces perivascular edema and
enlargement of the nasal turbinates, Epistaxis
may develop. Treatment consists of reassur-
ance, standard treatment for epistaxis and
avoidance of topical nasal decongestanis,
Symptoms disappear afier delivery,

PIGMENTATION

Becapss estrogen and progesierone stimu-
late melanocytes, they may be responsible for
the formation of linea nigra, darkening of the
areclae and pigment changes of the face
known as the “mask of pregnancy.™ Al-
though these changes considerably improve
after delivery, avoidance of excessive sunlight
and use of a sun-blocking agent are recom-
mended.

STRIAE GRAVIDARLM

About 65 percent of pregnant women de-
velop striae gravidarum on their abdomen,
buttocks, thighs or breasts.™ Caused by rup-
ture of the clastic fibers in the dermis, hese
reddish marks fade to silver after pregnancy
but never disappear. Despite the claims of
cosmetic companies, nothing can prevent
stretch marks because they are solely caused
by genetic predisposition. Avoidance of exces-
sive weighl gain is helpfil.

BLEEDING GUMS

In pregnancy, estrogen causes the pume 1o
become hyperemic and softened. Narmal
toothbrushing may produce bleeding that is
not necessarily a sign of gum or denial dis-
ease. Women should mnlmut regular dental
care during pregnancy.”” The epulis of preg-
nancy is & focal vascular swelling of the
gums, which spontaneously regresses afier
delivery.
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BREAST CHAMGES

Tenderness and tingling of the breasts are
among the first symptoms of pregnancy.
After the second month, the breasts increase
in size and nodularity due to estrogen, pro-
gesterone and prolactin. The nipples become
darker, larger and more erectile, and
colostrum may be expressed. A well-fitting
support bra is recommended for comfort.

HEADACHE

Headache i& a common complaint early in
pregnancy. Usually, no demonstrable cause is
found, and most headaches diminish or dis-
appear by midpregnancy. Treatment should
be symptomatic, with medication limired to
acetaminophen if required. Later in pregnan-
cy, headache may be a symptom of toxemia,

VAGINAL DISCHARGE

The increased vaginal discharge that most
pregnant women describe is due to increased
formation of mucus by the cervical glands
due to estrogen. Monilia can be cultured
from the vagina in about 25 percent of
women approaching term, and THehomonas
veginalis is found in up to 20 percent.™ If the
Patient is svmptomatic, drugs of choice in
nrrgr‘ant'ﬂ include clotrimazole {'l-:-'lrl'lE‘-
Lotrimin® . Mvcelex-G™) for trichormoniasis
and EJDth?ﬂJE or miconazole {(Monistal™)
for moniliasis. MNeither infection requires
treatment i asympromatic,

Impact of Pregnancy and
Childbirth on LhL, F'.curm]‘.

The transition to parenthood iz invarably
accomparied by siress as the couple negoti-
ates changing expectations, tasks and ari-
tudes. With the birth of the first infani. the
marilal dvad changes 1o include the child, the
couple takes on parenting roles, and relation-
shups realign within the extended family. An
mireased incidence of depression, with de-
creased marital sansfaction, occurs afier the
birth of the first child, '

The expectant mother may have concerns

about her changing body image, fears about
labor and dt]lver}r and anxiety about the
health of her unborn child. Acknowledging

and normalizing these feelings is an impor-
tant part of the physidan’s role. Close atten-

' tion musibe@'rm to 8 woman who perceives

that pregnancy greatly interferes with her
lifestyle or self-image or a woman who has
not resolved her ambivalent feelings toward
the pregnancy by 20 weeks gestation. Other
danger signals include inappropriately nega-
tive or unrealistically positive feelings about
mothering,

The lack of family and extended support
systemns also places the pregnancy at social
risk. Social support can moderate stress and
facilitate coping and is a strong predictor of
satisfaction with the parent role and infant
care. In fact, satisfaction with an intimate re-
lationship is the most important predictor of
a positive maternal attitude,™

Pregnancy is an important event and
sometimes & crisis for a prospective father.
The couvade syndrome consists of various
symptoms, including dyspepsia, headache,
mild hypertension and weight gain, that men
may L:Ecnmce during their partner’s preg-
nancy.” A father’s perceptions of his role are
influenced by his childhood rele models,
family expectations and societal norms. Men
with poor confidence and nurturing skills
tend to be ambwa]em about the responsibili-
v of a child.™ These men may demonstrate
transient emotional regression and childish
behavior while they resclve this ambivalence
over their new role.

It is vital that the father be actively in-
volved in his partner’s care. The family physi-
cian should provide psychosocial support to
new fathers and encourage their involvernent
in prenatal visits, ultrasound examinations,
delivery and well-baby visits,

Education and Counseling
in Mrenatal Care

Prenatal visits present ideal opportunities
for pﬂ'if[][ education, par[:i:u]a]']}! as recep-
traty is heightened in the third trimester.



Although patients often ask the following
questions, the physician should also initiate
discussion in these relevani areas:

1, What should I eat? Nutritional education
in pregnancy can contribute to better mater-
nal and fetal outcomes and provide a foun-
dation for sound nutritional practices for
children. A well-balanced sensible diet is the
basic framework for food selection. The diet
should include additional servings of nutri-
tionally dense foods 1o meet the increased
needs during pregnancy and lactation. In the
first trimester, an additional 100 kcal per day
is appropriate. In the second and third
rimesters, an additional 300 kcal per day
promotes gradual weight gain,""" Table 8
lists factors that identify a pregnancy at nu-
tritional risk

Z. Do 1 have to take my vitamins? No clear
evidence shows that routine administration
of iron supplements to healthy well-nour-
ished pregnant women improves maternal or
infant outcome,"*'*** However, many physi-
cians routinely recommend iron supplemen-
tation during prenatal care.'™ Indications for
prophylactic iron treatment are listed in
Table 9. Opponents of routine iron supple-
mentation argue that iron supplements fre-
quently cause gastrointestinal side effects,
risk diverting attention from the need for ap-
propriate nutrition and are toxic if ingested in
overdosze,

Marernal folate redu irements are increased
during pregnancy.’" Recently, several trials
have shown fewer cases of NTDs among
women whoe took folic acid starting one
menth before conception and continuing
through the first trimester.'™ Thus, the
Centers for Disease Control recommends that
all women who are capable of hﬁcnmlrﬁ
pregnant consume (.4 mg of folate dailv.™
Rizk factors that identify pregnant women in
particular need of {olate supplementation are
listed in Table 10,

In pregnant women, the dailv calcium re-
quirement is 500 mg greater than that n
nonpregnant women.' Milk products are
approprale food sources.

TARLE 8.

Factors that Identify a Pregnancy
at Nutritional Risk

Adolescence

Anemia

Abaormal prepregnant weight Chigh or low)

Fad diets

History af an eating disorder

Multiple gestation

Medical ness or medication that interferss with
albsarpion

Cigareste smokdng or signaficant abeohol ust

TABLE 9.
Maternal Risk Factors for Iron Deficiency

Previots anemia
Dietary inadequacy (poverty, dietary fads, earing
disorders)

Chromar blpod loss

Borderline hemogiobin in the Arst irimester

Coneomitant folie acid meaimen: (except iron-replece
hemoglobinopathies]

TAELE 100,

Factors that Identify Pregnant Women in
Particular Need of Folate Supplementation

Previous neural mibe dedect
Malehsarption smdreme
Hemeglobinopathy
Treatment with phemvioin
Muliaple prognancy
Adolescence

{From Hikbard BM. Iron and fGlate supplerents during
premangy suppReamentation & ealuable andein meixcted
petievies, BA) 1508 28 T0ET0- 1224 -6}

3. How much weight should 1 gain? The
issue of weight gain is controversial. For most
healthy women, weight gain of 10 10 14 kg
(22 10 31 Ib) correlates with the lowest inci-
dence of chstetric complications.™ The opti-
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mal weight gain depends on the woman's
prepregnancy weight for height. Some au-
thorities think that the pattern of weight gain
is more lmportant than the absolute
amount.™ A useful guide is to aim for a gain
of 4 kg (9 Ib) by the 20th week, with the re-
mainder gained in a progressive manner dur-
ing the rest of the pregnancy.

An underweight woman (weighing less
than 47 kg [104 1b] or more than 20 percent
below the standard for her height and age)
should gain about 13 to 16 kg (28 to 35 1b).
In an obese woman (weighing more than 20
percent over the standard for her height and
age), a gain of 7 to 9 kg (15 1o 20 Ib) has
been associated with an improved perinatal
DUTCOIME. o

4. Do I have to quit drinking? Chronic al-
cohol abuse is associated with fetal alcohol
syndrome, & pattern of multiple congenital
anomalies that includes microcephaly, mi-
crognathia, microphthalmia, cardiac defects,
intrauterine growth retardation and develop-
mental delay. Although this symdrome 1= rec-
ognized as a consedquence of excessive aleohol
consumption, even small amounts of alcohol
can temporarily alter fetal funcrion. Adverse
outcomes have nol been found with daily
«consumption of less than two standard
drinks.” It is perhaps best thar patients ab-
stain from alcohel throughout pregnancy, al-
though the danger from light drinking shewld
not be overstated, particularly to the dis-
ressed woman who had a few drinks before
her pregnancy was diagnosed.

5. Da 1 have to quit smoking? Cigaretie
smoking 1 a major ohstetric health hazard in
North America, Up to 25 percent of all preg-

nant women smoke."” Hazards associaled
with maternal smoking are listed in Table
I:_”:

srmoking should be strongly discouraged. 17
abstention is impossible, reduction should be
encouraged, although the beneficial effect on
birth weight is restricted 10 those whe qui:.m
Pagsive smoking is also bazardous for the
ferus; it is prudent 1o advise the patient about
these additional risks.'™

Eighteen percent of smokers quit by the
time of their first antenatal visit and deliver
infants of equivalent weight to those of non-
smokers.” Few smokers quit the habit later in
pregnancy. Successful interventions empha-
size how to quit smoking and include preg-
nancy-specific behavioral strategies.

6. Can I sdll drink coffee? About 85 percent
of pregnant women in North ﬁmenca con-
sume caffeine at least once daily.™ No recog-
nized adverse effects of moderate caffeine
consumption (two cups of coffes daily) in
presnancy have been demanstrated.”® High
doses (more than six to eight cups daily) have
been assorciated with decreased fertility,
spontaneous abortion and low birth weight,
but no asseciation between the use of caf-
feine in pregnancy and congenital malforma-
tions has been found in humans. ™

7. Can I still drink diet soda® Aspartame,
the sweetener found in many diet soft drinks,
is a dipeptide containing phenylalanine and
aspartic acid. Ingestion of aspartame is con-
traindicated in patients with phenylke-
tenuria. Moderate consumption of aspar-
tame by pregnant women does not appear 1o
pose a health hazard, but direct evidence of
safety is unavailable, Because foods contain-
ing aspartame have little nutrient value, most
autharities recommend avoidance or limited
ConsUmpLion.

g. Can [ still exercise® Kecent studies sug-

TAELE 11.
Hazards of Smoking During Pregnancy

Increased perinatal momaliny

Lower barth weight and bitrauterine growth retardation

Inereased incidence of placenia previa, placensal
dysfuncnon and placemal abruption

Lereased pernatal macbidity dwe to prolonged infant
growth recardation

Higher incidence of sudden infant death smdroms

Prasible reduction in iniellecnizal skill development and
evidenos of minimal brain dysfunction syndromes

fFrome S0GC, The gffecis of smoking on the outcome of
fremnancy. SOGE Bulletin 1584;6351:3-4.)



gest that well-controlled exercise programs
have no detrimental effect on pregnant
women who are at low risk. In fact, exercise
can improve the patient’s mental outloak and
self-image.”™ A healthy pregnant woman

should not excesd her prepregnancy exercise
level. She should avoid hyperthermia and re-
duce the percentage of maximum effort, par-
ticularly in the last trimester. She should also
eliminate activities in which the nsk of injury

TABLE 12

Safety of Drugs in Pregnancy

Agent Parerticl tarioiy Recewnrnienzedngicon
Aceraminoplen HMonteratagenic in bow doses !:'J'nhahl:n':»a!'t. .
Aspirin When taken in late pregnancy, may cause premanire clomere of fetal dictus should be avoided in pregnancy.
: arteriosus ) espectally in the third 1rimester
May cause increased risk of hleeding for mother and fetus
Probably nonieratogenic
By displacing hilirubin from albumin, may cause Kernicterus in jaendiced
intanls
Codeins Mot assaciated with increased malformatlons; Rear femn, may Cass A naroHic Mot in thard rimesier

AntuisEiamines
E'scl'.dn-cphrd':inu

Allergy shots
Anlackis
]:liiI-El:'_ﬂx"lr'l'l

Oiral commnsepanives

Muzrarin dropical )
.l".|'|'||||'||_"_.:|'|'.|l‘||'. Al T
herroin

Hashish and ashes
4=-THLC producz
T
l;_;l_'!l.:.lll_l'\-'!:l::-.'lﬂ:-
Erthresmvein eriolie
Cniwer enabimamTins
TeinwnTins

Sullananurles

(TS L ELE LR

lerronidazode

withdrawal mmdreme in newbomn

Safery unceriain due o coaflicting studies; some srudies show increased risk of
malformabons

Use in fizst trimesier associated with minor malfermations, such as inguinal
hernia and clebioo

Do et consist of ve infections agenis

:».'nnrfr.u:ngen.'rc

Samme snades show a theee- 1o fourfold increase in cleft liprcieft palate with firs-
IrimEsler EXposane

Fewular use by mother in the last weeks of pregrancy’ may causs hypotonia and
drowsaness i the mfans for up to two weeks: dneg detectable in the neonate
for up 10 eight davs after deliven: withdrawal smpioms may pocur in nfant

If mven shomihy bedore delivery, can suppress i=tal and meonatal respiration

Risk of malformanons i anvovery small; conflicning studies exist, bur there may
b 1 small risk of lenb reducnon defecis, cardssvasoular dedecis and veriebral,
anal, rracheal and esophageal lesions

?‘;G‘ﬂll:'rﬂlﬂ_lm'-f

Diificult 1o determine becouse often wsed in combananon with other drugs and
poar prenatal care; major problem s withdrawal ssmdsome in newhorn

Premanunin and kow bicth wetght common

Nonreraiogenic in large studies: pocasional reportz of coniral nervous syslen
mutliormations

Mone known for older tvpes; limied expenence with new agents

anmie o for penicilline

Acseinied wath cholestars hepains in pregnanl women

Footh discaloration and dvsplasan: inhbision of bone growih ferus) minirmal
risk of cataracts and cangenital limb abnormalstics

Hemohvas 11 newiorn with GEPD deficiencs: fsk of Kerniciens at tesm

:¢|;||¢-:.-_|n;;|5¢|nij:; EEralOEEnus by FaTs: samy eilect as sullonamides

Carcinggenic in racs and rmice

Aviid if possible
Avoid if possible

Eale

Protabily sale

Bt in first irimesters single dose or
repeated low dose may be used. i
necessary. i second and third
rsester wirh minimal s

Avmid i passible

Avoid

Eafe
Avnad

Avoid
TPrabably safe

Coprraindicated
Probably safe
Contraindicaed

Conrraincdicnied ag lerm

Use with courion for sirong clinical
indication in obeense of suitable
aliematives; contraindicsted ar
LErTE

Use with cagnon for sirong clinical
indication in abeenee of sublable
allernanives
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is high and avoid sports in which balance is
of major importance. A high-risk patiént
(e.g., ome with cardiac disease or uteropla-
cental msufﬁ:lencl]l should not engage in
SITENUOUS EXertise.

9. Can I still have sexual intercourse?
Masters and johnson found that most
women report decreased sexual interest in
the first rimester, an inerease in eroticism in
the second trimester and a significant reduc-
tion in coital activity in the third trimester.
There are no contraindications to intercourse
in a healthy low-risk pregnancy.' Intercourse
should be restricted in those with a history of
recurTent miscarriage, premature rupture of
membranes, anteparium bleeding or preterm
labor. Couples should be encouraged to en-
gage in other forms of sexual expression, with
the exception of vaginal insufflation, which
has caused fatal cases of air embolism in
pregnancy. After delivery, sexual intercourse
may be resumed when lochia serosa ceases,
the perineurn has healed, and the woman is
psychologically ready.

10. Should T continue to work? An pooupa-

tional history should be taken at the first pre-

naral visit to assess potential work hazards.™
Further information can be gathered from
the employee health unit or union director. In
general, there are few contraindications to
waorking during pregmancy.

Physically demanding work mav need o
be modified. Preterm labor is associated with
an index of occupational fatipue that includes
measures of posture, machine waork, physical
effort, repetitive gestures and environmental
components of the workplace.” Obviously, ex-
posure 1o toxic and potentially teratogenic
materials must be avoided, When there are
complications of pregnancy, such as hvper-
tension, intrauterine growth retardation, pre-
mature rupture of membranes or a history of
preterm labor, work must be restricted.

L1, Can 1 still use my computer? Video dis-

play terminals do not emit x-rays, micro-
waves or other radiation at harmful levels,™
Current data indicate that video display ter-
minals do not constitute an increased risk to
the pregnant woman or the fetus,'™

12. Can I douche? Pregnant women should
not douche. Hand-held bulb syringes are ab-
solutely contraindicated because of the risk
of death from air embolism.

13. Can I travel? No adverse effects are as-
sociated with air, sea or land travel during
pregnancy. During long trips, the patient
should walk every two to three hours to re-
duce the risk of stasis and thrombosis,
Pregnant women should always wear three-
point shoulder restraints in cars because the
leading cause of fetal death in motor vehicle
accidents is maternal death.

Alrlines refuse to carry pregnant women at
varying gestational ages depending on the
length of the flight. In general, the possibiliry
and risk associated with complications of
pregnancy’ and even labor occurring en route
or abroad must be balanced against the im-
portance of the irip. :

14. Can I dve my hair or have a *perm’?
No studies of these substances have been per-
formed in humans, but some of the eom-
pounds are considered potentially mutagenic
and feratogenic. No systemie toxicity has
been documented in animals, even afier
I:Icn-_:e-:. Lxceeding the human exposure by 100-

fold.™ Mair waving solutions have irritant
properties but are not teratogenic,'™

15. What drugs are safe in pregnancy?
Table 12 lisis recommendations for a number

- f 7 . . iMepq®
of redications often wused in pregnancy.

Conclusion

Childbirth education classes are an integral
part of perinatal care. Important topics in-
clude the physical and emotional changes in
pregnancy, breast-feeding preparation, deliv-
ery and the postpartum period m



