
  

 
 
 

 
The following section is entitled “Gastrointestinal Disease in Pregnancy”.  This section deals 
with some of the basic concepts important in caring for some gastrointestinal diseases that are 
commonly seen in pregnant women. The section begins with a learner handout with space for 
the learner to make their own notes.  The learner handout is following by the teaching script for 
the educator, some cases for discussion and a bibliography for this topic. 
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G A S T R O I N T E S T I N A L  D I S O R D E R S  

I N  P R E G N A N C Y  

 
 
 
 
 
 

COMMON 
GASTROINTESTINAL 

COMPLAINTS IN 
PREGNANCY 

  

   

 
 

Hyperemesis Gravidarum 
 

Nausea and vomiting occur in up to half of 
pregnancies. 

Hyperemesis is intractable N & V severe enough 
to cause dehydration and occurs in less than 
one percent of pregnancies. 

  

   

 
 

Hyperemesis Gravidarum 
 
Promethazine (Phenegran) 
Prochlorperazine (compazine) and 
Metoclopramide (Reglan) are useful medical 
treatments for hyperemesis. 
 
However, nutritional supplementation is often 
necessary. 
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G A S T R O I N T E S T I N A L  D I S O R D E R S  

I N  P R E G N A N C Y  
 

 
 

Hyperemesis Gravidarum 
 
Hyperemesis is associated with hyperthyroidism, 

hyperparathyroidism, and elevated 
transaminates. 

  

   

 
 

Gastroesophageal Reflux Disease 
 

GERD is nearly universal in pregnancy due to 
altered GI motility. 

Treatment options include lifestyle modifications, 
antacids, sucralfate, ranitidine, and 
metoclopramide. 

  

   
 

Biliary Tract Disease 

Biliary disease is increased in pregnancy because 

of altered smooth muscle motility and an 

increased lithogenecity of bile during 

pregnancy. 

A cholecystectomy can be performed throughout 

pregnancy, but is safest during the second 

trimester. 
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G A S T R O I N T E S T I N A L  D I S O R D E R S  

I N  P R E G N A N C Y  
 

 
 

Cholestasis of Pregnancy 
Itching, elevated liver enzymes, and elevated 

serum bile salts in the third trimester may be 
due to cholestasis of pregnancy. 

Treatments include cholestyramine and 
ursodeoxycholic acid. 

For unknown reasons, the fetus is at risk in this 
condition and requires increased obstetric 
monitoring. 

 

  

   

 
PIH/HELLP 

 
Epigastric pain and elevated LFTs are important 

manifestations  of PIH and the HELLP 
syndrome. 

  

   

 
 

Acute Fatty Liver of Pregnancy 
 

This uncommon and life threatening condition 
presents as progressive hepatic failure in the 
third trimester that often occurs in association 
with PIH. 
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G A S T R O I N T E S T I N A L  D I S O R D E R S  

I N  P R E G N A N C Y  
 
 
 
 

Viral Hepatitis 
 

Hepatitis B and C have significant rates of 
vertical transmission. 

 
Hepatitis E has a mortality rate of seventeen 

percent during pregnancy. 
 
 

  

   

 
 
 

Constipation 
 

Constipation is a common complaint in 
pregnancy and can be generally managed by 
non-pharmaceutical methods. 
 

  

   

 
 
 

Inflammatory Bowel Disease 

 

The course of IBD is not significantly affected by 

pregnancy except that if the disease is active at 

conception, it is likely to remain so. 

Steroids, sulfasalazine, antibiotics and 5-ASA 

have been used safely in pregnancy. 
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G A S T R O I N T E S T I N A L  D I S O R D E R S  

I N  P R E G N A N C Y  
 

 
 
 

GI Investigations 
 

Indicated endoscopy, sigmoidoscopy, colonoscopy, 
and biopsies can and should be performed 
during pregnancy. 
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Nausea and vomiting occur in up to half of all pregnancies.  This should be considered 

part of the normal course of a pregnancy.  However, the term “morning sickness” is a misnomer 

as the nausea and vomiting of pregnancy can occur at any time of day.  The “normal” nausea and 

vomiting experienced by many pregnant women should be distinguished from hyperemesis 

gravidara.  Hyperemesis is defined as an intractable nausea and vomiting, severe enough to cause 

dehydration.  It occurs in less than 1% of all pregnancies.  Although older textbooks refer to a 

relationship between this entity and ambivalence about pregnancy, social stressors and 

psychological factors, present thinking about hyperemesis does not give credence to these 

pejorative associations.  The present understanding of hyperemesis gravidarum suggests that 

elevated levels of human chorionic gonadotropin (hCG) has a central nauseant effect in 

susceptible women.  Hyperemesis gravidarum generally is an illness only of the first trimester 

and tends to resolve in most patients around the time that hCG levels begin to decline during a 

pregnancy.  Contributing to the illness of hyperemesis gravidarum is the delayed gastric 

emptying that is a normal part of pregnancy.  This delayed gastric emptying is a manifestation of 

the progesterone effects upon gastrointestinal smooth muscle.   

Medications used for the management of hyperemesis gravidarum include promethazine 

(Phenergan), prochlorperazine (Compazine) and metoclopramide (Reglan). Oral vitamin 

B6 at a dose of 10-20 mg per day may also be helpful in controlling symptoms in some women. 

Use of odansetron (Zofran) for hyperemesis has been advocated by some but we prefer to use 

this as a third line agent because of its’ cost and the limited experience with use in pregnancy.  

However, many pregnant women with  hyperemesis gravidarum will require intravenous 

hydration and even nutritional supplementation.  Because of the generally self-limited course of 

hyperemesis (it usually ends by the twelfth to fourteenth week of pregnancy) central  
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G A S T R O I N T E S T I N A L  D I S O R D E R S  I N  P R E G N A N C Y  

 
Teaching Script 

 

Hyperemesis Gravidarum 



  

Gastroesophageal Reflux Disease 

Cholelithiasis 

hyperalimentation is not usually necessary and nasogastric feeding or peripheral parenteral 

nutrition is usually adequate in those cases where the patient with hyperemesis is progressively 

losing weight. 

Hyperemesis can be associated with hyperthyroidism, hyperparathyroidism and elevated 

transaminases.  In those cases of  hyperemesis severe enough to require hyperalimentation we 

always screen a free T4, TSH, calcium, and check liver function test.  Liver enzymes elevations 

related to hyperemesis should not usually be greater than ten times normal.   
 

 

 

Gastroesophageal reflux disease is nearly universal in pregnancy due to the altered GI 

motility that occurs in pregnancy.  Both delayed gastric emptying and decreased 

gastroesophageal sphincter tone occur due to the effects of progesterone on smooth muscle.  

Pregnancy related reflux is therefore not simply the result of increased intra-abdominal contents 

and can occur at any time in gestation.  Treatment options include such things as lifestyle 

modification (small frequent meals, avoiding meals prior to bedtime, elevating the head of the 

bed, avoidance of smoking, caffeine and alcohol) and antacids.  For patients with symptoms that 

persist despite such interventions, medications such as sulcrafate (Sulcrate), Ranitidine 

(Zantac) and Metoclopramide (Reglan) can be used.  Sulcrafate is an excellent choice 

because it is not absorbed systemically and therefore has no fetal effects.  All the H2 blockers 

appear to be relatively safe in pregnancy although we feel that Ranitidine has the best pregnancy 

data.  There is also extensive experience with the use of  metoclopramide in pregnancy.  Use of 

the protein pump inhibitors omeprazole (Prilosec) and lansoprazole (Prevacid) in pregnancy 

should be avoided.  
 

 

 

Biliary disease is seen with increased frequency in pregnancy.  This is both because of 

the altered smooth muscle activity of the gallbladder (again due to progesterone effects) and an 

increased lithogenicity of bile during pregnancy.  Mild symptoms of biliary tract disease can be 

managed conservatively in pregnancy but, for those patients with persistent symptoms or 

significant complications, cholecystectomy can be performed safely throughout pregnancy.  The  
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Cholestasis of Pregnancy 

ideal time for cholecystectomy during pregnancy is the second trimester.  In the first trimester 

any abdominal surgery carries the risk of miscarriage. In the third trimester a cholecystectomy is 

associated with an increased risk of preterm labor as well as being technically more difficult.  

However, necessary cholecystectomy should never be delayed because of a woman’s gravid 

status.  
 

 

 

Cholestasis of pregnancy is an interesting entity which presents as severe itching in a 

gravid woman.  There are usually no findings on examination except for excoriations from 

extensive scratching.  Investigations demonstrate the finding of elevated liver enzymes, although 

these enzyme elevations are generally not more than 4-5 times above the normal range.  Alkaline 

phosphatase may also be elevated but may be difficult to interpret as alkaline phosphatase is 

normally elevated in pregnancy.  Ultrasound of the liver and gallbladder show no abnormalities. 

Measurement of serum “bile salts” however will show them to be markedly elevated.  The 

underlying abnormality in cholestasis in pregnancy appears to be a biochemical one.  Although 

the hepatocytes properly metabolize bilirubin there is a failure of excretion of the bile salts into 

the bile canaliculi.  The bile salts therefore accumulate in the serum and are deposited into the 

skin inciting the intense pruritus characteristic of this disorder. 

 

The fetus has been recently shown to be at increased risk of sudden fetal demise in this 

condition.  Therefore, it is the practice of obstetricians to increase fetal monitoring in patients 

with cholestasis of pregnancy.  There are some individuals who advocate that  

early delivery should be done for this condition.  Also, there is an increased risk of maternal and 

neonatal hemorrhage in this condition believed to be related to an associated malabsorption of 

vitamin K.  Medical treatments for cholestasis in pregnancy include cholestyramine 

(Questran), phenobarbital and ursodiol (Actigall).  Vitamin K supplementation at 10 mg. per 

day should also be provided.  Our anecdotal experience with the use of these agents has not been 

very favorable.  Fortunately, this condition rapidly resolves post partum, but may recur in 

subsequent pregnancies. 
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Preeclampsia and the HELLP syndrome 

Acute Fatty Liver of Pregnancy (AFLP) 

Viral Hepatitis 

Constipation 

 

 

It is important to remember that preeclampsia and the HELLP syndrome are causes of 

elevated liver function tests during pregnancy.  HELLP syndrome stands for hemolysis, elevated 

liver enzymes, and low platelets and is believed to be a severe form of preeclampsia.   
 

 

 

Acute fatty liver of pregnancy (AFLP) is an uncommon illness that carries a mortality 

that may be as high as 30%.  It presents as a progressive hepatic failure that occurs in the third 

trimester or the postpartum period and usually occurs in association with preeclampsia.  

Progressively rising liver enzymes are complicated by jaundice and coagulopathy and treatment 

includes both delivery and supportive management.  Liver biopsy, if performed, will show 

extensive fatty infiltration of the liver.  This disorder has been associated with the presence of 

LCHAD deficiency in the newborn and therefore all infants whose mothers have had AFLP 

should be screened for this metabolic abnormality. 
 

 

 

Viral hepatitis is not an uncommon complication of pregnancy.  Hepatitis A has no fetal 

effects and is not transmitted from mother to fetus.  Hepatitis B and C however have significant 

rates of vertical transmission.  All infants born in the United States of America receive hepatitis 

B vaccine.  Infants born to mothers who are hepatitis B service antigen positive should receive a 

higher dose of the vaccine and also be given hepatitis B immune globulin.  There is presently no 

treatment available to decrease the maternal fetal transmission of hepatitis C.  Hepatitis E is a 

relatively rare disease in North America but is significant because new infection with hepatitis E 

has a very high mortality rate during pregnancy that runs as high as 17%.  The reason for this is 

not understood but it is presumably related to immune changes that occur during pregnancy. 
 

 

 

Constipation is a common complaint in pregnancy and once again is related to the effects 

of  progesterone upon the smooth muscle of the bowel.  It can generally be managed by  
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Inflammatory Bowel Disease 

Investigations 

nonpharmaceutical methods such as bulk laxatives (psyllium products such as Metamucil) and 

surfactants (such as docusate sodium, i.e., Colace).  It is also helpful to reassure pregnant women 

that some degree of constipation is normal during pregnancy and a decreased frequency of bowel 

movements itself does not require treatment.   
 

 

 

The course of inflammatory bowel disease is not significantly affected by pregnancy.  

However, if the disease is active at the time of conception, it is likely to remain so.  Steroids, 

sulfasalazine, antibiotics and 5' ASA have been used safely in pregnancy.  Metronidazole, 

however, should be avoided in the first trimester.  For patient women requiring TPN (total 

parenteral nutrition) during pregnancy, close monitoring of the blood glucose is required because 

of the increased insulin resistance seen in pregnancy.  
 

 

Indicated endoscopy, sigmoidoscopy, colonoscopy and biopsies can and should be 

performed during pregnancy with the same indications as would occur in the non-pregnant 

individual.  There is no evidence of any increased complication rate for any of these procedures 

during pregnancy. 
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22 year-old G1P0 woman at 30 weeks gestation with twins presents with nausea and vomiting, 
malaise, and headache. She has no previous medical history and her pregnancy has been 
uncomplicated thus far.  
 
Physical exam on admission reveals HR 90, T 97, RR 14, and BP 150/90. The rest of the 
physical exam is normal and the fetuses test well.   
 
Laboratory evaluation shows: 

- WBC 18 HGB 14 PLT 140 
- CR 0.9mg/dL (80Φmol/L)   BUN 25mg/dl (8.9 mmol/L) 
- uric acid 5.5 mg/dL (327 Φmol/L) 
- urinalysis shows 2+ proteinuria 
- AST 100 (1.7Φkat/L) ALT 86 (1.4 Φkat/L) ALKP 140 Bili 30Φmol/L 

(1.7mg/dL) 
- INR 1.0  PT 12  PTT 28 

 
The patient is admitted with presumed PIH for bed rest and observation. 
Hepatitis A, B, and C serologies are sent. 
 
During the first 48 hours after admission the patient’s blood pressure varies from 140/80 to 
160/94.  On the third morning since admission a nurse reports that the patient was transiently 
confused this morning prior to breakfast.  
 
Examination on morning rounds reveal that the patient has a normal neurologic assessment but 
that she has developed mild scleral icterus.  
 
Labs are repeated: 

- WBC 20 HGB 14 PLT 100 
- CR 1.0 mg/dL (88 mmol/L)  BUN 30 mg/dL (10.7 mmol/L)  
- electrolytes normal  glucose 50mg/dL (2.7 mmol/L) 
- U/A 2+ proteinuria 
- AST 400U/L (6.6Φkat/L) ALT 530U/L (8.8Φkat/L) Bili 30 Φmol/L(1.7mg/dL) 
- INR 2.0 PT 16 PTT 38 
 

An ammonia is subsequently sent and is mildly elevated. 
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C O M M O N  G A S T R O I N T E S T I N A L  C O M P L A I N T S  

I N  P R E G N A N C Y  
 

C a s e  D i s c u s s i o n  

 

Case #1 



  

 
 

What are the possible diagnoses at this point? What is the most likely diagnosis? 
 

How might the episode of confusion this morning be explained? 
 

How can the distinction between HELLP and AFLP be made?  Is there a clinical 
utility in making the distinction? 
 
What are this woman’s risk factors for AFLP? For HELLP? 

 
What would your next step be? 

 
What is the role for liver biopsy in this situation? 

 
If this is AFLP, what is the expected course? 

 
Was the initial diagnosis of PIH wrong? If not, what is the association between PIH 
and AFLP? 

 
The patient is started on a glucose drip.  
Hepatitis A, B and C serologies from admission come back negative. 
Gastroenterology is consulted to consider a liver biopsy. 
Further fetal testing is carried out and both fetuses have a good NST. 
 
Induction is begun on the patient and steroids are given to aid fetal lung maturity.   
 

What are the relative merits of vaginal vs. operative delivery in this situation? 
 
Progression of the first stage is slow and at 72 hours into the admission the patient is now 
markedly jaundiced and demonstrates signs of mild encephalopathy. 
 
Delivery is assisted by forceps and complicated by considerable postpartum hemorrhage.  
She is given FFP to correct her coagulopathy but the bleeding settles down despite the fact 
that her PT and PTT remain elevated at 16 and 43 respectively. 
 

Why do many women with coagulopathy still achieve good hemostasis postpartum? 
 
Postpartum the liver enzymes continue to rise for a few days and her jaundice and  
encephalopathy worsen and require supportive management.  On postpartum day 5 her liver 
enzymes begin a downward trend however  and her PT and PTT no longer require supportive 
transfusions of factors.  

 

 
What endocrine condition can complicate the course of AFLP? 

 
What options are available for those patients who do not improve? 
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The patient continues to improve and is discharged two weeks postpartum with a healthy baby. 
 

What is her risk of recurrence in subsequent pregnancies? 
 

What residual do we tell her to anticipate? 
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REFLUX 

 
A 38-year-old woman in your practice comes to see you at 32 weeks gestation with  complaints 
of an epigastric or retrosternal burning that she calls “heartburn”.  It is periodically associated 
with an acid taste in her mouth.  It is worse when she lies down to go to bed at night and after a 
meal. She has not taken any caffeinated beverages or alcohol during this pregnancy. She is not a 
smoker.  She has tried some Tums and Rolaids with partial relief of the pain.  She had a 
duodenal ulcer diagnosed 3 years ago and was treated with a 4-week course of ranitidine with a 
good symptomatic response.  She has been gaining weight normally during this pregnancy.  
 
Her examination is completely normal. 
 

Key Points to Review   
 

1. Gastroesophageal reflux disease is almost universal during pregnancy.  It is believed to be 
caused by the decreased gastroesophageal sphincter tone and decreased gastric motility 
that is a direct effect of progesterone.   

 
2. Conservative methods such as elevating the head of the bed, not eating before bedtime, and 

avoidance of precipitating foods are important but generally not that effective in 
pregnancy.  All the common antacids can be used comfortably in pregnancy. Ranitidine is 
the preferred H2 antagonist for use in pregnancy and can be very effective in this setting.  
Sucralfate is also a reasonable agent to use during pregnancy as it is not significantly 
systemically absorbed.  The data on proton pump inhibitor use in pregnancy is limited and 
therefore these agents should only be used in special circumstances during pregnancy.   

 
3. Endoscopy and upper gastrointestinal radiologic investigations can be safely carried out 

during pregnancy. 
 

REFERENCE 
Riely CA, Abell TL. Gastrointestinal and Liver Problems in Pregnancy. 

Gastroenterology Clinics of North America.1992;21(4). 
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C O M M O N  G A S T R O I N T E S T I N A L  C O M P L A I N T S  

I N  P R E G N A N C Y  
 

C a s e  D i s c u s s i o n  

Case #2 



  

 
CONSTIPATION 

 
An 18-year-old patient at 12 weeks gestation comes to you because she is feeling very 
constipated.  Before she got pregnant she had a daily bowel movement first thing in the morning 
after her morning coffee.  She now finds she goes only three times a week and she is very 
concerned about it.   She reports no evidence of any gastrointestinal bleeding.  She has not lost 
any weight and her examination, including a rectal examination, is completely normal. 

 
Key Points to Review 

 
1. Constipation is very common throughout pregnancy. This is due to the relaxing effect of 

progesterone on smooth muscle.   
 
2. The most important therapeutic intervention for a care provider to make with respect to 

constipation during pregnancy is to reassure the patient that it is normal and that it does 
not in and of itself warrant treatment.  Bulk psyllium agents, surfactants such as docusate 
(surfak/colace), glycerin suppositories and the peristaltic agent bisacodyl (dulcolax) and 
senna (senokot) are reasonable to use when necessary in pregnancy.   

 
3. In women who have increased frequency of stools, bloating and flatulence when pregnant, 

the possibility of lactose intolerance should be considered.  Many women increase their 
milk intake during pregnancy as a way of increasing their calcium intake and this may 
unmask a relative lactose intolerance in some individuals. 

 
 

REFERENCE 
Riely CA, Abell TL. Gastrointestinal and Liver Problems in Pregnancy.  

Gastroenterology Clinics of North America.1992;21(4). 
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C O M M O N  G A S T R O I N T E S T I N A L  C O M P L A I N T S  
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C a s e  D i s c u s s i o n  

 
Case #3 



  

Liver Disease (General) 

HELLP 
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