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ABSTRACT

Health care providers face a dilemma when a pregnant woman
develops a condition that usually is treated with a pharmacologic
agent. It is well known that pregnancy can induce changes in the
plasma concentrations of some drugs. Understanding of these
pharmacokinetic changes, basic teratology associated with drugs
as well as the pregnancy drug risk categorization can assist
professionals in recognizing which pharmaceuticals should be
used or avoided in treating a pregnant woman. The role of family
physician in guiding drug use during preconception as well as
antenatal care was elucidated. Some ethical issues regarding
maternal-fetal medicine were discussed, and the impact of alcohol

and illicit drugs on the mother and the fetus was reviewed.
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INTRODUCTION

Since the thalidomide disaster over 40 years ago, we have known that
medication use in early pregnancy poses a potential risk to the fetus. Yet,
drugs typically enter the marketplace and are used in pregnancy without our
being able to reliably predict whether they carry teratogenic risk.
Premarketing pharmacologic, animal, and clinical studies often fail to
accurately identify drugs of concern. In the postmarketing setting, case
series and small cohorts of exposed pregnant women, like the ongoing
pregnancy registries for newly marketed drugs, can only detect major human
teratogens such as thalidomide or isotretinoin. While major teratogens
fortunately appear to be few, less dramatic teratogens may be more
numerous and more widely used and could therefore lead to a greater
excess number of birth defects than major teratogens (Hernandez-Diaz
2000).

Pharmacotherapy during pregnancy is often necessary mainly because of
the need to treat the mother either for chronic diseases (e.g. epilepsy,
diabetes, asthma, or hypertension) or for acute illnesses (e.g. infections,
seizures and gastrointestinal disorders) or even for severe complications
such as tumors. On the other hand, there is an increasing demand to treat
the fetus via maternal drug administration, e.g. for fetal tachycardia or to
prevent materno-fetal transmission of HIV infection (Ceckova-Novotna et
al. 2000).

Pregnant women are worried about medication use during pregnancy and
need good advice. Women usually overestimate the teratogenic risk of
medication exposures during pregnancy and therefore, may avoid
prescriptions or exhibit non-compliance with recommended therapy. A study
noted that women exposed to non-teratogenic medications in eatly pregnancy
estimated the risk of a major fetal abnormality at about 25%. Pregnant

women may avoid necessary medications out of fear or poor advice (Gibson



