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Objectives

By the end of this session, participants should be able to:

 Start ASA in patients at risk- don't miss the window of benefit!

 Identify medications that pose fetal risks and switch to safer 
alternatives.

 Educate patients on medication and lifestyle strategies for 
common pregnancy concerns.



What is the primary consideration with 
medication safety in pregnancy?

 Risk/fear of congenital anomalies
 Baseline population risk of congenital anomalies is 2-4% 

(chromosomal, genetic and structural)
*This is why we need a Nuchal Translucency (NT) US even if patient 
declines genetic screening!

 Congenital heart defects > Limb defects > Chromosomal anomalies > 
GU > Neuro 

 Key modifiers of baseline risk: advanced maternal age (AMA), 
consanguinity, pregestational and gestational DM, maternal obesity, 
environmental exposures



ASA for Prevention of Preeclampsia

 ASPRE Trial from 2017- ASA 150mg PO taken nightly at bedtime 
starting at 11-14wks GA reduced the incidence of preterm 
preeclampsia by 62% (did not reduce term preeclampsia)

 SOGC 2022 Hypertensive Disorders of Pregnancy Guideline does not 
reach consensus on the optimal dose of ASA for our at-risk patients: 
81mg PO qHS vs 162mg PO qHS

 Small risks of ante/intrapartum bleeding and increased postpartum 
bleeding, and the very rare (0.06%) absolute increased risk of neonatal 
IC hemorrhage after birth can be mitigated by having our patients stop 
ASA at 36 wks GA



ASA for Prevention of Preeclampsia

 SOGC Recommendation:

For any patient identified as being at elevated risk of preeclampsia, 
need to strongly recommend starting ASA 81mg or 
ASA 162mg PO qHS prior to 16wks GA (after 11 wks), until 36wks GA

This is often, unfortunately, the #1 thing that gets missed prior to 
referral to OB care, especially in patients without a PCP!



ASA for Prevention of Preeclampsia

SOGC Guideline No. 426: Hypertensive Disorders of Pregnancy: Diagnosis, Prediction, Prevention and Management, 2022



ACEi & ARB

 Well-established teratogenic and fetotoxic effects, especially with exposure 
in T2 and T3, due to interference with kidney development and function

 RAS-inhibitor fetopathy:

 Renal dysgenesis and neonatal renal failure 

 Oligohydramnios (which leads to pulmonary hypoplasia, skeletal 
deformations)

 Skull hypoplasia

 IUGR, risk of fetal or neonatal death



Chronic HTN, ACEis & ARBs

 Unclear if increased risk of congenital anomalies from exposure to ACEi
or ARB in T1 once you adjust for confounders such as HTN and DM

 HTN itself is teratogenic- similar adverse effects from untreated HTN.

 Can keep patients on ACEi and ARB medications if they are well-
controlled and/or for renal protection (if CKD) if they are trying to 
conceive, as long as we switch them to other agents once pregnancy is 
confirmed

 Otherwise, switch to a pregnancy-safe alternative and stabilize BP 
ahead of conception!

 Safe antihypertensives: Labetalol, Nifedipine, Methyldopa



SSRIs and SNRIs

 Depression and anxiety present a large disease burden in women, 
including pregnant patients 

 Both remain under-diagnosed and especially under-treated for fear of 
adverse fetal outcomes, often a patient decision
*Perception of teratogenicity is much higher than true risk!

 Un/under-treated depression in pregnancy carries many risks:
Miscarriage, Prematurity, Low birth weight, NICU admission
 GHTN and preeclampsia
 Operative Delivery, Postpartum hemorrhage
 Increased risk of PP depression- can be life-threatening!



SSRIs and SNRIs

 Large meta-analysis found no significant increase in major congenital anomalies  
and congenital heart defects with T1 SSRI exposure when the comparator was 
patients with a psychiatric diagnosis

 Antidepressants are similar in efficacy and side effect profiles

 Monotherapy at lowest effective dose is ideal

 First Line: Escitalopram, Citalopram, Fluoxetine, *Sertraline(*lowest passage into 
breast milk)

 Second line: Duloxetine, Venlafaxine, Fluvoxamine, Mirtazapine, Buproprion

 Third line: Quetiapine, Trazadone, *Paroxetine(*theoretically highest risk of 
anomalies and of PNAS- poor neonatal adaptation syndrome)



SSRIs and SNRIs
Check out the amazing resources on AskMasi.com

-screening tools, decision flow chart, treatment algorithm charts  





SSRIs and SNRIs

 KEY POINTS:

We MUST counsel on the importance of treating anxiety/depression 
and treat any patient who is willing (counselling +/- medication)!

 If stable on an agent- CONTINUE!

 If did well on an agent in the past- RESTART!

 If not yet on anything and counselling not adequate and/or accessible, 
START patient on the safest med and up-titrate their dose to effect 
(often needs to increase with progressing trimesters and continue 
during lactation)



Preconception Counselling

 If you have a medically-complex patient who requires 
advice/optimization prior to trying to conceive, please feel free to:

 Send them our way for a preconception consult to help 
optimize medications + counsel on physical and mental health

 Send to Maternal-Fetal Medicine/High Risk Obstetrics in 
London if very complex (or we can refer on if needed)

 Request that their managing specialist dedicates an 
appointment to preconception counselling!



Hyperemesis Tips
 Counsel on lifestyle measures first

 Diclectin as first step: safe to take up to 8+ tabs/day

 If above is insufficient, best strategy= POLYPHARMACY! 

ADD:

 Dimenhydrinate 50mg PO or PR suppository q4-6h PRN

 Metoclopramide standing or PRN- 10mg PO q8h

 Antacid- OTC  H2 receptor antagonists PPI! 
Reassure patient that these are completely safe!

 *Save Ondansetron refractory cases- still some controversy over risk 
of congenital malformations in T1 (paucity of data, no strong studies)
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EXTRA SLIDES



Folic Acid 

 Folate-sensitive congenital anomalies: NTD, certain congenital heart and 
GU tract anomalies, orofacial clefts, limb reduction anomalies

 People trying to conceive should be on folic acid for 2-3 months prior to 
conception, and for at least 4-6 weeks postpartum (and ideally the entire 
duration of breast feeding)
*needs to be taken with B12
B12 and iron are standard in all prenatal vitamins



Folic Acid Risk Categories 



Folic Acid Dosing 



NSAIDs in Pregnancy

 ASA is the exception of course- need to clarify this to your 
patient and explain your rationale!

 We generally issue a blanket statement to patients to avoid all 
NSAIDs in pregnancy, for simplicity and patient adherence.

 Risks are timing/trimester-dependent, with highest risks after 
20wks GA

 If NSAID use is required, non-selective NSAIDs (eg. ibuprofen, 
naproxen) are preferred over COX-2 selective inhibitors (eg.
celecoxib) due to limited safety data.



NSAIDs in Pregnancy
Lactation3rd Trimester2nd Trimester

>20wks
2nd Trimester 
<20wks

1st Trimester

-Safe!
-Low infant 
exposure in 
breast milk

*STRONGLY 
CONTRAINDICATED*

-Premature closure of PDA 
(seen in 25-50% of 
indomethacin-exposed late 
2nd/3rd trimester fetuses)
-Persistent pulmonary 
hypertension of newborn
-Oligo from fetal renal 
impairment
-Necrotizing enterocolitis
-Intracranial hemorrhage

-Prolonged use risks 
fetal renal dysfunction 
leading to 
oligohydramnios
(associated risks) and 
possible PDA 
constriction

*If use is required (eg
severe pain), should 
limit to lowest effective 
dose for max 48 hours. 
-Ideally monitored by 
MD, with US monitoring 
of amniotic fluid level

-Short term use 
(few days) does 
not appear to 
pose a fetotoxic 
risk

Periconception:
-increased risk of 
spontaneous 
abortion

-Evidence of 
teratogenicity 
from early 
exposure is very 
conflicting across 
studies



Cold and Sinus Meds

 Pseudoephedrine/phenylephrine/oxymetazoline are associated with increased 
risk of cardiac, limb, GI (gastroschisis) and ear birth defects with T1 exposure
-no recommendation for or against in T2/T3

 Dextromethorphan (suppressant)-generally considered safe based on 
observational data/controlled study

 Guaifenesin (expectorant)– generally acceptable for short-term use, limited data

 Nasal congestion and rhinitis:
-saline rinses
-antihistamines (2nd generation preferred: cetirizine, loratadine)
-intranasal corticosteroids



ASA for Prevention of Preeclampsia


