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Neurological disease in pregnancy 

 

Epilepsy 
Approximately 30 % of those with epilepsy are women in their 

childbearing   age, which means, Pregnancy has no consistent effecton 

epilepsy: some women will have an increasedfrequency of fi ts, others a 

decrease, and some no difference, 

The principles of epilepsy management isthe risks to pregnancy from 

seizures outweigh thosefrom anticonvulsant medication, seizures should 

stillbe controlled with the minimum possible dose of the optimal drug, all 

of these drugs areassociated with a two- to three-fold increased riskof 

fetal abnormality (5–6 per cent) compared to the 

general population,polytherapy further increases the risk (15–25 %).the 

major fetal abnormalities associated withanticonvulsant drugs (including 

sodium valproate,carbamazepine, phenytoin &phenobarbitone)are neural 

tube defects, facial clefts and cardiacdefects. Many of these abnormalities 

are detectableby ultrasound and therefore all women should beoffered 

detailed anomaly scanning. In addition,each drug is associated with a 

specifi c syndromethat includes developmental delay, nail 

hypoplasia,growth restriction and mid-face abnormalities.despite the risks 

ofcontinuing anticonvulsants in pregnancy,if not used this drug lead to an 

increased frequency of epilepticseizures that may result in both maternal 

andfetal hypoxia. Therefore, women on multiple drugtherapy should, 

wherever possible, be converted tomonotherapy before pregnancy, and all 

epilepticwomen should be advised to start taking a( 5 mg)daily folic acid 

supplement prior to conception. 

In women who have been free of seizures for twoyears, consideration 

may be given pre-pregnancy todiscontinuing medication.Many factors 

contribute to altered drug metabolismin pregnancy and result in a fall in 

anticonvulsantdrug levels. The reasons for increased fi t frequency in 

pregnancy therefore include the effect of pregnancyon the metabolism of 

anticonvulsant drugs, as well assleep deprivation or stress and poor 

compliance withmedication. Monitoring of drug levels in pregnancy 

isdifficult,mode of delivery is unaltered , breastfeeding can be 

encouraged, although feeding isbest avoided for a few hours after taking 

medication.Information on safe handling of the neonate should 

be given to all epileptic mothers. 

 



Differantial diagnosis of convelsion in pregnancyuses of 

seizures in pregnancy 
 Epilepsy 

 Eclampsia 

 Encephalitis or meningitis 

 Space-occupying lesions (e.g. tumour, tuberculoma) 

 Cerebral vascular accident 

 Cerebral malaria or toxoplasmosis 

 Thrombotic thrombocytopenic purpura 

 Drug and alcohol withdrawal 

 Toxic overdose 

 Metabolic abnormalities (e.g. hypoglycaemia) 

 

Multiple sclerosis 
Multiple sclerosis (MS) causes disability throughdemyelination of the 

white matter, leading to weakness,lack of co-ordination, numbness in the 

hands orfeet, blurred vision, tremor, spasticity and voidingdysfunction. 

The course of MS during pregnancychanges – a lower relapse rate has 

been shown, while therate of relapse risessignificantly during the fi rst 

threemonths postpartum. 

Steroids are the treatment of choice for acute relapsesand should be used 

where clinically indicated. Deliveryis not more complicated in MS 

patients and the mode ofdelivery should be decided on the usual obstetric 

criteria.Regional anaesthesia is not contraindicated . 

 

Bell’s palsy 

Bell’s palsy is a unilateral neuropathy of the sevent hcranial nerve leading 

to paralysis of the forehead andlower face. Its incidence is increased ten-

fold duringthe third trimester of pregnancy. The outcome 

is generally good and complete recovery may beanticipated if the time of 

onset is within 2 weeks ofdelivery. The role of corticosteroids and 

antiviralagents for Bell’s palsy is controversial, but they may 

hasten recovery if given within the fi rst 24 hours of the onset of 

symptoms. A reducing dose regime ofsteroids is used over a 10-day 

period.  

 

Migraine 

Migraine is influenced by cyclical changes in the sex hormones, and 

attacks often occurduring themenstrual period, attributed to a fall in 

oestrogenlevels. Migraine is generally seen to improve inpregnancy, with 

worsening of headache occurringvery infrequently, although a 

considerable recurrencerate postpartum has been reported. 



Throughoutpregnancy around 20 %of pregnant women will experience 

migraine,Obstetric complicationsare not increased in migraine sufferers. 

migraineduring pregnancy should be treated with analgesics,anti-emetics 

and, where possible, avoidance of factorsthat trigger the attack. Low-dose 

aspirin or betablockersmay be used to prevent attacks, 

 

Skin disease 
Some pre-existing skin conditions, such as eczemaor acne, worsen in 

pregnancy. Atopic eczema  causes the commonestpregnancy rash. It can 

be treated with emollients .hand and nipple eczema are 

commonpostpartum. Acne usually improves in pregnancy, butcan flare in 

the third trimester and acne rosacea oftenworsens. Oral or topical 

erythromycin can be used,but retinoids are contraindicated. Psoriasis 

affects 2 % of the population and, during pregnancy, itremains unchanged 

in around 40 per cent of patients,improves in another 40 % and worsens 

inaround 15 %. Topical steroids can still be used, 

while methotrexate is contraindicated. 

 

Specifi c dermatoses of pregnancy 

Pemphigoidgestationis 

Pemphigoidgestationis (PG) is a rare pruriticautoimmune bullous 

disorder. It most commonlypresents in the late second or third trimester 

withlesions beginning on the abdomen 50% of thetime and progressing to 

widespread clustered blisters, sparing the face,  the disease runs a 

complex course withexacerbations and remissions, and flares 

postpartumin 75 % of cases. Management aims to relievepruritus and 

prevent new blister formation, and isachieved through the use of potent 

topical steroidsand/or oral prednisolone. There is some association with 

preterm delivery and small for gestational age .but no increase in 

pregnancy loss has beenreported. PG recurs in most subsequent 

pregnancies. 

 

Polymorphic eruption of pregnancy 

Polymorphic eruption of pregnancy (PEP) is a selflimiting pruritic 

inflammatory disorder that usuallypresents in the third trimester and/or 

immediately postpartum.  PEP often begins on the lowerabdomen 

involving pregnancy striae, and extendsto thighs, buttocks, legs and arms, 

while sparing theumbilicus and rarely involving face, hands and feet. 

Symptomatic treatment is sufficient and pregnanciesappear to be 

otherwise unaffected, with no tendencyto recur. 

 

 

Prurigo of pregnancy 



Prurigo of pregnancy is a common pruritic , presentsas excoriated papules 

on extensor limbs, abdomenand shoulders. It is more common in women 

witha history of atopy. Prurigo usually starts at around 

25–30 weeks of pregnancy and resolves after delivery,with no effect on 

the mother or baby. Treatment issymptomatic with topical steroids and 

emollients. 

Pruritic folliculitis of pregnancy 

Pruritic folliculitis is a pruritic follicular eruption,with papules and 

pustules that mainly affect the trunk,but can involve the limbs. It is 

similar in appearanceto acne lesions and is sometimes considered a type 

ofhormonally induced acne. Its onset is usually in the second and third 

trimesters, and it resolves weeks after delivery. Topical steroid treatment  

 

Liver disease 
Viral hepatitis 
Viral hepatitis is the commonest cause of jaundice inpregnancy 

worldwide. Acute viral hepatitis in the fi rsttrimester of pregnancy is 

associated with a higher rateof spontaneous miscarriage. The clinical 

features ofhepatitis are no different to the non-pregnant patient,  there is 

also a significant association with obstetriccomplications, such as preterm 

delivery, fetal growthrestriction and stillbirth. In underdeveloped 

countries,20% of women infected in the third trimester die 

of fulminant hepatitis , antiviral agents like acyclovirhave dramatically 

improved outcomes. 

 Acute hepatitis B infection occurs in 1–2 per 1000pregnancies and 1.5 

per cent of pregnant women arechronic carriers. There is no evidence that 

hepatitis Bis any more common in pregnancy. The prevalence 

of hepatitis C in pregnant women is estimated at1–2 per cent. Hepatitis C 

infection is also associated withseveral adverse pregnancy outcomes, as 

well as adverse neonatal outcomes, including lowbirthweight and 

neonatal unit admission . 

 

Gallstones 

Acute cholecystitis occurs inaround 0.1 % of pregnant women. The 

aetiologyof increased biliary sludge and gallstones in pregnancyis 

multifactorial. Increased oestrogen levels lead toincreased cholesterol 

secretion and supersaturation ofbile, and increased progesterone levels 

cause a decreasein small intestinal motility. Conservative medical 

management is recommended initially, especially during the fi rst and 

third trimesters, in which surgicalintervention may confer a risk of 

miscarriage orpremature labour, respectively. Medical 

managementinvolves intravenous fluids, correction of electrolytes,bowel 



rest, pain management and broad-spectrumantibiotics. However, relapse 

rates (40–90 %)are high during pregnancy and surgical intervention 

may be warranted, preferentially performed (openor laparoscopic 

cholecystectomy) in the secondtrimester. 

Primary biliary cirrhosis 

Primary biliary cirrhosis (PBC) is an autoimmunedisorder characterized 

by progressive destructionof intrahepatic bile ducts, which ultimately 

leadsto portal hypertension and hepatic failure. PBC is usually associated 

with reduced fertility and repeatedpregnancy loss, with worsening liver 

functionhistorically reported in pregnancy. More recent seriessuggest that 

women maintained on urso-deoxycholicacid tolerate pregnancy well, with 

no deteriorationin liver function, but a risk of flare  in  postpartum. 

 

Cirrhosis 
Cirrhosis is not a contraindication to pregnancy, whichmay be well 

tolerated if cirrhosis is compensated andwithout features of portal 

hypertension. This latterleads to increased risks of maternal 

complicationsincluding varicealhaemorrhage, hepatic 

failure,encephalopathy, jaundice and malnutrition. Bleedingfrom 

oesophagealvarices has been reported in25 % of pregnant women with 

cirrhosis, andtherefore all pregnant women with cirrhosis should 

bescreened for varices from the second trimester. 
 

 



 

 



 

 



 

 



 

 



 


