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I was asked 
to write this article as I am 

currently 26 weeks pregnant, have a 20-month-old daughter 
and am a full-time staff specialist obstetrician and gynaecologist 
at the Cairns Base Hospital – yes, ‘busy’ I believe would cover 
the situation! It also puts me in a unique position to experience 
pregnancy on a personal level. Whilst I have been and am 
currently well, it is the ‘minor maladies’ of pregnancy that I would 
like to focus on in this article, from my new perspective. 

These ‘minor maladies’ (and who came up with this term in the 
first place?!) are annoying but not life-threatening complaints 
that represent the manifestations of the physiological changes  
in pregnancy. At the severe end of the spectrum, they can be 
immensely challenging to manage, with women wanting early 
delivery because of the morbidity they are experiencing secondary 
to these changes. So, perhaps not so ‘minor’ after all…

This is by no means a comprehensive survey of all the physiologic 
changes of pregnancy but more an overview with a bias towards 
complaints that seem to be common in the antenatal clinic and  
that over the years, have been variously difficult to deal with. 
They are listed in no particular order.

Hyperemesis

Hyperemesis is not a huge issue for me, but unfortunately for some 
women, completely debilitating. It is also quite common, with some 
degree of nausea +/- vomiting in 50 to 90 per cent of all pregnancies. 
Symptoms usually settle by mid-trimester but continue into the third 
trimester in 15 to 20 per cent, and until delivery in five per cent.

Some degree of nausea with or without vomiting occurs in 50 to 90 
per cent of all pregnancies. The mean onset of symptoms is at five to 
six weeks of gestation, peaking at nine weeks and usually abating 

by 16 to 18 weeks of gestation; however, symptoms continue  
until the third trimester in 15 to 20 per cent of gravida and 

until delivery in five per cent.1, 2

Hyperemesis gravidarum, seen as the worst end of  
the spectrum, is a subjective diagnosis but said to be 
if loss of more than five per cent of pre-pregnancy 

weight, and ketonuria.3

Treatment can be quite difficult and especially after the 
thalidomide scare some years ago, some women will not  

take even paracetamol in pregnancy. Prior to easy access to 
parenteral fluids and nutrition, there was even a risk of maternal 
mortality associated with hyperemesis! Now thankfully, this is of 
course virtually non-existent but the maternal morbidity associated 
with constant nausea +/- vomiting can be very unpleasant.

Treatments consist of both non-pharmacologic and pharmacologic 
interventions. Generally speaking, management is based on 
whatever works for the individual, with the introduction of 
treatments in a step-wise fashion, starting with those of least 
toxicity. Just avoiding environmental triggers, like smells, motion, 
etc, may help. Trying to manipulate mealtimes and contents to 
minimise gastric upset (eg small meals often of low-fat content 
and non-spicy foods) can be effective. If food is not possible, the 
fluid replacement by mouth is best if cold, clear and carbonated or 
sour. Some success with aromatic infusions (eg lemon or mint) have 
been said to be helpful. Acupuncture/acupressure involving the ‘P6’  
point has some strong advocates but the evidence supporting  
this as an effective therapy has been less exciting.4, 5

Ginger has a stronger evidence base to decrease nausea, if not 
vomiting, at the dose of 1.5 mg divided over 24 hours. It has  
been shown to be as effective as Vitamin B6 in decreasing the  
nausea and vomiting of pregnancy. Other therapies, including 
hypnosis, have shown some benefit in alleviating the concomitant 
anxiety and thus the nausea and vomiting.6,7

Drug therapy starts with Vitamin B6 (pyridoxine). Systematic 
reviews of randomised and/or controlled studies have shown that 
pyridoxine (vitamin B6) (ten to 25 mg orally three or four times per  
day) improves mild to moderate nausea but does not significantly 
reduce vomiting.8,6,7 Thus, it is most useful for women with morning 
sickness rather than hyperemesis. Likewise, women taking  
a periconceptual multivitamin reported less nausea and vomiting.6
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Anti-histamines are the next drug of choice. The efficacy of 
antihistamines (H1 antagonists) was demonstrated in a pooled 
analysis of controlled trials that showed a significant reduction 
in pregnancy related nausea and vomiting with use of these  
agents (RR 0.34, 95 per cent CI 0.27-0.43).9 The safety of  
antihistamines (H1 antagonists) was shown in a meta-analysis  
that examined the association between antihistamine use and 
major malformations [10]. This review of 24 controlled studies, 
including over 200,000 first trimester exposures, found that  
H1-receptor blockers decreased the risk of malformations (OR 0.76, 
95 per cent CI 0.60-0.94). 

Metoclopromide and phenothiazines (prochlorperazine, 
chlorpromazine) would be the next level of drug, followed by 
ondansetron. Phenothiazines are the best studied for safety from  
the teratogenic point of view and their efficacy.9 Dopamine 
antagonists (metoclopromide, phenothiazines and droperidol)  
have been shown to not have teratogenic effects.9, 11

As well as these interventions, IV replacement therapy is important, 
along with the use of antacids/H2- blockers (ranitidine) as necessary 
(see section on reflux for specific information for these medications 
in pregnancy). Steroids should be used as a last resort, with the 
evidence supporting their use being patchy. There is also a small 
risk of cleft palate if they are used under ten weeks12, 13, 14, 15, 16 and 
prolonged use seems to have an association with premature  
rupture of membranes.17

Back to basics

Itch

Pruritus, without any pathologic process, is reported to affect up  
to 20 per cent of pregnant woman.18 Common pruritic locations  
are the scalp, anus, vulva and, during the third trimester, the 
abdominal skin.18 Pregnancy induced pruritus may be related to 
dermographism or urticaria, which are common in the last half 
of pregnancy.19 Treatment with oatmeal baths, topical steroids, 
antihistamines, and/or ultraviolet light (UVB) helps to relieve 
symptoms.18 This is also a symptom that can represent cholestasis  
of pregnancy or specific dermatological conditions of pregnancy 
(eg PUPPS). These, of course, are not part of the physiological 
spectrum of pregnancy.

Constipation

It sounds so benign, doesn’t it?! But difficulty moving bowels  
can make life a complete trial, as well as exacerbating any prolapse 
that is present. It is probably due to the increase in progesterone  
that decreases gut motility. Interestingly, one study showed that 
roughly 55 per cent had no change, 34 per cent had an increase 
and 11 per cent had a decrease in bowel frequency in pregnancy.20  
Other studies have reported approximately one third of pregnant 
women suffer from constipation.21 

Treatment is to hydrate, hydrate, hydrate and to use Metamucil as 
a stool-bulking agent. Dietary advice regarding fibre is also helpful. 
Only 1.5 per cent should need to use a laxative and in this group, 
a stimulant/motility agent such as lactulose, sorbital and glycerine 
should be used.22

Stretch marks

Again, these can be worse in some, rather than others, and more  
likely with a multiple gestation. Many expensive preparations exist  
to try and fight this particular cosmetic problem but as the 
pathogenesis is that of pulling apart the collagen and elastin fibrils  
in the skin, there is no guaranteed preventative or cure.23 This is 
probably one of the most common questions asked in ante-natal 
clinic, usually by the patient with a full face of make-up at every visit!

Spider veins

Sometimes very disfiguring, dilated veins can rear their ugly head 
in an otherwise normal pregnancy. When severe, legs can appear 
almost blue or black, and of course, regression post-pregnancy  
is minimal. Again, it’s all to do with pregnancy hormones, and is  
worse in some, rather than others. 

Varicosities

These can be particularly disfiguring and can be present in all lower 
limbs, as well as the vulva. There is a genetic predisposition but  
the increased blood volume and increased venous pressure in 
the lower extremities secondary to the enlarging uterus is the  
mechanism by which they occur.

Supportive therapy (ie TEDS, not standing for long periods and  
leg elevation) is helpful but will not fix the problem. If vulval  
varicosities are particularly prominent, there is no real treatment, 
except delivery, for these. Whilst varicosities will improve post 
delivery, they may not resolve entirely.18

Interventions for hyperemesis

Non-pharmacologic

	 •	 avoidance of triggers, eg smells;
	 •	 avoid supplements with iron until symptoms resolve;
	 •	 eat before feeling desperate for food;
	 •	 frequent high carbohydrate, low fat, small meals;
	 •	 fluids should be cold, clear and carbonated or sour;
	 •	 acupuncture/acupressure;
	 •	 ginger; and
	 •	 hypnosis.

Pharmacologic

	 •	 Vitamin B6 (pyridoxine)
			   s	10-25 mg orally three to four times per day

	 •	 Anti-histamines (H1 blockers)
			   s	Phenergan (promethazine) 12.5 to 25 mg every four  
				    hours orally, intramuscularly or per rectum

	 •	 Anti-emetics
			   s	Metoclopramide five to ten mg four to six hourly  
				    orally/IMI/IVI
			   s	Prochlorperazine five to ten mg three to four hourly  
				    IMI/orally or 25 mg bd PR 
			   s	Ondansetron eight mg bd IMI/orally

	 •	 Steroids
			   s	Methylprednisolone 16 mg orally or intravenously  
				    every eight hours for three days. The drug can be  
				    stopped abruptly if there is no response and tapered  
				    over two weeks in women who do have relief  
				    of symptoms.

‘Women taking a periconceptual 
multivitamin reported less nausea 
and vomiting’
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Fatigue

A great phrase I once heard a feisty Irish lady use to describe  
this particular problem was ‘I was so tired I could have slept on  
a stick’. It is a great weariness, where even moving is sometimes  
just too hard. Of course, this is completely impractical with  
a co-existent small child and work commitments. The other  
problem is that it is most common in the first trimester when there 
is no bump to point to, vindicating your legitimate pregnancy 
symptom. Sigh! Overall, I think this is the toughest problem to 
overcome for women, with sympathy at this stage being in very 
short supply. No helpful hints here girls, just make sure your  
man is up to speed on foot and back massage and can manage 
dinner most nights of the week. The bad news? It hits you again in 
the third trimester! Progesterone is again thought to be to blame.

Cravings

This is generally said to be because of the rapidly changing hormonal 
mileu and varies greatly between individual women.

Heartburn

Heartburn occurs in 30 to 50 per cent of pregnancies, with the 
incidence approaching 80 per cent in some patient groups.24 So, it’s 
pretty common!

Treatment is all about improving acid clearance from the  
oesophagus; elevating the head of the bed, avoiding spicy foods 
and having small frequent meals at least three hours before 
bedtime. Antacids are the initial drug therapy and have been  
shown to be safe from the teratogenic point of view.25 However, 
antacids can interfere with iron absorption, and taking sodium 
bicarbonate can cause a metabolic alkalosis and fluid overload  
in mother and baby.26

H2 receptor antagonists, which we have had the most experience 
with, include ranitidine and cimetidine, both of which appear to be 
safe in pregnancy.27, 28, 29, 30 These medications are effective at reducing 
symptoms, with a dose of ranitidine 150 mg twice a day.

Proton pump inhibitors we have had less experience with, but  
they are probably safe in pregnancy.31, 32 

Fainting/Orthostatic hypotension

Light-headedness is likely associated with the normal pregnancy 
related fall in vascular resistance. It typically occurs when the  
woman is erect and resolves by having her lie on her left side.  
Light-headedness is of concern if it occurs in association with an 
abnormal heart rate/rhythm or signs suggestive of a seizure. It is  
more prominent in tall women, with pooling of blood in the 
extremities with prolonged standing. 

On a personal note, this has been my biggest challenge in both  
my pregnancies – surgery became impossible reasonably early due 
to my inability to remain vertical. 

Back pain

Low back pain and other musculoskeletal discomforts typically  
occur after the first trimester but may occur early in pregnancy.  
They are due to changes in the woman’s centre of gravity with 
advancing gestation and the effect of pregnancy hormones.

Symphysis pubis dysfunction

The fibrous joint at the front of the pelvis can cause no end of 
problems for the pregnant woman. This joint relaxes under the 
influence of the (aptly named) hormone relaxin. The increased 
mobility of this joint can give pain that varies in its manifestations.  
In its worst form, it can be completely debilitating, requiring 
crutches. This seems to have become a more common complaint 
in recent years and usually in the higher socio-economic brackets, 
although this is purely anecdotal.

The mainstay of treatment is conservative – bed rest, girdles,  
crutches or a walker, and a careful mobility program. Acupuncture 
added to this has significantly decreased pain scores, as did  
stabilising exercises.33, 34 Opiates and intrasymphyseal injections 
with various medications have also been tried.35 Pain resolves in  
the majority of patients within a month.36 However, recovery 
from pelvic girdle syndrome can be prolonged (over two years). 
Symptoms may recur in subsequent pregnancies, but this does not  
preclude vaginal birth.35

Urinary tract

We’ve all heard of the ‘pregnant bladder’ – quite another thing to 
own one! Up to 80 per cent of pregnant women will experience 
frequency, which gets worse closer to term.37 Nocturia can also 
be a big problem, as pregnant women excrete larger amounts of 
total solute and sodium during the night than their non-pregnant 
sisters.38 Urinary tract infections will also rear their ugly head,  
often for the first time, in pregnancy. In a RANZCOG College 
statement (November 2004), a mid-stream urine to screen for 
asymptomatic pyuria is recommended for all pregnant women. 
Treatment is the same as for a non-pregnant woman.

In closing, this is a brief gallop through the many complaints of 
pregnancy that can cause a pregnant woman to present to their 
care provider. Most are not serious but can make life pretty  
miserable and should be discussed in a supportive fashion with 
the woman. Often, reassurance, education and relatively simple  
lifestyle measures, rather than any drug therapies, are all that  
will be needed to help ease discomfort. Sympathy too, can go  
a long way. While we are all ‘superwomen’, the going can get a bit 
tough at times!
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