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Prescribing in pregnancy

Overview
Drugs can have harmful effects on the embryo or fetus at any
time during pregnancy. It is important to bear this in mind
when prescribing for a woman of childbearing age or for men
trying to father a child.
During the first trimester drugs can produce congenital
malformations (teratogenesis), and the period of greatest
risk is from the third to the eleventh week of pregnancy.
During the second and third trimesters drugs can affect the
growth or functional development of the fetus, or they can
have toxic effects on fetal tissues.
Drugs given shortly before term or during labour can have
adverse effects on labour or on the neonate after delivery.
Not all the damaging effects of intra-uterine exposure to
drugs are obvious at birth, some may only manifest later in
life. Such late-onset effects include malignancy, e.g.
adenocarcinoma of the vagina after puberty in females
exposed to diethylstilbestrol in the womb, and adverse
effects on intellectual, social, and functional development.
The BNF and BNF for Children identify drugs which:

e may have harmful effects in pregnancy and indicate the

trimester of risk

e are not known to be harmful in pregnancy
The information is based on human data, but information
from animal studies has been included for some drugs when
its omission might be misleading. Maternal drug doses may
require adjustment during pregnancy due to changes in
maternal physiology but this is beyond the scope of the BNF
and BNF for Children.
Where care is needed when prescribing in pregnancy, this is
indicated under the relevant drug in the BNF and BNF for
Children.

Important

Drugs should be prescribed in pregnancy only if the expected
benefit to the mother is thought to be greater than the risk to
the fetus, and all drugs should be avoided if possible during
the first trimester. Drugs which have been extensively used
in pregnancy and appear to be usually safe should be
prescribed in preference to new or untried drugs; and the

Prescribing in breast-feeding

Overview

Breast-feeding is beneficial; the immunological and
nutritional value of breast milk to the infant is greater than
that of formula feeds.

Although there is concern that drugs taken by the mother
might affect the infant, there is very little information on
this. In the absence of evidence of an effect, the potential for
harm to the infant can be inferred from:

e the amount of drug or active metabolite of the drug
delivered to the infant (dependent on the
pharmacokinetic characteristics of the drug in the
mother);

o the efficiency of absorption, distribution, and
elimination of the drug by the infant (infant
pharmacokinetics);

e the nature of the effect of the drug on the infant
(pharmacodynamic properties of the drug in the infant).

Most medicines given to a mother cause no harm to breast-
fed infants and there are few contra-indications to breast-
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smallest effective dose should be used. Few drugs have been
shown conclusively to be teratogenic in humans, but no drug
is safe beyond all doubt in early pregnancy. Screening
procedures are available when there is a known risk of
certain defects.

Absence of information does not imply safety. It should
be noted that the BNF and BNF for Children provide
independent advice and may not always agree with the
product literature.

Information on drugs and pregnancy is also available from
the UK Teratology Information Service. www.uktis.org

Tel: 0344 892 0909 (09.00-17:00 Monday to Friday; urgent
enquiries only outside these hours).

MHRA/CHM advice: Medicines with teratogenic
potential: what is effective contraception and
how often is pregnancy testing needed? (March
2019)

Guidance is available on contraceptive methods and
frequency of pregnancy testing to reduce inadvertent
exposures during pregnancy in a woman taking a medicine of
teratogenic potential. When using these medicines, a woman
should be advised of the risks and encouraged to use the
most effective contraceptive method taking into account her
personal circumstances. The likelihood of pregnancy should
be assessed before each prescription of a medicine with
known teratogenic potential, by performing a pregnancy test
if required. If pregnancy cannot be excluded, the decision to
start or continue treatment will depend on individual
circumstances, such as the urgency for treatment and
alternative treatment options. If feasible, treatment with a
medicine with teratogenic potential should be delayed until
pregnancy has been excluded by a repeat test.

Information on pregnancy testing and contraception for
pregnancy prevention during treatment with medicines of
teratogenic potential is available at: www.gov.uk/drug-safety-
update/medicines-with-teratogenic-potential-what-is-effective-
contraception-and-how-often-is-pregnancy-testing-
needed#download-print-and-use-new-table

feeding when maternal medicines are necessary. However,
administration of some drugs to nursing mothers can harm
the infant. In the first week of life, some such as preterm or
jaundiced infants are at a slightly higher risk of toxicity.
Toxicity to the infant can occur if the drug enters the milk in
pharmacologically significant quantities. The concentration
in milk of some drugs (e.g. fluvastatin p. 139) may exceed the
concentration in maternal plasma so that therapeutic doses
in the mother can cause toxicity to the infant. Some drugs
inhibit the infant’s sucking reflex (e.g. phenobarbital p. 232)
while others can affect lactation (e.g. bromocriptine). Drugs
in breast milk may, at least theoretically, cause
hypersensitivity in the infant even when concentration is too
low for a pharmacological effect. BNF for Children identifies
drugs:
e which should be used with caution or which are contra-
indicated in breast-feeding for the reasons given above;
e which, on present evidence, may be given to the mother
during breast-feeding, because they appear in milk in
amounts which are too small to be harmful to the infant;
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