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 Pruritus can affect up to 20 % of pregnant patients[1,2]. 
It may disturb sleep, mood, or even cause depression and can be 
a great cause of discomfort to the pregnant patients[3]. Clinical 
history and physical examination are very important in evalu-
ating the causes of pruritus added by investigations. Conditions 
specific to pregnancy involving pruritus as a leading symptom 
are summarized in Table 1.

Table 1: Differential Diagnosis of Gestational Pruritus
1. Intrahepatic cholestasis of pregnancy
2. PUPPP (Pruritic urticarial papules and plaques of pregnancy)
3. Pemphigoid gestationis
4. Atopic eruptions of pregnancy
5. Impetigo herpeteformis
6. Pruritic folliculitis of pregnancy
7. Prurigo of pregnancy

 Intra hepatic cholestasis of pregnancy (ICP) is also 
called as idiopathic jaundice of pregnancy, obstetric cholestasis, 
icterus gravidarum, obstetric hepatosis, and pruritus gravidarum. 
It affects 0.7% to 5% of pregnancy in multiethnic population[4]. 
Prevalence of ICP is influenced by genetic and environmental 
factors. It is a multi factorial condition of pregnancy character-
ized by pruritus in the absence of a skin rash with abnormal liver 
function tests (LFTs), neither of which has an alternative cause 
and both of which resolve after birth. Most authorities accept 
elevations of any of a wide range of LFTs beyond pregnancy - 
specific limits[5]. It is caused by disruption of hepatic bile flow 
during pregnancy, a condition triggered by hormones in geneti-
cally predisposed females who have a defect in excretion of bile 
acids resulting in elevated bile acid levels in the serum. This 
causes intense pruritus in mother. Pruritus is evidenced in ab-
sence of skin rash with abnormalities of liver function test (LFT) 
beyond pregnancy specific limits. Pruritus affecting palms and 
soles is particularly suggestive but later on more or less general-
ized. In ICP level of total serum bile acid more than 40.0 µmol / 
L is associated with high risk of adverse fetal outcome. The toxic 
bile acids can pass in fetal circulation causing placental anoxia 
and cardiac depression leading to fatal fetal complications like 
spontaneous or iatrogenic preterm birth[6], meconium passage[7], 
fetal distress[8], and fetal death[5,7]. 
 Maternal complications are mood or sleep disturbance, 
intrapartum and postpartum hemorrhage. The risk factors are 

previous or family history of obstetric cholestasis, multiple preg-
nancies, hepatitis C, gallstones, and drugs. To detect abnormal-
ities in liver function test, the upper limit of normal throughout 
pregnancy is 20% lower than the non-pregnant range for trans-
aminases, gammaglutamyl transferase and bilirubin[9]. In healthy 
pregnancies, total serum bile acid levels in the third trimester of 
up to 11.0 µmol / L are accepted as normal. Jaundice may oc-
cur in few patients due to concomitant extra hepatic cholestasis. 
Weekly monitoring of LFT is recommended. In patients with 
such a presentation, a battery of test is further required to dif-
ferentiate it from other liver disorders like screening for hepa-
titis A,B,C; Ebstein Barr virus, cytomegalovirus, chronic active 
hepatitis, primary biliary cirrhosis, gallstones, preeclampsia, 
and acute fatty liver of pregnancy. In severe cases, prothrombin 
time assessment should be done. Treatment aims to decrease liv-
er enzymes and bile acids, and to relieve maternal pruritus. By 
improving maternal condition, the fetal outcome is improved. 
Treatment includes topical emollients, which cause just slight 
temporary relief of pruritus; antihistamines like chlorphin-
eramine; ursodeoxycholic acid (UDCA) which decreases liver 
transaminases, and bile acid levels in a dose of 15 mg / kg daily 
until delivery of baby; vitamin K in dose of 5-10 mg / day is 
advised if prothrombin time is prolonged. Vitamin K should be 
avoided in late pregnancy and labor because of a risk of neona-
tal hemolytic anemia, hyperbilirubinemia and kernicterus. Preg-
nant women taking antiepileptic medications (who are at risk of 
vitamin K deficiency because of liver enzyme induction) show 
greater levels of vitamin K in the offspring of those who took 
oral supplements before delivery compared with the offspring of 
those who did not[10].
 Fetal complications especially still births are more fre-
quent after 37 weeks so induction should be considered after 37 

mailto:drpankajbns@gmail.com


page no: 5

Short title: 
Gestational Pruritus

Pankaj, S., et.al Vol: 4 Issue: 1

Submit your manuscript to Ommega Publishers and 
we will help you at every step:

• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in all major indexing services
• Maximum visibility for your research

Submit your manuscript at

https://www.ommegaonline.org/submit-manuscript

weeks particularly in patients with serum bile acids more than 40 
µmol  /  L. Even close fetal monitoring in ICP is not effective in 
preventing fetal death. This condition regresses spontaneously 
within days to weeks after delivery but can recur with subse-
quent pregnancies or with use of hormonal contraception. Pa-
tient should be counseled properly so that her mood disturbance 
and her anxiety can be avoided.
 Conclusively, high index of suspicion, appropriate 
laboratory investigations, judicious use of medicines and close 
vigilance on pregnancy lead to best fetal outcome with least ma-
ternal complication.
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