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1. Purpose 

The objective of this guideline is to provide healthcare professionals with clear and 
simple recommendations for the diagnosis and management of Obstetric 
Cholestasis in pregnancy and the puerperium. 

 
The guideline was developed in accordance with advice from the RCOG Green-top 
Guideline Number 43 on Obstetric Cholestasis. 

 

2. Definitions/Abbreviations 
OC    Obstetric Cholestasis 
 
FBC    Full Blood Count 
 
LFT Liver function tests 

IUD Intrauterine Death 

PPH Postpartum Haemorrhage  

TBA Total Bile Acids 

 

3. Introduction 

Obstetric Cholestasis, OC (also referred to as intrahepatic cholestasis of 
pregnancy) affects 0.7%to 1.5% of pregnancies in multi-ethnic populations (1 in 
140). The prevalence is higher in women of Indian- Asian or Pakistani-Asian Origin, 
1.2-1.5%. It occurs in the second half of pregnancy (usually third trimester) and 
generally resolves rapidly following delivery. 

 
Obstetric Cholestasis is a multifactorial condition of pregnancy characterised by 
pruritus in the absence of a skin rash and/or abnormal liver function tests (LFTs) 
and/or raised bile acids, neither of which has an alternative cause and both resolve 
spontaneously after birth. Pruritus in Pregnancy is common, affecting 23% of 
pregnancies. Investigations to exclude other causes of pruritus and abnormal LFTs 
should be performed. The clinical importance of OC lies in the potential fetal risks, 
which may include spontaneous preterm birth, iatrogenic preterm birth and 
intrauterine death (IUD). There may also be maternal morbidity in association with 
the intense pruritus and consequent sleep deprivation. 

 
This document sets out Northern Devon Healthcare NHS Trust’s best guidance on 
the management of women presenting with Obstetric Cholestasis. Any deviation 
from this guideline must be clearly documented, including the reason for deviation. 

 

4. Initial assessment for diagnosis of Obstetric Cholestasis 

Pregnant women presenting with itching after 24 weeks without evidence of a rash 
will be suspected to have OC. They should be assessed by the community 
midwifery team. 
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4.1 History 
 

A detailed history should be taken including: 
 

 Unexplained pruritus – especially involving palms of the hands and/or 

soles of the feet, typically worse at night 

 Skin excoriation but no rash. If rash present consider alternative 

diagnosis including polymorphic eruption of pregnancy or pemphigoid 

gestations (blisters) 

 Pale stools, steatorrhoea (secondary to fat malabsorption), dark urine, 
jaundice 

 Right upper quadrant pain 

 Personal History of Obstetric Cholestasis in previous pregnancies or 

whilst taking the combined oral contraceptive pill. 

 Family history or personal history of cholestasis (gallstones) 

 Multiple pregnancy and Hepatitis C (earlier onset before 26 weeks) 

 Drug History – herbal remedies or recent antibiotics including 

Penicillins (flucloxacillin, ampicillin, amoxicillin, co-amoxiclav), 

Antihypertensives (methyldopa, atenolol, verapamil), 

Antituberculous (rifampicin, isoniazid), Nitrofurantoin, Anti-thyroid 

medication (propylthiouracil, carbimazole), Phenothiazines 

(Chlorpromazine) 

 

4.2 Examination 
 

A full antenatal examination should be performed including: 
 

 Abdominal palpation and symphysis fundal height measurement 

 Fetal heart auscultation 

 Check for presence of normal fetal movements 

 Blood Pressure and maternal pulse 

 Urinalysis 

 

4.3 Blood tests 
 

 FBC 

 Liver function tests, LFTs and Bilirubin. Pregnancy specific reference 

range which is approximately 20% lower than non-pregnant range should 

be used. 

 Total Bile acids, TBA. Bile acid levels can raise significantly after a meal 

therefore blood should be taken before a meal if possible. Isolated 

elevation of bile salts may occur but this is uncommon; a normal level of 

bile salts does not exclude the diagnosis. 

 Clotting screen only if suspected low platelets/bleeding tendencies or 

already highly deranged LFTs (ALT >200) 

 

Clinical Chemical Test Normal Level 

Bile Acid <14umol/L or 

ALT (alanine transaminase) <32 iu/L 
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In women with persistent unexplained pruritus and normal biochemistry, LFTs 
and bile acids should be repeated every 2 weeks as some women have 
pruritus for days/weeks before the development of abnormal liver function. 
Chlorphenamine maleate 4mg QDS prn and emollients may provide some 
symptomatic relief of pruritus. 

 

If ALT and/or bile acid levels are raised and/or symptoms classical of OC 
(previous history in pregnancy or whilst taking the oral contraceptive pill, 
pruritis affecting the palms and soles without evidence of a rash) a 
provisional diagnosis of OC should be made. Women should be referred to 
DAU for further investigations. 

 

5. Assessment for diagnosis of Obstetric Cholestasis in 
DAU 

Confirm the diagnosis by reviewing the history, examination findings and blood results. 

 
Other causes of pruritus and abnormal LFTs should be excluded by: 

 Viral screen (Hepatitis A, B, and C, Epstein Barr and Cytomegalovirus) 

 Liver autoimmune screen for chronic active hepatitis and primary 

biliary cirrhosis (anti-smooth muscle and anti-mitochondrial 

antibodies) 

 Liver ultrasound scan – Gallstones (presence of gallstones without 

evidence of extrahepatic obstruction does not exclude OC) 

 Coagulation screen should be performed 

 
The differential diagnosis includes other pregnancy-specific causes of abnormal 
LFTs such as pre-eclampsia or acute fatty liver of pregnancy. 

 
A documented discussion with the women needs to take place explaining: 

 Definition of Obstetric Cholestasis and its implications 

 Maternal Risk 

 Maternal morbidity in association with pruritis and sleep deprivation 

 Vitamin K deficiency through malabsorption. This may lead to a 

decrease in clotting factors and contribute to postpartum 

haemorrhage. 

 Fetal Risks 

 Risk of sudden intrauterine death. IUD in OC has been reported at all 

gestations. No specific method of antenatal fetal monitoring for the 

prediction of IUD can be recommended as it is usually sudden without 

evidence of placental insufficiency. 

 Slightly increased risk of premature birth, especially iatrogenic. 

 There is increased likelihood of meconium passage in pregnancies 

affected by OC, especially in those with severe cholestasis (bile acids 

>40 micromoles/litre) 

 There have been no reports of any harmful effects to babies 

from OC pregnancies once they have been delivered 
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Women should be given written information of OC (RCOG/British Liver Trust 
patient information leaflets) to support verbal advice. 

 

6. Management of women with Obstetric Cholestasis 

6.1 Treatment 
 

There is no evidence that any specific treatment improves the fetal or 
neonatal outcomes. All such therapies should be discussed with the 
individual women with this in mind. 

 
Topical Emollients 

 Bland Topical options include Diprobase, calamine lotion and Aqueous 

menthol cream 1% 

There is no trial data to support or refute the use of these products. They are 
safe in pregnancy and clinical experience suggests that for some women they 
may provide a slight temporary improvement of pruritus. 

 

Systemic Treatment 

 Antihistamines – Chlorphenamine 4mg QDS PRN. May provide some 

welcome sedation particularly at night and some reduction in pruritus. 

 

 Ursodeoxycholic acid (UDCA) improves pruritus and liver function in 

women with Obstetric Cholestasis. 500mg BD may be prescribed 

initially, the dose can be increased to TDS to 1.5g daily. Advise women 

to take with a meal or immediately after. Women should be informed that 

UDCA has been used for many years and although there are no reports 

of adverse effects for the unborn baby when the mother takes UDCA, 

there is a lack of robust data. 

 Vitamin K 10mg Daily (water soluble), menadiol sodium phosphate, is 

indicated where the prothrombin time is prolonged or there is frank 

steatorrhoea. 

If the coagulation screen is normal women should be advised to take 
5mg from 34 weeks to reduce the risk of postpartum haemorrhage and 
fetal/neonatal bleeding. Women should receive careful counselling about 
the likely benefits and small theoretical risk of neonatal haemolytic 
anaemia and hyperbilirubinaemia. 

 
General Advice 

 Lower fat intake 

 Have frequent tepid baths 

 Try not to get too hot 

 Wear loose cotton clothing 

 Avoid drugs that commonly cause cholestasis (Erythromycin, 

Augmentin, Flucloxacillin) unless benefits outweigh the risks. 

 

6.2 Monitoring 
 

 Women with Obstetric Cholestasis should have consultant-led, team-

based care and give birth in a hospital unit. 
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 Women should have weekly review in DAU. This should include a 

general review; blood pressure and urine check, allow monitoring of the 

condition and exclusion of other diagnoses and bloods for LFT and Bile 

Acids and clotting. If LFTs escalate rapidly, urgent referral to a consultant 

antenatal clinic needs to be made. 

 There is some suggestion that the outcome may be worse when the 

TBA levels exceed 40. 

 DAU to arrange review in Obstetric clinic at 36 weeks to discuss Induction 

of Labour (IOL) or if worsening biochemical markers/bile acids, or if 

concerns about fetal movements. 

 Ultrasound and CTG are not reliable methods for preventing fetal death 

in OC and are not necessary unless other indications for monitoring 

present. 

 

7. Delivery 

 A discussion should take place with women regarding induction of 

labour around 37+0 weeks of gestation in hospital under consultant 

care. 

 Women should be informed of the increased risk of maternal and 

perinatal morbidity from early intervention. 

 Women should be informed that the case of intervention may be stronger 

in those with more severe biochemical abnormality (transaminases and 

bile acids). 

 Women should be informed of the inability to predict stillbirth if the 

pregnancy continues. 

 Delivery should take place in a hospital unit in view of the increased 

incidence of passage of meconium and fetal distress. 

 Continuous fetal monitoring in labour is recommended. 

 Active management of third stage of labour to reduce the risk of PPH. 

 Vitamin K should be given to neonates as per protocol. 

 
8. Postnatal Advice and follow up 

Postnatal resolution of all symptoms and biochemical abnormalities is required to 
secure the diagnosis. 

Repeat LFTs and bile acids 4 weeks post-delivery at the GP surgery. If result is 
normal no follow up is required. If abnormal seek senior obstetric advice. This 
information is to be included on the discharge summary to the GP. The woman 
should be informed of the importance of the blood test to ensure the condition has 
resolved. 

Counselling should include reassurance about the lack of long term sequelae for 
mother and baby and discussion of the high recurrence rate (45-90%). Women 
should be advised that there is a 10% risk of developing pruritus or hepatic 
impairment or both with oestrogen containing contraceptives and the increased 
incidence of OC in family members. 
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9. Monitoring Compliance with and the 
Effectiveness of the Guideline 

Monitoring of implementation, effectiveness and compliance with these guidelines 
will be the responsibility of the Lead Clinician for Obstetrics. Where non-
compliance is found, it must have been documented in the patient’s medical notes. 
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11. Appendix A: Obstetric Cholestasis 

 
     

Obstetric 
Cholestasis 

     

     ↓        

   Women presents with itching without a 
rash 

    

     ↓        

    CMW Assessment      

   ↙ BP, urinalysis, antenatal 
examination 

↘     

  ↙  Blood tests (FBC, LFTs, Bile 
Acids) 

 ↘    

 Bloods 
Normal 

      Bloods 
Abnormal 

 

 ↓        Bile acids>14mmol, ALT>32 
iu/L 

 

Repeat CMW assessment 
Weekly 

      ↓   

including bloods       ↓   

 ↓        Refer to 
DAU 

  

Advise Piriton and emollients       ↓   

for symptomatic relief     Day Assessment 
Review 

 

        Repeat FBC, LFT and bile acids, 
clotting 

 

        Liver USS scan    

        Viral screen (CMV)  

        Liver autoimmune screen (ASMA, 
AMA) 

 

        Antenatal examination   

         ↓    

   Obstetric Review at 
36/40 

  Senior Obstetric 
review 

  

  Discussion regarding plan for 
birth 

  Document:    

  Documentation of the 
risks/benefits 

← ← Diagnosis OC 
confirmed 

  

  for IOL (if not contraindicated)   Consultant led antenatal management 
plan 

    ↓    Patient counselled and given information 
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leaflet 
   Intrapartum   Advise on simple measures for symptomatic 

relief 
   Continuous fetal monitoring   Advise Piriton/emollients for symptomatic 

relief 
   Neonatal Vitamin K 

advised 

  Consider use of UDCA - risks/benefits 
explained 

    ↓    Discussion regarding 
vitamin K 

  

  Postnatal review in 
community 

  Weekly review until delivery on 
DAU 

 

  Repeat LFT 4 weeks 
postpartum 

       

  Ensure symptoms 
resolved 

       

  Discussion re future 
pregnancies/OCP 

       

             

 


