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Gebelikte astim

Astimin
gebelige
etkisi

Kadinlarin ¥%10’unu etkiliyor Gebeligin.
Gebelikteki en sik kronik hastalik (<%1-%17)

Prevalansi T

Gebelikteki hormonal, fizyolojik, immunolojik degisiklikler astimi etkileyebilir

Kontrolsiliz astim advers perinatal sonuclari T

Gebelikte ilac tedavisine uyum genellikle {,

Allergy, 2026; 81:84-108.
Chest. 2026 Mar;169(3):605-615.



Hormonally-mediated Respiratory changes during pregnancy Physical

Present throughout the pregnancy
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Pregnancy-mediated
alteration

Effect in individuals
with asthma

Pregnancy-mediated
alteration

Effect in individuals
with asthma

T Oxygen consumption

1 Minute ventilation via 1
tidal volume +/— increased
respiratory rate

1 PaO, and | PaCO,

Nasal hyperaemia, oedema
and mucus hypersecretion [23]

Increases minute
ventilation,
hyperventilation
may contribute to
bronchoconstriction
in asthma

Breathlessness
Bronchoconstriction

Hypocapnia may cause
bronchoconstriction
and increased airway
obstruction [22]

May increase mouth
breathing and perception
of breathlessness in
asthma [24, 25]
Rhinitis in pregnant
individuals is associated
with worse asthma
symptoms and
quality of life [26]

Reduced ERV, RV, FRC and
TLC

Elevated diaphragm

No change to FEV, FVC,
FEV,/FVC

Greater susceptibility to
respiratory virus infections

Decreased oxygen
reserve resulting in rapid
desaturation in the setting
of reduced ventilation [27]

Increased thoracic
breathing [28]

Alterations to spirometry
should be investigated
as per non-pregnant
individuals [29]

Increased exacerbations,
loss of asthma control,
lower birthweight
babies and increased
pre-eclampsia [30]

Allergy, 2026; 81:84-108



Table 1 Immunologic changes in pregnancy, allergic asthma, and in asthma in pregnancy

Pregnancy Without Asthma

Allergic Asthma

Asthma in Pregnancy

Immunologic
changes

Clinical
outcomes

Potential
therapeutic
intervention

Th2 skewing™®: increased

IL-4; due to Th2 shift
intended to protect the
fetus from maternal
immunologic response

Decreased Th1°%: reduced
(IFN)-+y; suppressed by
Th2

Decreased Th17% sup-
pressed by Treg cells

Increased Treg cells®:

promotes fetal tolerance

Decreased type I/type III
IFN"

Immune tolerance protects
fetus”*’; mild increased

risk of infection due to
decreased antiviral
defense'~"”; Treg imbal-
ance associated with
pregnancy complications
such as miscarriage or
preeclampsia®

Th2 predominance™:
increased IL-4, IL-5, IL-
13; IgE class switching;
increased eosinophils

Decreased Th1%!

Increased Th17': neutro-
philic inflammation;
evade Treg suppression

Decreased Treg cells'

Decreased type I/type III
IFN"®: impaired viral
clearance

Eosinophilic inflamma-
tion*’; bronchial hyper-
responsiveness''; IgE
production; reduced
viral defense; excessive
mucus production'”!

Th2 predominance: increased
IL-4; not found to be signif-
icantly exaggerated beyond
changes seen in pregnancy
and asthma individually®;
increases were observed in
patients with worsening
asthma symptoms during

pregnancy”

Decreased Th1”: decreased
Th1 leads to impaired
pathogen clearance

Increased Th17”

Blunted Treg expansion®:

increased Th17/Treg ratio®

Decreased type I/type I1I
IFN"™: dual deficit (preg-
nancy + asthma) — 1 viral
respiratory infections and
exacerbations

Increased maternal exacerba-
tions that are tied to worse
perinatal outcomes (e.g.,
preterm birth)®*%~”

CARs-Treg therapies’; biolog-

ics'’; targeted interventions
based on cellular immune
response”

Th=T helper; IL = interleukin; IgE = immunoglobulin E; IFN = interferon; Treg = regulatory T cell; CAR = chimeric Ag receptor.

Th1l yanittan Th2 yanita kayma
gebelikte immin reglilasyon ve
tolerans acisindan 6nemli, ancak
astim kontrolinde bozulmaya
neden olabilir

Allergy Asthma Proc 47:5-11, 2026; doi: 10.2500/aap.2026.47.250087.
J Allergy Clin Immunol Pract 2023;11:2919-21.



Gebeligin astima etkisi

* 14 calismanin degerlendirildigi bir meta-analizde gebelikte astimda 1/3 diizelme, 1/3 stabil kalma,
1/3 kotulesme

* Gebelik dncesi daha agir hastaligi olanlarda kotiilesme orani daha T

* Ardisik gebeliklerde gebeligin astima etkisi benzer olma egiliminde

* Gebeligin astimi etkileme mekanizmalari bilinmiyor

* Undertreatment? Astim ataklarinda OKS kullanimi astimli gebelerde gebe olmayan astimlilara
gore daha |, %36 gebe astimli gebelikte astim acisindan degerlendirilmemis, %65’i astim
semptomlari acisindan degerlendirilmemis, SFT yapilma orani %11, gebelikte 4-6 haftada bir astim
acisindan kontrol onerisi %11, ilaclar ile ilgili endiseler nedeniyle hekimlerin astim ilaglarini
azaltma / kesme Onerisi %26-60

Juniper EF, Newhouse MT. Effect of pregnancy on asthma: a systematic review and meta-analysis. In: Schatz M, Zeiger RS, Claman HN, editors. Asthma and immunologic diseases in pregnancy and early
infancy. New York: Marcel Dekker; 1998. p. 401-27. Immunol Allergy Clin North Am 2006;26:63. J Allergy Clin Immunol 2003;112:283-8. Obstet Gynecol 2005;106:1046-54. Chest 2013;144:420-7.
Thorax 2010;65:739-44. J Allergy Clin Immunol Pract 2017;5(4):981-7.e1. J Allergy Clin Immunol 2018;141(2):761-7. ) Asthma 2013;50:383—-9. Am J Respir Crit Care Med 1999;160:887-92. Women

Birth. 2023;36:108-116. Allergy, 2026; 81:84-108



Determining the Clinical Course of Asthma in
Pregnancy

Danielle R. Stevens, PhD?, Neil Perkins, PhD?, Zhen Chen, PhD?, Rajesh Kumar, MD", William Grobman, MD",

Akila Subramaniam, MD®, Joseph Biggio. MD", Katherine L. Grantz, MPH, MD?®, Seth Sherman, PhD®,

Matthew Rohn, MD?, and Pauline Mendola, PhD®" Bethesda and Rockville, Md: Chicago, 1ll; Birmingham, Ala; New Orleans,
La; and Buffalo, NY

Prospektif gebelik kohortu

308 astimli, 107 astimi olmayan gebe

Gestasyonel astim kontroll %59.5 ayni, %40.5 kotiuilesme

Gebelik 6ncesi agir astimlilarin %68’inde astim kontroliinde kotiilesme
Semptomlardaki artis cogunlukla ikinci trimesterda baslamis

Astimi olmayan gebelerde nefes darligi saptanmamis

Astim kontroliinde kotiilesme goriilenler daha geng, multiparite daha 1, gelir ve egitim diizeyi
daha 4, VKI daha 1, gebelik 6ncesi HT daha 4", bazalde kontrolsiiz astim 4*, onceki gebelikte
kontrolsiiz astim 4, gebelik 6ncesi astim agirhig1 4, gebelik 6ncesi atak

J Allergy Clin Immunol Pract 2022;10:793-802.



Gebelikte astim ataklari

* Gebelik varligi astim ataklari icin risk faktoru, gebelikte hastane yatisi gerektiren ataklar artar
* Gebelikte astimli hastalarin %20-45’i tibbi midahale gerektiren atak yasiyor

* Agir astimlilarin >%65’i gebelikte atak yasiyor

 Ataklar en sik ikinci trimesterde

* ilk trimester ve gebeligin son ayinda ataklar gbrece daha {,

* Gebe astimlilarin %31’i iKS kullanimini ¢/, iKS kullanimindaki bu azalma atak riskinde 2 kat artis ile
iliskili (aOR 2.29, 95% Cl 2.12-2.47)

* Atak oOyklsu, persistan semptomlar, gebelik Oncesi zor astim, agir astim, multiparite, kan
eozinofilisi, sigara icimi, obezite, >35 yas gebelik atak riskini T

Eur Respir Rev 2022; 31: 220039. J Allergy Clin Immunol Pract 2021;9:4343-52. J Allergy Clin Immunol 2018;141:882-3. Eur Respir J 2020;55:1901208.
Eur Respir J. 2025 Dec 18;66(6):2501327. https://ginasthma.org/wp-content/uploads/2025/11/GINA-2025-Update-25 11 08-WMS.pdf
Lancet Respir Med 2025; 13: 80-91.
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Gebelikte astimda kdtulesme ve atak acisindan
riskli hastalar

TABLE I. Characteristics significantly associated with asthma exacerbations and worsening of asthma symptoms during pregnancy

Characteristic Exacerbation Worsening of asthma
Moderate to severe asthma RR = 3.44 (2.03-5.83)"

Black race RR = 1.62 (1.52-1.73)"" 60.5% Black’
Depression or anxiety RR = 1.42 (1.27-1.59)"

Cigarette smoking RR = 1.35 (1.04-1.75)"

Multiparity RR = 1.31 (1.01-1.68)™" 62.9% multiparous’
Obesity RR = 1.25 (1.15-1.37)" 52.4% obese’
Maternal age Older Youngeru

Lower socioeconomic status Less education”
Prepregnancy hypertension 15.5% hypertension”
Exacerbations before pregnancy 45.1% prepregnancy ocs'’ 14.5% prepregnancy ocs’
Lower pulmonary function Lower FEV,’

Poor asthma control 51.9% uncontrolled"’ 72.6% poorly controlled”’

OCS, oral corticosteroids; RR, relative risk.
Numbers in parentheses are 95% Cls.

Tedavi edilebilir risk faktorlerinin saptanip dizeltiimeye calisiimasi (mimkiinse
gebelik 6ncesi) perinatal sonuglarin iyilestirilmesinde yararl olabilir

Eur Respir Rev 2022; 31: 220039. J Allergy Clin Immunol Pract 2022;10:793-802. J Allergy Clin Immunol Pract 2023;11:3585-94



Astimin gebelige etkisi

* Astimli gebelerde maternal komplikasyon riski (gestasyonel DM, pre-eklampsi, gestasyonel HT,
venodz tromboemboli) astimi olmayanlara gére T

 Maternal astim varliginda infantta advers perinatal sonuclar T (preterm dogum, perinatal
mortalite, DDA, gestasyonel yasa gore kicuk bebek, konjenital malformasyon, neonatal hastane
yatisi gerekliligi)

* Kontrolsliz astim ve astim atagi olanlarda risk daha T

* Gebelik-baslangicli astimda daha 6nceden var olan astima gore advers sonuc riski T

J Allergy Clin Immunol Pract 2023;11:3585-94.
BJOG 2011;118:1314-23.

Obstet Gynecol. 2022;139:52-62.

J Allergy Clin Immunol Pract 2024;12:2408-14.



TABLE Il. Adverse maternal, birth, and neonatal outcomes associated with asthma during pregnancy

Outcome Asthma (vs no asthma) Asthma exacerbation (vs no exacerbation) Moderate to severe asthma (vs mild asthma)

Low birth weight RR = 1.46 (1.22-1.75), n = 13” OR = 3.36 (2.06-5.46), n = 5 OR = 1.12 (1.01-1.25), n = 3%
aOR = 1.15 (1.02-1.29), n = 3*

Preterm birth RR = 1.54 (1.32-1.81), n = 18" OR = 1.69 (1.59-1.81), n = 7°° Not significant

Small for gestational age RR = 1.22 (1.14-1.31), n = 1177 OR = 1.26 (1.05-1.51), n = 3 OR = 1.17 (1.08-1.28), n = 4**
aOR = 1.13 (1.04-1.23), n = 4”

Preeclampsia RR = 1.54 (1.32-1.81), n = 14** Not tested Not tested

Gestational diabetes RR = 1.39 (1.17-1.66), n = 19" aOR = 1.66 (1.53-1.79), n = 4°! Not significant RR = 1.19 (1.06-1.33), n = 3”'

Caesarean delivery RR = 1.31 (1.22-1.39), n = 21" aOR = 1.43 (1.16-1.75), n = 4°' Not tested RR = 1.19 (1.09-1.31), n = 3”"

Congenital malformations RR = 1.11 (1.02-1.21), n = 12°" aOR = 1.18 (1.03-1.35), n = 4** Not significant” Not tested

Perinatal mortality RR = 1.25 (1.05-1.50), n = 9 Not significant™ Not significant™

Neonatal hospitalization RR = 1.50 (1.03-2.20), n = 6°* Not tested Not tested

aOR, adjusted odds ratio; OR, odds ratio, RR, relative risk.

Associations with perinatal outcomes are shown from most recent meta-analysis as RR or OR with 95% CI and number of studies.

J Allergy Clin Immunol Pract 2023;11:3585-94.



Astimh kadinlarda astimi
olmayanlara gore risk 1:

%54 « Pre-eklampsi
%50 — = Neonatal hastane yatisi

%46 ——« Dusuk dogum agirhig

%41 — —« Preterm dogum Astimli  kadinlarda konjenital malformasyon
. riskinde kiigiik ancak istatistiksel olarak anlaml

%39 — * Gestasyoneldiyabet artis var (RR 1.11, 95% Cl 1.02-1.21)
%31 ——~ Sezaryen dogum Bu artis idame astim tedavisi ile iligkil
) o y gorinmuyor, IKS  kullaniminin  konjenital
%22 ——* Gestasyonelyagsa gore kigik dogum malformasyon acisindan givenli oldugunu

. . gosteren genis calismalar var
%11 —— Herhangi bir konjenital malformasyon

BJOG 2011;118:1314-23.
https://asthmapregnancytoolkit.org.au/asthma-in-pregnancy/risks-to-baby-pregnancy-outcomes/
Eur RespirJ 2020;55:1901208.
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Asthma Is Associated With Pregnancy Loss and
Recurrent Pregnancy Loss: A Nationwide Cohort

Study

Casper Tidemandsen, MD, PhD**, Pia Egerup, MD"*, Charlotte Suppli Ulrik, MD, DmSci®°,
Vibeke Backer, MD, DmSci®®-°, David Westergaard, PhD?-", Anders Pretzmann Mikkelsen, MD",
@jvind Lidegaard, MD, DmSci’, and Henriette Svarre Nielsen, MD, DmSci®® Copenhagen, Denmark

128,553 astimli, 1,297,233 astimi olmayan kadin

Outcomes Asthma, n (%) No Asthma, n (%) *OR 95% (CI)
- Astim varligi ve gebelik kaybi arasinda anlamli
0 pL 70,882 (77.5) 6,46,496 (78.7) 4 1.00(1.00-1.00) |||§ki (+)
1 PL 15,901 (17.4) 1,37,127 (16.7) ol 1.05 (1.03-1.07) - Erken ba§|anglcll aStIr.T] (f]:.S y-) -gebellk kaybl Ile
daha gucli iliskili
2 PLs nee@s)  26178(32) . 1.08(1.05-1.13) - Kontrolsuz astim, kontrol altindaki astima gore
daha yuksek >3 gebelik kaybi riski ile iliskili
>3 PLs 1479 (1.6) 11,324 (1.4) ! 1.18(1.11-1.24)
0.[5 1 1.13 ]
OR (95% CI)
Uncontrolled asthma (=400 doses SABA/y) Controlled asthma (<400 doses SABAly) Adjusted OR
Outcome (n = 1,004) (n = 89,926) (95% CI) *
0 PL, n (%) 1,123 (74.7) 69,759 (77.6) 1
1 PL, n (%) 277 (18.4) 15,624 (17.4) 0.99 (0.87—1.14)
2 PLs, n (%) 61 (4.1) 3,107 (3.5) 1.00 (0.76—1.29)
>3 PLs, n (%) 43 (2.9) 1,436 (1.6) 1.60 (1.16—2.16)

*Adjusted for birth y and educational level.

J Allergy Clin Immunol Pract 2022;10:2326-32.



Asthma severity and impact on perinatal
outcomes: an updated systematic review and

meta-analysis
JA Doust,? LF Wilson,®® (%) AJ Dobson,? SC Dharmage,* (*) GD Mishra®

Z Xu,?

Gebelikte astim atagi gegiren
kadinlarda astimi olmayanlara
gore
DDA %56
(OR 1.56,95% Cl 1.21-2.02)

Gestasyonel yasa gore
kiicik bebek %411 (OR
1.41,95% Cl 1.18-1.68)

Gebelikte astim atagi gegiren

kadinlarda gebelikte atak gecirmeyen

|

astimlilara gore

DDA %151 (aOR 1.15, 95%
Cl 1.02-1.29)

Gestasyonel yasa gore kucuk bebek
%131 (aOR 1.13, 95% Cl 1.04-1.23)

J

|

Preterm dogum %69 (OR 1.69
(1.59-1.81))

J

Agir astimli gebelerde
astimi olmayanlara
gore (1 calisma)

Preterm dogum (<37
hf) %1201

(aOR 2.2, 95% Cl
1.2-4.2)

BJOG. 2022 Feb;129(3):367-77.
Obstet Gynecol. 2004;103:5-12.



Kontrolstiz astimin etkisi

[ No antenatal asthma exacerbation
B Antenatal asthma exacerbation(s)

Congenital
malformations

Preterm birth

]
I
]
7] I
Q
£ ]
o Low birth weight_
S
-
O Pregnancy-induced | Childhood |
hypertension pneumonia*
i ]
Pre-eclampsia:| Childhood
— asthma*
0 2 4 6 8 10 0 10 20 30 40

Incidence (%)
Gebelik sirasinda astim atagi geciren ve gecirmeyen astimli kadinlarda olumsuz obstetrik ve perinatal sonuclarin insidansi. Listelenen tim
sonuclar istatistiksel olarak anlamli olarak rapor edilmistir. *5 yasindan 6nce tani konan.

Eur RespirJ 2020 ;55:1901335.
Obstet Med. 2021;14:135-44.



Effects of Pregnancy-Onset Asthma on Perinatal
Outcomes: A Retrospective Cohort Study

AE in the pregnancy-onset asthma group

Jinyu Gu, BMed”"°**, Tongxin Li, MSc™*, Yishan Ding, BMed®, Chun Chang, MD', Siyuan Yin, BMed®, and
Yan Wang, MD*”  Beijing and Shijiazhuang, China

355 astimli kadin
39/355 (%11.6) gebelikte tani alan astim
296/355 (%88.4) gebelik oncesi tani almis astimli

Gebelikte astim tanisi alan hastalarin timi gebelikte
astim atagi gecirmis (%100 vs %34.9)

Kronik hipertansiyon, pre-eklampsi, spontan preterm
dogum gebelikte tani alan astimh grupta anlamh

Gebelik baslangich astim preterm dogum icin bagimsiz

risk faktorii (aOR =7.7; 95% Cl, 1.3-46.1)

Agir astim atagi gecirmek gestasyonel HT ve pre-

eklampsi icin bagimsiz risk faktorii (aOR = 3.6; 95% Cl,
1.3-9.9)

m1-
W 13-24 weeks
25-36 wee|

»36 weeks

A

(n=46)

4%

b
4

Mild-to-moderate AE (n=26)

»

Severe AE (n=20)

V

AE in the asthma diagnosed pre-pregnancy group

o1 ks
W 13-24 weeks
25-36 week

>36 weeks

(n=174)

4

Mild-to-moderate AE (n=111)

11%

>

Severe AE (n=63)

10%

J Allergy Clin Immunol Pract 2024;12:2408-14.




A meta-analysis of adverse perinatal outcomes

in women with asthma
VE Murphy,® JA Namazy,” H Powell,> M Schatz,® C Chambers,® J Attia,! PG Gibson®¢

- Astimin aktif olarak tedavi edildigi 5 calismada maternal
Maternal astim preterm astim preterm dogum ile iliskili degil (RR = 1.07; 95% Cl,
dogum ile iliskili 0.91-1.26)

(RR = 1.54 (1.32-1.81), calisma - Astimin aktif olarak tedavi edilmedigi 10 calismada RR
sayisi = 18) ' anlamh sekilde farkli, maternal astim preterm dogum ile
iliskili (RR = 1.50; 95% Cl, 1.28-1.75)

**Astlm olumsuz perinatal sonuglar agisindan diizeltilebilir / degistirilebilir bir risk
faktorii

BJOG 2011;118:1314-23.
J Allergy Clin Immunol Pract 2023;11:3585-94



Astim tedavisinin etkisi

Aktif astim tedavisi preterm dogum, neonatal hastane yatisi, gestasyonel diyabet, cocukta astim

gelisimi riskini {

IKS ve beta2-agonist kullanimi DDA, gestasyonel yasa gore kiiciik bebek, preterm dogum, konjenital
malformasyon riskinde herhangi bir artis ile iliskili degil

BJOG 2011;118:1314-23. BJOG. 2013 Jun;120(7):812-22. ) Matern Fetal Neonatal Med. 2014 Jun;27(9):934-42. J Allergy Clin Immunol. 2018 Dec;142(6):1765-1772.e4. BJOG. 2022 Feb;129(3):367-377.



Gebelikte tani

* Gebe veya gebe kalmayi planlayan kadinlara astimi olup olmadigi sorulmahdir

« Komplike olmayan gebeliklerde spirometri glvenli, gebelik seyrinde maternal akciger
fonksiyonlarinda degisim minimal, FEV1, FVC, FEV1/FVC degismez, spirometri tani ve takipte
gebelik disinda oldugu gibi kullanilabilir

* Klinik 6ykd astimla uyumlu, diger tanilar olasi gérinmuyorsa, ilk bronkodilator yanithlik testinde
astim dogrulanmadiysa bile IKS iceren astim tedavisinin baslanmasi onerilir

* Brons provokasyon testleri gebelikte kontrendikedir

Obstet Med. 2021;14:135-44.
https://ginasthma.org/wp-content/uploads/2025/11/GINA-2025-Update-25_11_08-WMS.pdf



Tedavi yaklasimi

Ataklar ve kontrolsiiz astim advers perinatal sonuclar T

IKS, IKS/LABA, SABA tedavileri gebelikte giivenli kabul edilmektedir

Gebelikte IKS dozunun azaltilmasi atak icin gliclu bir risk faktdridir

Gebe astimlilara iKS tedavilerini kesmemeleri dnerilmelidir. iKS gebelikte astim atagi riskini azaltir (Kanit A)

J Astimli gebelerde perinatal sonuclarin iyilestirilmesi icin en onemli terapotik
mudahale astimda yeterli kontroliin saglanmasidir

Allergy, 2026; 81:84-108
https://ginasthma.org/wp-content/uploads/2025/11/GINA-2025-Update-25_11_08-WMS.pdf



Tedavi yaklasimi

e Gebelikte herhangi bir ila¢ kullanimi konusunda genel bir endise olsa da, gebelikte astimi aktif olarak
tedavi etmenin yararlan rutin kullanilan astim ilaglan ile iliskili olabilecek olasi risklere belirgin
sekilde agir basar (Kanit A)

* Bu nedenle, astimda semptom kontroliiniin saglanmasi ve ataklarin 6nlenmesi icin ilaclarin kullaniimasi
bu ilaclarin gebelikteki glivenligi kesin olarak kanitlanmamis olsa bile yerinde bir karardir

* iKS, beta2 agonistler, montelukast veya teofilin kullanimi fetal anomali insidansinda artisla iliskili
degildir

« Annedeki kontrolsiiz astim cocukta erken baslangich astim riskini 1, astimh annenin gebelikte iKS
kullanmasi ¢ocukta ileride astim gelisimi acisindan da koruyucu olabilir

« 4-6 yillik bir takip calismasinda gebelikte IKS alan annelerin cocuklarinda astim prevalansi gebelikte iKS
almayan annelerin ¢ocuklarina gére >%50 daha dusik bulunmustur (en fazla azalma 12-20 haftadan
once IKS alanlarda)

* Astimli annelerin bebeklerinde erken dénemde akciger fonksiyonlarinda dastklik bildirilmis, gebelikte
IKS kullanan astimli annelerin bebeklerinde bu iliski saptanmamis

J Allergy Clin Immunol. 2018 Mar;141(3):886-892.e3.
https://ginasthma.org/wp-content/uploads/2025/11/GINA-2025-Update-25_11_08-WMS.pdf
Thorax. 2025 Nov 9:thorax-2025-223539.



Tedavi yaklasimi

Gestasyonel astim tedavisinde amag¢ tam kontrol (semptom kontrolli, ataklarin 6nlenmesi, normal akciger
fonksiyonlarinin saglanmasi)

AKT, Gebelik-AKT gebelikte kullanimi valide edilmis
Tedavi uyumsuzlugu gebelik doneminde

Tedavi uyumunu saglamak icin hasta egitimi, gebelikte ila¢ glivenligi ve kontrolsiiz astimin riskleri konusunda
bilgilendirme, aktif olarak uyumun 6nindeki engellerin anlasiimasi ve ortak karar verme teknikleri ile asilmaya
calisiimasi cok 6nemli

Baziilaclar oncelikli tercih olarak 6nerilse de gebelikte onerilen basamak tedavisi gebe olmayan hastalar ile aynidir

llacin giivenligine ek olarak sistemik dolasim ve transplasental gecis olasiliginin daha az olmasi nedeniyle sistemik
bir ilaca gore topikal (inhaler) ilag, yeni bir ilagtansa uzun stredir kullanilan daha eski bir ilag tercih edilebilir

IKS olarak budesonid, beklametazon ve flutikazon tercih edilir, ancak diger IKS’lerin zararl oldugunu disiindiiren
veri yoktur, bu nedenle gebelik dncesi etkili olan diger alternatif IKS kullanilabilir

LABA olarak salmeterol / formoterol tercih edilebilir

SABA olarak salbutamol tercih edilir



Gebelikte basamak inme

* Gebelikte IKS/LABA iceren tedavide basamak inme doguma kadar disuk dncelikli

olmalldlr (Kanlt D) https://ginasthma.org/wp-content/uploads/2025/11/GINA-2025-Update-25_11_08-WMS.pdf

* Yiksek doz IKS alan hastalarda yiksek doz IKS’nin olasi advers etkileri ve doz diisme
durumunda olasi astim kontrol kaybinin riski degerlendirilerek basamak inme karari

verilebilir, sadece vyakin takip ile basamak inilebilir (mimkinse inflamatuvar
blVObE'IFteder, FENO ta klbl) J Allergy Clin Immunol Pract 2024;12:1751-62



ERS/TSANZ Task Force Statement on
the management of reproduction and
pregnancy in women with airways
diseases

Peter G. Middleton ®', Elisabeth J. Gadez, Cristina Aguilera3, Lucy MacKillopt‘,
Brenda M. Button®, Courtney Coleman®, Barbara Johnsoné,

Charlotte Albrechtsen’, Frank Edenboroughg, David Rigaug, Peter G. Gibson
and Vibeke Backer ®''

10

Uygun . Compatible. In general, this option is considered the drug of first choice, which should be tolerated
during pregnancy and/or breastfeeding, as there is sufficient anecdotal evidence through use during
Bliylk  human pregnancies that the embryo/fetal risk is very low or nonexistent.

olasiliklae Probably safe. In general, there is limited trial experience during human pregnancy (or during

guvenli  breastfeeding), but the characteristics of the drug and/or drugs in the same class suggest low risk.
« Possibly safe. This drug is considered for second-line use, if better-tested treatment options fail. Direct
Olasilikla maternal benefit is thought likely to outweigh potential risk during pregnancy and/or breastfeeding,

guvenli although exact risks are unknown.

Eur Respir J 2020; 55: 1901208



Kortikosteroidler

Pre/T1 T2/T3 Labour Breastfeeding Observations/considerations
ICSs
g”dfsonﬁe (A] [B[]BBJ ] - Rutin dozlarda iKS kullanimi majér malformasyon,
eclomethasone - u q ofa oM .
Fluticasone (B3] [-] Compatible IUGR, p.reterm dogum veya DDA ile iligkili dggll
Triamcinolone (B3) [-] - Budesonid, beklametazon ve flutikazon propiyonat
tercih edilir
- Dlsuk — orta dozlarda yan etkiler anlamli degil
Ciclesonide (B3) [C] RSN - Yiksek dozlarda sistemik absorbsiyon anlamli hale

Mometasone (B3) [-]

gelebilir
- Astim kontrolinu saglamak icin gerekli en disik
doz kullanilmali

Nasal corticosteroids

Budesonide (A) [B]
Ciclesonide (B3] [C]
Fluticasone (B3) [-]
Mometasone (B3) [C]

Probably safe

Compatible

Most studies showed no significant increase in
congenital malformations or premature birth in
children of women treated with topical
corticosteroids during pregnancy. One published case
of IUGR following topical triamcinolone in the mother
[35]. Some studies suggest a relationship between
topical corticosteroids and IUGR [36].

Eur RespirJ 2020; 55: 1901208. Obstet Med. 2021 Sep;14(3):135-144.



Systemic corticosteroids

Sistemik kortikosteroidler

‘ Pre/T1 ‘ T2/T3 ‘ Labour }Breastfeeding

Observations/considerations

Prednisolone (A) [C]
Prednisone (A) [C]
Hydrocortisone (A) [C]

Possibly safe

-Celiskili veriler, bazi calismalarda
insanlarda dogum defektlerinde artis
gosterilmemis, bazi calismalarda ise,

0z. T1’de kullanimi yarik dudak +
yarik damak riskinde 3x* ve preterm

dogum riskinde

- Atak sirasinda endike ise uygun dozda mutlaka verilmeli (6rn. 5 glin 40mg/giin prednizolon)
- Palatal kapanma 12. hf sonunda tamamlanir, sonraki asamalarda teratojenik risk sinirlidir

Eur Respir J 2020; 55: 1901208. Obstet Med. 2021 Sep;14(3):135-144.



Bronkodilatorler

Pre/T1 T2/T3 Labour Breastfeeding Observations/considerations

SABAs
Salbutamol (A) [-] Compatible SABAs unlikely to cause structural anomalies
as observed risk in clinical studies and clinical
use is similar to that of the general population.
Systemic administration may cause
cardiovascular and metabolic adverse effects
: including maternal and fetal tachycardia,
Terbutaline (A) [C] Probably safe .
maternal hyperglycaemia, and neonatal
hypoglycaemia. Systemic B,-agonists may have
a tocolytic effect during delivery. SABAs
[salbutamol, terbutaline) are preferred over
compounds with longer action. Excessive use
should be avoided.

LABAs
Limited human data and animal data suggest
no risk or low risk. Salmeterol is preferred due
Formoterol (B3] [-] Probably safe to greater experience during pregnancy.
Salmeterol (B3) [C] However, if pre-pregnancy the woman was
already controlling symptoms with another
LABA (e.g. formoterol], it is acceptable to
continue with the same drug during pregnancy.
Ultra-LABAs
Olodaterol (B3) [-] Possibly safe No human data; animal data suggest low risk.

Vilanterol (B3) [C]

Eur Respir J 2020; 55: 1901208



Bronkodilatorler

Pre/T1 ‘ T2/T3 ‘ Labour Breastfeeding} Observations/considerations

Minimal experience during human pregnancy

or lactation. Animal studies show no evidence

Tiotropium bromide (B1) [-] Possibly safe Compatible of teratogenic effects, but high doses result in

fetal toxicity (impaired embryo/fetal viability
and delayed maturation).

Methylxanthines

Used in the treatment of asthma during
pregnancy with no evidence of teratogenic
effects. Blood levels should be monitored. If
treatment continues until end of pregnancy,

Theophylline (A) [C] Compatible uterine contractions may be inhibited.
Neonates exposed during pregnancy (at term)]
[31] or lactation should be observed for
evidence of toxicity or withdrawal (tachycardia,
irritability and vomiting). It is considered
sensible that breastfeeding women nurse their
infants just before ingesting their regular dose.

inhaler ipratropium = ataklar sirasinda aralikh kullanimi gebelikte giivenli

Eur Respir J 2020; 55: 1901208. Obstet Med. 2021 Sep;14(3):135-144.



Lékotrien reseptdr antagonistleri

Leukotriene receptor
antagonists

Montelukast (B1) [B]

Pre/T1 ‘ T2/T3 ‘ Labour ‘ Breastfeeding Observations/considerations
Limited data suggest no significantly increased risk
of malformations [41, 42], but number of exposed
women insufficient to ensure safety for the fetus.
Probably safe Cases of limb reduction defects have been reported

[22]. Use during pregnancy when conventional
medications fail to secure asthma control. No data
during breastfeeding, but excretion into breast milk

is very low [43].

Eur Respir J 2020; 55: 1901208



Kurtarici idame tedavi

 KiT’nin gebe astimlilarda yarar/zararlarini arastiran bir calisma yok

* Genel astimli popilasyonda KiT’nin cok sayida avantaji var ve dusuk doz IKS-
formoterol kullaniliyor

* [KS-formoterol idame tedavisi gebelerde kullanildigindan KIT olarak kullaniimasinin
risk-yarar oraninin yarar lehine olacagi dustnulebilir

J Allergy Clin Immunol Pract 2024;12:1751-62



Monoclonal antibodies

Monoklonal antikorlar

Pre/T1 T2/T3 Labour Breastfeeding

Observations/considerations

Omalizumab (B1) [-]

Probably safe Possibly safe

Benralizumab (B1) [-]
Dupilumab (B1) [-]
Mepolizumab (B1) [-]
Reslizumab [not in
Australia) [-]

Possibly safe

MoAb’lar plasentadan gecer, gecis gebelik
ilerledikce T

Olasi fetal etkiler T2 ve T3 de daha fazla olabilir
Omalizumab gebelik verisi en fazla olan MoAb,
vaka sunumlari ve Xolair Pregnancy Registry
(EXPECT) calismasi omalizumaba maruz kalan
gebe kadinlarda gebelik sonuglarinin orta-agir
astimli diger kadinlardan farkli olmadigini
dusundirmekte

Anne sutline gegis bilinmiyor, muhtemelen
barsak absorbsiyonu az oldugu i¢in minimal
etkili

Deneyim yeterli olmadigindan MoAb’lar sadece
geleneksel tedaviler yetersiz kaldiginda ve kesin
endike oldugunda kullanilmali

Eur RespirJ 2020; 55: 1901208



e Gebelikte astim biyolojiklerinin kullanimi

An international consensus on the use of asthma biologics in ve guvenligi konusundaki veriler cok sinirl,
pregnancy

Jennifer Naftel, David | Jackson, Matthew Coleman, Grainne d

']

‘Ancona, Liam G Heaney, Paddy Deni

FDA licence EMA licence  MHRA licence NICE approval and licence 1gG subtype
Omalizumab  June 6,2003 Oct 25,2005  Approved via EMA  Severe persistent allergic ~ 1gG1
asthma: November, 2007
Mepolizumab Nov 4, 2015 Dec 2, 2015 Approved via EMA  Severe persistent allergic  1gG1k
asthma: April, 2016
(updated January, 2020)
Reslizumab ~ March 23,2016 Aug15,2016 Approved via EMA Severe eosinophilic IgG4
asthma: October, 2017
Benralizumab Nov 14,2017  Jan§,2018 Approved via EMA  Severe eosinophilic IgG1k
asthma: March, 2019
Dupilumab ~ Oct 19,2018 May7,2019  Approved viaEMA Severe asthma with IgG4
type 2 inflammation:
December, 2021
Tezepelumab Dec17,2021 Sept 19,2022 Sept 23,2022 Severe asthma: April, 2023 1gG2A

* Uluslararasi modifiye Delphi ¢calismasi

nison, Apostolos Bossios, Hitasha Rupani

* 32 lilkeden agir astim takibi yapan 141
panelist, 2 turlu online anket

Tum astim biyolojikleri IgG
lgG ve IgA anneden fetlise plasental transfer olur

Gebeligin erken doneminde IgG pasif difliizyonla gecer ve
fetlise anlamli diizeyde ulasmaz

Gebeligin 17-22 hf kordosentez ile alinan kanda fetal I1gG
konsantrasyonu annedekinin %5-10"u kadar

Gebeligin sonraki donemlerinde IgG plasentadan aktif
transfer olur, transfer orani IgG subgrubuna baglidir

lgG1>1gG4>IgG3>1gG2

T3’de kord kaninda IgG konsantrasyonlari anne
kanindakine benzer veya daha yliksek hale gelir

Lancet Respir Med
2025;13: 80-91



TABLE 6 | Summary of available data regarding severe asthma biologic use in pregnancy.

Biologic

Mechanism of action

Does it cross
the placenta?

Animal studies

Summary of case studies

Observational studies RCTs

Omalizumab,
humanised IgG1
monoclonal
antibody [159]

Binds IgE heavy chain and
prevents it binding to IgE
receptors on mast cells and
basophils, reducing allergic
inflammation [159, 160]

Yes, particularly
during the
second and third
trimesters [161]

No evidence of maternal
toxicity, embryotoxicity or
teratogenicity when given

to monkeys at up to five

times the maximum human
dose subcutaneously [162]

20 Turkish women exposed
to omalizumab before or after
conception with no congenital

abnormalities detected [163]

Numerous case reports and case
series are published (some with
use of omalizumab for chronic
spontaneous urticaria) showing
no evidence of congenital
malformations or adverse
pregnancy outcomes [164-168]

Prospective cohort of None
230 women with asthma
exposed to omalizumab
in pregnancy, compared
to an external asthma
cohort, no major
effect on congenital
abnormalities found [169]

Allergy, 2026; 81:84-108.



Monoklonal antikorlar

On givenlik verilerine dayanarak gebelik 6éncesi omalizumab tedavisinden fayda gormis
hastalarda omalizumab devam edilebilir / Agir alerjik astimh hastalarda gebelikte omalizumab
baslanmasi distnulebilir

Omalizumab disindaki biyolojikler veriler yeterli olmadigindan sadece kesin endike oldugunda
dusinilmeli, multidisipliner ekip karari onerilir

Anti-IL5 mepolizumab, benralizumab, reslizumab icin hayvan calismalari guven verici, reslizumab
insan verisi yok

Dupilumab 1 retrospektif kohort calismasi ve olgu serileri
Mepolizumab ve benralizumab olgu sunumlari

Tezepelumab hayvan calismasinda fetal zarar saptanmamis, insan verisi yok

J Allergy Clin Immunol Pract. 2024 Jul;12(7):1751-1762. J Eur Acad Dermatol Venereol. 2025 Sep;39(9):1576-1587. ) Cutan Med Surg. 2025 Jan-Feb;29(1):51-55. Eur Rev
Med Pharmacol Sci 2021; 25: 5448-51. Respir Med Case Rep. 2022 Nov 28;41:101785. J Allergy Clin Immunol Pract. 2021 Mar;9(3):1405-1407.
J Allergy Clin Immunol Pract. 2023 Sep;11(9):2919-2921.



European Review for Medical and Pharmacological Sciences 2021; 25: 5448-5451

Safety profile of Dupilumab during pregnancy: . ) . _
a data mining and disproportionality analysis of ~ DSO farmakovijilans veritabani, 36 gebelikte atopik

over 37,000 reports from the WHO individual dermatit tanisi ile dupilumab kullanimi, ilag iliskili
case safety reporting database (VigiBase™) advers olay saptanmamis

R. KHAMISY-FARAH', G. DAMIANI?3#, J.D. KONG>, J. WU, N.L. BRAGAZZP

Dupilumab shows no elevated risk for maternal adverse pregnancy
outcomes: A propensity-matched cohort study

Retrospektif kohort, 293 gebe, yaklasik %50 astim

Sophie L. Preuf’ | Katja Bieber’ | Artem Vorobyev' | Andreas Recke' | Ge be I i kte d u pi I uma b a I an ve a I mayan grup arasin d a
Eva Lotta Moderegger' | Henner Zirpel’©® | Evelyn Gaffal' | Diamant Thaci® | .
Khalaf Kridin®5® | Ralf). Ludwig"? advers gebelik sonuclari acisindan fark saptanmamis

Maternal, Fetal, and Labour Outcomes

of Dupilumab Use for Atopic Dermatitis

. ) . . 68 hasta, 69 gebelik, %22.2 gebelik boyunca, %77.8
During Pregnancy: A Systematic Review intermittan dupilumab uygulanmis, Konjenital
Chirag R. Chopra, HBSc'(), Mahak Sharma, BSc?,

Mahtab S. Gill, BSc3(2), Victoria Del Balso?, Noor Sakka®, defe kt Sd pta nmamis
and Mohannad Abu-Hilal, MD, MRCP*

J Eur Acad Dermatol Venereol. 2025 Sep;39(9):1576-1587. J Cutan Med Surg. 2025 Jan-Feb;29(1):51-55. Eur Rev Med Pharmacol Sci 2021; 25: 5448-51.



Study Title: The Mepolizumab Pregnancy Exposure Study: a VAMPSS post marketing
surveillance study of Mepolizumab safety in pregnancy

Study Period: 03 November 2016 to 03 February 2024

- [ Mepolizumab- Diseased Non-Diseased
Exposed Unexposed Unexposed
Total N \ 23 136 132
) Mepolizumab- Diseased Non-Diseased
Exposed Unexposed Unexposed
N=15 N=109 N= 108

Number of pregnancies
ending with at least one n (%) 95% ClI n (%) 95% CI n (%) 95% ClI
live born infant with a
major birth defect 0.33, 3.47, 3.50,
1(6.7) 28.73 8(73) 13.46 8(r4) 13.58
N=17 N=111 N=109
Number of all
pregnancies (excluding n (%) 95% CI n (%) 95% CI n (%) 95% ClI
LTFU) with major birth
defects
2.02, 3.41, 3.47,
2(11.8) 33.73 8(7.2) 13.23 8(7.3) 13.46

Conclusion: Based on very small numbers in this prospective safety study, there was no
evidence of a pattern of major structural birth defects in the mepolizumab-exposed cohort.
There were no stillbirths, one spontaneous abortion, one elective termination, and no preterm
deliveries. Data were limited but not suggestive of an increased risk for growth deficiency. In
summary, no patterns were detected; however, the sample size was too small to draw
definitive conclusions about the safety of mepolizumab in pregnancy. The Vaccines and
Medications in Pregnancy Surveillance System (VAMPSS) external Scientific Advisory Board
reviewed the final analysis report and concurred with the conclusions of the investigators.

https://s3.amazonaws.com/ctr-gsk-7381/200870/b5c02526-e85b-463c-af83-49eacd2e06b8/8856¢7cc-8ef0-4f52-82fc-ad372b930461/gsk-200870-clinical-study-result-summary-v1.pdf



Successful and safe treatment of severe steroid depended
eosinophilic asthma with mepolizumab in a woman during
pregnancy

Stylianos K. Vittorakis® *, Georgia Giannakopoulou “, Konstantinos Samitas ",
Eleftherios Zervas"

Agir eozinofilik astimli 1 olgu, gebelik boyunca ve
emzirme doneminde mepolizumab devam edilmis,
bebek 40. haftada saglkli dogmus

Respir Med Case Rep. 2022 Nov 28;41:101785.



Successful pregnancy in the setting of eosinophil depletion by
benralizumab

Scott Manetz, PhD?, Irina Maric, MDP, Thomas Brown, RN¢, Fei Li Kuang, MD, PhD¢, Lauren
Wetzler, MHS, PA-C¢, Elizabeth Battisto, DO®, Amy D. Klion, MD°

HES, 1 olgu, gebelik boyu benralizumab almis, 38. haftada saglikli bir bebek dogurmus,
dogum sonrasi ilk 7 ay bebegin eozinofil sayisi 6lctilemez diizeyde kalmis

Benralizumab treatment of )

severe asthma in pregnancy: A -~ .

case Sories Agir as.tlmll 4 hasta, gebel.lk boyunca
Jennifer Naftel, MD*", Chellan Eames, RGN®, benralizumab devam etmis, 1

Sumita Kerley, RGN?®, Ciara Whitfield, RGN, MSc?, . v

Eleanor Rayala-Montaniel, RGN®, Peter Cook, MPharm?, Infa ntta dogum Sonr?SI kan €0z SaVISI
Hans Michael Haitchi, MD, PhD">“, 8 haftada normale dénmus, zarar

Ramesh J. Kurukulaaratchy, DM?-*¢,
Paddy Dennison, MD, PhD*®, Matthew Coleman, MD?,
and Hitasha Rupani, MD, PhD®"®

sinyali saptanmamis

J Allergy Clin Immunol Pract. 2021 Mar;9(3):1405-1407.
J Allergy Clin Immunol Pract. 2023 Sep;11(9):2919-2921.



- - - - -
An international consensus on the use of asthma biologics in N A :
pregnancy g 24 116/141 (823%) |
§¢ - E
Jennifer Naftel, David | Jackson, Matthew Coleman, Grainne d'Ancona, Liam G Heaney, Paddy Dennison, Apostolos Bossios, Hitasha Rupani E g :
Bl 3 93/141 (66.0%) :
£5 i i
Conception 1. All patients who are of childbearing age should have documented discussions with their B :
specialist team about the use of asthma biologics in pregnancy at the point of % 2 2 40/141 (28-4%) :
commencing treatment % ;E :
2. If clinically indicated and agreed by the patient, asthma biologics can be initiated in people s é 7
trying to conceive; they do not need to be stopped in people trying to conceive é ) 15/141 (10.6%) :
: i
Care delivery 3. All people with severe asthma who become pregnant should have a review by a trained ! ' !
asthma health-care professional within the first trimester and have shared input from
respiratory and obstetric teams throughout their pregnancy B
4. Pregnant people on asthma biologics should be recorded on a national or international 7 ;
registry i
5. Dl?ring pregnancy, the place of administration of asthma biologics (ie, home or hospital or »200 PRSETER
clinical setting) does not need to change - :
7 2 100t0200 113/141 (80-1%) !
» Initiation of 6. Assuming the patient is in agreement, and the risks and benefits have been discussed, =
asthma people with severe asthma can be initiated on asthma biologic therapy during pregnancy RS .
biologics in line with national prescribing criteria for non-pregnant patients = :
7. The presence of one or more steroid-related side-effects, a hospital admission, or intensive g /5100 8318 (703%) |
care admission due to asthma within the past 12 months lowers the threshold for initiating 4
\ an asthma biologic during pregnancy y :
50t0 90 79/141(56-0%)
Continvation 8. Asthma biologics commenced before conception can be continued throughout pregnancy, | T | — 1
of asthma including the third trimester* 0 20 40 60 80 100
biologics *Tezepelumab disinda Consensus (%)
Figure 4: Levels of consensus achieved for criteria for initiating an asthma
biologic during pregnancy
To establish consensus on these criteria, the following statements were included
in the Delphi survey: “Assume the patient is adherent to appropriate high-dose
inhaled corticosteroids, that their comorbidities have been addressed, and their
biomarkers (ie, blood eosinophil count, fractional exhaled nitric oxide, and total
IgE) are raised. In which of these scenarios would you consider starting an

asthma biologic in someone who is pregnant?” (A) Number of exacerbations
requiring oral corticosteroids. (B) Daily dose of maintenance oral corticosteroids.
The dashed line indicates the predefined level of consensus (ie, 275%).

Figure 3: Summary of consensus themes on the use of asthma biologics in pregnancy
*With the exception of tezepelumab, possibly due to limited experience at the time of the Delphi study.



Gebelikte izlem

4-6 haftada bir takip onerilir

Bozulmus solunum fonksiyonlari advers perinatal sonuclar ile iliskilidir, SFT izlemi onemlidir

Agir hastalik ve atak durumunda daha yakin ve sik takip

24. haftadan sonra astim atagi ile yatan hastalarda gunltk fetal izlem 6nerilir

Chest. 2026 Mar;169(3):605-615.
Eur Respir ) 2020;55:1901208.



Gebelikte atak tedavisi

* Atakta ila¢ tedavisi sistemik steroid tedavisi endikasyonlari ve sistemik steroid dozu gebe olmayan
hastalar ile ayni

* Anne ve fetlsun yakin monitorizasyonu onerilir
e Sp022>%95 hedeflenir

* Fetal hipoksiden kacinmak icin SABA, oksijen ve erken uygulanan sistemik steroidler ile uygun
sekilde tedavi onemli

* AKG gebelik degerleri goz onune alinarak degerlendirilmeli, gebelikte astim ataginda PaCO2>35
mmHg / Pa02<70 mmHg gebelik disi doneme gore daha agir yetmeazligi distindurur

 Ozellikle 3. trimesterde uterusun aorto-kaval kompresyonunu dénlemek icin sirtiistii yatmak yerine
oturur veya yan yatis pozisyonunda dinlenmeli



Peripartum bakim

e Astimh hastalarda dogum icin genellikle epidural anestezi tercih edilir (dogumun ilk ve ikinci
evresinde oksijen tliketimi ve dakika ventilasyonunu )

* Sezaryen ile dogum icin midtorasik dizeyde motor ve duyusal anestezi gerekir ve aksesuar

solunum kaslari paralize olabilir, astimli hastalar bolgesel anestezinin yuksek seviyelerini tolere
edemeyebilir

* Uterin atoni tedavisinde kullanilan uterotonik prostaglandin F2-alfa analoglari (6rn. carboprost)
bronkokonstriktor oldugundan astimlilarda kullanilmamasi 6nerilir.

* Prostaglandin E2 (dinoprostone) ve prostaglandin E1 (misoprostol) bronkodilator etkileri
nedeniyle prostaglandin tedavi gerektiginde tercih edilebilir

* Dogum sirasinda yuksek doz SABA verildiyse ilk 24 saat bebegin kan sekeri duzeylerinin takip
edilmesi gerekir (0z. pretermse) (neonatal hipoglisemi)

Schatz M. Management of asthma during pregnancy. In: UpToDate, Connor RF (Ed), Wolters Kluwer. (Accessed on 26.11.2025)
Carr ZJ. Anesthesia for adult patients with asthma. In: UpToDate, Connor RF (Ed), Wolters Kluwer. (Accessed on 14.11.2025)



Emzirme donemi

* Genellikle infanta anne situ ile gecen ilag miktarinin plasental olarak gecenden daha az olmasi
beklenir, gebelik donemindeki astim ilaci kullanim 6nerileri emzirme doneminde uygulanabilir

« Mevcut veriler 1siginda iKS, LABA, SABA, SAMA, LAMA, OKS, LTRA, omalizumab emzirme déneminde
kullanilabilir

» Spesifik ilac gtincel verileri ve giivenligi konusunda Lactmed kullanilabilir

 Yiksek dozda / uzun streli OKS kullaniminda anne sitiine gecis olasiligini azaltmak icin emzirmenin
ilaci aldiktan 3-4 saat sonraya kadar geciktirilmesi onerilir

* ilacin hemen emzirme sonrasi alinmasi ve emzirmenin ilaci aldiktan 3-4 saat sonraya kadar
geciktirilmesi infantin ilaca maruziyetini azaltabilir

J Allergy Clin Immunol Pract 2023;11:3585-94.
J Allergy Clin Immunol Pract 2024;12:1751-62.
Drugs and Lactation Database (LactMed). Bethesda, MD: National Institute of Child Health and Human Development; 2006.
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Drug Levels and Effects Go to: ()

Summary of Use during Lactation

Amounts of methylprednisolone in breastmilk are very low and no adverse reactions in breastfed infants have been
reported, even with intravenous doses of 1 gram. With maternal intravenous doses of 1 gram, fully breastfed infants
would receive doses less than their daily cortisol output, and much less than the therapeutic dose used in neonates.
[L,2] Accumulation of the drug does not occur in breastmilk with consecutive daily doses of 1 gram. Avoiding
breastfeeding during the infusion and for as little as 2 hours after a 1 gram intravenous dose markedly reduces infant

exposure. Smaller oral doses and local injections, such as for tendinitis, require no special precautions. Medium to

Drugs and Lactation Database (LactMed) - Glossary
LactMed Selected References

Drugs and Lactation Database (LactMed) - About Dietary
Supplements

Breastfeeding Links

Related information —
PMC

large doses of corticosteroids given systemically or injected into joints or the breast have been reported to cause

Effects in Breastfed Infants

temporary reduction of lactation.

Drug Levels

Maternal Levels. In one woman taking 6 mg daily of methylprednisolone by mouth, 2 peak milk levels occurred: one
at 2 hours after the dose and another 8 hours after the dose. Peaks were about 7 mcg/L, while levels fell to about 2.5
mcg/L 6 hours after the dose and to about 1 mcg/L 10 hours after the dose.[3]

A woman with multiple sclerosis had a relapse in the first 3 months postpartum. She was given intravenous
methylprednisolone 1 gram daily for 3 days. Milk samples were obtained after one of the doses. The breastmilk
methylprednisolone was 3 mg/L immediately after the dose and 1.2 mg/L at 4 hours after the dose. The authors
estimated that an infant who nurses at 4 hours after a dose will ingest 0.168 mg of methylprednisolone which is
equivalent of 0.84 mg of cortisol or 42% of the daily output. An infant who nurses starting at 8 hours after a dose will
ingest 0.048 mg of methylprednisolone which is equivalent to 12% of daily cortisol production. The authors did not
specify their method of calculating these values.[4]

A woman with multiple sclerosis who was 5 months postpartum received 1 gram of methylprednisolone infused
intravenously over 2 hours on 3 successive days. She provided milk samples at 0, 1, 2, 4, 8 and 12 hours after each
dose. Breastmilk levels at 0 and 12 hours were not quantifiable (<0.06 mg/L). Peak levels occurred at 1 hour after the
end of the infusion and averaged 5.3 mg/L (range 5.1 to 5.6 mg/L). By 4 hours after the dose, milk levels averaged 1.1
mg/L (range 1.0 to 1.6 mg/L) and by 8 hours, milk levels averaged 0.27 mg/L (range 0.2 to 0.37 mg/L). The authors
calculated that a fully breastfed infant would have received an average of 0.19 mg/kg daily (range 0.16 to 0.21 mg/kg
daily) of methylprednisolone, which is less than the lowest recommended therapeutic dose for infants. Withholding
nursing for 2 to 4 hours after a dose would reduce the dose substantially.[5]

. |

https://www.ncbi.nlm.nih.gov/books/NBK501028/

(.

None reported with methylprednisolone or any other corticosteroid. Three infants were breastfed from birth during

maternal use of methylprednisolone 6 to 8§ mg daily with no reported adverse effects up to 3 months. In one of the

papers, 2 infants had normal blood cell counts, no increase in infections and above average growth rates.[3,9]

Sixteen nursing mothers with multiple sclerosis received 1 gram of methylprednisolone intravenously over 1 hour,

either monthly (n = 7) or over 3 consecutive days (n = 9). Infants did not breastfeed for 4 hours after the dose. No

adverse effects were observed in infants during 3 to 12 months of follow-up.[7]

A woman with rheumatoid arthritis was treated during pregnancy with methylprednisolone 8 to 16 mg daily. After a

delivery, she was maintained on methylprednisolone
metacarpal joints while breastfeeding (extent not statg
and psychomotor development, with no clinical nor Iz

with no adverse effects.[10]

Twelve infants of mothers receiving methylpredniso,
breastfed by their mothers except for the first 2 hours
1 to 16 months). The infants were normal in weight aj

study. No adverse effects were seen in the infants dur

A mother was taking methyl prednisolone, topiramatg
infant of 0.1 month of age who was 25% breastfed ex
probable, but mild.[11]

Effects on Lactation and Breastmilk

A patient who was 6 weeks postpartum and predomin
methylprednisolone plus 15 mg of lidocaine intrales;
injection, lactation ceased. Her breasts were soft and |
resumed slowly, reaching normal milk production 24

have occurred because the injection was in a highly o
|

Alternate Drugs to Consider

Prednisolone, Prednisone
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Ozet

* Gebelikte astim ataklarina zemin yaratan faktorler yetersiz tedavi uygulamalari, kontrol edici
ilaclarin uygunsuz kesilmesi, agir astim, viral enfeksiyonlar

e Obstetrik risk astim kontrol dizeyi ile iliskili, kontrolsiiz astim ve astim ataklari advers fetal ve
maternal sonuclari * ve astim tedavisi bu riskte diizelme saglamakta

* Gebelikte astimin optimal tedavisi icin dizenli izlem, uygun tedavi, KHD ile isbirligi, hasta egitimi
(iyi kontrolli astimin gebelik sonuclarini olumsuz etkilemedigi, gebelikte astim kontroli ve
ataklarin onlenmesinin 6nemi, kontrolstiz astimin gebelik sonuclarina olumsuz etkisi, hastanin
ilaclari kullanmak konusundaki endiseleri, gebelikte 6nerilen astim ilaclarina uyumun 6nemi)

 Astimh hastaya yeni bir tedavi planlanirken gebelik plani sorulmali, hasta bu konuda
bilgilendirilmeli, gebelik dncesi astim kontroli ve tedavisi optimizasyonu

e Agir astimli hastalarda multidisipliner degerlendirme
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