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Introduction
NHS London Maternity Clinical Network is committed to safe, equitable and compassionate care for our diverse capital city. We recognise that personalised and high-quality postnatal care, which is responsive to individual circumstances, needs and choices offers an opportunity to improve outcomes and experiences, whilst laying a foundation to enhance short- and long-term health outcomes for individuals and their family. The 2024 MBRRACE report highlights the statistically significant increase in maternal mortality in the UK between 2017-2019 and 2020-2022 even when deaths due to COVID-19 are excluded. Most maternal deaths occur in the postnatal period. 

Across London there are 18 NHS trusts and 26 maternity units, with a range of other professionals and organisations involved in enabling postnatal care and support. In 2022-23, there were 102,485* births in London. This guidance aims to support maternity unit professionals to provide timely transfer of care/ or transfer home that follows evidence-based recommendations, which is specific to the woman, birthing people, and health professionals including community midwives, health visitors and GPs involved in the ongoing care in the community a, b. By working together, we can be efficient and effective in reducing variation in the postnatal period, support consistent advice and a life-course approach to the health of our local population.  

This version V2 (July 2025) replaces the April 2024 (V1) document and includes updates to the some of the recommendations, details of which are noted in page 2 of this document.

Instruction to the individual maternity units 
Maternity units are expected to adopt health improvement principles and use this guidance to meet women’s personalised needs and support community health professionals in postnatal care. It is not intended for use as a complete document for any one person but as a reference.

Due to variation in digital and handheld maternity records across the NHS, each unit must assess how to adapt its postnatal discharge systems to meet the recommended standard. Templates based on these recommendations will help staff deliver individualised, evidence-based guidance focused on key health outcomes. All support should be shared professionally and compassionately to empower parents and families.

Black, Asian, and minority ethnic groups and people from socially disadvantaged background are more likely to experience poorer health outcomes, including mortality. Be understanding of social, financial, cultural, language, religious and psychological barriers some mothers, birthing people and families may face in engaging with the recommendations. Consider how these can be facilitated for their individual circumstances and include it in the handover of care information. Be aware that assessment of concerns in darker skin tones can be different and where appropriate consider other ways to investigate and detect conditions.

This document uses the terms 'woman' or 'mother' for brevity and include all who have given birth, regardless of gender identity. Health professionals should adapt language for personalisation (e.g. LGBTQ+, preferred pronouns) and ensure baby-related content is appropriate—removing it in cases of late fetal loss, stillbirth, or neonatal death. This will apply to both Section A and B information.

The document is divided into two sub-sections- 
Section A contains information about the specific conditions that may be relevant to the individual woman or birthing person. Condition-specific information is split to incorporate guidance for community midwives, General Practitioners, health visitors and women/birthing people. Where appropriate, also add individualised care plan given from their Maternal Medicine, Specialist Perinatal Mental Health or other specialist teams involved in the care.
Section B information is relevant for all women and birthing people and must be provided at time of transfer of care.
Appendix 1 incorporates list of the references used to inform this guidance and Appendix 2 the authors and reviewers.









Summary of changes (July 2025)

	Section/Page
	Summary of changes

	Title
	Added “to support safe handover of care to community teams”

	Introduction
	Added MBBRACE section on maternal mortality 2024

	Page 4
	Nifedipine Modified Release (10- 20 mg twice daily) changed to 10-40mg

	Page 4
	Removed labetalol to manage high BP post-partum in chronic hypertension 

	Page 5 and 6
	Removed link to website for breast feeding and use of antihypertensive as these medications are not included

	Page 7
	Blood pressure threshold changed from 140/90mmHg to 135/85mmHg

	Page 8
	Removed link to website for breast feeding and use of antihypertensive as these medications are not included

	Page 9
	Changes to include updated Diabetes Prevention Program referral pathway

	Page 11
	Updated wording to include HbA1c within the last 12-month period

	Page 11
	Added “except enalapril in diabetic nephropathy” to general practitioner guidance

	Page 12
	Added assessment of previous psychiatry history i.e. diagnosis, nature and severity of symptoms, previous psychiatric admissions and functional impairment. Also included history of trauma and ongoing stressors i.e. domestic abuse, substance misuse or risk of child removal.

	Page 12
	Rewording of paragraphs 4 and 5

	Page 12
	Added online resource to support breastfeeding

	Page 12
	Rewording of paragraphs 4 and 8

	Page 15
	Liver enzymes check from 6-8 weeks to 12 weeks postnatally and investigations for liver disease outside pregnancy if needed.

	Page 18
	Rewording of paragraph 4 to include treatment options

	Page 19
	Guidance for patient on wound infections reworded

	Page 20
	Rewording of paragraph 7 and 8

	Page 22
	Amendments to thyroid function -TSH management

	Page 23, 24 and 25
	Changes to live vaccination start for babies of mothers treated with biologic medications later in pregnancy changed from twelve months to six plus months old. 

	Page 29
	Removal of Forceval for use in post-partum period, based on expert feedback

	Page 31
	Paragraph 6 now includes baby loss

	Page 32
	First paragraph rephrased to include mothers’ choice on breastfeeding.

	Page 33
	Added pharmacist support and over the counter options for bowel management. Rewording of the dental care section.

	Page 33
	Family planning information – new link to contraception information replaced. 

	Page 35
	Paragraph two reworded. Paragraph 5 added to reflect the use of certain weight loss medication and its effect on contraception.

	Throughout document
	Aspirin 75mg changed to Aspirin 150mg as per ASPRE trial

	Throughout document
	Abbreviation M-TLC changed to MTLC - Maternity Trauma and Loss Care

	Throughout document
	Abbreviation PMHS changed to SPMHS Specialist Perinatal Mental Health Services for consistency
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	NHS maternity services to provide guidance for ongoing postnatal care
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Guidance for community midwife
Chronic hypertension (Target BP aim- less than 140/90 mmHg)
Offer
· BP monitoring once daily on day 1 and 2 post birth 
· As least once between days 3-5
· If symptoms or if treatment is changed
If BP is 140/90 or higher, discuss further medication management with maternity service or GP.

Guidance for General Practitioner
Offer as a minimum at 2 weeks following discharge on anti-hypertensive medications, a face to face or telephone consultation for BP and medication review

Guidance for antihypertensive management:
Continue with antihypertensive medication, aiming for target clinic BP <140/90 mmHg, in line with national guidelines on management of hypertension in adults. If used in pregnancy, methyldopa should have been stopped as it may increase the risk of depression.

Consider increasing dose of antihypertensive medication if BP is persistently 140/90 mmHg or higher

If need to commence and titrate ongoing treatment, choice of NICE guideline recommended postnatal antihypertensive treatment (safe with breastfeeding) includes:
· Enalapril (5- 40 mgs once daily) and monitor maternal kidney function and serum potassium
· For women of black African or Caribbean family origin, consider amlodipine (5-10 mgs once daily) or nifedipine Modified Release (10- 40 mg twice daily) for better treatment response.
· If BP is not controlled with a single medication, consider a combination of Amlodipine (or Nifedipine Modified Release) and Enalapril. 
· Use medicines that are taken once daily when possible. When possible, avoid using diuretics or angiotensin receptor blockers to treat hypertension in breastfeeding women.

Explain that very small doses of medication can pass into breast milk, so it is unlikely to have any clinical effect on baby. That manufacturer disclaimers for pregnant or breastfeeding women are because they haven’t been tested in them and there are no specific safety concerns of evidence of harm.

For women who are not breastfeeding, hypertension can be managed as for the non-pregnant adult, using the NICE guidance.

At 6 - 8 weeks postnatal check
Do BP and urine dipstick check. Repeat bloods if abnormal at time of discharge. 
Offer information on resources that can be accessed later for healthy body weight, exercise, healthy eating and lowering of salt in their diet in keeping with NICE guidelines on hypertension, cardiovascular disease, and obesity in adults.

Prior to next pregnancy
Offer referral to specialist in hypertensive disorders of pregnancy if blood pressure is not controlled on pregnancy safe medications.

Guidance for patient

Because of your long-term high blood pressure (chronic hypertension), you should be aware of the following risks compared to others without similar concerns:
· There’s a 17% chance (which means 1 in 7 women) of developing a condition called pre-eclampsia if you decide to have a baby in the future.
· As you get older, having chronic hypertension makes you 1.7 times more likely to experience a serious heart problem like a stroke, heart attack, or even death.
· Additionally, having chronic hypertension as you age increases your risk of having a stroke later in life by 1.8 times.
You can take steps to manage your health, including lifestyle changes, to lower these risks and promote a healthier future. These steps can include maintaining a healthy body weight and avoiding smoking. Please talk to your General Practitioner or other specialist to see how you can reduce your future health risks.

Recommendation for future pregnancy
Speak to your GP if you are taking blood pressure tablets and are planning a pregnancy. 

Start taking Aspirin 150 mg every night starting at 12 weeks, and until 36 weeks of pregnancy. Do this unless there are reasons like bleeding or allergies that make it not suitable for you. Doing this can lower the chance of getting pre-eclampsia in your next pregnancy. Talk to your midwife or GP to get a prescription.
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Guidance for community midwife
Gestational hypertension (Target BP aim, on treatment- less than 140/90 mmHg)
Offer
· BP monitoring once daily on day 1 and 2 post birth 
· As least once between days 3-5
· If symptoms or if antihypertensive treatment is changed after birth
Discuss further management with maternity service or GP- if BP is 140/90 mmHg or higher whilst on treatment, or 150/100 mmHg or higher if not on antihypertensive treatment

Guidance for General Practitioner
Offer as a minimum at 2 weeks following discharge on anti-hypertensive medications, a face to face or telephone consultation for BP and medication review

Guidance for management after birth:
· For those already on antihypertensive treatment
If used in pregnancy, methyldopa should have been stopped as it may increase the risk of depression. 

Consider reducing dose of antihypertensive if BP is persistently in the range of 130/80 mmHg or symptomatic of hypotension.

Stop antihypertensive if BP is persistently below 110/70 mmHg

Consider increasing dose of antihypertensive medication if BP is persistently 140/90 mmHg or higher

· For those not on antihypertensive treatment
Start antihypertensive treatment if the blood pressure is 150/100 mmHg or higher. Choice of NICE guideline recommended postnatal antihypertensive treatment with dose range (safe with breastfeeding) includes:
· Enalapril (5- 40 mgs once daily) and monitor maternal kidney function and serum potassium
· For women of black African or Caribbean family origin, consider amlodipine (5-10 mgs once daily) or nifedipine Modified Release (10- 20 mg twice daily) for better treatment response.
· If BP is not controlled with a single medication, consider a combination of Amlodipine (or Nifedipine Modified Release) and Enalapril. If this combination is not tolerated or ineffective, consider atenolol or labetalol.
· Use medicines that are taken once daily when possible. Beware of the difference between enalapril (the active metabolite has a half-life of 35 hours) and nifedipine (shorter half-life and can be titrated frequently)
· Where possible, avoid using diuretics or angiotensin receptor blockers to treatment hypertension in breastfeeding women.

Explain that very small doses of medication can pass into breast milk, so it is unlikely to have any clinical effect on baby. That manufacturer disclaimers for pregnant or breastfeeding women are because they haven’t been tested in them and there are no specific safety concerns of evidence of harm.

For women who are not breastfeeding, hypertension can be managed as for a member of the general population, using the NICE guidance.

At 6 - 8 weeks postnatal check

If blood pressure has not normalised by 6-8 weeks, consider follow up and investigations for causes of chronic hypertension.

Guidance for patients

Having high blood pressure during pregnancy (gestational hypertension) can increase the likelihood of having high blood pressure or heart disease later in life. There’s also a 1 in 5 chance of having high blood pressure in future pregnancies. You can lower both these risks by maintaining a healthy lifestyle and body weight and avoiding smoking.

Due to your gestational hypertension, there are some risks you should be aware of:
· There’s a 22% chance (which is like saying 1 in 5 women) of having any type of high blood pressure in future pregnancies
· The risk of having pre-eclampsia in a future pregnancy is 7%, which is similar to 1 in 14 women
· There is an 11-15% (up to 1 in 7 women) of developing gestational hypertension again in a future pregnancy
· There is a 3% chance (up to 1 in 50 women) of developing chronic hypertension
Compared to someone who did not have hypertension concerns during pregnancy, you have:
· A 1.5-3 times higher chance of a serious heart problem like stroke, heart attack, or death in later life
· A 2-4 times increased chance of developing high blood pressure
· Possibly an increased risk of having a stroke in later life
It is important to talk to your GP or other specialist to see how you can reduce your future health risks.

Recommendations for future pregnancy 
Speak to your GP if you are taking blood pressure tablets and are planning a pregnancy. 

Start taking Aspirin 150 mg every night starting at 12 weeks, and until 36 weeks of pregnancy. Do this unless there are reasons like bleeding or allergies that make it not suitable for you. Doing this can lower the chance of getting pre-eclampsia in your next pregnancy. Talk to your midwife or GP to get a prescription.
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Guidance for community midwife
The treatment target aim is to keep BP less than 135/85 mmHg.  Remind women to report persistent headache or epigastric pain or other concerns.

Offer BP monitoring based on treatment-
· If on antihypertensive(s) medication: Every 1-2 days until 2 weeks 
· If not on antihypertensive(s) medication: Once in between Day 3-5. If on Day 3-5, BP is 140/90 or higher, discuss need for medication with maternity service or GP. Follow up every 1-2 days until 2 weeks.
Guidance for General Practitioner
Offer as a minimum at 2 weeks following discharge on anti-hypertensive medications, a face to face or telephone consultation for BP and medication review

Guidance for management after birth:
· For those already on antihypertensive treatment
If used in pregnancy, methyldopa should have been stopped as it may increase the risk of depression. 

Consider reducing dose of antihypertensive if BP is in the range of 130/80 mmHg or symptomatic of hypotension.

Stop antihypertensive if BP is below 110/70 mmHg

Consider increasing dose of antihypertensive medication if BP is persistently 140/90 mmHg or higher

· For those not on antihypertensive treatment
Start antihypertensive treatment if the blood pressure is 150/100 mmHg or higher. 

If need to commence and titrate ongoing treatment, choice of NICE guideline recommended postnatal antihypertensive treatment (safe with breastfeeding) includes:
· Enalapril (5- 40 mgs once daily) and monitor maternal kidney function and serum potassium
· For women of black African or Caribbean family origin, consider amlodipine (5-10 mgs once daily) or nifedipine Modified Release (10- 40 mg twice daily) for better treatment response.
· If BP is not controlled with a single medication, consider a combination of Amlodipine (or Nifedipine Modified Release) and Enalapril. If this combination is not tolerated or ineffective, consider atenolol or labetolol.
· Use medicines that can be taken once daily when possible. Beware of the difference between enalapril (the active metabolite has a half-life of 35 hours) and nifedipine (shorter half-life and can be titrated frequently). Where possible, avoid using diuretics or angiotensin receptor blockers to treatment hypertension in breastfeeding women.

Explain that very small doses of medication can pass into breast milk, so it is unlikely to have any clinical effect on baby. That manufacturer disclaimers for pregnant or breastfeeding women are because they haven’t been tested in them and there are no specific safety concerns of evidence of harm.

For women who are not breastfeeding, hypertension can be managed as for a member of the general population, using the NICE guidance.

At 6 - 8 weeks postnatal check
Check blood pressure and carry out a urinary dipstick
· If the biochemical and haematological indices were outside the reference range after the birth, repeat platelet count, transaminases, and serum creatinine, as clinically indicated until results return to normal.
· If proteinuria (1+ or more) is present, arrange a further review at 3 months after the birth to assess kidney function. If kidney function assessment is abnormal at 3 months, consider referral to specialist kidney assessment in line with the NICE guideline on chronic kidney disease. Note: the requirement for this will depend largely upon the urinary albumin:creatinine ratio.

Guidance for patient

Having high blood pressure during pregnancy can increase the likelihood of having high blood pressure or heart disease later in life. There’s also a 1 in 5 chance of having high blood pressure in future pregnancies. You can lower both these risks by maintaining a healthy lifestyle and body weight and avoiding smoking.

Due to your pre-eclampsia, here are some potential risks:
· A 20% chance (1 in 5 women) of having any type of high blood pressure in a future pregnancy
· Up to a 16% chance (1 in 6 women) of having pre-eclampsia in a future pregnancy
If the previous birth occurred between 28-34 week, this increases to 33% chance (1 in 3 women)
If the previous birth occurred between 34-37 week, this increases to 23% (1 in 4 women)
· A 6-12% chance (up to 1 in 8 women) risk of developing gestational hypertension in a future pregnancy
· A 2% chance (up to 1 in 50 women) of developing long-term hypertension (chronic hypertension)
Compared to someone who did not have hypertension concerns in pregnancy, you also have-
· A 1.5-3 times higher chance of a major health problem like stroke, heart attack, death) in later life
· A 2 times higher chance of cardiovascular mortality in later life
· A 2-3 times higher chance of a stroke in later life
· A 2-5 times higher chance of developing high blood pressure
It is important to talk to your GP or other specialist to see how you can reduce your future health risks.

Recommendations for future pregnancy 
Speak to your GP if you are taking blood pressure tablets and are planning a pregnancy. 

Start taking Aspirin 150 mg every night starting at 12 weeks, and until 36 weeks of pregnancy. Do this unless there are reasons like bleeding or allergies that make it not suitable for you. Doing this can lower the chance of getting pre-eclampsia in your next pregnancy. Talk to your midwife or GP to get a prescription.
If relevant, you may want to share your diagnosis of pre-eclampsia with your sister(s) to help their pregnancy care.
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Guidance for General Practitioner
Offer a fasting plasma glucose test 6-13 weeks after the birth to exclude diabetes. After 13 weeks, if not tested earlier offer fasting plasma glucose test or HbA1c. Do not routinely offer 2-hour Oral Glucose Tolerance Test.

Code for Gestational Diabetes

Screen annually for diabetes 

Refer to the NHS England Diabetes Prevention Programme for gestational diabetes mellitus (GDM) or provide information on self-referral

Explain the risk of recurrence of GDM in future pregnancies, and offer diabetes testing when planning a pregnancy and early self-monitoring of blood glucose in pregnancy

Guidance for patients
Studies suggest that breastfeeding for more than 3 months might delay the start of diabetes in the future or even lower chances of getting it. Continue with the healthy lifestyle choices you made during the pregnancy, focusing on diet and exercise for yourself and your family. 

There is up to 50 % risk of type 2 diabetes in next 5 years.  So, you are advised to have annual screening (blood test) for diabetes and join the NHS England Diabetes Prevention Program for Gestational Diabetes. You can refer yourself by completing a short form online or via email or by telephone for lifestyle support, all the information is available on their website. Alternatively, you can request your GP to refer you to this. 

Babies born to mother with gestational diabetes have a higher chance of obesity and Type 2 diabetes in later life. 

Recommendation for future pregnancy
If you’ve had gestational diabetes before, there’s a higher chance you might have it again in any future pregnancy. 
Use contraception until you’re ready to get pregnant and make sure HbA1c test has been checked within the last 12 months and is normal. 
Book with maternity services by 10 weeks into your pregnancy. Starting early allows monitoring of blood glucose levels and take necessary steps for a healthy pregnancy.
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Guidance for community midwife and health visitors
Check adherence with treatment for pre-existing diabetes and regular blood sugar checks

If on insulin, ensure they are not having hypos (low blood sugars), and have a meal or snack available before or during breastfeeding.

Discuss the importance of contraception and planned pregnancy.

Guidance for General Practitioner
Refer back to their routine diabetes care arrangements. 

Women with pre-existing type 2 diabetes who are breastfeeding can resume or continue metformin but should avoid other oral blood glucose lowering therapy while breastfeeding. Whilst it is an off-label use of metformin, recommendation is based on a trade-off between the benefits and harm of using it.

Women with diabetes who are breastfeeding should continue to avoid any medicines for diabetes complications (except enalapril in diabetic nephropathy) that were stopped for safety reasons for pregnancy.

Remind women the importance of contraception and the need for preconception care when planning future pregnancies.

Prior to next pregnancy
Follow NICE guidance on Diabetes in pregnancy regarding retinal and kidney function assessment and monitoring of blood glucose, HbA1c and ketones before pregnancy. 

Women with diabetes should be advised to start taking folic acid (5 mg/day) 12 weeks before they start trying for a pregnancy and to continue until they complete 12 weeks of gestation to reduce the risk of having a baby with neural tube defect

Advise women on need for Aspirin 150 mg from 12 weeks’ gestation, to be taken every night, if there are no contra-indications to reduce the risk of developing pre-eclampsia. 

Guidance for patients
After giving birth, you are at a higher risk of low blood sugar (hypos), especially when breastfeeding. To manage this risk, make sure to have a meal or snack available before or during feeds. This can help maintain your blood sugar and support your wellbeing during the postnatal period.

Baby care tips
If you are on insulin and experience low blood sugar without a warning, especially when alone with your baby, consider these safety measures:
· Dressing and changing your baby on the floor can reduce risk of falling 
· Sponging your baby down on a changing mat on the floor is safer than bathing them in water
· Carrying your baby in a padded carrycot or sling instead of holding them in your arms can provide extra protection in case of a fall
· When feeding your baby, sit on the floor surrounded by cushions, and lean against the wall for added support and safety
Recommendation for future pregnancy
When thinking about getting pregnant in the future, it is important to keep your blood glucose levels within the recommended range before and during pregnancy. This helps lower the risk of miscarriage, birth defects, stillbirths, and newborn deaths. Make sure to discuss preconception planning with your diabetes care reviews to ensure you receive the necessary support and guidance for a healthy pregnancy.
 
It is recommended that you get a prescription for folic acid (5 mg/day) starting 12 weeks before you begin trying to get pregnant. Continue taking it until you reach 12 weeks into your pregnancy. This helps lower the risk of your baby having a neural tube defect.

Start taking Aspirin 150 mg every night starting at 12 weeks, and until 36 weeks of pregnancy. Do this unless there are reasons like bleeding or allergies that make it not suitable for you. Doing this can lower the chance of getting pre-eclampsia in your next pregnancy. Talk to your midwife or GP to get a prescription.
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Guidance for community midwife, health visitor and General Practitioner 
The perinatal period represents a high-risk time for relapse or new onset mental illness.  Be aware of the negative impact of sleep deprivation, poor pain management, difficult birth experiences and NICU stay for baby. When undertaking assessments, consider previous psychiatry history including diagnosis, nature and severity of symptoms, previous psychiatric admissions and functional impairment.  Explore any history of trauma and ongoing stressors, especially multiple adversity (in particular domestic abuse, substance misuse or risk of child removal).

Findings that require prompt action include rapidly evolving significant changes in mental state such as acute confusion or agitation accompanied by severe sleep deprivation; thoughts of self-harm or suicide, particularly of a violent nature; thoughts of estrangement of, or abandonment of, baby; paranoid or delusional thoughts, particularly related to the baby; and auditory hallucinations.

Many medications prescribed for mental health are relatively safe to continue whilst breastfeeding, without needing to change breastfeeding practice. Information about individual medications is available on LactMEd (Drug and Lactation Database) or LactRx App or https://www.breastfeedingnetwork.org.uk/drugs-in-breastmilk/. Further support and advice can be sought through the perinatal mental health service. Advise continuation of multivitamins and mineral supplements once a day. 

Recognise that whilst breastfeeding is effective in lowering stress, difficulties experienced with it can increase stress and may contribute to the risk of developing depression and anxiety. Enable positive conversations, provide evidence-based information, and access to helpful resources so that the parent can make informed choices about feeding which are most rewarding for them and the baby (https://maternalmentalhealthalliance.org/supporting-positive-conversations-about-feeding-choice-and-mental-health-in-the-perinatal-period/). Whether breastfeeding, formula feeding or mixed feeding, everyone needs consistent and non-judgmental support, should feel listened to and their decisions respected. 

The community midwifery team should offer enhanced postnatal care. Health visiting team to provide targeted enhanced support/ emotional wellbeing visits, including a listening visit within 6 weeks of the birth. Be cognisant of individual preferences on cultural practices and supportive of choice as regards involvement of family members. Be alert to factors, such as cultural stigma or fear of child removal, which may influence the willingness of parent or family to disclose symptoms of mental illness, thoughts of self-harm or substance misuse. 

If the mother is feeling particularly overwhelmed or exhausted, encourage the partner or a family member to support with the care of the baby, especially at night, so that mother can sleep for 4-5 hours, at least.  Recommend expressing breast milk in advance or consideration of formula feed on these nights. 

If exclusive breastfeeding is proving difficult, recommend expressing milk in advance or consider mixed feeding the baby for a short period. 

In case of a mental health crisis, professionals, patient/carer should contact the local crisis team or if urgent, contact emergency services.  If there are significant concerns about a deterioration in the mental health, putting them and/or the baby at risk, support is available through admission to a Mother and Baby inpatient unit, which can be arranged as a voluntary admission or under the Mental Health Act if required.

If there are concerns in the community with regards to mothers’ mental health up to 2 year after the birth, refer to the local specialist perinatal mental health service (SPMHS) with relevant information on severity of symptoms and previous history. 
 
For those who describe the birth as traumatic, facilitate referral to debrief clinic via maternity services and/or recommend MTLC (Maternity Trauma and Loss Care) for assessment or follow up as required.  

If there are any known eating disorders, namely Anorexia Nervosa and Bulimia Nervosa (past or present), refer to local eating disorder service for treatment and the local SPMHS service for monitoring of postnatal depression, if not yet done, with SPMHS offering advice and consultation. 

If there were substance misuse issues in pregnancy, offer the parent signposting/ referral to local substance misuse services and consider a safeguarding referral. Consider additional support from SPMHS if there is co-morbid mental illness such as depression. 

Consider referral to local NHS Talking Therapies if symptoms are mild and psychological therapy is indicated. Consider any local community charities or programs that can provide support e.g. Home Start, Children or Family Centres, Specialist Health Visitors, Early Help, or local Community mental health teams. Consider safeguarding issues and have a low threshold for support from Children and Family Social Services, if appropriate. 

Enquire about the partner’s mental wellbeing and if appropriate, signpost to resources that can be accessed e.g. NHS Talking therapies.

Guidance for General Practitioner 
The perinatal period represents a high-risk time for relapse or new onset mental illness. A diagnosis of bipolar disorder confers a high risk of relapse/ postpartum psychosis.

Decisions about taking medication involve weighing the risks and benefits to the mother and baby, versus not taking medication and the risks of untreated mental illness. Principles of prescribing include using medication with good safety profiles, using the minimum effective dose, and avoiding polypharmacy.  Continue with medication prescribed in pregnancy wherever possible.  Most psychiatric medications are not considered harmful to use whilst breastfeeding. If psychotropic medication had been discontinued in advance of, or during pregnancy, determine whether they should recommence their medication. Further information about individual medications is available on LactMEd (Drug and Lactation Database) or LactRx App.

Consider referral to local SPMHS if moderate to severe mental health issues if there are difficulties with bonding or if previous measures/ professional input has not been effective. Refer those with serious mental illness and mental illness in the perinatal period (previous or current) early to the local SPMHS for assessment and management plan to reduce risk of relapse and treat if required. 

If necessary, first-line pharmacological treatment for perinatal depression/ anxiety is antidepressant medication like sertraline (see NICE 2014 guideline) or citalopram. Sedatives should be avoided, if possible. Offer short term promethazine 25mg-50mg for severe insomnia unresponsive to sleep hygiene measures or for relief of acute severe anxiety. These can be taken whilst breastfeeding. Seek specialist advise if needed for a specific medication.  If a breastfeeding mother is taking medication, monitor baby for adverse effects. 

Support contraceptive choices so that likelihood of unplanned pregnancy is minimised. Please advise patient: 
· To seek a health professional review before planning another baby to reduce the risks of health concerns in any future pregnancies.
· To optimise general health and lifestyle choices including starting folic acid 12 weeks before trying for another pregnancy. 
· Most psychiatric medications are not considered teratogenic and the highest risk period for congenital malformations is the first trimester. Consider referral to PMHS consultant led preconception counselling clinic if required.
For additional information visit- https://cks.nice.org.uk/topics/pre-conception-advice-management/ and Guide for delivering preconception care to women with a serious mental illness | Tommy's (tommys.org). (https://www.tommys.org/pregnancy-information/health-professionals/free-pregnancy-resources/guide-delivering-preconception-care).

Guidance for Patient  
It is recommended not to stop long-term psychiatric medication without discussing this with a professional first. If you are taking any medications that can make you feel sleepy and drowsy, it is not recommended to share a bed with your baby or babies. 
  
Try and arrange for your partner or a family member to be available to support you, especially at night time, at least 2 nights per week and more if necessary. Expressing breast milk in advance can help with getting the necessary rest (https://www.nhs.uk/conditions/baby/breastfeeding-and-bottle-feeding/breastfeeding/expressing-breast-milk/). If you’re having trouble sleeping despite support in caring for your baby, you can consider taking promethazine 10-20 mg at night to help with sleep, occasionally or for a short period. This can be bought over the counter or be prescribed by your GP. It is safe to use when breastfeeding, but it’s important not to share a bed with your baby when taking this medication.

If breastfeeding is challenging and is negatively affecting your mental health, ask for support early. This can be your midwife in the first 28 days postnatal, your health visitor, breastfeeding specialist, or breastfeeding peer support if available locally. For a short period, consider expressing breast milk in advance or mixed feeding with formula as an alternative. 

Share your birth experience with your health professionals, they can guide you to appropriate support services available locally.

Recommendations for future pregnancy

Using reliable contraception is important to plan pregnancy when you choose and when your physical or mental health concerns are well controlled. Book an appointment with your GP or specialist if you are planning to get pregnant to ensure that any medicines you are currently using are safe for pregnancy. See the general advice section for more information on contraceptive choices.

If you become pregnant, do not stop any medication without discussing it with a health professional first. For accurate information about your medication, visit website- BUMPS (Best Use of Medicines in Pregnancy)- https://www.medicinesinpregnancy.org
and/or Tommy's (tommys.org) website for ‘Guide for delivering preconception care to women with a serious mental illness’ 
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Guidance for General Practitioner
It is good practice to check liver enzymes and bile acid at 12 weeks postnatally to establish if these have returned to normal. Concentrations usually improve over time but may take up to 12 weeks to return to normal. 

If results remain high after 12 weeks, it is unlikely that Intrahepatic cholestasis of pregnancy is the cause. Refer to hospital as investigations for liver disease outside of pregnancy may be needed.

Guidance for patients 
Your ICP is likely to go away by itself and is not likely to affect your future health. Blood tests after 12 weeks after the birth is advised. 

You have various contraceptive options to choose from, such as progesterone-only pill or injectable or implant, intrauterine device, or levonorgestrel-releasing system. Once the liver blood tests are normal, you can also consider low dose combined oral contraceptive pill. If you need help with this, talk to your GP.

It is worth noting that antibiotics like Augmentin and erythromycin can occasionally cause cholestasis, but they can be used once your liver function has returned to normal.

Recommendation for future pregnancy
There is a higher likelihood that you might experience ICP again in future pregnancies. 
To monitor this, the maternity team will check your liver enzymes and bile acids early in pregnancy, to establish a baseline. If you notice itching, additional blood tests will be done at that time to assess your condition. 
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Guidance for community midwife and health visitors
Confirm adherence with medication provided for anaemia and that there are no concerns regarding vaginal bleeding or side effects from the medication. If side effects are being experienced, an alternative regimen of the iron tablets being taken on alternate days may help.

Guidance for General Practitioner
As the haemoglobin was less than 100 g/l following the birth, iron supplementation has been advised. 

Support oral elemental iron 40–80 mg (e.g. ferrous sulphate 200 mg tablet) dose as alternate days prescription to help adherence with treatment and absorption. It is recommended that oral iron must be continued for at least 3 months in total after the birth, with a repeat FBC and ferritin at the end of the therapy to ensure haemoglobin and iron stores are replete. 

Guidance for patient
After giving birth, it’s recommended to take iron tablets for at least 3 months. Ideally, take these tablets on an empty stomach, at least 30 minutes before breakfast with water or a source of vitamin C such as orange juice to enhance absorption. If you are experiencing side effects, you could take these tablets on alternate days.

In addition to the iron tablets, maintaining a healthy and balanced diet is important for your recovery. Include food rich in iron like dark green leafy vegetables, pulses (beans, peas, lentils), meat, cereals, and iron-enriched bread with extra iron.  Increased fibre in the diet will reduce the chance of constipation and sometimes laxatives may be necessary to manage it. If you have concerns or experience any difficulties, speak to a health professional. 
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(Please include additional information in Guidance for GP- e.g. indication for caesarean birth, cervical dilatation at time of birth, any intraoperative or postoperative concerns, any contraindications or recommendations for future births)

Guidance for community midwife
Assess the wound for healing and signs of infection (such as increasing pain, redness, or discharge), separation or dehiscence. Be aware that presentation of signs like redness or inflammation can differ based on different skin tones. 

Guidance for health visitor
Ask about any concern with regards to wound healing, managing personal daily living tasks and baby care activities. Provide opportunity to express thoughts and feelings about their birthing expectations and experience.

If there are signs of serious emotional distress, follow-up and make appropriate referrals. This will also be applicable to birthing partners, with ongoing baby care responsibilities.

Guidance for General Practitioner

Please be aware that caesarean births undertaken at 10 cms dilatation of cervix are associated with slightly increased risk of preterm birth in future and future maternity care will need to involve preterm care pathway.

Guidance for patient
After a caesarean birth, here are some recommendations for your recovery:
· Wear loose, comfortable clothes and cotton underwear
· Gently clean and dry the wound daily
· Look out for signs of possible wound infection, such as increased pain, redness, or discharge or fever.
Beware certain activities like driving a car, carrying heavy things, exercise or having sex may not be possible right away. Only start activities when you feel that you can do so and when they do not cause any pain. 

If you have any questions, including why you have had a caesarean, you can discuss this with your midwife. 

Typically, it is advised to wait at least 12-15 months before trying for another pregnancy to allow the scar on the womb to heal properly. 

Recommendation for future pregnancy
The decision for future births will be influenced by your choice and the guidance provided by the obstetricians during the current birth. 
The overall effect on health when choosing between another caesarean birth or a vaginal birth is not certain for most women. The decision between these options will be discussed by your maternity team in your next pregnancy to help you make an informed choice, taking into account
· your preferences and priorities
· the risks and benefits of another caesarean birth and 
· the risks and benefits of a vaginal birth after caesarean birth.
If you had a caesarean birth when the cervix (neck of womb) was fully dilated (10 cms), it’s important to inform the maternity team when booking for future pregnancy. Sharing this information will help them arrange important checks, like a cervical ultrasound, because there is a slightly higher change of having a birth earlier than expected (preterm birth) in future pregnancies.
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Guidance for community midwife and General Practitioner
As part of the assessment of perineal wound healing, ask if there are any concerns. Ask about pain not resolving or worsening, increasing need for pain relief, discharge that has strong or unpleasant smell, swelling or wound breakdown. Be aware that presentation of signs like redness or inflammation can differ based on different skin tones.

Use a validated pain scale to monitor perineal pain. This can be a patient-reported pain intensity score on a scale of 0-10, where 0 represents ‘no pain’, 5 is ‘moderate pain’ and 10 represents ‘pain as bad as you can imagine’ or ‘worst imaginable pain’.

Advise about the importance of good perineal hygiene, including daily showering of the perineum, frequent changing of sanitary pads and hand washing before and after doing this. 

Examine the perineal wound, especially if episiotomy and/ or tears, concerns reported about perineal healing, or the woman is seeking reassurance. If unable to offer a perineal examination, arrange one to enable timely and appropriate treatment for the wound concerns. Treatment options could include local dressings like Kaltostat dressings, Flaminal hydro or forte gel or antibiotics.

If the perineal wound breaks down or there are ongoing healing concerns, arrange follow up with specialist maternity services (to be seen the same day in the case of a perineal wound breakdown) and confirm the woman is aware of the follow up arrangement. 

Be aware that perineal pain that persists or gets worse within the first few weeks after the birth may be associated with symptoms of depression, long-term perineal pain, pain with daily functioning and psychosexual difficulties.

Where appropriate, offer information and support access to local Perinatal Pelvic Health Service (PPHS). Be aware of the correlation of pelvic floor symptoms and psychological wellbeing and refer to MTLC (Maternity Trauma and Loss Care) or NHS Talking Therapies (formerly IAPT) for support if required. 

Guidance for health visitor
Ask about any concern with regards to wound healing, managing personal daily living tasks and baby care activities. Provide opportunity to express thoughts and feelings about their birthing expectations and experience.

If there are signs of serious emotional distress, follow-up and make appropriate referrals. This will also be applicable to birthing partners, with ongoing baby care responsibilities.

Guidance for patient

If you have any worries about your wound healing, pain, or experience concerns related to your bladder, bowel or vaginal, talk to a healthcare professional. They can help you receive the necessary support. Keep in mind that these issues might also affect your emotional well-being, so consider discussing your concerns with a healthcare professional or referring yourself to NHS Talking Therapies. 

You can find more information about an assisted vaginal birth, by searching ‘assisted vaginal birth and RCOG’ in Google (or another search engine).

You can find more information about perineal wound breakdown, by searching ‘perineal wound breakdown and RCOG’ in Google (or another search engine). If you have concerns regarding wound infection or wound opening contact your maternity service for advice.
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Guidance for community midwife and General Practitioner
Confirm the woman is taking the medications provided to reduce risk of perineal wound complications and constipation. Check there are no concerns regarding wound healing, bowel (constipation or incontinence of flatus or stool), or bladder (difficulty voiding or incontinence).

Confirm the woman is aware of the recommended postnatal follow up with the local maternity service.

Guidance for health visitor
Ask about any concern with regards to perineal wound healing, managing personal daily living tasks and baby care activities. Provide opportunity to express thoughts and feelings about their birthing expectations and experience.
If there are signs of serious emotional distress, follow-up and make appropriate referrals. This will also be applicable to birthing partners, with ongoing baby care responsibilities.

Guidance for patient
To access helpful information, please type ‘third- or fourth-degree tear and RCOG patient information’ in Google (or another search engine). Take the prescribed medications regularly to reduce the chance of complications. If you have concerns regarding wound infection or wound opening contact your maternity service for advice.

You will be offered a follow up appointment to make sure the tear is healing properly. If you have problems with passing urine or opening your bowels you should speak to your GP as they can refer you for further help and support. Beware that these issues may also impact your emotional wellbeing so speak to a health professional or refer yourself to NHS Talking Therapies. 

The specialist team looking after you for this will be able to provide information for future pregnancies and birth. Generally, how you give birth next time will depend on whether you have symptoms as well your preferences for birth.


	[bookmark: _Toc161573061]Preterm birth (less than 34 weeks’ gestation) 9

Guidance for community midwife, health visitor and GP
Please be aware that parents of premature babies have an increased chance of experiencing mental health concerns compared to those with term births. There is also a risk that they may not receive the necessary postnatal support, so please ensure all the recommended follow-ups and checks are facilitated, especially if the baby is admitted in the hospital. Enquire also about the wellbeing of the father/co-parent. Signpost and refer to appropriate resources.

For baby checks consider corrected gestational age and birth weight.

Guidance for General Practitioner
Due to a preterm birth this time, there is an increased risk of preterm birth in future pregnancy. If indicated, please advise on support available to optimise lifestyle risks for preterm birth including achieving a normal body weight and stopping smoking.

Guidance for patients

Parents of preterm and unwell babies are more likely to experience mental health concerns like anxiety, low mood, helplessness, depression, panic attacks or trauma. Reach out to your midwife, health visitor, GP, or neonatal team to learn how to access support. Remember, you are not alone in dealing with these feelings, and help is available.

Online resources such as Bliss, a charity that supports parents with babies born premature or sick (https://www.bliss.org.uk) and Tommy’s (https://www.tommys.org/pregnancy-information/premature-birth/mental-health-problems-after-a-premature-birth), can provide valuable information.

Before trying to get pregnant again, it’s advisable to maintain a healthy and active lifestyle. Factors such as being overweight or underweight, using street drugs and smoking can increase the risk of preterm birth. Smoking doubles the risk of preterm birth.

Research has shown that having a short interval between pregnancies, getting pregnant before your baby is a year old, is linked to a higher chance of another preterm birth. It is recommended to use contraception until you are ready to try for another baby.

Recommendation for future pregnancy
Your maternity care should include support from professionals specialising in preterm birth due to an increased chance of it happening again compared to someone who hasn’t experienced this complication. This team will provide guidance on how best manage your next pregnancy. 
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Guidance for community midwife and health visitors
Confirm the woman is taking the medication provided to reduce the risk of venous thromboembolism, understands the need to take it for the recommended duration and has no concerns about the medication. If concerns are raised, direct them to the appropriate care pathway as per local policy.

Guidance for General Practitioner
Based on the RCOG venous thromboembolism (VTE) risk assessment undertaken after the birth, a course of anticoagulation medication has been prescribed. 
When concerns regarding unexplained chest symptoms, feeling unwell or collapse are raised refer to hospital urgently for assessment of VTE or cardiovascular pathology.

Guidance for patient
Through a risk scoring system, we’ve found that your chances of developing a blood clot in the veins (thromboembolism) after giving birth are higher than normal. To reduce this risk, you have been prescribed blood thinning medication (anticoagulation). 

A blood clot in the vein can be very serious, so it’s important to finish the recommended course of medication. The duration of medication depends directly on the level of your risk. A longer course, such as 6 weeks means there is a higher risk of blood clots. 

Seek help immediately if you experience sudden unexplained shortness of breath, chest pain or tightness, coughing up blood, feel unwell, collapse or have painful swollen legs. While the prescribed medication significantly reduces the risk, but it doesn’t remove the risk completely. Taking prompt action in case of these symptoms is important for your well-being.
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Guidance for community midwife and health visitors
Confirm woman remains seizure-free, is taking her medications, is aware of seizure triggers (sleep deprivation and tiredness) and safety precautions for herself and her baby. 

Inform maternity services urgently if mother reports seizures including night-time seizures.

Guidance for General practitioner
Please review anti-epileptic medication and support contraceptive choices, in line with UK Medical eligibility Criteria (https://www.fsrh.org/standards-and-guidance/documents/ukmec-2016/fsrh-ukmec-full-book-2019.pdf). 
Please advise a review by health professional prior to trying for next pregnancy. Prescribe 5 mg folic acid for at least three months prior to trying for a pregnancy and continue through the first trimester of pregnancy.

Guidance for patient
Reducing the risk of seizures is important for both your safety and your baby’s. Here are some steps to help reduce the risk: 
· Take epilepsy treatment as recommended
· Inform a health professional if you are having seizures including night-time seizures
· Identify and avoid your seizure triggers. 
· Consider sharing baby feeding at night time with a partner or family member to increase your chance of a good night’s sleep
· If at risk of seizures, avoid sleeping alone 
· Use a shower instead of taking a bath. If using a shower over the bath, make sure the plug is removed. If possible, let someone know when you’re taking a shower or bath. Use an ‘engaged/vacant’ sign on the bathroom door, instead of using locks.
Treatment used for epilepsy during pregnancy is safe with breastfeeding.

There is a small risk of Sudden Unexplained Death in Epilepsy (SUDEP). In 1 year, SUDEP typically affects 1 in 1000 adults with epilepsy. Following the guidance above, you can help reduce this risk.

Baby care tips
If your seizures happen suddenly and without warning, and you are alone with your baby, consider the following safety measures:
· Dress and change your baby on the floor to reduce risk of a fall during a seizure
· Sponge your baby down on a changing mat on the floor instead of bathing them in water
· Wait till another adult is present before bathing your baby 
· Carry your baby in a padded carrycot or sling rather than in your arms to protect them in case you fall
· Feed your baby while sitting on the floor, surrounded by cushions and leaning against the wall.
For more information, visit Epilepsy Society website, parenting, and epilepsy section.

Using contraception helps lower the chance of unplanned pregnancy, which is important for your safety and your baby’s. If you were not planning a baby and find out that you are pregnant, do not stop your epilepsy medication. Contact your GP or epilepsy nurse as soon as possible. They can arrange an urgent review with a specialist in epilepsy or maternity team and start you on high dose folic acid.

Recommendation for future pregnancy
Inform your GP that you are planning to have a baby. You may be referred to a neurologist, epilepsy specialist or the pre-pregnancy service in maternity for advice. 
Keep using contraception until you have had a review of your epilepsy and have been taking folic acid supplementation for three months prior to trying for a baby. The dose of folic acid you will need is higher (5mg) than usual because of the epilepsy medication. Keep taking this higher dose until you are in the 13th week of your pregnancy.
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Guidance for Community Midwife 
Check adherence with recommended treatment. Reassure about safety of thyroid medications like levothyroxine, carbimazole and propylthiouracil (PTU) with breastfeeding.  

Guidance for General Practitioner
Check thyroid function at 6-8 weeks postnatally. If there are concerns regarding poor milk supply, it may be worth considering checking thyroid function earlier than 6-8 weeks.

For those on levothyroxine, the dose should have been reduced to pre-pregnancy levels after the birth provided the TFTs were normal before the birth. Adjust dose, as needed.

Some women may have been started on levothyroxine by their fertility doctor or in pregnancy.  If at 6-8 weeks postnatally they are still on levothyroxine, check thyroid function. If TSH was less than 4 at the time of starting the treatment and the daily dose is 50 mcg or less, stop and repeat the thyroid function after 6 weeks. 

For hyperthyroidism, ensure there is follow up with the endocrinologist 

Prior to trying for next pregnancy
Please advise a review prior to trying for their next pregnancy-
Hypothyroidism- Check TSH to ensure levothyroxine dose is keeping the TSH level less than 4 mIU/l. 
Hyperthyroidism- Advise discussion with their endocrinologist about best treatment and any dose adjustments needed in medications before pregnancy.

Guidance for patients
The medicines used for thyroid conditions during pregnancy are safe with breastfeeding. Your GP will check your thyroid function as part of your 6-8 weeks postnatal check. 

Recommendation for future pregnancy
Using reliable contraception is important for planning pregnancy at your chosen time and when your thyroid condition is well controlled. Book an appointment with your GP or specialist before planning a pregnancy, to ensure that your medication and the dose are suitable. 
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Guidance for Community Midwife 
Please be aware that women with Inflammatory Bowel Disease (IBD) are more likely to have a flare up after birth. You can support them by encouraging them to
· continue their recommended medications and checking their adherence with it.
· report their symptom(s) of an IBD flare-up to GP or their IBD team. Symptoms may include recurrent or bloody diarrhoea, severe or chronic cramping pain in the abdomen, rectal bleeding.
· identify triggers for flares and taking steps to avoid them.
Guidance for General Practitioner
Please be aware that Inflammatory Bowel Disease flares can occur in the postnatal period and these should be managed in the usual way. Flare is an additional VTE risk factor until 6 weeks postnatally, so contact local maternity team/ obstetric physician for guidance on this.

· Most medications including biological agents (not JAK kinase inhibitors) are compatible with breastfeeding. Further information about individual medications is available on LactMEd (Drug and Lactation Database) or LactRx App.
· 
Babies of women who are treated with biologic medications later in pregnancy should avoid live vaccines until 6 plus months of age, this will be individualised by the maternal medicine team or your specialist team. This usually means deferring BCG if indicated and in some situation rota virus vaccine. All other vaccines should be given as scheduled.  

Please review medication and support contraceptive choices, in line with UK Medical Eligibility Criteria (https://www.fsrh.org/standards-and-guidance/documents/ukmec-2016/fsrh-ukmec-full-book-2019.pdf)

Prior to trying for next pregnancy
Please advise to seek a consultation by the relevant specialist or team prior to trying for their next pregnancy. Please assure them that if their IBD is optimally controlled – it reduces the chance of flares in pregnancy and will optimise the outcome for patient and the baby.
 
Guidance for patients
Flares of Crohn’s disease or Ulcerative Colitis can be more common after the birth. To help reduce this risk, consider the following steps:
· Continue taking your recommended medication 
· Inform a health professional if you feel a flare is developing
· Recognise triggers for flare and take steps to avoid them. 
The medicines used for Inflammatory Bowel Disease (IBD) during pregnancy are safe with breastfeeding. 

Recommendation for future pregnancy
Using reliable contraception is important to plan pregnancy when you choose and when your IBD is well controlled. Book an appointment with your GP or IBD specialist if you are planning to get pregnant to ensure that any medicines you are currently using are safe for pregnancy. 
See general advice section for more information on contraceptive choices.

Let your GP know that you are planning to have a baby. You may be referred to a pre-pregnancy service in maternity or gastroenterology for advice. Continue contraception until you have had a review of your IBD and have been on folic acid supplementation for three months prior to trying for a baby.


	[bookmark: _Toc161573066]Autoimmune Rheumatological Conditions like rheumatoid arthritis and SLE 
14

Guidance for community midwife, health visitors and General Practitioner
Autoimmune rheumatological conditions often flares after birth. Offer support by recommending-
· Continuation of their usual treatment 
· Discussion of symptom(s) with Rheumatology team and/or GP.
· Most treatments are safe with breastfeeding (please consult if unsure). 
Beware that symptomatic/ flaring of these conditions is associated with increased VTE risk and may require thromboprophylaxis for six weeks after birth. Contact local maternity team/ obstetric physician for guidance on this.

Babies of women who are treated with biologic medications later in pregnancy should avoid live vaccines until 6 plus months of age, this will be individualised by the maternal medicine team or your rheumatologist. This usually means deferring BCG if indicated and in some situation rota virus vaccine. However, all other vaccines are safe and should be given as scheduled. 

Guidance for General Practitioner

Further information is available in British Society for Rheumatology guideline on prescribing drugs in pregnancy and breastfeeding: https://doi.org/10.1093/rheumatology/keac551. 

Prior to trying for next pregnancy
Autoimmune Rheumatological Conditions optimally controlled prior to a further pregnancy reduces the risk of flare in future pregnancy and improves outcomes for both mother and baby. As about half of pregnancies are unplanned, please support with contraceptive choices and recommend a review prior to trying for future pregnancy.
 
Guidance for patients
Flares of autoimmune rheumatological conditions can be more common after giving birth. To help reduce this risk, consider the following steps:
· Continue taking your recommended medication(s) 
· Inform a health professional if you feel a flare is developing
Most of the medicines used during pregnancy are safe for breastfeeding. Visit these websites for more information- Versus arthritis (https://www.versusarthritis.org/about-arthritis/living-with-arthritis/pregnancy/ ) and National Rheumatoid Arthritis Society (https://nras.org.uk/resource/rheumatoid-arthritis-pregnancy/). Consult your specialist team if you are unsure. 

If you have a flare of your condition, the risk of developing a blood clot increases, and you may need to be prescribed blood thinning injections. Follow the advice given on reducing the risk and report any concerns you may have.

Your baby: If you needed biologic medication later in pregnancy, your baby should not receive live vaccines until they are 6 plus months old. However, all other vaccines are safe and should be given as scheduled. You will need an individualised vaccine programme for your baby. 

Recommendation for future pregnancy

Using reliable contraception is important to plan pregnancy when you choose and when your health condition is well controlled. Book an appointment with your GP or specialist if you are planning to get pregnant to ensure that any medicines you are currently using are safe for pregnancy. 

Let your GP know that you are planning to have a baby. You may be referred to a pre-pregnancy service in maternity or rheumatology team for advice. 

Continue contraception until you have had a review of your symptoms and have been on folic acid supplementation for three months prior to trying for a baby.
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 (Please include detailed advice specific to the cardiac condition given by the MDT)

Guidance for community midwife, health visitors and General Practitioner
An urgent medical review is indicated if there are new /worsening symptoms of shortness of breath, wheeze, syncope, palpitations, chest pain, unexplained cough, waking up at night feeling short of breath or excessive leg swelling. 
Ensure adherence with all prescribed medications.
Confirm the patient has a postnatal follow up appointment with their cardiologist.
Highlight the importance of contraception, healthy diet, regular exercise, and pre-conception counselling prior to any future pregnancies.
Guidance for General Practitioner
The progesterone only pill is suitable for almost any woman. A Long-Acting Reversible Contraceptive may be preferred, particularly the implant for its relatively safe insertion and limited side effects.

Guidance for patient 
Promptly report concerns to a health professional or maternity unit if you feel: shortness of breath, wheezing, fainting or near fainting, palpitations (irregular heartbeats or heart racing), chest pain, unexplained cough, waking up feeling breathless, excessive leg/calf swelling. You may be advised to attend the maternity unit or go to the nearest Emergency Department. 
Also, attend the scheduled cardiology clinic appointment after birth to assess the impact of your pregnancy on your cardiovascular system and to plan future management. 
Recommendation for future pregnancy
For women with known or suspected congenital or acquired cardiovascular and aortic disease, it is recommended they have pre-pregnancy risk assessment and counselling.
Using reliable contraception is important to plan pregnancy when you choose and when your health condition is well controlled. Book an appointment with your GP or specialist if you are planning to get pregnant to ensure that any medicines you are currently using are safe for pregnancy. 

If you become pregnant, do not stop any medication without discussing it with a health professional first. 
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Guidance for Community Midwife and Health visitors
Ensure there are no symptoms or concerns, and they are aware of when and how to seek medical advice and support.

Guidance for General Practitioner
Support contraceptive choices so that likelihood of unplanned pregnancy is minimised.

Please advise patient to 
· seek a health professional review before planning another baby to reduce the risks of health concerns in a future pregnancy.
· optimise general health and lifestyle choices including starting folic acid before another pregnancy. 
You can access more information at- https://cks.nice.org.uk/topics/pre-conception-advice-management/. Further information about individual medications is available on LactMEd (Drug and Lactation Database) or LactRx App.

Guidance for patients
Planning your pregnancy with good control of your physical or mental health concerns can help reduce risks for both you and your baby during the pregnancy and the period afterwards.  

Using reliable contraception is important to plan pregnancy when you choose and when your health condition is well controlled. Book an appointment with your GP or specialist if you are planning to get pregnant to ensure that any medicines you are currently using are safe for pregnancy. 

For additional information on contraceptive choices, visit https://www.sexwise.org.uk/contraception.  If you become pregnant, do not stop any medication without discussing it with a health professional first. For accurate information about your medication(s) visit website- BUMPS (Best Use of Medicines in Pregnancy) https://www.medicinesinpregnancy.org.

If you have any concerns about your mental health, you can discuss these with your GP or health visitor. They can support you and guide you to further support/ resources if needed.
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Guidance for community midwife, Health Visitor and General Practitioner 
Please liaise with the maternity service early if there are concerns with blood loss and/ or possible infection.  
 
Signpost to local infant feeding support services, as it may take time to initiate and establish breastfeeding. 
 
Offer information and support access to local MTLC (Maternity Trauma and Loss Care) or NHS Talking Therapies.  

Guidance for General Practitioner  
Please check full blood count and ferritin levels at 6-8 week check.
 
Ensure patient remains on the national cervical screening programme as often this is a subtotal hysterectomy. 
 
Please be aware that hysterectomy appears to result in earlier menopause despite ovarian conservation. 

Guidance for Patient  
Giving birth with PAS can be emotionally stressful. Please seek support from local psychological services such as NHS Talking Therapies or MTLC services and infant feeding support services. Your midwife, GP, or health visitor can help you access these resources. Remember, it is okay to not feel okay all the time, and seeking help is a positive step. 

Arrange for your partner or a family member to be available to assist you in the first few weeks after the birth.  

It is advised to complete the course of medications provided and attend the recommended follow up appointments.  
 
If you are taking pain killers that may make you feel sleepy and drowsy, it is not recommended to share a bed with your baby or babies. 

Report any concerns of bleeding or infection to your maternity service promptly.  
 
If you need to access emergency care, please inform the health professional about the AIP and hysterectomy. 
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Guidance for community midwife, Health Visitor and General Practitioner 
There should be a follow up plan with the maternity service in place.  But please liaise with maternity services early if there are concerns of blood loss and/ or possible infection. 
 
Signpost to local infant feeding support services, as it may take time to initiate and establish breastfeeding  
 
Offer information and access to local MTLC (Maternity Trauma and Loss Care) or NHS Talking Therapies.  
 
Guidance for General Practitioner 
At the 6-8 week maternal postnatal check, please check full blood count and ferritin levels. 

Guidance for Patient  
Giving birth with PAS can be emotionally stressful. Please seek support from local psychological services such as NHS Talking Therapies or MTLC services and infant feeding support services. Your midwife, GP, or health visitor can help you access these resources. Remember, it is okay to not feel okay all the time, and seeking help is a positive step. 

Arrange for your partner or a family member to be available to assist you in the first few weeks after the birth.  

It is advised to complete the course of medications provided and attend the recommended follow up appointments.  
 
If you are taking pain killers that may make you feel sleepy and drowsy, it is not recommended to share a bed with your baby or babies. 

Report any concerns of bleeding or infection to your maternity service promptly.  

If you need to access emergency care, please inform the health professional about the PAS, which has been treated by leaving the placenta in the womb. There is a chance that you may require a further operation. 
 
Recommendations for future pregnancy 
It is recommended that you wait at least 12-18 months before trying for a pregnancy to allow the scar on the womb to heal properly. 
 
Future birth choices will be guided by recommendations given by the obstetricians at the time of this birth. There is a 10-30% risk that you may have an AIP in future pregnancies. 
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Guidance for community midwife, Health Visitor and General Practitioner 
Be aware that metabolic and nutritional changes occur due to reduced oral intake and alterations to the digestive tract from the bariatric surgery. Check that recommendations for routine nutritional supplementation for prevention or management of deficiencies are being followed. Encourage prioritisation of protein containing foods (70-100 gms/day), healthy protein rich snacks, avoidance of snacks high in fat and sugar (to prevent dumping syndrome) and minimum of 1.5-2 lit of fluids/ day. 

Additional support with infant feeding, psychological wellbeing (due to direct relationship between obesity, body image and mental health including substance use), specialist dietary or physical activity will be needed.

Ensure understands need to complete the recommended venous thromboprophylaxis course. Avoid use of NSAID due to risk of anastomotic ulceration/ perforation.

Any concerns of new onset abdominal pain and/or vomiting requires a surgical assessment. Differential diagnosis of gastric ulcer, gallstones, and small bowel obstruction (internal herniation) may need to be considered. 

Guidance for General Practitioner 
Nutritional deficiencies are more common after gastric bypass surgery and after sleeve gastrectomy. 

Ensure adherence with vitamin and mineral supplementation- 
· Multivitamins and Minerals.  In pregnancy avoid preparation with Vitamin A in the form of retinol.
· Ferrous fumarate; one tablet a day 
· Vitamin D (400IU/day  or according to serum concentrations if gastric bypass or sleeve gastrectomy) 
· Calcium (Adcal or Calcichew D3; two tablets a day) 
· Vitamin B12 (IM injections every 3 months after gastric sleeve and bypass)
Whilst breastfeeding ensure that every 3 months the following is checked: full blood count, serum ferritin, and iron studies including transferrin saturation, serum folate, Vit B12, Vitamin D with calcium, phosphate, magnesium, and PTH. If the patient is less than 12 months following bariatric surgery, they are at a higher risk of nutritional deficiencies. Monthly nutritional blood test may be necessary.

At 6-8 weeks, assess for gastrointestinal symptoms, which may include dumping syndrome, vomiting, constipation, diarrhoea. 

Consider referral for additional psychological support (due to direct relationship between obesity, body image and mental health including substance use), specialist dietary or physical activity support. 

Encourage the use of Long-Acting Reversible Contraceptives (IUS, IUCD, and implants). Oral contraceptives may not provide sufficient protection, particularly after malabsorptive procedure (gastric bypass).

Additional psychological support, specialist dietary or physical activity support may be helpful.

British Obesity and Metabolic Surgery Society website (https://bomss.org/gp-hub/) has guidance for GP on medications post-bariatric surgery, 

Recommendations for future pregnancy 
We recommend that future pregnancies are planned, and nutritional supplementation optimised ideally 3-6 months prior to conception. Daily multivitamin and mineral supplementation including iron, Vitamin D, calcium, folic acid (5 mg/day) and Vitamin B12 (in case of gastric bypass) are advised. 

Guidance for Patient  
Completing the course of medications prescribed and continuing the recommended nutritional supplementation is advised. 
Share any health and wellbeing concerns with a health professional, who can arrange appropriate support.
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	Seek urgent medical advice if-

· you experience sudden or persistent heavy vaginal bleeding, high temperature, severe tummy pain, painful leg swelling, shortness of breath, chest pain or persistent severe headache. 
· you experience recent significant changes in mental state or new symptoms, thoughts of self-harm, new and persistent concern of feeling incompetent as a mother or detachment from your baby, others have noted a change in you that is out of character for you, anxiety/panic attacks or unusual thoughts then make sure that you seek help for these too.
For tips on managing sleep and tiredness after having a baby, visit: https://www.nhs.uk/conditions/baby/support-and-services/sleep-and-tiredness-after-having-a-baby/

You do not have to pay for NHS prescriptions and NHS dental care for 12 months after giving birth.

Book your postnatal check with your GP for 6 to 8 weeks after your baby's birth to make sure you are feeling well, recovering properly and can have any necessary investigations or follow up. This is in addition to the 6-8 week contact you may have with your health visitor. Your GP surgery is required to provide a check for mothers, following NHS changes introduced in April 2020.

As much as possible maintain a healthy balanced diet and stay well hydrated. Take 400 IU of Vitamin D supplement a day.

Always wash your hands before caring for your stitches or changing your sanitary towel. Shower or bath daily, if possible. Always keep the wound clean and dry. Dry the wound with a clean towel and avoid rubbing the area.

Risk of blood clot
The risk of developing a blood clot (thrombosis) in a blood vessel (artery or vein) remains high for the first six weeks after the birth. Whilst uncommon and occurring in only 1-2 per 1000 women, there are ways in which you can reduce your individual risk. This includes taking the prescribed blood thinning medication for the recommended period, staying well hydrated and as active as you can. 

Contact a health professional if you have any concerns. Symptoms of a blood clot in your leg can include leg pain, swelling or redness. Symptoms of a blood clot in the lung can include sudden unexplained difficulty in breathing, chest pain or tightness, coughing up blood, feeling very unwell or collapsing. 

Mental health and wellbeing
Many women get emotional and tearful for no apparent reason after giving birth; this is known as the "baby blues". Symptoms of the baby blues include feeling happy and sad almost at the same time, at times tearful or irritable, and overwhelmed for no apparent reason; it usually starts on day 2 postnatal and subsides itself by day 15, without requiring intervention. If you continue to experience these feelings beyond this time and especially at day 28 onwards, speak to your midwife, health visitor or GP, it is possible that you could be experiencing postnatal anxiety or depression. It is not uncommon to feel this interferes with your feelings or relationship with your baby. 

Postnatal depression affects 1 in 10 women and can occur in up to 1 in 10 of new fathers. Postnatal anxiety is even more frequent, and both can occur together with different severity. 

Parents can access different forms of support, including self-help advice, talking therapies and psychological therapies, such as cognitive behavioural therapy (CBT) and medications. 

Perinatal community mental health services are specialist services for women that have any type of past or current mental health problems, from pre-conception to 2 years after the birth. Speak to your GP, midwife, or health visitor about a referral at any time during this period. Receiving support early is shown to improve health and wellbeing sooner.

Parents who have spent time on NICU with sick/ unwell babies, feel the birth was traumatic, needed to be admitted again to the hospital for themselves and/ or their baby or experienced baby loss have an increased likelihood of mental health and well-being concerns. To find information about Maternity Trauma and Loss Care (MTLC) in your area, use an internet search engine or ask a health professional for more information.

Online resources you should be aware of include:
· iconcope.org- Babies cry, you can cope.
· mind.org.uk- for mental health wellbeing
· maternal mental health alliance- mental health and wellbeing tips (https://maternalmentalhealthalliance.org/about-maternal-mental-health/support-mums-and-families/mental-health-welbeing-tips/)
· NHS Talking Therapies (formerly Improving access to Psychological Therapies or IAPT)- offering confidential talking therapies to parents. You can self-refer, and they offer priority to parents in the first year after the birth
· https://www.rcpsych.ac.uk/mental-health/treatments-and-wellbeing/mental-health-in-pregnancy
· refuge.org.uk- support against abuse
· https://www.nhs.uk/live-well/getting-help-for-domestic-violence/ as abuse can increase after the birth
· Institute of Health Visiting (https://ihv.org.uk). It contains ‘Top tips for parents’ with helpful factsheets to find expert advice on key areas of looking after yourself (including mental health and wellbeing for mother and fathers) and your new baby. 
· The Lullaby Trust- Safer sleep for babies, Support for families (www.lullabytrust.org.uk)
Infant feeding
How you feed your baby is your choice and the health professionals will support your informed chioce. Access information and necessary support about feeding and responding to your baby from-

· https://globalhealthmedia.org/topic/breastfeeding/ (videos)
· https://www.nationalbreastfeedinghelpline.org.uk/  
· www.breastfeedingnetwork.org.uk (find local support) https://www.unicef.org.uk/babyfriendly/support-for-parents/ (also has information in different languages). Examples of information available include: - 
· Off to the best start: A guide to important information about feeding your baby
· Guide to help you start breastfeeding
· Breastfeeding Assessment Tool
· Hand Expressing
· Guide to bottle feeding

· For information on safety of medicine(s) you are taking and breastfeeding- https://www.breastfeedingnetwork.org.uk/drugs-factsheets/
Breastfeeding has many health benefits for you and your baby. If you have questions, need support, or have concerns, however you are feeding your baby- you can speak to breastfeeding counsellors on free phone number: 
· National Breastfeeding Helpline on 0300 100 0212 open every day of the year from 9.30am – 9.30pm. Also offers webchat or social media messaging and help in selected languages, for people who have hearing or speech impairments.
· NCT Infant Feeding Support Line on 0300 330 0700 open every day from 8am to midnight 
If you’re facing difficulties, reach out to your midwife, health visitor, breastfeeding specialist, or a health professional. Be aware that identifying concerns by looking at the skin alone can be difficult, particularly in those with coloured skin tone. Share your baby concerns early as staff can undertake assessments of other areas like white of the eye (sclera) and gums for jaundice and mouth mucosa for low oxygen levels (cyanosis). This will help decide if blood tests are indicated.

Timely support is also necessary for difficulties such as low milk supply, engorged breast, cracked nipples, blocked ducts or painful breasts, and feeling unwell with flu-like symptoms. Mastitis is when breast becomes swollen, hot, and painful. For more information on how to ease the symptoms of mastitis, visit https://www.nhs.uk/conditions/mastitis/

Bed sharing with the baby 
Recommended safer practices for bed sharing with your baby, include: -
· Baby sleeps on a firm, flat mattress, lying face up (rather than face down or on their side)
· Not sleeping with your baby on a sofa or chair
· Not keeping pillows or duvets near the baby
· Not having other children or pets in the bed when sharing a bed with the baby
We advise that you do not share a bed with your baby if your baby has low birth weight or if either parent smokes or has 
· had 2 or more units of alcohol
· taken medicines that can cause drowsiness smokes
· used recreational drugs
Pelvic health and wellbeing
For physiotherapy advice access visit website https://thepogp.co.uk or google search ‘POGP-Fit for the Future’- for how to safely get in and out of bed, looking after your back, pelvic floor exercises, bowel and bladder care, tummy muscle separation or divarication of recti muscles, starting to use tummy muscles safely and much more.

Everyone is advised to do Pelvic floor Muscle Training. Search on Google (or another search engine) ‘London and Maternity Pelvic health wellbeing’ to access MyHealthLondon series of short videos on YouTube.

Discuss any bowel concerns like poor control or leaking of wind or stool (poo), constipation; bladder problems like need to rush to the toilet to wee, feeling that you are not emptying the bladder fully, bladder pain; prolapse (bulge from vagina) or pain concerns with your community midwife and GP. They will be able to arrange appropriate support for you and if required, help with referral to local specialist NHS services (e.g.  community physiotherapy, Perinatal Pelvic Health Services- PPHS). 

Bowel movements can be affected after the birth and some of the medications (e.g. codeine-containing painkillers) can increase the risk of constipation. Reduce this risk of constipation by drinking adequate fluid (at least 1.5-2 lit/day, mainly water) and taking fibre-rich food like pears, plum, dried fruits, prune juice, green vegetables, whole grains or adding milled linseed or flaxseed to cereals/ soup/ salad. If constipation remains a concern, please discuss this with a pharmacist for guidance on over-the-counter medication or with a health professional.

Dental care
You are entitled to get free NHS dental services for yourself through pregnancy and in the first 12 months after giving birth, and for your baby. Hormonal changes in pregnancy can make your gums more vulnerable to plaque, leading to inflammation and bleeding. 

You can start brushing baby’s teeth as soon as they start to come through. Use a baby toothbrush with a tiny smear of fluoride toothpaste. Children should go to the dentist when they get their first tooth or from age of 1 year, which every comes first. 

For information on how to register with an NHS dentist visit- https://www.nhs.uk/nhs-services/dentists/how-to-find-an-nhs-dentist/. 

Smoking by parent(s) and/or other household contacts
Not smoking is important to protect your health and that of your baby. Babies exposed to smoke in the house are at risk of sudden infant death syndrome (SIDS, or cot death), breathing problems, ear infections and hearing loss and behavioural problems. We recommend that all household smokers seek support to stop smoking through your local NHS stop smoking service by visiting https://www.nhs.uk/better-health/quit-smoking/find-your-local-stop-smoking-service/. 

If you or your partner smokes, it’s important not to share a bed with your baby (co-sleep). This is known to increase the risk of cot death, particularly if you smoke, you recently drank alcohol or are taking medicines that makes you sleep more heavily. 

Do not stop breastfeeding if you find it hard to quit smoking. Avoid smoking before feeding your baby as this will limit the amount of nicotine passed into your breast milk. 

Vaccinations
It is important that vaccines are given on time for the best protection, but if you or your baby missed a vaccine, contact your GP to catch up. If you missed out on having the whooping cough vaccine in pregnancy you can still have the vaccine up to 8 weeks after the birth. This can protect you from whooping cough infection, reducing the chance of you passing on the infection to your baby.

Support for parent(s)
Discuss with your health visitor or GP, if you require additional support. They can signpost you to social prescribers, who can work around your circumstances. You can also find information through a family information service (website) for your area or in Children’s centre and access it yourself for things like what community services are available near your home, parenting groups, social prescribing, financial advice and support, domestic/ housing issues, or help with psychological wellbeing or maintaining health body weight. 

Planning for future
Most women want to wait a while before thinking about another pregnancy, so using a contraceptive method that suits you is important. This will let you recover from this pregnancy and birth and focus on time with this baby. It is possible to become pregnant 3 weeks after having a baby. If your next pregnancy starts in less than one year, there is also an increased risk of preterm birth and low birth weight for the baby. It is important to note that condoms fail for up to 20% of couples whilst implants and intrauterine coil or system are very effective, safe with breastfeeding and do not affect future fertility. Unplanned pregnancy also increases the risk of psychological distress and use of a reliable contraception can reduce these risks. 

Family planning information
Family planning information, including ‘Methods of contraception’, ‘Choosing a method of contraception’, ‘Where to get contraception’ and a postcode finder for a service near you, can be obtained from website-
https://www.nhs.uk/contraception/. If you prefer information in other languages, go to www.zanzu.de. If you experience an unplanned pregnancy, google search ‘Find NHS Pregnancy termination services’, and use postcode finder for service near you.

Women who are overweight or obese before they become pregnant have an increased risk of complications during pregnancy, birth and after the birth. For more information, visit https://www.rcog.org.uk/media/agqdhd3g/being-overweight-in-pregnancy-patient-information-leaflet.pdf. Please speak to a health professional about how to lose weight and sustain the weight loss to enter pregnancy at a healthy weight. Eat a balanced diet, control portion sizes, and swap unhealthy food for healthier options. search in Google (or another search engine) ‘NHS Eatwell Guide’ for helpful tips. Stay fit and healthy and try to be active daily. Brisk walking for extra 10 minutes every day is helpful and consider downloading free NHS app ‘Active 10’ to monitor your progress.  

Please do not stop any recommended medication without consulting a health professional first. For accurate information about any medication(s) you are taking, visit website- BUMPS (Best Use of Medicines in Pregnancy)- https://www.medicinesinpregnancy.org. 
Start taking a daily supplement of 400 micrograms folic acid 12 weeks before you start trying for a pregnancy and continue till 12th week of pregnancy. Folic acid helps to reduce the risk of your baby having a neural tube defect. For some women a higher dose of folic acid (5 mg a day) is recommended if they have an increased risk of having a baby with a neural tube defect or other congenital anomaly. You will require a prescription from your health professional for the higher dose.
It is important to inform the maternity team looking after you in future if you or your baby was identified to have a bacteria called Group B Streptococcus (GBS), so that they can help identify ways reduce the risk of early onset GBS infection in the baby. 

If you have previously experienced birth trauma/injuries and mental health concerns, please inform the maternity service to have the necessary specialist midwifery support. 

Weight loss medications like GLP-1 agonist
It is important to use effective contraception whilst taking these medications, as these medications should not be taken during pregnancy or just before trying to get pregnant. For further information, visit FSRH website for GLP-1 agonist and contraception. Also, there is emerging evidence that these medications may impair the effectiveness of oral contraceptives by altering gut motility and absorption, so please discuss your contraception choices with your doctor.
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