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Congratulations!


You’re pregnant! Welcome to one of the most amazing times of your life. Emotions may well be running high right now, and this book is here to hold your hand through this exciting new chapter.

Finding out you’re pregnant can be the happiest and most magical time – it can also feel pretty daunting and scary. My First Pregnancy is written by a team of experts, giving you the latest medical advice to help you feel informed and in control of your pregnancy.

Pregnancy can often be downright uncomfortable and brings with it some unexpected side effects as your baby grows inside of you. We talk you through what you can expect to feel physically and emotionally, as well as the amazing development milestones your baby makes through each trimester.

Our team of experts includes Obstetric Consultant and Gynaecologist Dr Joanna Girling, midwife Pippa Nightingale, nutritionist Rana Conway, Pilates instructor Anya Hayes and parenting journalist Kate Street. Our experts share with you their wisdom in ‘Words from the professionals’, which you’ll find throughout the book.

For ease of reading, we have referred to the baby as a boy throughout; midwives as female and doctors as male. For the same reason, we also assume your partner is male, however, advice given is usually equally relevant for same-sex couples.

From burgeoning bumps to birth plans and budgeting, My First Pregnancy includes everything you need to have a healthy and enjoyable pregnancy.



[image: Book title]


Whether this is a planned pregnancy or a surprise, this chapter will help you to deal with all the wild and wonderful thoughts that are rushing through your head. We’ll cover what to do when you find out you are pregnant and how to prepare yourself for what happens next.

CONFIRMING YOU ARE PREGNANT

Whether you’ve been trying to get pregnant, or even if you just have your suspicions, confirming you are pregnant is the first important step you need to take. So what are some of the signs that you are pregnant?

These are some common first signs of pregnancy:



•an increased sense of taste or smell

•tender, bigger or ‘tingling’ breasts.

•feeling tired

•needing to pass urine more often

•an aversion to certain foods or drinks, or a craving for certain foods or drinks

•nausea

•feeling more emotional than normal.



For most women, though, the first sign that they might be pregnant is a missed period. If you find yourself thinking you might be pregnant, then you should try to have it confirmed as soon as possible so you can start looking after yourself (although ideally you are already in perfect health before you conceive!).

Pregnancy tests

When you become pregnant, the embryo (and later the placenta) produces a pregnancy hormone called human chorionic gonadotrophin (HCG). It plays a vital role in your baby’s development, as it causes the follicle in the ovary from which the egg was released to produce the hormone progesterone, which itself prepares the lining of the uterus to feed the embryo and also causes the cessation of periods. The levels of HCG can be measured in your blood and urine. Most home pregnancy kits measure the level of this hormone in a sample of your urine and usually recommend that you take the test on or after the day your period is due.

Some new tests claim to give you a result five days before your due period, but the problem with this is that even people with regular periods can’t be absolutely certain when conception and implantation occurred, and testing too early might lead to a false negative result.
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The best time to do the test is first thing in the morning when your urine is more concentrated, as (relatively speaking) there will be more of the hormone present in your urine if you are pregnant.



If you take a home pregnancy test and the indicator is very faint, wait a couple of days and test again, as it’s possible that the embryo isn’t generating sufficient amounts of HCG to register properly.

If you are undergoing fertility treatment it is advisable to wait up to 14 days after treatment before you take a pregnancy test because the hormones used can give you a false positive if the test is done early. Your IVF clinic will tell you when to perform the test.

Where should I take the test?

Most people choose to buy a home testing kit and see those results before going to the doctor. Home testing has advantages because your partner can be with you and you can do it at a time to suit you. However, if you prefer, you can have your first test done for free at your GP, family planning clinic or pharmacy.

If you do a test and the thin blue (or pink) line appears, then warm congratulations are in order – chances are you really are pregnant.

If you have good reason to suspect you are pregnant but have had a couple of negative pregnancy tests, it’s probably a good idea to talk to your GP to see if a blood test might help to give you a definite answer.

I’M REALLY PREGNANT!

Even if you’ve been trying for a baby, discovering you are pregnant can still be a shock and it’s totally normal to feel a range of emotions, from intense excitement to panic or fear. If the pregnancy wasn’t planned, you might need longer to adjust to the news. Whatever your personal circumstances, give yourself a little time and space to get used to the idea.

Do I need to buy anything yet?

Hold off on buying the cot or booties for now, as it’s more important that you start taking care of your health and wellbeing. Ideally you should already be taking 400 micrograms of folic acid daily, but if you’re not, go to your local chemist or supermarket and buy some straightaway, as it can reduce the risk of having a baby born with a spinal cord defect such as spina bifida by up to 70%. There is some evidence to suggest that taking folic acid supplements also lowers the risk of having a baby born with a cleft lip or palate as well as lowering the chance of going into premature labour. And the most recent research from Holland suggests folic acid reduces the chance of the baby having a congenital heart defect by 20%.

If you haven’t done so already, contact your GP surgery or local maternity unit directly to arrange your booking appointment (see page 10).


Start looking after yourself

The most important thing to do when you find out you are pregnant is to eat a healthy, well-balanced diet; stop smoking; avoid or reduce alcohol intake to no more than one or two units of alcohol once or twice a week; and take 400 micrograms of folic acid every day. It is also recommended that you take a supplement of 10 micrograms of Vitamin D (see page 100). If you have any health conditions or are on any medication you should discuss them with your GP as soon as you find out you are pregnant.



What should I be feeling?

There’s no definitive answer to how you will be feeling in the very early stages of pregnancy: for some women, the hormones kick in very quickly and they experience strong symptoms almost as soon as the pregnancy is confirmed; other women can feel a bit anxious because they do not feel pregnant at all. Remember that every pregnancy is different and you’ll have your own unique set of symptoms – lucky you!

In Chapter 2 we explore in detail all the changes you can expect over the coming 40 weeks but the symptoms you are most likely to experience in the early stages include the following.



•A missed period. Although this might sound somewhat obvious, some women do experience a light bleed, also known as spotting, at or shortly before the expected time of the period. This can occur after implantation, when the uterus lining is disturbed as the fertilised egg buries into it. This isn’t necessarily anything to worry about, but if bleeding is painful, persistent, recurrent or occurs after your period was due, you should get it checked out by a health professional, in case you are having an ectopic pregnancy (see page 29).

•Nausea. Around half of all pregnant women experience some form of nausea or vomiting, with symptoms beginning around six weeks after their last period. Some women experience ‘morning sickness’ in the morning but it can happen at any time of the day, and some women find they begin experiencing nausea almost immediately.

•Needing to pee more often, especially at night.

•Exhaustion.

•A strange ‘metallic’ taste in the mouth.

•Going off certain foods or drink. Some people can’t stand the taste of coffee or alcohol once they are pregnant, and one of the theories is that it is your body cleverly rejecting food or drink that isn’t good for the growing baby.

•A heightened sense of smell.

•Tender, tingling or swollen breasts and darkening of the areola (the skin around the nipple).

•Increased vaginal discharge. This is normal as long as it is not associated with itchiness or soreness. If it is you should see your GP or midwife.

•Feling weepy or emotional.

•Being hungry all the time (despite the nausea).


More than one

Around one pregnancy in 65 will result in twins in the UK; it is very rare to have triplets or more. The majority (two-thirds) of twins are non-identical. Non-identical twins occur when you release more than one egg at ovulation, and both are fertilised by separate sperm. The babies may be of the same sex or different sex, and they will look no more alike than other brothers and sisters.

Identical twins account for about one-third of all twin pregnancies. Identical twins come about when one egg is fertilised by one sperm and then splits into two embryos shortly after conception. When this happens the twins will be of the same sex and have the same genes.

Twins are more likely if:

•you are an ‘older’ mother (late 30s or over)

•you have non-identical twins in your family

•you are taller and heavier than average

•you conceived using treatments such as IVF

•you are from Africa or Asia.

When carrying twins, you may experience heightened symptoms due to the additional HCG levels in your body, but this does not always happen. A multiple pregnancy is often confirmed at your first scan, and can be a shock when you’ve just got your head around the idea of having one baby! You will receive additional antenatal appointments and scans, especially towards the end. You may find that you need to reconsider some of your birth plan.



WORKING OUT YOUR DELIVERY DATE

The vast majority of babies are born between 37 and 42 weeks from the beginning of your last period. The EDD (estimated delivery date) is 40 weeks, but only 5% of babies arrive on that day; 90% of babies are born from three weeks before the due date to two weeks after – it might be better to have an EDM (estimated delivery month)!

As the average pregnancy lasts 266 days, you can count from the date of your last menstrual period and add 40 weeks – the two weeks before ovulation count as the first two weeks of pregnancy, even though you haven’t even conceived at that point! Or, use Naegele’s rule – add seven days to the first day of the last period and then take away three months. So, if your period started on 18 April, the EDD is 25 January.

If your cycle is regular but lasts less than 28 days you will need to subtract the number of days that it is less than 28 from your EDD; if it is longer than 28 days you will need to add the difference.

Once you see your doctor or midwife they will provide you an estimated date, but you will need to wait for an ultrasound to confirm this. Latest ultrasound guidance is that all EDDs should be based on scan measurements of the baby. So be prepared for your due date to be adjusted. IVF pregnancies are excluded from this.

WHO AND WHEN TO TELL

Telling your loved ones is one of the most exciting parts of your early pregnancy. It is, however, something to consider carefully – many women choose to keep it among their nearest and dearest until the official dating scan (see page 17). This is when the greatest risk of miscarriage has passed, and you will feel confident sharing the good news. However, it’s important to remember that should the unthinkable happen, you will also need support so may choose to tell those you feel confident in confiding in as soon as you take a positive test.

Telling your partner

If you are in a stable relationship, you will want to share the news with your partner as soon as possible if you were alone when you took the test. Enjoy this special moment!

If your pregnancy was unplanned or if you’re not in a stable relationship, you might be feeling more anxious about sharing your news and what the future holds. It’s up to you who you tell and when, but the best thing you can do is get support from people you trust and who can be there for you.

Telling your family

Many women want to share the news with their family straightaway; there’s nothing nicer than telling your own mother that you’re going to make her a granny. As mentioned, you might decide to hold off on spreading the news, but if there are problems in the pregnancy it may be that you will need their support. It’s up to you whether you tell your entire family, just the prospective grandparents, or keep it a secret as a couple for a while.

Telling your friends

You may choose to tell your best friend straight away, while keeping it a secret from your wider group a little longer. Sometimes this is one of the hardest secrets to disguise, particularly if your friendships are regularly sealed by a large glass of wine on a Friday night. Many women hate lying to their mates, but if you are worried about telling them for whatever reason, the following excuses have come in handy.



•‘I’m on antibiotics’ can be good, especially if you follow up with:

•‘I’m on those awful Flagyl tablets’, because you really can’t drink on those and by quoting the brand it makes the whole thing more plausible.

•‘I’m doing that seven-day detox.’ If you are normally the ‘health freak’ of your social group the idea of you abstaining for a week might not be too surprising.

•Are you the gym bunny of your social circle? Then an impending marathon might buy you a few weeks of non-drinking time.

•Try telling just one close friend and see if they’ll ‘drink for two’ and drink both your drinks! A tip if you go down this route – pick a mate with a good constitution who isn’t planning on driving home!

•‘I’m driving.’ An oldie but goodie, as no one can argue with you.



Some women also find telling certain friends can be difficult. There are those who might not seem overly thrilled as they realise that this will change your friendship forever, or there can be the awkwardness of telling those friends who you know have been trying for a baby of their own. The best thing you can do is be honest and ask people how they’re feeling. If you understand where they’re coming from it can help you to understand a perhaps less-than-perfect reaction.

Telling your work

We cover all the legal and practical aspects of your working pregnancy in Chapter 5, but officially you don’t have to tell your employers until you are 25 weeks pregnant. By that time they might have guessed! It’s probably not a bad idea to keep quiet until you have got through the first trimester of your pregnancy – unless you are experiencing such obvious pregnancy symptoms that they can’t fail to notice or you need to take time off.

HOW YOU MIGHT BE FEELING

Your conception might have been planned with military precision or you may be one of the 40% of women whose pregnancy was unexpected. You may be giddy with excitement, and still struggling to get your head around it all. You might also have mixed feelings; don’t feel bad if you are not as ecstatic or excited as you think you should be. Having a baby is undoubtedly a life-changing experience, and it’s completely normal to have feelings of anxiety about the health of your growing baby, the delivery, and how it will impact on your life and relationships.

If you are experiencing a range of emotions about your pregnancy, remember your partner will probably be feeling the same. This is a perfect time to share all your hopes and fears together so that you can deal with anything that pregnancy might throw at you.

If the baby wasn’t planned, you might have practical considerations to take into account, like the stability of your relationship, your finances or maybe your career.

With pregnancy hormones raging around their bodies it’s little wonder that many newly pregnant women find themselves inexplicably in tears over the smallest things. If you’re feeling overwhelmed by the news, just take it a day at a time and remember that women have been having babies for thousands of years without scans, epidurals, or even doctors around. It really is the most natural thing in the world!

What you might be worrying about

All of your fears are normal and natural. Here are a few common concerns and some advice to help you calm your fears.

‘I got drunk before I knew I was pregnant.’

This is a very common worry, as a glass (or three) of your favourite tipple is often what gets us in the mood for baby-making in the first place. Try not to worry if you did overindulge because a one-off boozy session is unlikely to have done any damage to the fetus, although it may increase the chance of miscarriage. Try not to beat yourself up about it, but once you have confirmed that you are pregnant it is advisable to cut out regular drinking. An occasional glass is unlikely to harm your baby but you should always read up on the latest medical advice. See page 85 for more information on drinking and pregnancy.

‘I went to a music festival, got stoned and found out a week later I was expecting.’

There is clear evidence to show that taking recreational drugs during pregnancy can pose a risk to your baby’s health and development, so even if you are only an occasional recreational user it is strongly advised that you stop before you conceive or once you discover you are pregnant. If you did take drugs before you found out, you should discuss it with your midwife or obstetrician.

‘I smoked two packets of fags on a girls’ night out.’

If you or your partner are a smoker it’s time to stub out your habit, because studies have shown that smoking (and passive smoking) is detrimental to the unborn child. Smoking slows down the growth of the baby, reduces the baby’s brain development, makes premature delivery more likely, and increases the chance of cot death (sudden infant death syndrome) after the birth. Recent evidence from Scotland suggests it may increase the chance of an ectopic pregnancy.

It is really important that both you and your partner try to stop together, as this will help your determination and reduces the effects of passive smoking. Try nicotine replacement gums and patches, e-cigarettes or access the NHS Stop Smoking counselling service – your midwife or GP should be able to direct you to them. Smoking also increases the chance of getting thrombosis (blood clots) in your legs or lungs, so that is another reason to stop. Always talk openly with your midwife and GP and seek their advice and support. A lot of people struggle to give up smoking, so do ask for the guidance you need to help you through. You are four times more likely to quit smoking if you seek help. Look at www.nhs.uk/smokefree.

‘I’m addicted to …’

It’s easy to advise you to stop all your guilty pleasures when you are pregnant, but you may be addicted to nicotine, alcohol or drugs and even though you know you should give up for the sake of your baby, you can’t. If you do have an addiction and find out you are pregnant, go to your GP straightaway to seek help and advice.

‘I’m really overweight; how will I manage when I’m pregnant?’

Although you may think that being pregnant is the best excuse ever to put on weight, you’ll soon find that you shouldn’t gain as much weight as you might think and that you need to monitor your diet carefully. Being seriously overweight while pregnant can cause problems such as miscarriage, diabetes in pregnancy, thrombosis and pre-eclampsia (see page 64).

You should talk with your doctor about taking a higher dose of folic acid. Your doctor or midwife will advise you on how to maintain/start a healthy eating and exercise regime during your pregnancy, and will usually recommend that you gain as little weight as possible.

ANTENATAL CARE

Antenatal care is designed to help make sure you and your baby are both as healthy as possible during pregnancy and delivery. Even if you are healthy, you still need careful check-ups as the extra burden of pregnancy can occasionally cause or reveal problems. If you already have some health or lifestyle issues, then antenatal care will help support you and your baby.

Your antenatal care options may include:



•shared care between your GP and a midwife

•midwife- or GP-led care

•hospital-based consultant-led care if your pregnancy is likely to need extra monitoring for you or the baby

•private independent midwife for antenatal care and delivery

•private maternity care with an obstetrician/midwife. The whole package can cost around £5,000–£10,000.



Some women have a nominated midwife they will see at every appointment and hopefully at the birth too; other women will see a different midwife each time they visit – some health authorities run what’s called a ‘Domino Scheme’, where a team of community midwives look after you. Systems vary depending on where you live and your antenatal care will also depend on the type of birth you are planning. If you have any chronic health conditions such as diabetes, epilepsy, high blood pressure or inflammatory bowel disease, ideally you will be able to see your GP, obstetrician or hospital doctor to discuss the issues relevant to the pregnancy before you conceive, and plan the antenatal care you will need. Similarly, if you take any medication you should talk to your GP, obstetrician or hospital doctor. If you are at increased risk of delivering early, your hospital may offer you an appointment at the Pre-term Birth Clinic. If you have serious mental health problems you may be referred to a Perinatal Mental Health Team.

Thinking about your options

Before you go to the doctor it is useful to have some idea about where you would like to give birth, as this will help to ensure you are booked into the right kind of hospital for you. A really useful website to help you with this is www.which.co.uk/birth-choice. It takes you through all of your birth options and has a really helpful section with statistics about maternity units in your local area, so you can make informed choices about where you want your baby to be born and have some ideas about the care you might like to receive.

Your birthing options may include:



•NHS consultant-led hospital maternity unit

•NHS midwife-led birth centre – freestanding or alongside a hospital

•home birth

•private maternity unit attached to an NHS hospital

•private hospital that exclusively deals with maternal and child health.



The pros and cons of each are outlined in detail in Chapter 7. Some hospitals are in such demand they get booked up very quickly. If you pick a hospital that is not local, bear in mind that you might go into labour during rush hour and a trip across town in heavy traffic might not be the best idea! Also, postnatal midwifery is organised by the hospital in whose catchment your address falls, not the one where you delivered, so you could miss out on continuity of care.

YOUR BOOKING APPOINTMENT

If you know which hospital you wish to deliver in, check their website as you may be able to make a ‘self-referral’. If you can’t self-refer, or you don’t know where to book, make an appointment with your GP as soon as you can. The booking appointment may take place at the hospital, a clinic, maternity unit, GP surgery or at home.

What is a booking appointment?

It is believed that the term ‘booking’ originates from a time when women literally had to ‘book’ their hospital bed for labour. (In some parts of the country it could be argued that the same applies now.)

It’s your first official check-up during your pregnancy, and should provide the team looking after you with valuable background information about your health that may have an impact on your baby.

It is recommended that you have your booking appointment no later than week 10 of your pregnancy: the reason for this is that you might need some tests that should be done in the first trimester of pregnancy (ie by 13 weeks) and they are organised once you have completed your initial consultation.

What to expect at your first appointment

Questions, questions and more questions … at the end of it you might feel that applying for a job at NASA would be an easier option, but don’t worry: none of the other antenatal appointments is as detailed as this one. Some of the questions will relate to the father, so it is ideal if he attends too. What questions will the midwife ask?



•The date of the first day of your last period. This is so your due date can be estimated and allows the midwife to book the dating scan at the right time; this gives an accurate picture (literally) of how pregnant you are and how many babies you’ve made. There are more details on antenatal scans on page 17.

•Your obstetric history. Details of any previous pregnancies, including terminations, miscarriages and stillbirths. This helps to plan the type of care you will need.

•Your general health. This includes any significant medical problems, especially those that require you to take medication or visit a doctor regularly. The pregnancy might influence the medical condition (often improving it!) and the medical condition might influence the pregnancy (for example, women with high blood pressure are more likely to develop pre-eclampsia, see page 64). Your midwife will also assess the chance of you having a thrombosis in pregnancy (see page 64). If you suffer from asthma, you have a higher chance of giving birth early, evidence suggests. Tell your doctor and make sure you are monitored appropriately.

•Your (and your partner’s) family history of genetic conditions. You can now screen the baby for certain genetic conditions like cystic fibrosis or sickle cell disease, which the midwife will organise for you if appropriate.
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NICE (the National Institute for Health and Care Excellence) now recommends that women at higher risk of developing pre-eclampsia are offered a low dose of aspirin from 12 weeks.



•Your (and your partner’s) family history of illnesses. These include heart disease and diabetes, among others.

•Your mental health. If you are prone to depression or have ever had any mental health problems, it is important that you make the midwife aware of this because you may need extra help or support during pregnancy or after the birth. There are some mental health issues that have high chances of recurring after delivery, so treatment to prevent this may be considered. If your mother or a sister has had a serious postnatal mental health problem, you should tell your midwife.
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At least one in 10 women have some form of mental health problems, and many units have specialised midwives to give extra support or direct you to appropriate counselling or psychiatric services.



•Your lifestyle. The midwife will want to find out how many units of alcohol you drink and whether or not you smoke cigarettes or use recreational drugs. She might give you advice about how both can affect your developing baby, and point you towards services that help you quit if you are having trouble.

•Domestic violence. There is evidence that domestic violence gets worse in pregnancy, and up to nine in 100 women are affected during or shortly after pregnancy. So, now all women are asked about domestic violence – this is your opportunity to speak up in a safe and protective environment. If you need help in this area, call the freephone 24-hour National Domestic Violence helpline on 0808 2000 247.

•Your sexual health. Chlamydia is increasingly common in young women, and if you are under 25 you might receive information on screening for this as the disease can be passed on to the unborn child.

•Your smear history. If you are over 25 you should have a cervical smear every three years to test for signs that could lead to cervical cancer. While routine smears are not usually performed in pregnancy, a repeat smear after a previously abnormal one should be done in pregnancy. If you have had treatment to your cervix after an abnormal smear you may be at increased risk of premature delivery and may need extra care.

•Your preferences regarding delivery. If you haven’t decided where to have the baby, the midwife will go through all the birth options available to you in your locality. It’s really important that you ask lots of questions about the type of care on offer because it may affect where and how you give birth. Ask if you will see the same midwife each time, if that’s important to you, or whether you need to see a consultant.

•About FGM (Female Genital Mutilation). Many women from North Africa, some parts of the Middle East and Asia have had FGM performed on them in childhood. It is important for the team looking after you to know this, so they can help you and your daughters (it is illegal to do or allow FGM on a UK-born female).



If you are in a same-sex relationship, it is a good idea to ask the midwife to put a note on your maternity notes, explaining briefly about your family. This will inform any future healthcare provider and you won’t feel the pressure to explain yourself at every appointment or scan.

What will the midwife do?

Blood tests

If you are worried about needles, take your partner or a friend to distract you, as you will need to give a sample of blood.

You will be tested for syphilis, HIV and hepatitis B – if you have any of these you will be offered treatment for yourself and to reduce the chance of your baby becoming infected too. You will be checked for anaemia (usually caused by low iron levels) and for sickle cell disease and thalassaemia. These are inherited forms of anaemia that are mostly very mild, but if you or your partner both have a mild form (or ‘trait’) you could have a baby with a more serious form of the illness.

You will get to know your blood group – this means that if you need a blood transfusion, the right blood can be prepared more quickly. If you have a religious or other objection to blood transfusions it is important that you discuss this with your midwife early in the pregnancy. If your blood group is Rhesus (Rh) negative you will be offered an injection at around 28 weeks.

Blood pressure

The midwife will take your blood pressure at every antenatal appointment. The first reading will act as a baseline for future checks and will also allow her to tell if your blood pressure is already high – if it is she will probably ask you to see an obstetrician. Usually your blood pressure is lower in pregnancy than before you conceive.
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If a Rhesus negative woman is pregnant with a Rhesus positive baby, and if the baby’s blood crosses the placenta into the mother’s blood, the mother can develop antibodies against Rhesus positive blood – and these antibodies can make the baby anaemic, sometimes dangerously so. The Anti D injection, given at around 28 weeks, helps to stop this from happening. More and more hospitals are offering a blood test at 16 weeks to Rhesus negative women to check their baby’s Rhesus group – only women carrying a baby predicted to be Rhesus positive need Anti D injections.



A rise in blood pressure in the second half of your pregnancy might indicate that you are developing pre-eclampsia (see page 64), which can be dangerous to you and your baby.

Carbon monoxide testing

Women who smoke have higher Carbon monoxide (CO) levels than women not exposed to cigarette fumes. CO is a poisonous gas that can build up in your blood, replacing oxygen and reducing the amount of oxygen you and the baby receive. If you are a smoker, your midwife might offer to do a breath test to measure the level in your body – this is usually with a hand-held machine that you blow into and which gives an immediate reading. More than 3 COppm (molecules of CO per million parts of air) is considered high enough to warrant offering further smoking cessation support. Some women find this test a useful way to see how their CO levels fall as they manage to cut down, and it can be really motivating (see page 88).

Urine testing

You will need to produce a fresh urine sample at every appointment. She will dip a chemical strip into it to check for signs of a urine infection. If an infection is suspected, the sample will be sent to the laboratory where it will be possible to make a definite diagnosis. Urine infections are much more common in pregnancy, and are treated with antibiotics to decrease the chance of getting a kidney infection (or that you will go into premature labour).

In the second half of your pregnancy the midwife will also be looking for protein, since this can be another sign of pre-eclampsia (or a sign of urine infection, vaginal discharge, or not catching the sample cleanly). Recent advice from NICE advises using an automated urine stick reader for protein, so you may see your sample going into a machine!

Weights and measures

Your weight and height will be recorded at this first appointment and your midwife will calculate your BMI (body mass index). This determines if you are underweight (BMI less than 19), normal (BMI 19–25), overweight (BMI 25–30) or obese (BMI more than 30).

If your BMI is between 19 and 30 you probably will not be weighed again. If it is over 30, you may need to see a doctor to look into why this might be and what extra care you might need, as you are more likely to have pregnancy complications. If you are underweight you may also need to see a doctor to explore why this is. For more information on weight gain during pregnancy see page 102.

Your antenatal notes

You might be given your antenatal notes at the end of your booking appointment or they might be given to you when the blood results are in. You should keep them with you at all times – unfortunately you never know when you might feel unwell or have an accident, and you must always show them to any healthcare professional looking after you so that they understand your pregnancy. You must bring them to each appointment you have during your pregnancy.

If you go on holiday, particularly towards the end of your pregnancy, it’s important to take them with you in case you go into labour early or have an urgent medical problem and need to visit a doctor or a hospital.

Initially the notes will contain much of what you have told the midwife on that first antenatal visit, such as your name, address and hospital number; ethnic group and religion; past and present illnesses; current treatment/medicines taken, etc.

The midwife will also record test results, or you will be given computer-generated reports and scan details such as the size of your baby’s head and length of his femur. As your pregnancy progresses, the measurement of your bump, the position of the baby, and the baby’s heartbeat will also be recorded. Pregnancy problems/complications or additional unscheduled visits to the antenatal clinic will be also be noted. There will probably be a birth plan section where your preferences regarding labour and birth can be completed but you don’t have to do this right now. You’re quite likely to change your mind by the time the baby arrives and it’s probably a good idea to give yourself time to read up and discuss all the options available to you. Practical information such as phone numbers for your GP, midwife, NHS Direct, the hospital switchboard and delivery ward will also be included.

Your notes will also contain advice on what to do in a potential emergency situation in pregnancy.


Deciphering your notes

These are some of the most common abbreviations you might find in your notes:

GA (gestational age or pregnancy duration). If it says you are 10+2 it means you are 10 weeks and two days pregnant (counting from your period, not from when you actually conceived).

Urine. NAD indicates nothing abnormal detected.

BP. Ideal blood pressure is less than 140/90, and generally the lower the better. If either figure is higher you will probably need extra monitoring to see if pre-eclampsia is developing; if either the upper figure is more than 140, or the lower one more than 90, you may need treatment.

Height of your uterus. Once your pregnancy is well underway, your midwife will be measuring the height of your uterus. Also known as fundal height, this measurement is taken from the top of your bump to the top of your pubic bone, and the length in centimetres should roughly correspond to the number of weeks pregnant you are: = D or = dates means you are measuring the correct size for your pregnancy dates. The main aim is to pick up if the baby seems too small.

FH (fetal heart). The midwife will either record the number of beats per minute of your baby’s heart, or write the abbreviation FHH, meaning fetal heart heard.

FM (fetal movements). This refers to whether you or the midwife have felt the baby move.

Baby’s position. Towards the end of your pregnancy the midwife will record your baby’s position, using the following abbreviations:

•Ceph = cephalic. This means the baby is head down and in position for birth.

•Br = breech. This means the baby is bottom down.

•LOA = left occiput anterior. This means the back of the baby’s head is on your left-hand side and towards the front of your stomach.

•LOP = left occiput posterior. This means the back of the baby’s head is on your left, and towards your back.

•ROA = right occiput anterior. This means the baby’s head is at the right side of your stomach at the front.

•ROP = right occiput posterior. This means the baby’s head is on the right side of your stomach towards the back.



ANTENATAL APPOINTMENTS

Antenatal clinic appointments can be with your GP, a midwife, a hospital doctor or a mixture. They may take place in a community or children’s centre, the GP surgery, the hospital or a mixture. After booking, there is usually a ‘minimum schedule’ of care. You will have around 10 clinic appointments at 16, 25, 28, 31, 34, 36, 38, 40, 41 and 42 weeks. However, this schedule will depend on how well you and the baby are, whether you are having twins and what type of care you have chosen/been offered.

At each visit your blood pressure and urine will be checked, your tummy examined, usually the baby’s heart listened to, and your questions answered. The whole point of the appointments is to make sure you and the baby are both well, and to investigate any concerns detected.

After about 26 weeks of pregnancy, you will usually have your bump measured at each visit. Traditionally this measurement in centimetres agrees with the number of weeks of pregnancy. However this doesn’t allow for your size, or your age or ethnic origin. Because of this, some units have recently started to use customised charts which do allow for your age, BMI and ethnicity. The inventors of these charts claim that they allow better detection of babies who are smaller than they are meant to be – and this is important because they might be at increased risk of stillbirth (see page 30). Always keep a close eye on your baby’s movements and tell your midwife or maternity unit the same day if they slow down. Make sure you attend all your appointments – they are really worthwhile!

ANTENATAL SCANS

According to guidelines from NICE women should be offered two routine ultrasound scans during pregnancy: a dating scan at around 10–14 weeks and an anomaly scan at around 18–22 weeks. However, if you have pain or bleeding you may need an earlier scan. There is no evidence that extra scans or 3D or 4D scans help in a normal pregnancy.

Until you have the first scan it is sometimes difficult to believe that you really are having a baby – even if you are throwing up every 10 minutes! The scan makes the whole thing very real. When you go for your scans it is advisable to bring someone with you if you can, as there is a possibility that the sonographer might pick up a problem and if that happens it’s better to have someone to support you. About 3% of babies have structural problems, many of which can be detected by the scan. Sometimes a miscarriage is unexpectedly diagnosed at the scan.

Dating scan: 10–14 weeks

You will be seen by a sonographer: this is a radiographer or midwife or doctor who is specially trained to conduct ultrasound scans. You might be asked to attend the appointment with a full bladder, as this helps push up the uterus and give a clearer picture. Probably the most painful aspect of the whole process is sitting with your legs crossed in a packed waiting room with a bladder fit to explode. Drink about a pint of water an hour before your appointment.

When you go in, you’ll be asked to pull your top up and your bottoms down and gel will be wiped across your bare tummy – it may be freezing, so be prepared. The sonographer will glide a probe across your stomach and an image of the fetus will appear on a small monitor beside you. Don’t be frightened if they work in silence – it takes a huge amount of concentration to scan well. They look at the fetus from every angle, taking the vital measurements that will give an accurate picture of the ‘date’ of your growing baby. The crown–rump measurement is the most accurate way in the first trimester to determine the baby’s age – from the top of his head to his bottom. Once they have all the essential information, they’ll talk you through the image on the screen, and point out the baby’s heart beating and different parts of the body. It is common for the baby’s position to mean that not all structures can be seen at one visit – you might be asked to return for another scan in a few days or weeks.

The dating scan isn’t just to give you an idea of when your baby is due: it also confirms how many babies you are carrying and can detect some severe structural problems in the baby. Sadly, the scan can also pick up the news that no expectant woman wants to hear: that the pregnancy is no longer viable and the baby has died or is unlikely to survive.

Most hospitals will give you a print-out of an image of your baby at this scan for a nominal charge. Buy at least two copies: one can go into your newborn’s memory box and the second can live in your wallet to be whipped out at every opportunity. Mostly the photos are similar to Polaroids and will fade – so take more permanent copies if you can.

Transvaginal scan

If you are overweight, your uterus is in a certain position or if the length of your cervix needs to be measured, the sonographer might suggest a transvaginal scan. If this happens they will gently insert a transducer – a thin probe – into your vagina. It doesn’t hurt and won’t harm you or the baby, so don’t panic if you have to have one: it’s about as uncomfortable as inserting a tampon and does give a much clearer picture.

Nuchal translucency (NT) scan

The nuchal translucency scan is when the sonographer measures the collection of fluid within the skin at the back of your baby’s neck (all babies have some fluid present). It is performed between 11 and 14 weeks (often alongside the dating scan), and there is strong evidence to suggest that if there is a deeper accumulation of fluid present there is an increased chance of your baby having Down’s syndrome. The sonographer may also look to see if the baby’s nasal bone is visible: if it is not, this is another marker indicating a chance of Down’s. However, not all medical professionals agree that examining the nasal bone is helpful, so it is not widely done. This scan can be performed along with a blood test, testing for hormone levels in the maternal blood. When this is done, it is called the combined screening test, and is available to everyone free of charge on the NHS (see page 22).

Fetal anomaly scan: 18–22 weeks

Around this time in your pregnancy you will be booked in for your second scan: the fetal anomaly scan. This looks for anomalies (things that differ from the norm) in your growing baby. The procedure is very similar to the dating scan, except that the scan takes much longer because the sonographer has many more things to look at now that your baby has grown. There are some abnormalities that will be very apparent at this scan and some that cannot be detected until after birth, so you must be aware that, even if you are told everything appears normal, this is no guarantee of your baby being born without any health problems (autism or cerebral palsy, for example, cannot be seen on scans).

The scan will also measure the size of your baby’s head (head circumference), waist (abdominal circumference) and leg (femur length), and these measurements are plotted on a chart showing their size in relation to other babies of the same gestational age. This allows final confirmation of your EDD. Occasionally if the baby is unusually small, extra tests may be offered to see if there may be a problem causing this.

The scan also measures the amniotic fluid, referred to on the scan report usually as AFI (amniotic fluid index). This fluid is made by the baby’s kidneys (ie it is his urine) and the placenta, and circulates through the baby as he swallows it and then pees it! Too much or too little may indicate or cause a problem.

It’s not just the baby the sonographer will be looking at: the position of the placenta will be noted, in case it causes difficulties later on (see box below) and you may be asked to come back to be scanned nearer your due date if it is lower than expected. The placenta will be described as being anterior or posterior (ie at the front or back of the uterus) and either normal (ie away from the cervix), or low (ie lying within 20mm of the cervix), or praevia (partially or completely covering the cervix). You should be offered another scan at 32–36 weeks, depending on how low your placenta is.


Low-lying placenta or placenta praevia

The placenta is the organ that acts as a life support system to your fetus. It is the conduit which passes oxygen and nutrition from mother to baby.

Sometimes, though, the placenta implants low in the uterus and covers – or nearly covers – the cervix (the entrance to the uterus). After 16 weeks of pregnancy this is called placenta praevia if it covers or partly covers the cervix, and low-lying if it is within 20mm of the cervix. In 90% of cases it moves out of the way before the baby is due but in 10% of cases it doesn’t. This is a potentially risky condition, as it can cause severe maternal bleeding, and if it is blocking your baby’s exit route you’ll almost certainly need to have your baby by planned Caesarean section. See also page 27 for what might happen if the scan suggests your baby has a problem.



If you do have placenta praevia you should have the opportunity to discuss this with a member of staff and be given an information leaflet. You may be advised not to travel, to abstain from sex and to take iron tablets. If you do experience any bleeding, you should get to the hospital straightaway.

Finally, if you have an increased chance of pre-term delivery, you may be offered a transvaginal scan to measure the length of your cervix.

Pink or blue?

The sex of the baby can often be detected at the anomaly scan, but do bear in mind it may not be the policy of your hospital to tell you. The sonographer’s determination of the sex of your baby is also not 100% accurate, as the umbilical cord can be mistaken for a penis, and some Buddha babies like to cross their legs and make it difficult for the sonographer to see. In a recent study, sonographers could identify the sex of only 46% of babies at 13 weeks and 80% at 20 weeks. If you do want to know, it’s advisable to tell the person scanning you at the outset so they have a chance to have a look in the time allotted for your appointment.

TESTING FOR DOWN’S SYNDROME

Down’s syndrome is named after John Langdon Down, the doctor who first identified it. Down’s syndrome is a genetic disorder that affects around one in 1,000 babies. We know that babies with Down’s syndrome inherit an extra copy of the number 21 chromosome, but it’s not known exactly why this occurs. When your egg is being prepared for release (and therefore for pregnancy) the chromosomes separate, so that instead of being in pairs (as they are in all cells apart from egg and sperm), they are single. At conception, the chromosomes in the sperm and those in the egg join together to form pairs again, meaning that the genes of the baby are a mixture of the mum and dad’s. However, sometimes the chromosomes in the egg do not separate correctly and both of the chromosomes – in this case pair number 21 – join with the number 21 in the sperm, meaning that the baby has 47 chromosomes instead of the usual 46, resulting in Down’s syndrome. It is also possible for the extra chromosome 21 to come from the sperm, but this is less common unless the man is over 60 years old.

Babies born with Down’s syndrome will typically have a flat facial profile and the back of their head will be flat. Their eyes slant upwards, and they have smaller ears and a protruding tongue. They are likely to have floppy joints and poor muscle tone, and other problems may include impairment of their sight, hearing, heart or digestive system. Down’s syndrome children tend to develop at a slower pace and are likely to have learning difficulties.

There is no cure for Down’s syndrome but modern education and therapeutic services have progressed to the point where a Down’s syndrome diagnosis is not the devastating blow it once was. Instead, people with this disability are able to integrate into society almost as easily as anyone else.

Chances of having a baby with Down’s syndrome

We may not know exactly why Down’s syndrome occurs but we do know that it increases with maternal age. A girl is born with all her eggs already inside her, meaning her eggs age as she does. Older eggs are less able to separate their chromosomes than younger ones, so the chance of having a baby with Down’s syndrome increases proportionally to the mother’s age. By way of illustration, consider that pregnant women aged 20 have a chance of one in 1,500 of having a baby with Down’s syndrome, while a woman aged 30 has a chance of one in 900, and a 40-year-old woman has a chance of one in 100.

Should I take a test?

There are two stages to the process of testing for Down’s: the first is a screening test, which indicates the likelihood of you carrying a Down’s baby, and the second stage is a diagnostic test, which will give you a definite answer. All pregnant women who book before 20 weeks should be offered a test to screen their pregnancy for Down’s syndrome. You do not have to have the test and you should consider your ethical, moral or religious position for and against testing. About 750,000 women are offered the Down’s test annually and 60% take up the offer. Once you have decided if you want the test or not, just tell your midwife and she will ensure your wishes are complied with.

If you feel you might not be able to continue the pregnancy if your baby is given a diagnosis of Down’s syndrome, or would like more time to adjust to the idea of having a baby with the condition, you should probably take the test. But remember that the screening test does not diagnose Down’s syndrome – it only shows what the likelihood is: 3%–5% of all women will have a ‘positive’ screening test. For many of these women, the baby will not have Down’s syndrome. If the test results show that your baby has an increased likelihood of Down’s syndrome then you will be offered a diagnostic test.

Screening tests for Down’s syndrome

There are several screening tests available. Which one you are offered will depend on whether you are less than 14 weeks pregnant or not and what your particular hospital has available.

Single blood test

Some health authorities will offer blood tests that show an increased chance of Down’s through markers in the blood. They may measure two (double), three (triple) or even four (quadruple) substances – the more they measure, the more accurate the test. This test is done between 15 weeks and 20 weeks. The results of the test analysis, combined with the mother’s age and the stage of the pregnancy, are fed into a computer and the result will give a statistical chance of Down’s syndrome. If this is between one in two and one in 250 you will be offered a diagnostic test.

Combined test

Some hospitals will also perform an NT scan (see page 18), and combine the blood test results with the NT measurements to get an even more accurate assessment of risk; this is called a combined test, and is done between 11 weeks and 13 weeks plus six days. The latest figures reveal that the combined test detects between 75% and 90% of cases of Down’s syndrome.

If you want a combined test and the NT scan isn’t offered in your area, you can choose to visit one of the 100 private screening centres in the country. It costs between £100 and £200 depending on where you live. You can ask your midwife for details of local centres or call the Fetal Medicine Centre (see page 262) for a list of accredited centres.

Non-invasive prenatal testing (NIPT) using cell-free fetal DNA (CFF DNA)

This new blood test screening for Down’s, Edwards’ and Patau’s syndromes will be offered to women with a 1 in 150 or higher chance on their first screening test and is expected to become available on the NHS during 2019 but a date has not been set yet. Until then the test is widely available privately. The test looks for traces of the baby’s DNA in your blood. A small blood sample is taken from your arm, any time from 10 weeks of pregnancy, and the chance of your baby having Down’s syndrome is estimated. While it may produce some false positives, these can be confirmed by follow-up diagnostic invasive testing. It is likely to widely reduce the number of women taking the invasive test. The downsides are the wait for a result (currently around two weeks) and that there isn’t a guarantee you will get a result – estimates suggest a result for 95% of women.

Diagnostic tests

The RCOG (Royal College of Obstetricians and Gynaecologists) recently estimated that around 30,000 women are offered a diagnostic test each year in the UK, or 5% of all pregnant women. You will be offered either chorionic villus sampling (CVS) or an amniocentesis test. CVS can usually be performed between 11 and 14 weeks, whereas amniocentesis is carried out from 15 weeks.
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There is an additional risk of miscarriage with amniocentesis of 1% and a 1%–2% additional chance of miscarriage with CVS, although the risk varies from hospital to hospital. Be aware. Recent research indicates that two healthy babies are miscarried, as a result of the diagnostic tests, for every three Down’s syndrome babies detected, so it is important that you know the risks of having an invasive test.
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