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Evidence-based recommendations for caring for women post-birth and infants following birth. This
Guideline aims to provide a nationally standardised approach for all maternity units, community midwifery
teams, self-employed community midwives (SECMs), General Practitioners (GPs), practice nurses and
Public Health Nurses (PHNs) to promote consistency of practice standards.

This national guideline provides evidence-based recommendations for postnatal midwifery care of mother
and infant. It addresses maternal physiological assessment, management of common ailments, infant
feeding support, anaemia, mental health, and contraception. Infant care recommendations cover newborn
examination, vitamin K, jaundice, neonatal screening, and discharge planning, promoting standardised
care nationally.
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No. Section 1: Maternal Care

Physiological Assessment of the Woman

Grade

1. A comprehensive physiological assessment is recommended as part of quality
postnatal care. It includes assessment of uterine involution, vaginal bleeding, maternal
vital signs, micturition and bowel function, perineal/abdominal wound healing,
headaches and pain. Escalate care if abnormalities are identified.

Best
Practice

2. Every woman should have a VTE risk assessment completed in the postpartum
period. This includes women in the homebirth setting.

Best
Practice

3. We recommend that all women be closely monitored and encouraged to void
within four to six hours after birth or after the removal of a urinary catheter, as early
identification is key to managing urinary retention. The timing and volume of the first
void after birth or after the removal of a urinary catheter should be documented in the
healthcare record.

1B

4, If the woman or the healthcare professional has concerns at any time regarding
wound breakdown or infection, the Midwife should assess the woman’s perineum,
providing an appropriate explanation and gaining consent. If the perineal wound
breaks down or there are ongoing healing concerns, the woman should be referred
urgently to the maternity services for review.

Best
Practice

5. We recommended that women in the postnatal period be informed of the signs
and symptoms of potentially life-threatening conditions and how to contact their
healthcare professional.

1C

Management of Common Ailments

6. Women should be informed of the pharmacological and non-pharmacological
methods of pain relief for perineal and uterine involution pain. Perineal pain relieving
methods should be individualised, based on the woman'’s preferences, considering
the presence of perineal trauma, the intensity of the pain, multiple sources of
postpartum pain (i.e. perineal, uterine, breast) and the use of other forms of pain relief.

1B

7. Following a caesarean section, women should be offered paracetamol and a non-
steroidal anti-inflammatory drug in combination (unless contraindicated) to reduce the
need for opioids. If the woman’s pain is not controlled with the prescribed analgesia, a
medical review should be sought.

1B

8. We recommend that women be advised to eat a high-fibre diet, drink 1.5-2 litres of
fluid per day, and adopt a correct toilet position for bowel emptying to ensure normal
bowel function is maintained.

2C
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9. Women should be advised on the techniques used to manage breast engorgement, Best
regardless of their infant feeding choices. To reduce the incidence of painful cracked Practice
nipples, mothers who are breastfeeding should be supported by observing and
reviewing infant positioning and attachment to the breast.

Supporting Infant Feeding

10. We recommend that all women and infants be supported to practice skin-to-skin 2B
contact throughout the postnatal period.

11. We recommend that women who breastfeed their baby be supported in establishing Best
and maintaining lactation in the postnatal period. Practice

12. Women who bottle-feed their baby should receive information on how to prepare a Best
bottle and responsive bottle-feeding safely. Practice

13. We recommend that all women be supported in understanding their infant’s Best
behaviours and needs, including recognising feeding cues, how to wake a sleepy Practice
infant, knowing when their infant has fed sufficiently, and safer sleeping practices.

They should be supported in holding their infant close and bonding when feeding,
according to early feeding cues.

14. Women should be supported to remain with their infant during the day and night if it is Best
safe to do so (rooming-in). Practice
Management of Anaemia

15. A full blood count (FBC) should be measured within 48 hours of delivery in all women 1B
with the following: PPH of >500mls, uncorrected antenatal anaemia, a known iron
deficiency anaemia or any woman with signs or symptoms of anaemia.

16. Women with Hb<10g/dL, who are haemodynamically stable, asymptomatic, or 1A
mildly asymptomatic, should be offered elemental iron 100-200 mg daily for at least
3 months and repeat FBC and ferritin at the end of therapy to ensure Hb and iron
stores are replete.

17. Women who are symptomatic of anaemia should be referred to the obstetric team for Best
review. Practice
Administration of Anti-D immunoglobulin

18. Offer Anti-D Ig to every non-sensitised RhD-negative woman who delivered/birthed an 1C
RhD-positive infant. Anti-D Ig should be administered as soon as possible and within
72 hours of birth. If a woman declines Anti-D |g, she should have the opportunity to
discuss with an obstetrician the possible implications for her next pregnancy.

Emotional Well-Being and Maternal Mental Health

19. We recommend that all healthcare professionals should be aware of the signs Best

and symptoms of maternal mental health conditions that may be experienced in Practice

the weeks/months following birth. Women should be asked about and have the
opportunity to discuss mood/mental health issues at each postnatal contact. Further
screening tools should be utilised as required.
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20. We recommend that, if postnatal depression, puerperal psychosis, severe anxiety Best
disorders or stress reactions are suspected, women should be assessed and urgently Practice
referred to the General Practitioner (GP), medical team/perinatal mental health team
(PMHT)/mental health team as appropriate.

Contraception Advice

21. We recommend that a discussion regarding contraception methods should take Best
place prior to discharge, including barrier, hormonal and Long-Acting Reversible Practice
Contraception (LARC) methods. The discussion should also include how to access
contraception.

No. Section 2: Infant Care Grade

Postnatal Care Needs of the Newborn

22. We recommend initiating skin-to-skin contact and starting infant feeding within the 2B
first hour of life.

23. We recommend that the Midwife or Neonatologist/Paediatrician perform the initial 1B
examination of the newborn to determine the infant’s general well-being, confirm the
gender, and identify serious anomalies that require immediate attention.

24. Any findings requiring escalation or further review should be discussed with Best
the parents. A referral to the neonatologist/paediatrician should be made and Practice
documented in the healthcare record.

25. Following the initial newborn examination, the clinical examination and screening of 1B
the newborn (including examination of the eyes, heart, hips, and testes) should be
carried out within 72 hours of birth by an appropriately trained healthcare professional.

Vitamin K and the Prevention of Vitamin K Deficiency Bleeding

26. We recommend that all infants receive phytomenadione by intramuscular injection 1B
to prevent vitamin K deficiency bleeding in the newborn. Parents should be advised
that phytomenadione administered orally is less effective than when administered
intramuscularly, and subsequent doses are required.

Umbilical Cord Care

27. We recommend clean, dry cord care to reduce the risk of infection in the newborn. 1B

Infant Skin Care

28. We recommend that bathing of an infant is delayed until 24 hours after birth (or 1C
at a minimum of 6 hours if cultural reasons do not permit) unless the mother is
HIV/Hepatitis B positive, in which case the first bath should occur at the earliest
opportunity following birth.

29. We recommend plain water should be the first choice for skin when bathing and 1C
cleansing during nappy changes. Routine application of topical emollients in term,
healthy newborns for the prevention of skin conditions is not recommended.
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Management of Infant Weight Loss

30.

Infant weight loss over 10% of the birth weight requires clinical assessment, a detailed
history to assess feeding, and referral to a neonatologist/paediatrician. Measures

to improve infant weight gain should be documented in the healthcare record and
communicated to the GP/PHN. A referral to an infant feeding specialist should also
be considered.

Reducing the Risk of Neonatal Hypoglycaemia

31.

Routine screening and monitoring of blood glucose levels are not necessary in healthy
asymptomatic term newborn infants following a normal pregnancy and birth.

2C

32.

Initiation of infant feeding should ideally occur within the first hour of life, reducing
the risk of hypoglycemia. Newborn infants should be kept warm, with their body
temperature maintained between 36.5°C and 37.5 °C.

2B

33.

If signs of hypoglycemia are observed, a blood glucose measurement should be
taken and an urgent review by a neonatologist/paediatrician should be sought.

2B

Assessment of Neonatal Jaundice

34.

Parents/carers should be informed about neonatal jaundice, including how to
recognise the signs of jaundice and when to seek a medical review.

Best
Practice

35.

Routine assessment of jaundice should form part of the infant’s assessment of well-
being. When undertaking a visual inspection for jaundice, examine the naked infant in
bright, preferably natural light. Examine the sclerae and gums, and gently press the
skin to check for signs of jaundice, which may appear as blanched skin. If jaundice is
suspected or if the infant is non-caucasian, a TcB meter should be used.

Best
Practice

36.

We recommend that all midwives caring for infants in the community setting should
have access to TcB meters.

Best
Practice

37.

Infants who develop any jaundice in the first 24 hours after birth should be reviewed
by a neonatologist/paediatrician. Infants in the community setting should be
referred to the on-call neonatologist/paediatrician as the infant requires urgent
investigation. Refer to the HSE Newborn Clinical Examination Handbook for further
guidance on the management of jaundice.

Best
Practice

38.

We recommend that all infants have a TcB performed on discharge from the hospital
or at 72 hours if not discharged.

Best
Practice

Newborn Screening

39.

We recommend that pulse oximetry screening for congenital heart disease be
performed on all newborn infants in line with the National Neonatal Practice Guideline,
Neonatal Pulse Oximetry Screening for Congenital Heart Disease in Asymptomatic
Infants in Postnatal Maternity Care.

1C

40.

We recommend that all newborn infants have a Newborn Bloodspot Screening (NBS)
test in line with the Practical Guide to Newborn Bloodspot Screening in Ireland.

1C

41,

We recommend that all babies be offered a newborn hearing screening test in line
with the National Newborn Hearing Screening Programme.

1C
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Vitamin D Supplementation

42.

We recommend giving infants 5 micrograms of vitamin D3 as a daily supplement
from birth to 12 months if they are either breastfed or taking less than 300ml of infant
formula per day. Midwives should be aware of the Standard Operating Procedure —
Testing infants for Congenital Cytomegalovirus (cCMV) following “No Clear Response”
on Universal Newborn Hearing Screening.

1C

Nirsevimab Immunisation

43.

Nirsevimab immunisation should be recommended for all newborn infants in line with
the current advice from the National Immunisation Advisory Committee.

1B

‘Red Flags’ for Serious lliness in Infants

44,

At each postnatal contact, mothers should be asked if they have concerns about their
infant’s general well-being, feeding or development.

Best
Practice

45.

Prior to transferring home from the hospital or midwifery-led unit, or in the immediate
postnatal period in the case of a homebirth setting, parents/carers should be given
information (both verbally and in writing) on when and where to seek prompt, urgent
attention.

Best
Practice

Emotional Attachment and Optimising Infant Mental Health

46.

We recommend providing women and their families with information and resources
which promote and support bonding and emotional attachment, including the
benefits of these interventions for positive infant mental health in the immediate and
longer term.

Best
Practice

Safer Sleep Practices

47.

Mothers should be advised on safe sleeping practices to reduce the risk of sudden
infant death syndrome. The use of the HSE Mychild.ie 0-2 book can aid the
discussion.

Section 3: Discharge Planning and Interprofessional Communication

Transferring Care to the Community Setting

Best
Practice

48. The transfer of care from the maternity unit/hospital to community care should be Best
made in partnership with the woman, considering her needs, preferences, and Practice
available support.

49, Before transfer to community care, the woman should be given information on when Best
to seek medical advice and relevant contact numbers. This information should also be Practice
available in a written format and be available in other languages.

50. Transfer of care should include sharing relevant information between healthcare Best
professionals. Practice




Chapter 1:
Initiation

The National Clinical Effectiveness Committee (NCEC) and the Health Information and Quality Authority
(HIQA) define clinical guidelines as systematically developed statements based on a thorough evaluation
of the evidence to assist practitioners and patients in making decisions about appropriate healthcare for
specific clinical circumstances across the entire clinical spectrum.!

1.1 Purpose

The purpose of this Guideline is to develop and provide comprehensive, evidence-based guidance for
the provision of postnatal care for women and infants. This document provides guidance to healthcare
professionals (HCPs) on delivering safe, evidence-based care to pregnant women. A comprehensive
literature review was undertaken, which included a review of international guidelines. Where there is a
lack of strong evidence, consensus, and expert opinion informs the clinical practice recommendations.
This Guideline is designed to guide clinical judgment but not to replace it.

1.2 Scope

Target Users

The Guideline is a resource for all clinicians working in maternity services in the field of postnatal care.
Postnatal care is provided in various settings for example, labour ward, theatre recovery area, postnatal
ward, midwifery-led units and in the homebirth setting. This Guideline applies to postnatal care, whether
delivered in a hospital setting or a community setting in the woman’s home.

This Guideline promotes a multi-disciplinary approach and applies to midwives, advanced midwifery
practitioners,? doctors, public health nurses, practice nurses, health and social care professionals
involved in the care of postnatal services in hospitals and community settings.

Target Population

This Guideline describes routine care for healthy women following birth (including caesarean section)
and infants born from 37 weeks’ gestation. It includes recommendations for standard observations of
well-being, physical and psychological assessments and education. It does not describe management
that may be offered if a woman’s or infant’s clinical assessment deviates from normal parameters.
Clinicians will need to refer to specific policies, protocols, procedures, and guidelines (PPPGs), as well
as local policies and procedures, for escalation pathways. It is the midwife’s responsibility to escalate
care to the multidisciplinary team when deviations from normal or expected ranges are identified, which
is in line with national guidelines.®

1 National Clinical Effectiveness Committee (NCEC) and Health Information and Quality Authority (HIQA)
(2015) National quality assurance criteria for clinical guidelines. Version 2. Dublin: NCEC and HIQA.
https://www.hiqa.ie/sites/default/files/2017-01/National-Quality-Assurance-Criteria.pdf

2 Nursing and Midwifery Board of Ireland (NMBI) Advanced Practice (Midwifery) Standards and Requirements.
(2018) Dublin.

3 Nursing and Midwifery Board of Ireland (NMBI) Practice Standards for Midwives. (2022) Dublin.
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This Guideline is also a resource for women and their partners during the postnatal period, outlining the
standards expected to ensure safe, high-quality care.

The minimum duration of a postnatal ward stay is outside the scope of this Guideline. The decision to
discharge a woman and infant should be made on an individual basis, taking into account the supports
available to the woman, any birth or postnatal complications, as well as the health and well-being of the
infant. Refer to the local discharge policy for further guidance.

Where mentioned, community care refers to care provided to women and infants by community
midwifery teams, public health nurses, and general practitioners (GPs), as well as by the attending
Midwife prior to her departure following a home birth.

The timing of resuming exercise in the postnatal period is not addressed in this guideline. Midwives
should refer to the HSE Every Move Counts: National Physical Activity and Sedentary Behaviours
Guidelines for Ireland: For Pregnant and Postpartum Women.*

1.3 Objective

To provide evidence-based recommendations for caring for women post-birth and infants following birth.
This Guideline aims to provide a nationally standardised approach for all maternity units, community
midwifery teams, self-employed community midwives (SECMs), General Practitioners (GPs), practice
nurses and Public Health Nurses (PHNSs) to promote consistency of practice standards.

1.4 Guideline Development Process

The Guideline Developers agreed to undertake this work under the direction of the Guideline Programme
Team (GPT). The GPT commissioned an Expert Advisory Group (EAG) to critically review the Guideline
prior to submission to the National Women and Infants Health Programme (NWIHP) for final approval.
See Appendix 1 for EAG membership and Appendix 2 for the Guideline development process.

The EAG reviewed the Guideline on two occasions, firstly in November 2023 and again in June 2025.
The National Directors of Midwifery Forum were also invited to review and provide feedback in 2025
prior to the EAG meeting.

The Guideline Development Group comprised healthcare professionals with a special interest in or
expertise in maternity services. This group has representatives from hospitals, the community, and
academia. Membership includes professionals from the areas of Midwifery, Paediatrics, Public Health,
and Obstetrics.

The Guideline Developer Group members are acknowledged below:
o Jennifer Duggan, Registered Advanced Midwife Practitioner

o Heather Helen, Lecturer in Midwifery

e Aisling Dixon, Registered Advanced Midwife Practitioner

e Carmel Cronolly, Candidate Advanced Midwife Practitioner
o Dr Claudia Stanciu, Registrar in Paediatrics

o Helen Murphy, Director of Midwifery

o Eithne Gilligan (until Dec. 2023), Clinical Midwife Manager 2
o Lorna Joyce, Public Health Nurse

° Dr Susmita Sarma, Consultant Obstetrician

4 HSE Every Move Counts: National Physical Activity and Sedentary Behaviours Guidelines for Ireland:
For Pregnant and Postpartum Women
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e Caroline Keegan, Assistant Professor of Midwifery

o Mary Rowland, Assistant Director of Midwifery

1.5 Stakeholder involvement

Stakeholders are people who have a common interest in improving health services. This includes
persons responsible for delivering and those receiving services related to the clinical guideline.

Stakeholder review group members and the Association for Improvements in the Maternity Services
Ireland (AIMS) service user representatives were invited to review the guideline during the development
process (Appendix 3). The Guideline Development Group would like to acknowledge the reviewers’
contribution to its development.

1.6 Disclosure of interests

Guideline developers and reviewers bring a range of experiences and perspectives to the work of the
National Guideline Programme. Both Guideline developers and stakeholders/reviewers will likely have a
variety of interests, arising from different contexts and activities done in a professional or personal capacity.
These can include employment and other sources of income, speaking engagements, publications,
research, and membership of professional or voluntary organisations. The involvement of individuals
with relevant content expertise is essential for enhancing the value of Guideline recommendations;
however, these individuals may also have interests that can lead to conflicts of interest, as may peer
reviewers, patient representatives, and researchers.

All interests should be declared if, in the view of a reasonable person, they are relevant, or could be
perceived to be relevant, to the work of the Clinical Practice Guideline in question.® Declaring an interest
does not mean there is a conflict of interest.

It is important that interests are openly declared so they can be appropriately managed. Conflicts of
interest can bias recommendations and ultimately harm women and the healthcare system. Disclosures
of interests and appropriate management of conflicts of interest, when identified, are therefore essential
to producing high-quality, credible health guidelines.®

The Guidelines International Network (GIN), a global network of Guideline developers that aims to
promote best practices in the development of high-quality guidelines, developed a set of nine principles
to provide guidance on how financial and non-financial conflicts of interest should be both disclosed and
managed. It is recommended that Guideline developers follow the GIN principles.”

For this National Clinical Practice Guideline, all Guideline developers are asked to complete a conflict of
interest declaration form. The guideline programme team will manage the response to declared interests
in accordance with GIN principles. Conflicts of interest may be reported in the published Guideline, and
declarations of interest can be made available.

No disclosures of interests were made from the Guideline Developer Group.

5 NICE (2019) Policy on declaring and managing interests for NICE advisory committees https://www.nice.
org.uk/Media/Default/About/Who-we-are/Policies-and-procedures/declaration-of-interests-policy.pdf

6 Traversy G, Barnieh L, Akl EA, Allan GM, Brouwers M, Ganache |, Grundy Q, Guyatt GH, Kelsall D, Leng
G, Moore A, Persaud N, Schiinemann HJ, Straus S, Thombs BD, Rodin R, Tonelli M. CMAJ. 2021,
193(2):E49-E54. DOI: 10.1503/cmaj.200651 https://www.cmaj.ca/content/193/2/E49

7 Holger J. Schinemann, Lubna A. Al-Ansary, Frode Forland, et al.; for the Board of Trustees of the
Guidelines International Network. Guidelines International Network: Principles for disclosure of interests
and management of conflicts in guidelines. Ann Intern Med. 2015;163:548-553. doi: 10.7326/M14-1885.
https://www.acpjournals.org/doi/10.7326/m14-1885
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1.7 Disclaimer

These guidelines has been prepared using a multidisciplinary approach to promote and facilitate the
standardisation and consistency of good clinical practice. The information in this guideline is current at
the time of publication.

The ultimate judgement regarding a particular clinical procedure or treatment plan must be made by
the Clinician in light of clinical data presented by women and the diagnostic and treatment options
available. The clinical material offered in this Guideline does not replace or remove clinical judgment or the
professional care and duty necessary for each individual woman. The clinical care provided in accordance
with this Guideline should be delivered within the context of locally available resources and expertise.

This Guideline does not address all elements of standard practice and assumes that individual clinicians
are responsible for the following:

o Discussing care with women in an appropriate environment that enables respectful, confidential
discussion. This includes the use of interpreter services where necessary.

o Listening to women and being responsive to their needs and preferences.
o Offering women information about their choices and ensure informed consent is obtained.

o Providing care within the professional scope of practice, meeting all legislative requirements
and maintaining standards of professional conduct.

*  Applying standard precautions and additional precautions, as necessary, when delivering care.

o Documenting all care in accordance with local and mandatory requirements.

1.8 Use of language

Within this guidance we use the terms ‘woman’ and ‘women’s health’. However, it is important to
acknowledge that people who do not identify as cis-gender women are excluded from this descriptor,
including people who identify as transgender, gender diverse and gender non-binary. While there has
been a trend to remove the word ‘woman/women’ and use ‘gender neutral’ language in policy and
practice in relation to women'’s reproductive health and wellbeing, there is no evidence base to inform
this change.® We also appreciate that there are risks to desexing language when describing female
reproduction. o

Services and delivery of care must be appropriate, inclusive and sensitive to the needs of people
whose gender identity does not align with the sex they were assigned at birth. This includes training
and education regarding diverse pathways to pregnancy and the use of practices which affirm the
sexual and gender identities of all people using Obstetrics and Gynaecology services. Finally, all those
using maternal and reproductive health care and services should receive individualised, respectful care
including use of the gender nouns and pronouns they prefer.”

8 Moseson H, Zazanis N, Goldberg E, et al. The Imperative for Transgender and Gender Nonbinary Inclusion.
Obstet Gynecol. 2020;135(5):1059-1068. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7170432/

9 Council of Deans of Health. Midwifery Network position paper: use of sexed language. May 2023.
https://www.councilofdeans.org.uk/2024/02/midwifery-network-position-paper-use-of-sexed-language/

10 Brotto LA, Galea LAM. Gender inclusivity in women’s health research. BJOG: An International Journal of
Obstetrics & Gynaecology. https://obgyn.onlinelibrary.wiley.com/doi/full/10.1111/1471-0528.17231

11 Gribble KD, Bewley S, Bartick MC, et al. Effective Commmunication About Pregnancy, Birth, Lactation,
Breastfeeding and Newborn Care: The Importance of Sexed Language. Frontiers in Global Women'’s Health.
2022;3. Accessed June 9, 2022. https://www.frontiersin.org/article/10.3389/fgwh.2022.818856
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Language use is key to effectively communicate options, recommendations, and respectfully accept a
woman'’s fully informed decision. With this in mind, the use of birth is preferable to the term delivery in
all circumstances and is used consistently where possible throughout the guidelines. It is acknowledged
that in some circumstances (e.g., in the case of a medically indicated intervention or surgery) and in some
contexts, substituting with the term delivery is considered appropriate and this term may be used instead.

1.9 Adopting a trauma-informed approach to maternity care

Many women accessing maternity services may have experienced historical or current trauma prior to,
or during pregnancy — including emotional, physical, sexual abuse, rape and torture. The perinatal period
(pregnancy, birth and the postpartum) can be a time when previous trauma is triggered.'> Maternity
care procedures which may seem routine and ‘non-invasive’ to healthcare professionals (HCPs), e.g.,
abdominal palpation or providing breastfeeding support can be triggering for some women with a history
of trauma, as can intimate procedures such as vaginal examinations.™

Trauma-informed care (TIC) is a developing approach to healthcare which recognises the importance of
psychological safety, and the need to prevent or resist re-traumatisation of individuals.™ It is based on 4
key principles (known as the 4Rs): (1) realisation of trauma; (2) recognition of trauma; (3) responding to
trauma and (4) resisting re-traumatisation.'® A trauma-informed approach to maternity care means that
all staff in an organisation have an understanding of the impact of trauma on individuals, families and
organisations.! While a universal approach is yet to be agreed, within clinical practice and research,
many organisations recognise the need to move towards becoming trauma-informed in the provision
of maternity care.’® '® Such an approach requires commitment, investment and transformation within
maternity services.

12  https://blogs.bmj.com/bmj/2018/02/08/humanising-birth-does-the-language-we-use-matter/

13 Horsche A., Garthus-Niegel S., Ayers S, Chandra P., Hartmann K., Caisbuch E., Lalor J (2024). Childbirth-
related posttraumatic stress disorder: definition, risk factors, pathophysiology, diagnosis, prevention, and
treatment. Am J Obstet Gynecol. 2024 Mar;230(3S): S1116-S1127. doi: 10.1016/j.2j0og.2023.09.089

14 Montgomery E. Feeling safe: a metasynthesis of the maternity care needs of women who were sexually
abused in childhood. Birth 40:88-95. Birth. 2013 Jun;40(2):88-95. doi: 10.1111/birt.12043

15 Vogel TM, Coffin E. (2021). Trauma-informed care on labor and delivery. Anesthesiol Clin. 2021
Dec;39(4):779-791. doi: 10.1016/j.anclin.2021.08.007

16 Substance Abuse and Mental health Services Administration. SAMHSA’a Concept of Trauma and Guidance
for a Trauma-Informed Approach. HHS Publication No. (SMA) 14-4884. Rockville, MD: Substance Abuse
and Mental Health Services Administration, 2014

17 Law C, Wolfenden L, Sperlich M, Taylor J. A (2021). Good practice guide to support implementation
of trauma-informed care in the perinatal period. The centre for early child development (Blackpool, UK)
commissioned by NHS England and NHS Improvement in 2021. https://www.england.nhs.uk/publication/
a-good-practice-guide-to-support-implementation-of-trauma-informed-care-in-the-perinatal-period/

18 Ayers, S., Horsch, A., Garthus-Niegel, S., Nieuwenhuijze, M., Bogaerts, A., Hartmann, K., Karlsdottir, S.
l., OQosterman, M., Tecirli, G., Turner, J. D., Lalor, J., & COST Action CA18211 (2024). Traumatic birth and
childbirth-related post-traumatic stress disorder: International expert consensus recommendations for
practice, policy, and research. Women and birth : journal of the Australian College of Midwives, 37(2), 362-
367. https://doi.org/10.1016/j.wombi.2023.11.006
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In simple terms, HCPs should recognise the impact of women’s previous or current history of trauma
(whether disclosed or not) and adopt a universally sensitive approach to care provision that recognises
the impact of trauma on service users and HCPs. Examples of this include ensuring clear communication
and consent is sought before any procedures/interventions, ensuring women are provided with dignity
and respect at all times.

Women want to talk about their birth experience with healthcare professionals following birth. Findings
by Baxter® provide evidence of an association between a negative birth experience and emotional
distress. Women who have increased levels of distress are more likely to need additional support from
professionals. Opportunities for de-briefing following birth should be offered as advocated by HSE
National Maternity Experience Survey (2020). The National Clinical Practice guideline on the screening
and management of domestic violence? recommends that:

o Postnatal screening of domestic violence for all women takes place prior to discharge from hospital,
or community and domiciliary services using the Recognise, Respond and Refer algorithm.

o Disclosures of domestic violence are notified with consent to General Practitioners (GPs) and
Public Health Nurses (PHNSs) in discharge letters to ensure further and ongoing support for women.

19  Baxter J. Postnatal debriefing: women'’s need to talk after birth. British Journal of Midwifery. 2019 Sep
2;27(9):563-71. https://doi.org/10.12968/bjom.2019.27.9.563

20  Webster J, Lawlor S, Kavanagh D, Breen A, Sheil O, McCarthy AM, O’Brien Green S, Kirby F, Leahy M.
National Clinical Practice Guideline: Management of Domestic Violence and Abuse in Pregnancy. National
Women and Infants Health Programme and The Institute of Obstetricians and Gynaecologists. May 2024
National Clinical Practice Guideline Screening and Management of Domestic Violence in Pregnancy and
the Early Postnatal Period (rcpi.ie)



https://doi.org/10.12968/bjom.2019.27.9.563
https://www.rcpi.ie/Portals/0/Document Repository/Institute of Obstetricians and Gynaecologists/National Clinical Guidelines/2024/Full Guidelines/NCPG - Screening and Management of DV in Pregnancy and the Early Postnatal Period.pdf?ver=Agb9CGW6W_tBja21X_mxTQ%3d%3d
https://www.rcpi.ie/Portals/0/Document Repository/Institute of Obstetricians and Gynaecologists/National Clinical Guidelines/2024/Full Guidelines/NCPG - Screening and Management of DV in Pregnancy and the Early Postnatal Period.pdf?ver=Agb9CGW6W_tBja21X_mxTQ%3d%3d

Chapter 2:
Clinical Practice Guideline

Background

Irish maternity services compare well internationally in terms of safety and clinical outcomes; however,
historical service deficits have undermined public confidence in maternity services in recent years." In
light of this, a National Maternity Strategy was developed to fundamentally overhaul maternity services
and recognise the value of the best available evidence. The Strategy aims to inform women about
choices in maternity care, stratify pregnancy risk, and support them throughout their pregnancy journey.’

A strategic priority of the National Maternity Strategy is to standardise practice with consistent and
equitable women-centred care across all settings nationally. The Strategy acknowledges pregnancy
and birth as a normal physiological process where care is woman-centred and takes account of
women’s experiences and preferences.! Similarly, support from partners, friends, and family should be
encouraged during the postnatal period according to the woman’s wishes.? Each woman will have a
named lead healthcare professional/midwifery team who will have overall clinical responsibility for her
care. Whilst the Strategy supports an evidence-based and team-based approach to care across all
settings, it also advocates for integrated care as close to home as possible. This places midwives as
part of the multidisciplinary team (MDT) between the community and hospital, supporting the woman
through all stages of her pregnancy.’

The International Confederation of Midwives® and the Nursing & Midwifery Board of Ireland (NMBI)* state
that midwives offer care based on a philosophy recognising ‘pregnancy and childbearing as usually
a normal physiological process’ and is a profound experience with significant meaning to a woman,
her family, and the community. The NMBI Practice Standards for Midwives recognise the provision of
safe, competent, kind, and compassionate care, informed by the best available evidence, the midwife’s
expertise, and the woman'’s experiences, preferences, and values as fundamental standards of care.®
The scope of midwifery practice? is inclusive of women during pregnancy, labour, and into the postpartum
period, recognising midwives: ‘care for and help the mother during labour and monitor the condition of
the baby in the womb using appropriate clinical and technical means, conduct spontaneous deliveries,
examine and care for the newborn infant and take all initiatives that are required, including resuscitation
if necessary and care for and monitor the progress of the mother in the postnatal period, advising her
on infant care so that the baby makes the best possible progress’ (page 11 & 12).
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The guideline development group identifies that integrated team-based care, stakeholder involvement,
strengthening of midwifery roles, robust governance structures, and evidence-based practice guidelines
are essential for care to be considered woman—and family-centred, safe, and accessible.

The post-birth experience or puerperium starts immediately following the birth of the infant, placenta and
membranes. This is generally referred to as the postnatal period.® The mother begins the process of
physical and psychological recovery, where the woman’s body systems return to their pre-pregnant state.®

There is much debate as to when post-birth or postnatal care should end, but it is generally recognised
as ending at approximately six weeks.” However, the most recent guidance by the National Institute
for Health and Care Excellence on routine postnatal care does not define the length of the postnatal
period as it depends on individual care needs.? The Nursing and Midwifery Board of Ireland defines the
postnatal period as extending from immediately after birth to 6 weeks (42 days) typically.® This will be the
timeframe adopted by this Guideline.

Recommendations relevant to this Guideline may also be found in the following documents:
o National Clinical Practice Guideline: Intrapartum Care of Women on the Supported Care Pathway.?!

o National Clinical Practice Guideline: Management of Domestic Violence and Abuse in Pregnancy.??

o National Clinical Practice Guideline: Assessment and Management of Stress Urinary Incontinence
in Women.?®

o National Clinical Practice Guideline: Prevention and Management of Primary Postpartum
Haemorrhage.?*

o HSE Every Move Counts: National Physical Activity and Sedentary Behaviours Guidelines for
Ireland: For Pregnant and Postpartum Women.*

21 Vallejo, N., Mc Cormack, E., Rowland, M., Dado, M.P,, Healy, M., Brosnan, M., Imcha, M., Plans, C.,
National Clinical Practice Guideline: Intrapartum Care of Women on the Supported Care Pathway. National
Women and Infants Health Programme, June 2025.

22  Webster J, Lawlor S, Kavanagh D, Breen A, Sheil O, McCarthy AM, O’Brien Green S, Kirby F, Leahy M.
National Clinical Practice Guideline: Management of Domestic Violence and Abuse in Pregnancy. National
Women and Infants Health Programme and the Institute of Obstetricians and Gynaecologists. May 2024

23 Craven, S., Salameh, F., O’ Sullivan, S. National Clinical Practice Guideline: Assessment and Management
of Stress Urinary Incontinence in women. National Women and Infants Health Programme and the Institute
of Obstetricians and Gynaecologists. December 2022

24 Byrne B, Spring A, Barrett N, Power J, McKernan J, Brophy, D, Houston C, Faryal R, McMahon E,
Manning C, Murphy P, Ni Ainle F. National Clinical Practice Guideline: Prevention and Management of
Primary Postpartum Haemorrhage. National Women and Infants Health Programme and the Institute of
Obstetricians and Gynaecologists, December 2022.
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Section 1: Maternal Care

Introduction

This section will address the recommended maternal care, information, and support the woman
should receive in the postnatal period. It will include providing information so the woman is aware of
the normal variances of physiology post-birth and when abnormalities arise that require escalation to
other healthcare professionals. This section refers to the ongoing postnatal care of the woman. The
immediate postnatal care for women (defined as the first postnatal hour) is addressed in the National
Clinical Practice Guideline: Intrapartum Care for Women on the Supported Care Pathway (2025). The
assessment and repair of perineal trauma are also covered within this guideline.

Clinical Question 2.1: What is the recommended care when

undertaking a physiological assessment of the woman in the
postnatal period?

Evidence Statement

Early detection of conditions that may adversely affect women'’s health and well-being is an important
component of quality postnatal care.® Regardless of place of birth, all postpartum women should have a
comprehensive postnatal assessment, starting from the first hour following birth. The assessment should
include evaluation of vaginal bleeding, uterine contraction, fundal height, temperature, pulse, and blood
pressure.® Subsequent postnatal contact after the initial 24 hours after birth, assessment should include
enquiries concerning general well-being, micturition, bowel function, healing of any perineal/abdominal
wound, headaches, fatigue, perineal pain and hygiene, breast pain, uterine tenderness and lochia.®

Vaginal bleeding

Normal shedding of blood and decidua is referred to as lochia rubra (red/red-brown) and lasts for the
first few days following birth. Vaginal discharge then becomes increasingly watery, called lochia serosa
(pinkish brown), which lasts for two to three weeks. Ultimately, the discharge turns yellowish white,
the lochia alba. Microscopically, lochia consists of serous exudate, erythrocytes, leukocytes, decidua,
epithelial cells, and bacteria. Up to 15% of women continue to pass lochia when seen for a routine
postpartum visit six to eight weeks after birth. The duration of lochia does not appear to be related to
lactation or to the use of either oestrogen-containing or progesterone-only contraceptives, but women
with bleeding conditions may be prone to a longer duration of passing lochia.®

The National Institute for Health and Care Excellence (NICE) guideline on Postnatal Care? recommends
that women should be advised on what vaginal bleeding to expect after birth, and advise women to
seek medical advice if;

° vaginal bleeding is sudden or very heavy
e bleeding increases
e they pass clots, placental tissue or membranes

o have symptoms of possible infection, such as abdominal, pelvic or perineal pain, fever, shivering,
or vaginal bleeding or discharge that has an unpleasant smell

*  she has concerns about vaginal bleeding after the birth
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Uterine contraction/involution and fundal height

Uterine involution is the process that occurs immediately after the birth of the placenta, where the uterus
begins to return to its non-pregnant size and condition. Contraction of the interlacing myometrial muscle
bundles constricts the intramyometrial vessels and impedes blood flow, which is the major mechanism
preventing haemorrhage at the placental site.’® Myometrial retraction is a unique characteristic of the
uterine muscle that enables it to maintain its shortened length following successive contractions, and
this process results in the involution of the uterus. Inadequate myometrial contraction will result in atony
(i.e. a soft, boggy uterus), which is the most common cause of primary postpartum haemorrhage. In
addition to myometrial contraction, thrombosis of large vessels at the placental site is a secondary
haemostatic mechanism for preventing blood loss.® Immediately after birth, the fundus is normally firm,
non-tender, globular, and located midway between the symphysis pubis and umbilicus. In the next
12 hours, it rises to just above or below the umbilicus, then recedes by approximately 1 cm/day to lie
midway between the symphysis pubis and umbilicus by the end of the first postpartum week. It is not
palpable abdominally by two weeks postpartum and attains its normal non-pregnant size by six to eight
weeks postpartum. This process is modestly affected by pre-birth uterine over distention, multiparity,
and caesarean birth (the uterus is slightly larger in these cases) as well as breastfeeding (the uterus
is slightly smaller at three months postpartum in breastfeeding individuals)."" Routine assessment of
the uterus by abdominal palpation or measurement in the absence of abnormal vaginal loss is not
necessary'? as there is no evidence that uterine size is predictive of complications.!' @

Maternal observations

Recording of vital signs includes respiratory rate, temperature, maternal heart rate, blood pressure and
AVPU neurological response and should be completed at each set of observations.” The baseline
recordings and the woman’s individual clinical circumstances should determine the subsequent
frequency of observations. If these observations are not within normal parameters, they should be
repeated and escalated accordingly using the ISBAR tool. Refer to Irish Maternity Early Warning System
(IMEWS) V2 National Clinical Guideline No. 4 2019.%8

Micturition

Hormonal changes in pregnancy affect the bladder’s function during pregnancy and the puerperium. 1
The bladder adapts during pregnancy, with increased capacity, tone, and urethral length.'®'® These
physiological changes protect against urinary incontinence in pregnancy, however childbirth may lead to
postpartum urinary retention (PUR).'®

There are variances when describing PUR, leading to a broad incidence range of PUR, ranging from
0.18% to 47%."" Yip et al. describe PUR as manifesting in two forms: overt and covert.’® Overt PUR
is characterised by an inability to urinate 6 hours following vaginal birth or requires re-catheterisation 6
hours subsequent to catheter removal following a caesarean section. Covert PUR, is denoted by a post-
void residual volume (PVRV) exceeding 150 mL following the initial spontaneous urination, as gauged by
ultrasound or catheter, indicative of incomplete urination. Unidentified PUR has been associated with
damage to the upper urinary tract, recurrent urinary tract infections, long-term bladder dysfunction, and
urinary retention.'®

A recent systematic review and meta-analysis identified risk factors for PUR.2° The meta-analysis
included?’ studies with a total of 36951 participants. Instrumental delivery, extended labour duration,
episiotomy, nulliparity, epidural analgesia, labour induction/augmentation, and perineal injury are
significant risk factors for PUR.2°
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Bowel function

Normal bowel activity is considered to be between three movements a day and three movements a
week.?' It is normal not to have a bowel movement for a few days post-birth, which may increase the risk
of constipation. Women should be advised that any disruption to their normal bowel pattern should resolve
within days of the birth, taking into account the recovery required by the presence of perineal trauma. They
should also be reassured about the effect of a bowel movement on the area that has been sutured.?

Perineal wound healing

As part of assessing perineal wound healing, the woman should be asked if she has any concerns and
specific questions about:?

o Pain not resolving or worsening

o Increasing need for pain relief

o Discharge that has a strong or unpleasant smell
e Swelling

*  Wound breakdown

° Fever and/or flu-like symptoms

Good perineal hygiene should be advised, including daily showering of the perineum, frequent changing
of sanitary pads, and hand washing.? If the woman or the healthcare professional has concerns about
perineal healing or if the woman asks for reassurance, offer an examination of the perineum.? If there is
evidence of perineal breakdown or there are ongoing healing concerns, the woman should be referred
to specialist maternity services.

Abdominal wound healing

A wound disrupts the normal structure and function of the skin. To ensure proper healing through
the expected stages, the wound base should have a good blood supply, be clear of infection and be
moist.?® The overall goal in managing acute wounds is to provide an optimal wound-healing environment
with little disturbance to the wound, thereby reducing the risk of bacterial contamination.?*

Wound dressings play a pivotal role in wound healing and achieving an optimal moisture balance within
the wound. The primary objective of wound management is to eliminate or control all factors that prevent
healing and to develop and maintain conditions that promote and enhance healing.

Due to the limited randomised controlled trials, there is a variance in the management of wounds and
removal of dressings. The removal of dressings from clean or clean/contaminated surgical wounds
within 48 hours of surgery (i.e. the period of epithelization) appears to have no detrimental effect on
outcomes, compared with removal after 48 hours.?® A subsequent randomised controlled trial involving
320 women who underwent scheduled caesarean birth reported no detrimental effects from dressing
removal at 6 versus 24 hours post-surgery.?® The NICE guidance on caesarean birth?” recommends that
caesarean section wound care should include the removal of standard dressings 6 to 24 hours after
the caesarean birth. Conversely, the HSE National Wound Management Guidelines (2018) advises that
decisions about how to dress a wound following surgery should be based on the woman and wound
assessment, the care plan, the woman'’s preference and comfort and cost of the dressing.?*

Women with increased risk factors for delayed wound healing may benefit from the use of Negative
Pressure Wound Therapy (NPWT). The evidence from a Cochrane systematic review examining the
effect of NPWT on preventing surgical site infections (SSls) and wound complications found moderate-
certainty evidence that NPWT results in fewer SSls than treatment with standard dressings.?®
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Headaches

The postpartum period is characterised by hormonal and other physiological changes, sleep deprivation,
dehydration, psychological stress, and fatigue. Although headaches are common in the postpartum
period, the prevalence across studies varies widely, depending on the definitions used, method of
ascertainment (e.g., discharge diagnosis, postal survey, patient evaluation), timing (from two to four days
postpartum to one year after birth), and patient population (e.g., breastfeeding status).?® 30 81

A prospective study (985 postpartum women) found that of the 381 women who reported mild or
moderate headaches, the most common aetiologies were tension-type (38.3%), migraine (26.8%),
musculoskeletal (11.3%), postdural puncture (4.7%) and cervicogenic (3.4%).2° A further retrospective
study of 95 postpartum women with severe unrelenting headache greater than 24 hours and less
than 42 days from the time of birth, the types and frequencies of headache were tension-type (39%),
pre-eclampsia/eclampsia (24%), post-dural puncture (16%), migraine (11%), pituitary haemorrhage/
mass (3%), cerebral venous thrombosis (3%), and other (4%).%° A retrospective review found that of
63 postpartum women who presented with acute postpartum headache, 27% (17/63) had a primary
headache disorder (most commonly migraine), and 73% (46/63) had a secondary headache disorder (post-
dural puncture headache, pre-eclampsia, pituitary apoplexy, cerebral venous thrombosis, moyamoya,
reversible cerebral vasoconstriction syndrome (RCVS), posterior reversible encephalopathy syndrome
(PRES), vertebral artery dissection, medication-related headache, anaemia related headache).®

Persistent or severe headaches, which could indicate hypertension, pre-eclampsia, post-dural-puncture
headache, migraine, intracranial pathology or infection, warrant a medical review.?

Perineal pain

Women who have experienced episiotomy, labial or perineal tears, assisted vaginal birth, wound
infection or breakdown, or traumatic birth have an increased risk of depression, long-term perineal pain,
problems with daily functioning and psychosexual difficulties.? Pain management will be discussed in
more detail in clinical question 2.2.

Venous thromboembolism (VTE)

Thrombosis and thromboembolism remain the leading cause of direct maternal deaths during or up to
six weeks after the end of pregnancy.®> % As women are at an increased risk of VTE in the postnatal
period, reassessment of VTE should be undertaken.

Refer to the National Clinical Practice guideline for further guidance: Venous Thromboprophylaxis in
Pregnancy 2013.%4 This guideline is being revised and is due to be published in 2026.

Clinical Practice

The following observations are considered core components of quality postnatal care, regardless of the
location (i.e. maternity ward, home, and midwifery-led unit).

Uterine contraction/involution and vaginal bleeding/lochia
o All postpartum women should have an assessment of vaginal bleeding, uterine contraction, fundal
height, and vital signs recorded in the healthcare record. Escalate care if abnormalities are identified.

o Observe for signs and symptoms of post-partum haemorrhage, including sudden and profuse
blood loss or persistent increased blood loss, faintness, dizziness, palpitations, and tachycardia.

Refer to National Clinical Practice Guideline — Prevention and Management of Primary Postpartum
Haemorrhage® for further guidance.
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Maternal observations
The frequency of observations should be determined by the risk assessment of the woman.
e Women who have a low-risk pregnancy, labour and birth should have a complete set of vital signs

taken and recorded on the IMEWS chart within 12 hours of arriving at the postnatal ward and then
every 24 hours as a minimum subsequently.

o A minimum frequency of 4-hourly observations applies to all women under review for infection
or hypertension. All standard vital signs should be recorded for these observations, including
respirations, maternal pulse, temperature, blood pressure, pain score, and neurological response.

¢ Women who had a caesarean birth or required surgical intervention should be monitored more
closely, and a complete set of vital signs (urinalysis only if applicable) should be recorded.
o Every 5 minutes for 15 minutes
o Thereafter, every 15 minutes for 1 hour
o Thereafter, every 30 minutes for 1 hour
° Thereafter, every hour for 2 hours
o Thereafter, every 4 hours for 48 hours
o Thereafter, daily until discharge

In the homebirth setting: following birth, a complete set of vital signs should be taken and recorded on
the IMEWS chart prior to the Midwife leaving the home.

Early transfer home: a complete set of vital signs should be taken at each postnatal visit and recorded
on the IMEWS chart.

Refer to the Irish Maternity Early Warning System (IMEWS) V2 National Clinical Guideline No. 4 2019
for further guidance.

Observe for signs and symptoms of infection, such as history of fever or rigours, flu-like symptoms,
unexplained abdominal pain, pelvic pain, wound/breast/perineal infection or new onset of confusion. If
sepsis is suspected, refer to the Department of Health 2021 Sepsis Management for Adults (including
maternity). National Clinical Guideline No. 26.pdf for further guidance.

Micturition

All women should be monitored and encouraged to void within four to six hours post-birth or removal
of a urinary catheter as early identification is the key to management of urinary retention. The timing and
volume of the first void should be recorded, and if this void is over 200mis, no further action is required.
If the void is less than 200 mL, refer to the obstetric team for review.

If a woman has not voided urine by 6 hours postpartum and measures to encourage micturition, such as
taking a warm bath or shower, have not been immediately successful, seek a review from the obstetric
team.

In the home birth setting, ensure the woman has passed urine prior to the Midwife departing the home
following the birth.

Bowel function

Women should be asked about their bowel function at each postnatal check. Clinical question 2.2 will
discuss dietary advice and preventative measures for constipation.
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Perineal wounds and healing

Women should be advised of the importance of perineal hygiene, including frequent changes of sanitary
pads, washing hands before and after, and daily bathing or showering to keep their perineum clean.

If the woman or the healthcare professional has concerns at any time regarding wound breakdown
or infection the Midwife should assess the woman’s perineum providing appropriate explanation and
gaining consent.

If the perineal wound breaks down or there are ongoing healing concerns, refer the woman urgently to
the maternity services for review.

Abdominal wound (caesarean section)

The wound site/dressing should be observed regularly for bleeding in the immediate postoperative
period. The type and amount of exudate should be documented in the healthcare record. Refer to the
maternal healthcare record for obstetric post-operative instructions.

After the initial 24 hours, continue to observe the wound site for signs of haemorrhage, haematoma,
infection or dehiscence. This may be evident by the woman complaining of increasing pain or warmth of
the wound, or as discharge, oozing or redness visible through the dressing. If there are concerns, refer
to the obstetric team for review.

In line with the HSE National Wound Care Guideline (2018), decisions about how to dress a wound
following surgery should be based on the woman and wound assessment, the care plan, the woman’s
preference and comfort and cost of the dressing. Further guidance on wound management can be
found in the HSE National Wound Management Guideline (2018).%¢

Headaches

Persistent or severe headaches, which could indicate hypertension, pre-eclampsia, post-dural-puncture
headache, migraine, intracranial pathology or infection, warrant a medical review.

Pain
During each postnatal check, all women should be asked about pain (perineal and/or abdominal wound)

and other perineal conditions, such as perineal trauma healing and haemorrhoids. They should also be
advised on pain-relieving options available (to be discussed further in clinical question 2.2).

Venous thromboembolism (VTE)

Women should be encouraged to resume their usual mobility capabilities as soon as possible postpartum
to reduce the risk of complications and VTE. Women who have received epidural/spinal analgesia should
mobilise when sensation returns and be able to perform a straight leg raise without weakness (within
4 hours of the last epidural dose) or as instructed by the anaesthetist. All women should have a VTE
risk assessment completed in the postpartum period. This includes women in the homebirth setting.
Refer to the national clinical practice guideline: Venous Thromboprophylaxis in Pregnancy 2013 venous-
thromboprophylaxis-in-pregnancy.pdf (hse.ie) for further guidance.®* Please note that this guideline is
currently under review and an update is due to be published in 2026.

Special consideration

All women should be informed of the signs and symptoms of potentially serious complications, and
medical advice should be sought without delay — refer to table 1. This is particularly important in the event
of a woman availing of the ‘early transfer home (ETH)’ service or a homebirth, as medical assistance may
not be immediately available.



https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/venous-thromboprophylaxis-in-pregnancy.pdf
https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/venous-thromboprophylaxis-in-pregnancy.pdf
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Table 1. Signs and symptoms of potentially serious complications

e sudden or very heavy vaginal bleeding (more than usual period blood loss), or persistent or
increased vaginal bleeding, which could indicate retained placental tissue or endometritis

*  abdominal, pelvic or perineal pain, fever, shivering, or vaginal discharge with an unpleasant
smell, which could indicate infection

* leg sweling and tenderness or shortness of breath, which could indicate venous
thromboembolism

e chest pain, which could indicate venous thromboembolism or cardiac problems

e persistent or severe headache, which could indicate hypertension, pre-eclampsia, post-dural-
puncture headache, migraine, intracranial pathology or infection

e worsening reddening and swelling of breasts persisting for more than 24 hours despite self-
management, which could indicate mastitis

e symptoms or signs of potentially serious conditions that do not respond to treatment

At each postnatal contact, women should be offered information and advice to enable them to identify
signs and symptoms of potential serious conditions (as described above) and how to contact their
healthcare professional or emergency service if required. Women should also be provided with the
opportunity to talk about their birth experience and provide information about relevant support and birth
reflection services, if appropriate.

Recommendations

1. A comprehensive physiological assessment is recommended as part of quality
postnatal care. It includes assessment of uterine involution, vaginal bleeding, maternal
vital signs, micturition and bowel function, perineal/abdominal wound healing,
headaches and pain. Escalate care if abnormalities are identified.

Every woman should have a VTE risk assessment completed in the postpartum period.
This includes women in the homebirth setting.

We recommend that all women be closely monitored and encouraged to void
within four to six hours after birth or after the removal of a urinary catheter, as early
identification is key to managing urinary retention. The timing and volume of the first

void after birth or after the removal of a urinary catheter should be documented in the
healthcare record.

If the woman or the healthcare professional has concerns at any time regarding wound
breakdown or infection the Midwife should assess the woman’s perineum providing
an appropriate explanation and gaining consent. If the perineal wound breaks down
or there are ongoing healing concerns, the woman should be referred urgently to the
maternity services for review.

We recommended that women in the postnatal period be informed of the signs
and symptoms of potentially life-threatening conditions and how to contact their
healthcare professional.




National Clinical Practice Guideline Postnatal Midwifery Care for Mother and Infant

Clinical Question 2.2: What is the recommended management of

common ailments in the postnatal period?

Evidence Statement

Women undergo significant physiological changes in the postpartum period, which are brought about
by both hormonal and mechanical effects. These changes lead to a range of commons symptoms,
including pain and discomfort, which can negatively affect a woman’s postnatal experience.®

Perineal pain and uterine cramping/involution pain

Perineal pain and uterine cramping/involution pain is a common symptom following a vaginal birth and
may result from perineal trauma or present in women with an intact perineum. This pain can negatively
impact the woman'’s social and emotional well-being as a result of reduced mobility, discomfort and
difficulty passing urine or faeces, interfering with their ability to care for their newborn and establish
breastfeeding.®

A Cochrane systematic review assessed the effectiveness and safety of pharmacological and non-
pharmacological analgesia for pain relief of after-birth pains following vaginal birth.” The review compared
non-steroidal anti-inflammatory drugs (NSAIDs), opioids, paracetamol and placebos and found that
NSAIDs and paracetamol may be as effective as each other at relieving pain from uterine cramping/
involution following vaginal birth.®” Furthermore, NSAIDs may be more effective than opioids at relieving
pain from uterine cramping/involution.®

A further Cochrane review evaluated the effectiveness of localised cooling treatments (ice packs and
gel pads) compared with no treatment or other cooling treatments for pain relief following perineal
trauma.® Although there is very low-certainty evidence that supports the use of cooling treatments,
women’s self-rated perineal pain following the use of cold pads may be less than that of women who
had no treatment (one study, 100 women). When comparing ice packs with cold gel pads, the review
found no difference in self-rated perineal pain (3 studies, 338 women). The authors concluded that the
use of concurrent treatments may be required to address perineal pain, including prescription and non-
prescription analgesia.®® Pharmacological analgesics to relieve postpartum pain include oral and rectal
analgesics. Oral paracetamol should be the first-line choice when oral analgesia is required for the relief
of postpartum perineal pain.®

Wound pain

NICE guidance on caesarean birth recommends the use of paracetamol and a non-steroidal anti-
inflammatory drug in combination (unless contraindicated) to reduce the need for opioids and to allow
them to be stepped down as early as possible.?”

Constipation

Constipation in the postpartum period may potentially result from a range of antepartum, intrapartum
and postnatal events, such as haematinics taken in pregnancy (i.e. iron, vitamin B 12), disrupted eating
and drinking in labour and in the postpartum period, analgesia used in labour or post birth, and perineal
pain related to trauma, haemorrhoids and psychological and situational factors. A Cochrane systematic
review evaluated the effectiveness and safety of interventions for preventing postpartum constipation.®
They compared the use of laxatives versus no intervention (placebo) and laxative plus bulking agent
versus laxative only in women who underwent surgical repair of third-degree perineal tears (5 trials).
The evidence was found to be of low to very low certainty. Therefore, the authors were unable to
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draw general conclusions about the effectiveness and safety of laxatives in preventing postpartum
constipation.®*® The WHO recommends that dietary advice on preventing constipation should include
promoting a healthy, balanced diet with adequate water and dietary fibre intake. The routine use of
laxatives to prevent constipation is not recommended and should be used only if dietary modifications
or fibre supplementation fail to relieve constipation.?

Painful or cracked nipples

Sore or painful nipples are one of the most common complaints by mothers in the immediate postpartum
period. A common cause of breast pain in the lactating mother is due to incorrect breastfeeding
technique. A poor latch may result in injury to the nipple and may interfere with the infant’s ability to
empty the breast, which may result in engorgement, plugged ducts, mastitis, and breast abscess. Pain
due to nipple injury needs to be distinguished from nipple sensitivity, which usually increases during
pregnancy and peaks approximately on the fourth postpartum day. Normal nipple sensitivity can be
differentiated from pain due to nipple trauma by differences in their timing and course.®" 4

Breast engorgement

Breast engorgement is the pathological overfilling of the breasts with milk, characterised by hard, painful
breasts and difficult breastfeeding.*!“? It affects between 15-50% of women and may lead to mastitis.
The management of breast engorgement should aim to provide rapid relief of breast pain, enable
successful infant attachment to the breast, facilitate efficient drainage of milk from the breasts and
prevent further complications such as mastitis and breast abscesses.*

Clinical Practice

Perineal/involution/wound pain

Allwomen should be asked about perineal pain and other perineal conditions (e.g. perineal trauma healing
and haemorrhoids) at each postnatal check. Perineal pain relieving methods should be individualised,
based on the woman'’s preferences, considering the presence of perineal trauma, intensity of the pain,
multiple sources of postpartum pain (i.e. perineal, uterine, breast) and the use of other forms of pain
relief.

Local cooling aids (such as crushed ice placed between layers of a pad, or a gel pack between layers
of a pad) can be offered to women in the immediate postpartum period for the relief of acute perineal
trauma pain, sustained during birth. These can be used for up to 20 minutes at a time and used regularly
in the first 48 hours after birth. Women should be advised to inform their healthcare professional if
perineal pain worsens, as it may be a manifestation of postpartum complications such as haematomas,
haemorrhoids or infection.

Provided there are no contraindications, paracetamol is recommended as the first-line choice when oral
analgesia is required for the relief of postpartum perineal pain. In cases when local perineal cooling and/or
paracetamol if not effective in relieving perineal pain, women should be advised of other pharmacological
pain relief options.

Following a caesarean section, women should be offered paracetamol and a non-steroidal anti-
inflammatory drug in combination (unless contraindicated) to reduce the need for opioids. If the woman’s
pain is not controlled with the prescribed analgesia, a medical review should be sought.
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Constipation

All women should be asked about their bowel movements during the postnatal check and receive
dietary advice and information on factors associated with constipation. To prevent/minimise constipation,
women should be advised to:

e drink 1.5-2 litres of fluid daily (avoiding irritants such as caffeine, fizzy drinks and alcohol)

o have a high-fibre diet — fresh fruit, dried fruit, vegetables, whole grain breads, porridge, beans and
lentils

° stay active

o adopt the correct toilet position by using a small step or footstool under the feet, leaning forward,
and placing elbows on the knees

Further information is available: https://www?2.hse.ie/conditions/constipation-pregnancy/

Painful cracked nipples/engorgement

In line with the HSE Infant Feeding Policy, midwives should observe mother and infant breastfeeding and
review positioning and attachment to the breast. Offer advice if required to ensure correct positioning
and attachment. Women should be advised on the techniques used to manage breast engorgement,
regardless of their infant feeding choices. The management of sore nipples, engorgement and mastitis
will be addressed in the national clinical practice guideline for infant feeding (currently under review).

Recommendations

6. Women should be informed of the pharmacological and non-pharmacological
methods of pain relief for perineal and uterine involution pain. Perineal pain relieving
methods should be individualised, based on the woman’s preferences, considering the
presence of perineal trauma, the intensity of the pain, multiple sources of postpartum
pain (i.e. perineal, uterine, breast) and the use of other forms of pain relief.

Following a caesarean section, women should be offered paracetamol and a non-
steroidal anti-inflammatory drug in combination (unless contraindicated) to reduce the

need for opioids. If the woman’s pain is not controlled with the prescribed analgesia, a
medical review should be sought.

We recommend that women be advised to eat a high-fibre diet, drink 1.5-2 litres of
fluid per day, and adopt a correct toilet position for bowel emptying to ensure normal
bowel function is maintained.

Women should be advised on the techniques used to manage breast engorgement,
regardless of their infant feeding choices. To reduce the incidence of painful cracked
nipples, mothers who are breastfeeding should be supported by observing and
reviewing infant positioning and attachment to the breast.



https://www2.hse.ie/conditions/constipation-pregnancy/
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Clinical Question 2.3: How should women be supported in feeding

their infant?

Evidence Statement

Breastfeeding provides numerous health benefits for the woman and her infant. Breast milk contains
bioactive components, such as growth factors, immunoglobulins, and antimicrobial compounds that
influence an infant’s microbiome and immune maturation.** ¢ Breastfed babies have a lower risk of
sudden infant death syndrome, allergy, and acute infections, including gastroenteritis, otitis media and
respiratory infections.* In later childhood, benefits include lower levels of obesity 46 and higher cognitive
performance.*” Women who breastfeed have reduced risks of breast cancer, ovarian cancer, and type 2
diabetes.* The WHO recommend that infants be exclusively breastfed for the first 6 months of life and
that breastfeeding should continue as part of their diet with appropriate complementary weaning foods
up to 2years old and beyond.*®

The National Standards for Infant Feeding in Maternity Services (2022) outline the optimum care for infant
feeding as part of the Health Service Executive Baby Friendly Initiative (BFI). The BFI is a recognised
global quality improvement programme designed to improve care for pregnant women and mothers
within maternity services. Its components are reflected within various HSE infant feeding policies and
guidelines. For further guidance, refer to the National Standards for Infant Feeding in Maternity Services*®
and the National Infant Feeding Policy for Maternity and Neonatal Services.*°

Clinical Practice
All mothers and infants, regardless of feeding method, should be supported to:

o Practice skin-to-skin contact throughout the postnatal period. Refer to the Intrapartum Care
Guideline for Women on the Supported Care Pathway for further details on skin-to-skin contact
and the required observations. Partners should be given the support and opportunity to do so
where appropriate (refer to clinical question 2.8 for further guidance).

e Understand their infant’s normal behaviours and needs (including feeding cues, how to wake a
sleepy infant, knowing when their infant has fed sufficiently, and safer sleeping practices).

o Remain together during the day and night.

o Hold their infant close and bond when feeding and feed according to early feeding cues.

Breastfeeding

Mothers and babies should be supported and enabled to breastfeed and receive assistance at every
feeding point if needed. This should include observing breastfeeding to ensure the infant can attach and
feed at the breast with effective breast milk transfer.

Where a mother is separated from their infant or if the infant is unable to feed directly from the breast,
they should be supported to express breast milk (within the first hour and at least 8 times daily) and then
transition to breastfeeding when she/the infant is ready.

Mothers who need to give supplementary feeds alongside breastfeeding should be supported to
optimise the amount of breast milk their infant receives. Commercial milk formula and fortifiers should be
provided only when medically indicated or as part of a fully informed maternal choice. Mothers who give
supplementary feeds alongside breastfeeding should receive support on the safe preparation, handling
and feeding of expressed breast milk/commercial milk formula. If a mother decides not to breastfeed,
she should be supported in her decision, and education should be provided.
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Bottle-feeding

Women who bottle-feed should receive information on how to prepare a bottle and responsive bottle-
feed safely. Mothers should be encouraged to bond and practice responsive parenting by responding
to their baby’s cues, giving the majority of feeds themselves, holding their baby close to their skin during
feeds, and pacing the bottle feeds.

Refer to the HSE 2019 National Infant Feeding Policy for Maternity & Neonatal Services.pdf®° for further
guidance.

Recommendations

10. We recommend that all women and infants be supported to practice skin-to-skin
contact throughout the postnatal period.

11. We recommend that women who breastfeed their baby be supported in establishing
and maintaining lactation in the postnatal period.

12. Women who bottle-feed their baby should receive information on how to prepare a
bottle and responsive bottle-feeding safely.

13. Werecommend that all women be supported in understanding their infant’s behaviours
and needs, including recognising feeding cues, how to wake a sleepy infant, knowing

when their infant has fed sufficiently, and safer sleeping practices. They should be
supported in holding their infant close and bonding when feeding, according to early
feeding cues.

Women should be supported to remain with their infant during the day and night if it
is safe to do so (rooming-in).

Clinical Question 2.4: What care and advice should be given to
women experiencing anaemia in the post-natal period?

Evidence Statement

Iron deficiency is the most common deficiency state globally, and remains a significant problem in
the developed world. The WHO and the British Committee for Standards in Haematology defines
postpartum anaemia as Hbo <10 g/dL.5" %2 It is associated with lethargy, physical weakness, decreased
mental alertness and reduced milk production.%®

The British Committee for Standards in Haematology®? recommends that a full blood count (FBC) should
be measured within 48 hours of delivery in all women with the following:

e an estimated blood loss of >500 ml and uncorrected anaemia detected in the antenatal period or

° symptoms suggestive of anaemia postnatally should have their Hb checked within 48 hours

Treatment options for postpartum anaemia include oral iron supplementation, intravenous iron therapy
and blood transfusion. Oral iron is an effective way to replace iron. The recommended dose of elemental
iron for treating iron deficiency is 100-200 mg daily.>? Women should be counselled as to how to take
oral iron supplements correctly. This should be taken on an empty stomach, 1 hour before meals, with
a source of vitamin C, such as orange juice, to maximise absorption. Other medications or antacids
should not be taken at the same time.*2
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Clinical Practice

Prompt recognition of iron deficiency in the antenatal period, followed by iron therapy, may reduce the
risk of postpartum anaemia.

A full blood count (FBC) should be measured within 48 hours of delivery in all women with the following:
o PPH of >500mls

o Uncorrected antenatal anaemia

o Known iron deficiency anaemia

e Any woman with signs or symptoms of anaemia

Women with Hb<10g/dL, who are haemodynamically stable, asymptomatic, or mildly asymptomatic,
should be offered elemental iron 100-200 mg daily for at least 3 months and repeat FBC and ferritin
at the end of therapy to ensure Hb and iron stores are replete. The management of women who are

symptomatic of anaemia is beyond the scope of this guideline and should be referred to the obstetric
team for review.

Women should be advised on how to take oral iron supplementation. To maximise absorption, oral iron
should be taken on an empty stomach one hour before meals —ideally in the morning—with a source of
vitamin C. Other medications, antacids, tea or coffee should not be taken at the same time.

Recommendations

15. A full blood count (FBC) should be measured within 48 hours of delivery in all women
with the following: PPH of >500mls, uncorrected antenatal anaemia, a known iron
deficiency anaemia or any woman with signs or symptoms of anaemia.

Women with Hb<10g/dL, who are haemodynamically stable, asymptomatic, or mildly
asymptomatic, should be offered elemental iron 100-200 mg daily for at least 3 months
and repeat FBC and ferritin at the end of therapy to ensure Hb and iron stores are
replete.

Women who are symptomatic of anaemia should be referred to the obstetric team for
review.

Clinical Question 2.5: What advice and care is offered to women
who are Rhesus D negative in the postnatal period?

Evidence Statement

Rhophylac (anti-D immunoglobulin) 300ug (1500 I.U) must be recommended to every non-sensitised
Rhesus D (RhD) negative woman as soon as possible following birth (within 72 hrs) following the birth
of an RhD Positive infant.% In instances where a feto-maternal haemorrhage (FMH) is more than 15mls,
the standard dose of Anti-D immunoglobulin (Ig) will not prevent allo-immunisation. Therefore, it is
recommended that a Kleihauer test be performed to estimate the size of the FMH.
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Risk factors associated with large FMHs are:®®

e Abdominal trauma

o Unexplained hydrops fetalis

o Placental abruption

° External cephalic version

° Multiple pregnancies (at birth)

e Stillbirth and intrauterine deaths

o Instrumental deliveries and caesarean section

o Manual removal of the placenta

For women who have had cell-free fetal DNA (cffDNA) testing during pregnancy, it is recommended that
umbilical cord blood be saved, even if the fetal blood group is known, for quality purposes to identify the

infant’s blood group. In the unlikely event that this result does not correlate with the cffDNA result, the
woman can be offered anti-D within 72 hours following birth.%®

Some women who have received anti-D Ig during pregnancy may have detectable anti-D in their blood
following birth. As it may be difficult or impossible to distinguish between such passive anti-D Ig and
weak anti-D resulting from early immunisation, anti-D Ig should be offered to any eligible woman with a
weak anti-D antibody at birth unless it has been confirmed that she is already sensitised.

Clinical Practice

In line with the National Clinical Practice Guideline — The use of anti-D immunoglobin for the prevention
of RHD haemolytic disease of the newborn, it is considered best practice to offer Anti-D Ig to every non-
sensitised RhD-negative woman who delivered an RhD-positive infant. Anti-D Ig should be administered
as soon as possible and within 72 hours of birth. If a woman declines Anti-D Ig, she should have the
opportunity to discuss with an obstetrician the possible implications for her next pregnancy.

Refer to the HSE 2012 Clinical Practice Guideline — the use of anti-D immunoglobin for the prevention of
RhD haemolytic disease of the newborn. Please note that this guideline is currently under review.




National Clinical Practice Guideline Postnatal Midwifery Care for Mother and Infant

Clinical Question 2.6: What is the optimum care for a woman’s

emotional well-being and mental health in the postnatal period?

Evidence Statement

While many women/couples experience pregnancy and childbirth as a joyous and exciting occasion, the
transition to parenthood is an emotionally charged time. It is important for midwives to be able to identify
emotional changes and adjustment reactions as a woman transitions to motherhood, and distinguish
them from the early warning signs of emotional distress or mental illness.%”

Postpartum mood disorders are common following birth. It is important that postpartum care includes
routine assessment for postpartum depression and anxiety. If the woman reports symptoms persisting
after two weeks postpartum, the Midwife may consider assessment using a validated tool, such as the
self-report 10-item Edinburgh Postnatal Depression Scale or the Whooley questions. It is important to
ascertain the woman'’s feelings about her birth rather than routinely referring all women who have had a
traumatic birth, according to HCPs. It is also important to acknowledge that the mental health service
provision varies according to geographical location in Ireland.

Postpartum blues

The term ‘postpartum blues’ refers to a transient condition characterised by several mild depressive
symptoms such as sadness, crying, irritability, anxiety, insomnia, exhaustion, and decreased
concentration, as well as mood lability that may include elation.®® %° Symptoms typically develop within
two to three days of birth, peak over the next few days, and resolve within two weeks of onset.%” Studies
described an overall prevalence of postpartum blues of 39%, ranging from 13.7% to 76%, according
to the cultural and geographical contexts.®® Postpartum blues are common and self-limiting and do not
require referral to a GP or perinatal mental health team.

Postnatal depression (PND)

PND describes the more severe or prolonged symptoms of depression that last more than two weeks.
This condition interferes with a mother’s ability to function normally in her daily routines, including caring
for her infant.®” An estimated 10-15% of new mothers are affected by mild postnatal depression.®2

Puerperal psychosis

Puerperal psychosis is the least common but most severe psychological condition. It is usually sudden
and occurs within the first week or two of birth.5” Vanderkruik et al reported an incidence of puerperal
psychosis of 1-2 per 1000 women.%* Signs and symptoms include a change in mood, restlessness,
agitation, confusion, insomnia, neglect of self and/or the infant’s needs, irrational behaviour, fear and
severe depression.

Post-traumatic stress disorder (PTSD)

This term is most commonly associated with individuals who have suffered the onslaught of war and
has emerged in the literature around maternity care.®” Regier et al. state that PTSD is categorised as a
trauma and stress-related disorder when a person has been exposed directly or indirectly to threatened
death, actual or threatened serious injury or sexual violence.®® Possible risk factors for PTSD include pre-
pregnancy stress (sexual/physical trauma, history of PTSD or other mental health disorders), a negative
pregnancy experience (fear of childbirth, low support, perceived lack of control, maternal morbidity,
pregnancy complications) or birth issues/complications (lack of social support, emergency caesarean
birth, instrumental vaginal birth, postpartum haemorrhage, stillbirth or poor neonatal outcome) but
available data are not robust or consistent.%4¢
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The multiple determinants of Childbirth-related Post Traumatic Stress Disorder (CB-PTSD) mean that
not all complex births are experienced by women as traumatic, and not all traumatic births result in
CB-PTSD. Signs and symptoms of PTSD include intrusive thoughts or images resulting in nightmares,
panic attacks or ‘flashbacks’ about the birth, detachment from loved ones and difficulty with a mother-
infant relationship, avoidance, especially of issues relating to pregnancy/birth, hypervigilance/increased
arousal — having a sense of imminent disaster, sleep disturbances, irritability or angry outbursts, anxiety/
depression.®® These features apply where symptoms are present for more than one month.

Clinical Practice

Women should be asked about their emotional well-being, family and social support, and usual coping
strategies for dealing with day-to-day matters. Women and their partners, families, and friends should
be encouraged to tell a healthcare professional about any changes in mood, emotional state, and
behaviour that are outside of the normal pattern for the postnatal woman.

All healthcare professionals should be aware of the signs and symptoms of maternal mental health
problems that may be experienced in the weeks and months after birth. Additional early postpartum
follow-up visits for mood and adjustment assessment should be considered in women at high risk for
postpartum mood disorders, such as women with a prior history of depression, anxiety, bipolar disorder,
previous postpartum depression, or other psychiatric conditions requiring treatment. Clinics should have
local resources available to provide additional support when indicated. Women should be asked about
the resolution of baby blues (tearfulness, feelings of anxiety and low mood). If postnatal depression,
puerperal psychosis, severe anxiety disorders or stress reactions are suspected, the woman should
be assessed and urgently referred to their GP/medical/perinatal mental health/mental health team as
available.

Postnatal depression

If the symptoms related to low mood have not resolved by 10-14 days after birth, the woman should
be assessed for postnatal depression. A validated assessment tool, such as the self-report 10-item
Edinburgh Postnatal Depression Scale or the Whooley questions, is recommended.

Puerperal psychosis

Women with suspected puerperal psychosis should be referred urgently for medical, psychiatric or
obstetric review as appropriate. Observe the mother’s behaviour, especially in relation to her infant.
Assess the welfare of the infant and ensure adequate supervision is provided for the mother to ensure
she is caring for and feeding her infant. This may include giving emotional and practical help. Advise the
woman and her support person regarding the benefits of support groups and ensure that the relevant
contact details are provided upon discharge. Follow-up care should be arranged, including a mental
health clinic appointment and/or support from the community mental health nurse, midwife, public
health nurse, and social worker as necessary.

Post-traumatic stress disorder

Midwives and other healthcare professionals should support women to talk about their pregnancy and
birth experience if they wish to. It is important to consider a trauma-informed approach that does not
make women re-tell their experience and possibly re-traumatises women. Women are advised to avall
of the help and support of families and friends. Interventions suggested to help include debriefing,
structured psychological interventions, expressive writing interventions, and encouraging skin-to-skin
contact with healthy infants immediately postpartum.
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Recommendations

19. We recommend that all healthcare professionals should be aware of the signs and
symptoms of maternal mental health conditions that may be experienced in the weeks/
months following birth. Women should be asked about and have the opportunity to
discuss mood/mental health issues at each postnatal contact. Further screening tools
should be utilised as required.

We recommend that, if postnatal depression, puerperal psychosis, severe anxiety
disorders or stress reactions are suspected, that women should be assessed and
urgently referred to the General Practitioner (GP), medical team/perinatal mental
health team (PMHT)/mental health team as appropriate.

Clinical Question 2.7: What contraception advice should be
provided to women prior to discharge?

Evidence Statement

The timely advice regarding contraception in the postnatal period is important. This discussion should
take place early in the postnatal period, as some women may have resumed sexual activity before their
6-week GP check. In addition, the requirements of caring for an infant can add to the existing barriers
to accessing effective methods of contraception.®® The Faculty of Sexual Health and Reproductive
Healthcare recommends that all postpartum women have access to the full range of contraceptives,
including the most effective long-acting reversible contraception (LARC) methods, to start immediately
after childbirth. This should not be limited to those women with conditions that may pose a significant
health risk during pregnancy and vulnerable groups (including young people) at risk of a short inter-
pregnancy interval or an unintended pregnancy:.5®

There are many methods of contraception available to help prevent pregnancy, including barrier and
hormonal methods. Methods can vary widely in their effectiveness and may fail for several reasons,
including incorrect use or failure of the medication device or method. Choosing the correct method
of contraception can be challenging, as issues such as beliefs, attitudes, method of infant feeding,
side effects, future pregnancy plans, cost and accessibility should be considered.®® The best method
of contraception to choose is one that is agreed with the woman/couple, is used consistently and is
convenient.

Clinical Practice

The woman should be advised that it is possible to become pregnant again even if her period has not
returned. A discussion regarding contraception methods should take place prior to discharge, including
barrier, hormonal and LARC methods. The discussion should also include how to access contraception.

Women should be reassured that it is very normal to experience a reduction in libido and arousal.
There are many factors which can affect libido such as hormonal changes, discomfort as her body is
recovering from the birth along, with fatigue as a result of caring for a newborn. She should be advised
to wait until any bleeding has stopped, perineum is fully healed, and she feels ready both physically and
emotionally to resume intercourse.




National Clinical Practice Guideline Postnatal Midwifery Care for Mother and Infant

For more information on the choices available, refer to the following:

https://www2.hse.ie/pregnancy-birth/trying-for-a-baby/coming-off-contraception/types-
contraception/

Factsheets - Irish Family Planning Association (ifpa.ie)
IE_WH_LARC_SMART Alternatives to the Pill_2.pdf (mycontraception.ie)

https://www.fsrh.org/Common/Uploaded%20files/documents/contraception-after-pregnancy-
guideline-oct2020.pdf

Section 2: Infant Care

Introduction

This section will address the postnatal midwifery care of the term infant. It will outline the recommended
care, examinations and screening of the infant. These assessments allow for the early detection
of anomalies, with the opportunity for prompt referral and treatment. It also provides a baseline
examination from which to monitor the infant’s progress. This guideline should be used alongside related
guidelines for all other aspects of the management of newborn care, including immediate neonatal
care, resuscitation, thermal protection and supporting successful feeding. Refer to the National Clinical
Guideline — Intrapartum Care for Women on the Supported Care Pathway for the immediate care of the
newborn.%°

Clinical Question 2.8: What are the postnatal care needs of the

newborn?

Evidence Statement

Skin-to-skin contact

Skin-to-skin contact refers to as the practice where a baby is dried and laid directly on the mother’s bare
chest after birth, both of them covered in a warm, dry blanket and allowed undisturbed skin-to-skin for
at least an hour or until the first feed.” It has physiological benefits for both the woman and the baby and
is recommended.”’"* Antenatal discussion on the benefits of skin-to-skin contact is recommended.™
With the mother’s consent, the baby should be placed on her chest after birth to enable skin-to-skin
contact to take place. This process triggers both the baby’s and mother’s instinctive behaviours, which
help establish attachment and support the baby in seeking out food.” A Cochrane systematic review
has shown the clear benefits of skin-to-skin contact, particularly in the first hour after birth:”®

o calms and relaxes both mother and baby

o regulates the baby’s heart rate and breathing, helping them to better adapt to life outside the womb



https://www2.hse.ie/pregnancy-birth/trying-for-a-baby/coming-off-contraception/types-contraception/
https://www2.hse.ie/pregnancy-birth/trying-for-a-baby/coming-off-contraception/types-contraception/
https://www.ifpa.ie/factsheets/
https://www.mycontraception.ie/sites/g/files/vrxlpx43521/files/2023-04/IE_WH_LARC_SMART Alternatives to the Pill_2.pdf
https://www.fsrh.org/Common/Uploaded files/documents/contraception-after-pregnancy-guideline-oct2020.pdf
https://www.fsrh.org/Common/Uploaded files/documents/contraception-after-pregnancy-guideline-oct2020.pdf
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e stimulates digestion and an interest in feeding
o regulates the baby’s temperature

o enables colonisation of the baby’s skin with the mother’s friendly bacteria, thus protecting against
infection

o stimulates the release of hormones to support breastfeeding and mothering

Infant feeding

Infant feeding is an integral part of the postnatal period. The WHO recommends that breastfeeding be
initiated early to facilitate the establishment of breastfeeding. However, parents’ infant feeding choices
should be respected, and the information provided should be individualised to the parents’ needs.? The
benefits of breastfeeding have been discussed previously in clinical question 2.3. Refer to the national
infant feeding policy for further details.*

Initial newborn examination

The early detection of conditions that may adversely affect the health and development of the newborn
is an important component of quality routine postnatal care. (8) The initial examination aims to determine
infant’s general well-being, confirm their gender, and identify serious anomalies that require immediate
attention. The evidence to support this recommendation is largely derived from The Newborn Clinical
Examination Handbook (hse.ie)™®

Clinical Practice

Skin-to-skin contact

Skin-to-skin contact is addressed in the Intrapartum Care Guideline for Women on the Supported
Care Pathway; however, as it can be practised routinely in the postnatal period, it is also included in
this guideline. In order to keep the infant warm and dry, cover the infant with a warm, dry blanket or
towel while maintaining skin-to-skin contact with the woman. Mothers and their infants should have
immediate, unhurried and uninterrupted safe skin-to-skin contact, which is continued for at least 60
minutes or until after the first feed, considering the need for the infant to be given time to go through the
instinctive post-birth stages.

Infants should not be in skin-to-skin contact with their mother when she is receiving Entonox or
other analgesics that affect her consciousness and awareness of the baby’s position. If the mother
cannot initiate skin-to-skin contact immediately after birth, she should be supported in doing so as
soon as possible. Birth companions should be given the support and opportunity to do so where
appropriate. Avoid separation of a woman and her baby within the first hour of the birth for routine
postnatal procedures, for example, weighing, measuring and bathing, unless the woman requests these
measures or are necessary for the baby’s immediate care.

Mothers and their birth companions should be provided with guidance as soon as is practically possible
after the birth about the importance of recognising changes in the baby’s colour or tone and the need
to alert staff immediately if they are concerned. All babies should be routinely monitored when in skin-
to-skin contact with their mother or birth companion.

Observations should include:

o Checking that the baby’s position is such that a clear airway is maintained, observing respiratory rate
and chest movement. Listen for unusual breathing sounds or the absence of noise from the baby

o Colour — the baby should be assessed by looking at the whole of the baby’s body, as the limbs
can often be discoloured first. Subtle changes to colour indicate changes in the baby’s condition



https://www.hse.ie/eng/about/who/healthwellbeing/our-priority-programmes/child-health-and-wellbeing/newborn exam.pdf
https://www.hse.ie/eng/about/who/healthwellbeing/our-priority-programmes/child-health-and-wellbeing/newborn exam.pdf
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e Tone - the baby should have a good tone and not be limp or unresponsive

e Temperature — ensure the baby is kept warm during skin contact

Infant feeding

Regardless of the woman’s chosen method of infant feeding, the care provided should respect her
decision, and the information provided should meet the individual needs of the woman and infant.

Initial newborn examination

This examination should ideally occur after the baby has had skin-to-skin contact and had its first
feed (unless contraindicated). The Midwife or Neonatologist/Paediatrician should conduct a detailed,
documented head-to-toe examination of the newborn baby to detect any major physical abnormalities
and identify any problems requiring referral. Any examinations or treatment of the baby should be
undertaken with parental consent and either in their presence or, if this is not possible, with their
knowledge.

Examine the infant thoroughly and systematically, examining each physiological system. The initial
assessment commences with inspection or observation using the Apgar score. Follow a logical
sequence from head to toe throughout the examination. Observe and note the following:

o A review of family, maternal and antenatal history
o Birth weight, head circumference, length and body temperature are recorded

e Observation of the baby’s general condition, including colour, breathing, behaviour, activity and
posture

o Examination of the exposed parts of the baby first: scalp, head (including fontanelles), face, nose,
mouth, including tongue, palate, ears, neck and general symmetry of head and facial features

o Examination of the baby’s eyes (size, position, absence of discharge)

o Examine the baby’s neck, clavicles, limbs, hands, feet and digits, assessing proportions and
symmetry. Unwrap the baby to complete the exam

o Assessment of the baby’s cardiovascular system — colour, heart rate, rhythm, oxygen saturation
o Respiratory effort and rate

o Observation of the baby’s abdomen — colour, shape and examination of the condition of the
umbilical cord

e Observation of the baby’s genitalia and anus to check completeness and patency
° Inspection of the bony structures and skin of the baby’s spine, with the baby prone
o Note the colour and texture of the skin as well as any birthmarks or rashes

° Observation of the tone, behaviour, movements and posture to complete the assessment of the
central nervous system (CNS)

o If concerned, undertake a more detailed neurological examination, e.g. eliciting newborn reflexes

o To provisionally assess the newborn’s hips and check the symmetry of the limbs and skin folds.
The hips require further examination during the examination of the newborn

o Note the sound of the baby’s cry

Document findings in the infant’s healthcare record. If an abnormality is suspected or diagnosed,
escalate these findings to the neonatologist/paediatrician.
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Following the initial newborn examination, a clinical examination and screening of the newborn (including
examination of the eyes, heart, hips, and testes) should be carried out by an appropriately trained
healthcare professional within 72 hours of birth.

In addition to the initial newborn examination (hospital setting only)

Ensure and check that the baby’s identification labels (surname of mother, sex, date of birth, and hospital
number) are correct and checked with the mother prior to being placed on the infant’s wrist and ankle.
Advise parents to inform the Midwife if the identification bands fall off or appear to irritate/cause trauma
to the infant’s skin.

Recommendations

22. We recommend initiating skin-to-skin contact and starting infant feeding within the
first hour of life.

23. We recommend that the Midwife or Neonatologist/Paediatrician perform the initial
examination of the newborn to determine the infant’s general well-being, confirm the
gender, and identify serious anomalies that require immediate attention.

Any findings requiring escalation or further review should be discussed with the
parents. A referral to the neonatologist/paediatrician should be made and documented

in the healthcare record.

Following the initial newborn examination, the clinical examination and screening of
the newborn (including examination of the eyes, heart, hips, and testes) should be
carried out within 72 hours of birth by an appropriately trained healthcare professional.

Clinical Question 2.9: Why is Vitamin K recommended for all
newborn infants?

Evidence Statement

Vitamin K deficiency bleeding (VKDB) was first identified over a century ago’ and presents as unexpected
bleeding, often with gastrointestinal haemorrhage, ecchymosis and, in many cases, intracranial
haemorrhage. In infants, VKDB is typically caused by vitamin K deficiency due to insufficient prenatal
storage of vitamin K and insufficient vitamin K in breast milk. Three types of vitamin K deficiency bleeding
(VKDB) have been classified: early onset (occurring in the first 24 hours post-birth), classic (occurring at
days 2 to 7) and late onset (at 2 to 12 weeks and up to 6 months of age).

Early VKDB is commonly associated with maternal medications that inhibit vitamin K activity, such as
antiepileptics (phenytoin, carbamazepine and barbiturates), vitamin K antagonists (warfarin, coumarin),
antituberculosis drugs (isoniazid, rifampicin) and some antibiotics (cephalosporins).””

Classic VKDB is associated with low vitamin K intake. Clinical presentation is often mild, with bruises,
gastrointestinal blood loss, or bleeding from the umbilicus and puncture sites. Blood loss, however,
can be significant, and intracranial haemorrhage, although rare, has been described. The incidence
of classical VKDB has been more recently estimated at 0.4-1.7 per 100 in the absence of vitamin K
prophylaxis.”
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Late VKDB occurs primarily in exclusively breastfed infants who have received no or inadequate
neonatal vitamin K prophylaxis. Approximately half of these infants will have underlying malabsorption or
liver problems. Intracranial bleeding (up to 60%) is the predominant manifestation of late-onset VKDB.””

Vitamin K prophylaxis protects almost all infants if administered intramuscularly or by multi-dose oral
regimes.” Current national and international guidelines recommend that all newborn infants receive
a single dose of 1mg of Vitamin K intramuscularly (IM) at birth, as this is the most clinically and cost-
effective method of administration. A systematic review confirmed that routine administration of IM
vitamin K at birth effectively prevents VKDB.”®

Administration of Vitamin K requires informed consent. The woman should be offered an explanation
and education regarding the signs and symptoms of Vitamin K deficiency bleeding.®°

Clinical Practice

Intramuscular Phytomenadione/Konakin MM Paediatric is preferred at any gestation due to its prolonged
effect and the absence of the requirement to give extra oral doses under normal circumstances. It is
recommended that phytomenadione (1mg/0.1ml) be administered intramuscularly (IM) as it is the most
clinically and cost- effective. Although phytomenadione can be administered orally for the prophylaxis of
vitamin K deficiency bleeding (VKDB) in healthy infants of 36 weeks’ gestation or older, parents should
be advised that it is less effective than the IM route and subsequent doses are required.

Following a discussion with the woman, consent should be obtained prior to the administration of
Phytomenadione (Oral Phytomenadione/Vitamin K MM Paediatric).

If the parents request oral Phytomenadione/Vitamin K MM Paediatric for their infant, 2mg should
be administered preferably within 2 hours of birth, followed by a second dose of 2mg at 4-7 days.
Exclusively breast-fed infants require a further 2mg oral dose at 4 weeks of age. Arrangements should
be put in place to ensure that the doses are administered by a healthcare professional.

In the event of parents declining Phytomenadione (IM or oral)

Refer to a neonatologist/paediatrician for further informed discussion and document this in the healthcare
record. An opt-out form should be completed.
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Clinical Question 2.10: What is the recommended care and advice

for infant umbilical cord care?

Evidence Statement

Infection of the umbilical cord stump (omphalitis) may lead to septicaemia in the neonate.®" A Cochrane
systematic review sought to determine the effect of antiseptics on newborn’s umbilical cord versus
routine care for prevention of morbidity and mortality in both hospital and community settings. The
review included 34 trials involving 69,338 babies and included studies conducted in both developed and
developing countries. They found insufficient evidence to support the use of an antiseptic in cord care to
reduce the incidence of omphalitis compared with dry cord care in hospital settings.®’

Clinical Practice

When caring for the cord, observe clean cord care practices i.e. strict hand hygiene, clamping and
cutting the cord using sterile instruments and keeping the cord dry and exposed to air. In order to aid
cord separation, advise the mother to fold the nappy below cord and prevent contamination from stool/
urine. During nappy changes, the cord and umbilicus should be observed for signs of localised infection
such as redness, discharge, odour and tracking. The following are signs and symptoms of systemic
infection and warrant a medical review:

e General malaise (irritability, lethargy, poor feeding)
° Unstable temperature, respiratory and cardiovascular disturbances
o Cutaneous abnormalities including jaundice or petechiae

*  Rigid/distended abdomen

Clinical Question 2.11: What advice and care is recommended for

infant skin care?

Evidence Statement

The neonatal skin undergoes significant developmental changes during the transition from an aquatic
in-utero to an aerobic extra-uterine environment. Slightly before term at 38-39 weeks’ gestation,
vernix will be present in the infant’s armpits and is of no consequence as it is a variation of normal
skin condition. Over 40-41 weeks’ gestation, the infant’s skin has a dry consistency and cracked at
flexures. The adaptation to the extra-uterine environment is facilitated by several vital functions, including
thermoregulation, water and electrolyte homeostasis, and protection against trauma, environmental
toxins, and infections.® Skin care practices can influence skin integrity, acid mantle, skin microbiome
diversity, immunomodulation, and prevention of infection.®®
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There continues to be debate about when and how to give the newborn infant their first bath.®+#
Delayed bathing for at least 24 hours is recommended; however, if cultural reasons do not permit such
a delay, wait for a minimum of six hours. A systematic review supports delaying the first newborn bath by
24 hours and, if not possible, by at least six hours to improve thermoregulation and breastfeeding rates
in term healthy newborn infants.®” The Rainbow Clinic advises that for infants born to a woman who is
HIV/hepatitis B positive, the first bath should occur at the earliest opportunity following birth to prevent
the transmission of maternal infection to the newborn.®

The impact of the infant’s first bath, whether given with water alone or with skin cleansing products, on
skin barrier function is unknown.®® Plain water for the first four weeks is advocated, as soap, cleansers,
and even pure water can temporarily raise the skin’s pH, which can result in skin rashes and atopic
dermatitis.”

Clinical Practice

Parents should be informed of the benefits of delaying the infant’s first bath in terms of thermoregulation
and breastfeeding. Ideally, the infant’s first bath should be delayed for at least 24 hours; however, it
may be performed earlier when the parents request it. The use of emollients or soap products is not
recommended. In the event of infants born to a woman who is HIV positive/hepatitis B positive, it is
recommended that the infant be bathed at the earliest opportunity.

Clinical Question 2.12: What is the recommended practice for the

management of infant weight loss?

Evidence Statement

Some weight loss in the first few days of life is typical for a healthy well infant and is usually related to fluid
adjustments. Weight loss outside normal parameters requires recognition, further assessment, escalation
and action. Midwives need to be aware of normal infant weight loss patterns to recognise deviations
from these parameters. Excessive weight loss in infants is associated with neonatal complications
such as jaundice and dehydration, which may cause renal failure, thrombosis, hypovolemic shock, and
seizures.®®
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It is common for babies to lose some weight in the first few days after birth; for most infants, weight
loss typically ranges from 5-7%,”® with weight gain usually resuming by three to four days of age. Most
infants have returned to their birth weight by two weeks, and nearly all infants reach their birth weight by
three weeks of age.® Infants who lose more than 10% of their birth weight require clinical assessment
for evidence of dehydration or illness that may account for the weight loss, and a detailed history to
assess feeding.® If supplementation with an infant formula is given to a breastfed infant, breastfeeding
support should be provided to the woman. Expressing breast milk to promote milk supply and feeding
the infant with any available breast milk before introducing any infant formula is advised.*

[t is recommended that breastfed infants be weighed on day 3 and again on day 5. Formula-fed infants
should be weighed on day 5 and once again prior to discharge from midwifery care at 14 days. It is rare
for formula-fed infants to lose over 10% of birth weight. In this situation, the infant should be immediately
referred to the neonatal/paediatric team for assessment.”® %

Clinical Practice

Women should be advised to monitor the infant’s output and should expect one stool (meconium)
and void in the first 24 hours. Observe for changes in the frequency and amount of urine and stools.
In the event of an infant’s weight loss exceeding 10%, a clinical assessment is required to evaluate for
evidence of dehydration or illness that may account for the weight loss, along with a detailed history to
assess feeding practices. A referral to an infant feeding specialist should be considered if the infant is
breastfed. Observe a full breastfeed to ensure correct positioning for good attachment to transfer milk
effectively. The Breastfeeding Observation Assessment Tool (BOAT)®! is a useful resource for assessing
breastfeeding in community settings.

Escalate to a neonatologist/paediatrician if any of the following weight-related issues:

*  Weight loss of more than 10%

o No weight gain

o Weight has not returned to birth weight at three weeks of age

Supplementation with formula milk may improve weight gain; however, it is associated with an earlier
cessation of breastfeeding. Additional breastfeeding support should be provided when a breastfed
infant is supplemented with formula milk. Expressing breast milk to promote milk supply and feeding

the infant with any available breast milk before giving any infant formula is advised. Measures to improve
infant weight gain should be documented in the healthcare record and communicated to the GP/PHN.
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Clinical Question 2.13: What is the recommended practice to

reduce the risk of neonatal hypoglycaemia?

Evidence Statement

Neonatal hypoglycaemia is a common metabolic disorder presenting in the first days of life. Transient
hypoglycaemia occurs as a normal physiological event following birth, but persistent hypoglycaemia can
result in brain injury and long-term developmental impairment.

Blood glucose levels (BGL) in healthy term infants fall in the first two hours of life during the transition
to extra-uterine life. An asymptomatic, transient and mildly low BGL after birth is normal.®% It occurs
due to the transition from a continuous transplacental glucose supply from the mother in utero to an
intermittent supply from milk feeds. Routine screening and monitoring of blood glucose levels are not
necessary in healthy asymptomatic term newborn infants following a normal pregnancy and birth.%*

However, a universal approach to diagnosis and management is still lacking. Most episodes of
hypoglycaemia are asymptomatic, and symptoms, when they occur, are non-specific. The concentration
and duration of BGLs which cause neurological damage are unclear.® It is generally accepted that the
BGL is low in the first six hours of life. There is a lack of international consensus about the normal range
for pre-feed plasma glucose in a normal, healthy infant during this time period. The lowest is usually in
the first two to four hours of life, then, by four to six hours of age, stabilizes at 2.5-4.4 mmol/L (may be
up to 6.2 mmol/L).*® Recognising which newborn infants are at risk of hypoglycaemia and establishing
protocols for treatment are essential to avoid possible deleterious effects on neurodevelopment.

The British Association of Perinatal Medicine (BAPM) recommend that infants at high risk of hypoglycaemia
and require routine blood glucose monitoring include:*

o Fetal growth restriction (<2nd centile)
° Infants of mothers with diabetes

o Infants of mothers taking beta-blockers in the third trimester and/or at the time of birth

Several studies have identified a correlation between antenatal corticosteroid administration and an
increased risk of neonatal hypoglycaemia.®-°

Clinical Practice

As recommended by the British Association of Perinatal Medicine, infants at risk of hypoglycaemia
should be identified at birth and placed on a care pathway that includes early provision of energy, regular
assessment of feeding and clinical condition, and blood glucose monitoring. Refer to local protocols for
further guidance until the National Neonatal Guideline: Neonatal Hypoglycaemia >35 weeks and < 48
hrs old is published.

Routine screening and monitoring of blood glucose levels is not necessary in healthy asymptomatic term
newborn infants following a hormal pregnancy and birth. Initiation of infant feeding should ideally occur
within the first hour of life, reducing the risk of hypoglycaemia. Newborn infants should be kept warm,
with their temperature maintained between 36.5 °C and 37.5 °C. This begins at birth, where thorough
drying of the infant is essential, and skin-to-skin contact should be commenced. Safe skin-to-skin
contact should be facilitated for all mothers and infants regardless of the feeding method (previously
addressed in clinical question 2.3).
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The Midwife should observe for clinical signs of hypoglycaemia, such as:

°  Abnormal feeding behaviours (not waking for feeds, not sucking effectively, appearing unsettled
and demanding very frequent feeds), especially after a period of feeding well

e Jitteriness

*  Altered level of consciousness
o Hypothermia less than 36.5 °C
o Lethargy

° High-pitched cry

° Hypotonia/floppiness

o Apnoea

e Seizures

e Cyanosis

*  Mother’s concerns

As the clinical signs associated with neonatal hypoglycaemia are non-specific, blood glucose

measurement should be undertaken in any infant who presents with any one of the abnormal signs
outlined above. An urgent review by a neonatologist/paediatrician is warranted.

Recommendations

31. Routine screening and monitoring of blood glucose levels are not necessary in healthy
asymptomatic term newborn infants following a normal pregnancy and birth.

32. Initiation of infant feeding should ideally occur within the first hour of life, reducing the
risk of hypoglycemia. Newborn infants should be kept warm, with their temperature
maintained between 36.5 °C and 37.5 °C.

If signs of hypoglycemia are observed, a blood glucose measurement should be taken
and an urgent review by a neonatologist/paediatrician should be sought.

Clinical Question 2.14: How does the Midwife assess neonatal
jaundice?

Evidence Statement

Hyperbilirubinaemia is a term used to describe excess of bilirubin in the blood and presents as jaundice,
a yellowing of the skin and sclera.'® It is common in both term and preterm infants and is caused by the
predisposition of the production of bilirubin and limited ability to excrete it."® For most infants, jaundice
is not an indication of an underlying disease and will resolve spontaneously. Symptoms usually begin
day 2 to 3 of life and last between 10 and 14 days. In rare cases, infants with early onset jaundice
(detectable clinically before 24 hours of age) may develop severe hyperbilirubinemia that can lead to
bilirubin encephalopathy and kernicterus.
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Risk factors for severe hyperbilirubinaemia include:™
o Infants born less than 38 weeks’ gestation

o More than 10% weight loss

o Exclusive breastfeeding

o Early discharge

e Bruising/cephalohaematoma

*  Non-caucasian

o Family history

o Haemolysis

Unfortunately cases of kernicterus and critical hyperbilirubinaemia continue to occur in many developed
countries, including Ireland. 0010

Although Total Serum Bilirubin (SBR) testing is the gold standard, transcutaneous bilirubin (TcB) can
be applied to a predictive risk nomogram, which may indicate a need for SBR testing. Treatment for
jaundice is always based on SBR measurements. A 2023 Cochrane Systematic review conducted
by Okwundu et al (23 studies, 5058 participants) set out to determine the diagnostic accuracy of
transcutaneous bilirubin measurement for detecting hyperbilirubinaemia in newborns. The review found
due to the high sensitivity of TcB to detect hyperbilirubinaemia, TcB devices are thought to be reliable
screening tests, however positive tests should be confirmed through serum bilirubin measurement. 97
Transcutaneous bilirubin metre (TcB) devices are an inexpensive, non-invasive test for the evaluation of
hyperbilirubinemia and should be performed if the infant is clinically jaundiced. TcB correlates well with
serum bilirubin if TcB is less than 200umol/I.1®

A 2022 systematic review (five studies, 377814 participants)'®""° conducted by Khurshid et al.
evaluated the effectiveness of universal TcB screening at discharge compared to clinical screening
(visual inspection and/or risk factors) in term healthy neonates.'"" One RCT reported that universal TcB
at discharge reduced readmission for jaundice (1858 neonates; OR=0.24, 95% CI=0.13 to 0.46; low
certainty evidence).'® A meta-analysis of non-randomised studies reported that the effect was uncertain
(four studies, 33467 neonates; OR=1.01, 95% CI=0.38 to 2.70; very low certainty evidence).'"-"1°
Notably, the Okwundu et al. study found universal TcB at discharge decreased the number of neonates
with severe hyperbilirubinemia (one trial, 1858 neonates; RR=0.27, 95% CI=0.08 to 0.97; low certainty
evidence), which is in line with previous work.'

Clinical Practice

Parents/carers should be informed about neonatal jaundice and including:

o Risk factors for developing significant hyperbilirubinaemia

o How to check the infant for jaundice

e What to do if they suspect jaundice

*  Theimportance of recognising jaundice in the first 24 hours and seeking urgent medical advice
o Importance of checking the infant’s nappies for dark urine or pale chalky stools

o The fact that neonatal jaundice is common and reassurance that it is usually transient and harmless
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Routine jaundice assessment should form part of the infant’s well-being assessment. Infants with risk
factors associated with an increased likelihood of developing significant hyperbilirubinaemia should
receive an additional visual inspection during the first 48 hours of life. As jaundice levels typically peak
between days 3-5, arisk assessment is required if the infant is being discharged earlier. We recommend
that all infants have a TcB performed on discharge from the hospital or at 72 hours if not discharged.

When looking for jaundice (visual inspection), examine the naked infant in bright, preferably natural light.
Examine the sclerae and gums, and press lightly on the skin to check for signs of jaundice in blanched
skin. If jaundice is suspected or if the infant is non-Caucasian, a TcB meter should be used as part of
the assessment. If a TCB meter is unavailable (for example, in the community setting), arrangements
should be made to assess the infant. These arrangements should be made at local level. Medical
devices (including point-of-care meters) used in community or clinical settings must comply with the
HSE Medical Device Equipment Management Policy.

Infants who develop any jaundice in the first 24 hours after birth should be reviewed by a neonatologist/
paediatrician.

Infants in the community setting should be referred to the neonatologist/paediatrician on call as the
infant requires urgent investigation.

Refer to the HSE Newborn Clinical Examination Handbook for the management of jaundice.™

Recommendations

34. Parents/carers should be informed about neonatal jaundice, including how to
recognise the signs of jaundice and when to seek a medical review.

35. Routine assessment of jaundice should form part of the infant’s assessment of well-
being. When undertaking a visual inspection for jaundice, examine the naked infant in
bright, preferably natural light. Examine the sclerae and gums, and gently press the
skin to check for signs of jaundice, which may appear as blanched skin. If jaundice is
suspected or if the infant is non-caucasian, a TcB meter should be used.

We recommend that all midwives caring for infants in the community setting should
have access to TcB meters.

Infants who develop any jaundice in the first 24 hours after birth should be reviewed by
a neonatologist/paediatrician. Infants in the community setting should be referred to
the neonatologist/paediatrician on call as the infant requires urgent investigation.
Refer to the HSE Newborn Clinical Examination Handbook for further guidance on the
management of jaundice.

We recommend that all infants have a TcB performed on discharge from the hospital
or at 72 hours if not discharged.
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Clinical Question 2.15: What are the recommended newborn

screening tests?

Screening is a process of identifying healthy people who may have an increased risk of having a disease
or condition. Once identified, those at increased risk are offered information, further testing, clinical
management and treatment if required. It is important to note that screening is a pathway and not
a diagnostic tool. The HSE Children’s Screening Services provides the National Newborn Bloodspot
Screening Programme and the National Newborn Hearing Screening Programme as part of the National
Healthy Childhood Programme."? In addition to these programmes, the maternity services have
implemented pulse oximetry screening nationally.

Evidence Statement

Pulse oximetry screening is a validated screening method for critical congenital heart disease (CHD). A
pulse oximeter measures the amount of oxygen carried around the body by red blood cells using a sensor
placed on the newborn infant’s hand or foot. The pulse oximetry test is a non-invasive, easily performed
test that assists in diagnosing CHD in the early, pre-symptomatic stage. CHD occurs in nearly 1% of live
births; approximately one-quarter of these will be critical congenital heart disease (CCHD).'"® CCHD is
defined as any cardiac lesion from which infants die or require surgery or cardiac catheterisation within
the first 28 days of life to prevent death or severe end-organ damage.!"®'"* Early detection of CCHD
before acute cardiovascular collapse leads to improved cardiopulmonary and neurological outcomes. '
However, most infants are asymptomatic at birth. Newborn screening for CCHD can help identify
some cases to allow prompt diagnosis and treatment, and may prevent disability or fatal outcomes. A
Cochrane systematic review of 21 studies (n = 457,202 participants) reported an overall sensitivity of
76.3%, a specificity of 99%, and a false-positive rate of 0.14%. There were no significant differences in
sensitivity or specificity for foot-only versus both foot and right-hand measurements.!'®

Newborn Bloodspot Screening (NBS), known as the ‘heel prick test’, forms part of a public health
programme for screening infants shortly after birth. The aim of NBS programmes is primarily to identify
disorders which, if left undiagnosed and untreated, pose risks of developmental delay, severe disability,
or premature death. The testing involved in NBS is primarily performed by measuring metabolites,
enzyme activity, or other biomarkers in samples of blood collected on filter paper following pricking of
the infant’s heel. All conditions that form part of the National Newborn Bloodspot Screening Programme
(NNBSP) have been selected because they have a relatively high incidence within the Irish population
and fulfil, in part or in full, the internationally set criteria for newborn screening.''214

Universal Newborn Hearing Screening (UNHS) for hearing loss is recommended in all infants as
soon as possible after birth."'® There are two main tests used in UNHS: oto-acoustic emissions (OAE)
and automated auditory brainstem responses (AABR) (sometimes called brainstem auditory evoked
responses (BAER). OAE and AABR are simple, non-invasive 30-minute bedside tests.''®* UNHS programs
detect permanent bilateral hearing loss (PBHL) (permanent conductive or sensorineural hearing loss of
40 dB or greater in the better ear) and unilateral loss. The prevalence of severe or profound permanent
bilateral hearing loss (PBHL) (>60 dB loss) in infants is 1 to 1.5 per 1000 live births.''®1® An additional
1 to 2 per 1000 infants have bilateral mild to moderate hearing loss or unilateral hearing loss of any
degree. Both severe and profound PBHL result in significant impairments to language. The newborn
hearing screening programme aims to identify all infants born with permanent hearing loss before they
reach the age of 3 months. Early identification of hearing loss improves the long-term outcomes for
infants, including speech development, language and communication skills. It also provides parents
with the support and advice they need as early as possible for literacy development, functioning in
adulthood, and quality of life.
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Clinical Practice

Pulse oximetry screening should be performed on all newborn infants. For further guidance, refer to
the National Neonatal Practice Guideline—Neonatal Pulse Oximetry Screening for Congenital Heart
Disease in Asymptomatic Infants in Postnatal Maternity Care (add link once published).

Newborn Bloodspot Screening should be recommended for all newborn infants as part of the
HSE Children’s Screening Services. The screening should be performed in accordance with national
guidance—refer to A Practical Guide to Newborn Bloodspot Screening in Ireland, for further guidance.

Universal Newborn Hearing Screening (UNHS) should be recommended for all newborn infants as
part of the HSE Children’s Screening Services. If the parent opts not to have the screening test, provide
them with information leaflets with checklists to help them check on their infant’s hearing as they grow
older. Advise them to speak to their public health nurse or GP if they have concerns about their infant’s
hearing.

Midwives should be aware of the Standard Operating Procurement, developed by the National
Programme for Paedritrics and Neonataology on testing infants for Congential Cytomegalovisus (cCMV)
following “No clear Response” on Unvoersal Newborn Hearing Screening. This SOP can be accessed
at local level.

Standard Operating Procedure Testing Infants for Congential Cytomegalovirus (cCMV) follwoing “No
clear response” on Universal Newborn Hearing Screeing. National Clinical Programme for Paediatrics
and Neonatology and the National Women and Infants Health Programme.
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Clinical Question 2.16: Why is Vitamin D recommended for all

newborn infants?

Evidence Statement

Vitamin D has an essential role in bone mineralisation, muscle contraction, nerve conduction, general
cellular functioning and the immune system.” Vitamin D is essential in the metabolism of calcium
and phosphate, skeletal growth and bone health, but is also involved in other functions such as the
modulation of the function of activated B and T lymphocytes, insulin production, the secretion of thyroid-
stimulating hormone and myocardial contractility. Adequate bone mineralisation in the first year of life
lays the foundation for strong bones in later life.”'® The primary natural source of vitamin D is from skin
synthesis following sunlight exposure. Dietary sources of vitamin D are limited, and oily fish is the only
significant source. Small amounts are found in egg yolk, red meat and fortified foods, such as formula
milk, some cereals and fat spreads.

Infants are generally considered to be at risk of vitamin D deficiency as they have limited stores at birth,
infrequent exposure to sunlight, and relatively large vitamin D requirements due to rapid growth, leading
to nutritional rickets.'® Vitamin D levels are low in breast milk, predisposing infants who are exclusively
breastfed or have less than 500 ml of infant formula daily to vitamin D deficiency.!® 120

A Cochrane systematic review examined the effect of vitamin D supplementation on infant’s vitamin
deficiency, bone density and growth in healthy-term breastfed infants.®® The review found that 400 1U/
day may increase vitamin D levels (6 studies; 334 participants; low-certainty evidence) and may reduce
the incidence of vitamin D insufficiency (4 studies; 274 participants; low-certainty evidence).®

In Ireland, the Food Safety Authority of Ireland (FSAI) recommends that infants up to 1 year of age who
are exclusively breastfed or take less than 300 ml of infant formula per day be given a daily vitamin
D supplement. Infants up to 1 year of age who are formula fed should not be given a daily vitamin D
supplement if they are having more than 300 ml of infant formula a day as it is fortified with vitamin D.'?!

Clinical Practice

Women who are exclusively breastfeeding should be advised that their infants receive a daily 5ug vitamin
D-only supplement from birth to 1 year of age. The preferred form of vitamin D supplement is vitamin D3.
However, for those who wish to avoid foods of animal origin, vitamin D2 is also suitable.

Infants taking less than 300 ml of formula per day (i.e. infants who are fed a combination of breastmilk
and formula) should be given a daily 5ug vitamin D-only supplement. In the event of changing from
breastfeeding to exclusively formulafeeding, women should be advised to stop vitamin D supplementation.
Infants that are exclusively formula feeding should not receive a daily vitamin D supplement or any
supplement containing vitamin D, as there are adequate amounts of vitamin D added to commercial
formula milk.
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Clinical Question 2.17: Why is nirsevimab recommended for all

newborn infants?

Evidence Statement

Respiratory syncytial virus (RSV) causes annual epidemics during autumn and winter in temperate
climates and continues to significantly affect public health and healthcare systems. It is a leading cause
of respiratory tract infections and places vulnerable populations, including infants, older adults, and
immunocompromised individuals, at increased risk. Almost all infants will have had an RSV infection by
two years of age. However, those aged less than six months are at the highest risk for severe disease.
Infection-induced immunity is not fully protective and repeated lifelong infections are common. RSV
causes a considerable socioeconomic burden due to the impact of infant infections and hospitalisations
on healthcare systems and caregivers.'??

In infants, RSV typically causes a self-limiting upper respiratory tract infection (URTI) with rhinorrhoea,
pharyngitis, nasal congestion, coughing, sneezing, tachypnoea, and decreased appetite. Lower
respiratory tract disease occurs as bronchiolitis or pneumonia, with fever in <560% of infections, increased
work of breathing, hyperinflation, croup (laryngotracheobronchitis), and wheezing. Typically, between
1% and 3% of infants with RSV infection require hospitalisation. Treatment is supportive (supplemental
oxygen and/or respiratory support, and feeding support).'??

RSV is highly contagious. Transmission occurs through contact with aerosolised viral particles generated
through sneezing, coughing, or from contaminated surfaces or fomites. Large-particle droplets can
survive on contaminated surfaces for up to six hours, making handwashing the most effective infection
control procedure. The frequent occurrence of mild or asymptomatic infection in otherwise healthy
individuals makes infection control challenging.'??

Nirsevimab, a monoclonal antibody for the prevention of RSV lower respiratory tract infection, is now
available for administration to newborn infants. Clinical trials and real-world data demonstrate that
nirsevimab is very effective in preventing hospitalisation from RSV infection. Across all endpoints, a
single dose of nirsevimab has been shown to have a sustained and consistent reduction in severe RSV
infections in infants. The picture that emerges is that nirsevimab leads to an 80% reduction in RSV
hospitalisations in infants.'?? Refer to the HSE National Procedure on Nirsevimab to reduce RSV and
associated hospitalisations in Infants'? for further guidance.

Clinical Practice

Nirsevimab immunisation should be recommended for all newborn infants in line with the current National
Immunisation Advisory Committee. The administration should be performed per national guidance.
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Clinical Question 2.18: What are the ‘Red Flags’ for serious illness

in infants in the postnatal period?

Evidence Statement

It is important to provide education to parents on signs and symptoms of common health problems in
infants in order to reduce the delay in seeking care. The NICE guideline on neonatal infection advises
that prior to transfer home from hospital or midwifery-led units or in the immediate postnatal period in
the case of infants born at home, parents of carers should be advised to seek urgent medical help if they
are concerned that their infant:123

o Is showing abnormal behaviour (for example inconsolable crying or listlessness)
o Is unusually floppy

o Has an abnormal temperature unexplained by environmental factors (lower than 36 °C or higher
than 38 °C)

o Has abnormal breathing (rapid breathing, difficulty in breathing or grunting)

o Has a change in skin colour (for example, where the baby becomes very pale, blue/grey or dark
yellow)

o Has developed new difficulties with feeding

This advice should be given in person, and as written information. 2!

Clinical Practice

At each postnatal contact, mothers should be asked if they have concerns about their infant’s general
well-being, feeding or development. Changes in the infant’s behaviour or signs, such as refusing feeds
or a change in the level of responsiveness, may indicate a change in the infant’s well-being. Infants
who have not passed meconium within the first 24 hours may indicate a serious disorder and require a
medical review and assessment.

Prior to transferring home from the hospital or midwifery-led unit, or in the immediate postnatal period in
the case of the homebirth setting, parents should be advised to seek urgent medical assistance if they
are concerned that their infant:

o Is showing abnormal behaviour (for example, inconsolable crying or listlessness)
o Is unusually floppy

o Has an abnormal temperature unexplained by environmental factors (lower than 36 °C or higher
than 38 °C

*  Has abnormal breathing (rapid breathing, difficulty in breathing or grunting)

o Has a change in skin colour (for example, where the baby becomes very pale, blue/grey or dark
yellow)

o Has developed new difficulties with feeding

This advice should be given verbally and supported by written information such as ‘when your child is
sick’ (mychild.ie).
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In line with the NICE guidance on postnatal care, the following should be considered as ‘red flags’ for
serious illness in infants:

° appearing ill to a healthcare professional

e appearing pale, ashen, mottled or blue (cyanosis)

o unresponsive or unarousable

o having a weak, abnormally high-pitched or continuous cry

e abnormal breathing pattern, such as grunting respirations, increased respiratory rate (over 60
breaths/minute), chest recession

e temperature of 38 °C or over or under 36 °C

° non-blanching rash

° bulging fontanelle

*  neck stiffness

°  seizures

e  focal neurological signs

° any jaundice in the first 24 hours after birth

e diarrhoea associated with dehydration

e frequent forceful (projectile) vomiting

o bilious vomiting (green or yellow-green vomit)

If an infant is thought to be seriously unwell based on a ‘red flag’ or an overall assessment of their
condition, an immediate medical assessment is warranted. In the event of the home setting, an

immediate medical assessment with an appropriate emergency service should be arranged. This may
mean attending emergency or paediatric services or calling an ambulance.

Recommendations

44. At each postnatal contact, mothers should be asked if they have concerns about their
infant’s general wellbeing, feeding or development.

45. Prior to transferring home from the hospital or midwifery-led unit, or in the immediate
postnatal period in the case of a homebirth setting, parents/carers should be given
information (both verbally and in writing) on when and where to seek prompt, urgent
attention.
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Clinical Question 2.19: How can the Midwife support and promote

emotional attachment, optimising infant mental health?

Evidence Statement

Pregnancy, birth and the transition to parenthood are major adjustment periods for women, babies,
and families, and the meanings attached to this period can be experienced positively or negatively.
The mother-infant relationship, in addition to meeting an infant’s physical needs, involves sensitive,
responsive care, positive early experiences, and interactions that promote the infant’s emotional and
developmental well-being.

Knowing the significance of the early days and weeks in an infant’s life to their lifelong health and well-
being, midwives are uniquely placed, working in partnership with women, to foster and support parents’
knowledge, skills, confidence and responsiveness as they learn to care for their infant.

Secure, early attachments with a responsive caregiver are associated with the following: 4127

o Improved language skills

o Better social competence

e Greater academic achievement with higher verbal and maths ability and reading comprehension
o Improved concentration and focus

o Being better able to manage emotions, control impulses, communicate feelings and empathise
with others

o Early childhood obesity prevention when feeding cues are responded to appropriately

*  Ongoing negative experiences and adversity influence a baby’s developing organs and stress
response system. Exposure to prolonged early stress influences the developing stress-response
system and can increase later stress-related disorders such as mental health problems, drug
abuse, diabetes and cardiovascular diseases

o Influencing how they parent their own children

The NICE guidance on postnatal care outlines the potentially challenging aspects of the postnatal period
that may affect bonding and emotional attachment, including:?

e The woman'’s physical and emotional recovery from birth

o Experience of a traumatic birth or birth complications

o Fatigue and sleep deprivation

o Feeding concerns

o Demands of parenthood
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Clinical Practice

Healthcare professionals should recognise the impact of birth, both physical and psychological, on
mothers’ ability to bond with their infants. Women and their families should be provided with information
and resources which promote and support bonding and emotional attachment, including the benefits
of these interventions for positive infant mental health in the immediate and longer term. Women should
have the opportunity to discuss their birth experiences with their healthcare professionals. The woman'’s
lived experience of birth should be acknowledged in a non-judgemental manner. Practices to support
the maternal-infant dyad, such as skin-to-skin and rooming-in, should be encouraged. Parents should
be encouraged to develop their relationship with their infants by:

° Making eye contact

° Responding to the infant’s cues (i.e. smiling, cooing, crying)
° Holding their infant close

e Talk, sing, read stories

Further information is available: https://wwwz2.hse.ie/babies-children/parenting-advice/baby-and-
child-mental-wellbeing/your-babys-mental-health/

Discuss and signpost parents to information on developmental milestones so they can recognise when
to be concerned while acknowledging that all babies develop individually. Further information is available:
https://www2.hse.ie/babies-children/checks-milestones/developmental-milestones/0-6-months/

Clinical Question 2.20: What is the role of the Midwife in educating

women, and families, to promote and support safer sleeping practices
and reduce the risk of Sudden Infant Death syndrome (SIDS)?

Evidence Statement

The term SIDS (Sudden Infant Death Syndrome) is used when a sleeping infant, who has apparently been
quite well, is found unexpectedly dead. It is sometimes referred to as cot death. In 1991, the National
Institute of Child Health and Human Development (NICHD) Group in the United States published the
following definition which SIDS is referred to as “the sudden death of an infant under one year of age
which remains unexplained after a thorough case investigation, including performance of a complete
autopsy, examination of the death scene, and review of the clinical history”.'?8

In Ireland, the SIDS rate has declined from 2.0 (1980-93 inclusive) to 0.8 per 1000 live births (1994-2000
inclusive) and now accounts for four in every ten deaths in infancy, from one month to one year.'?® Safe
sleep practices are associated with a reduction in the incidence of SIDS. 130133
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As the cause of SIDS is not fully known, it cannot be prevented entirely. However, research has shown
practices that can reduce the risk. The American Academy of Pediatrics (AAP)'®" recommends the
following measures to create a safe sleeping environment.

o Place the infant on their back on a firm surface such as a crib, bassinet with a tight-fitting sheet.
o Avoid using soft bedding, including crib bumpers, blankets, pillows and soft toys.

o Share a room with parents, but not the same sleeping surface, preferably until the infant turns one
but at least for the first six months. Room-sharing decreases the risk of SIDS by as much as 50%.

o Avoid infant’s exposure to smoke, alcohol and illicit drugs.

Bed sharing is a common parenting strategy in many Western countries with 20-25% of respondents
reporting bed-sharing in the first four weeks following birth; many reported unintentional bed-sharing 1%
Unintentional bed-sharing occurs when parents fall asleep while feeding their infants, or at a time when
they are particularly tired or their infants are unsettled.’®' Based on the evidence, the AAP is unable
to recommend bed sharing under any circumstances. It is advised that parents be informed of the
increased risk associated with bed sharing.'®!

More than 10 times the baseline risk of parent-infant bed sharing when:

o Parent has impaired alertness or ability to wake due to fatigue, or use of medications with sedating
effects (certain antidepressants, analgesia) or substances (e.g. alcohol, illicit drugs).

o Bed sharing on a soft surface such as a sofa, couch or armchair.

5-10 times the baseline risk of parent-infant bed sharing when:

o Term, normal weight infant <4 months, even if neither parent smokes and even if the infant is
breastfed. This is a particularly vulnerable time, so parents who choose to feed their infants aged
<4 months in bed need to be especially vigilant to avoid falling asleep.

° Bed sharing with anyone who is not the infant’s parent, including non-parental caregivers and other
children.

2-5 times the baseline risk of parent-infant bed sharing:

o Preterm or low birth weight infant, even if neither parent smokes.

o Bed sharing with soft bedding accessories, such as pillows or blankets.

Parents who unintentionally fall asleep while feeding their infant should be advised to return the infant to
a separate sleep surface as soon as they awaken.?®

Clinical Practice

Mothers should be advised on safe sleeping practices to reduce the risk of SIDS. For the first 6 months,
infants should sleep on their backs in a cot, crib, or Moses basket in the same room as the parent. Bed
sharing or co-sleeping in the same bed can be dangerous, as it increases the infant’s risk of suffocation
and overheating.

Parent(s) should not bed share/co-sleep with their infant if either parent:

o Are over-tired

*  Are smokers

. Have consumed alcohol
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o Have consumed recreational and/or opioid drugs or medication that may make them drowsy

Parent(s) should not bed share/co-sleep with their infant if the infant:
¢ Isless than 3 months old

° Was premature (born before 37 weeks)

e Had alow birth weight (less than 2.5 kg)

° Or there are other children or pets in the parental bed

Parents who unintentionally fall asleep while feeding the infant should be advised to return the infant to
a separate sleep surface as soon as the parent awakens.

Car seats, swings, infant seats, sling carriers and similar devices are not recommended for routine sleep
in the home. If the infant falls asleep in a sitting device, they should be placed on their back to sleep as
soon as possible.

The guidance in the mychild.ie book can be used to aid the discussion https://www2.hse.ie/
documents/316/HSE_My_Child_0_to_2_years_book_version_7_0_May_2024.pdf

Section 3:
Discharge Planning and Interprofessional Communication

Clinical Question 2.21: What is the process of transferring care to

the community setting?

Introduction

Discharge planning starts during the antenatal period and continues from admission/onset of birth
(at home) through discharge. Regardless of the place of birth, midwives provide postnatal care and
discharge information to support the mother and family’s transition to parenthood/home. Thus, continuity
of care with the identified lead health professional will continue into the postnatal period. Midwives
work in partnership with women, taking into account their wishes and preferences for the postnatal
period. As implementation of the National Maternity Strategy is ongoing, there are various options for
discharge planning nationally, such as early transfer home, routine discharge from maternity services to
public health nursing, or community midwifery teams. Therefore, this section will address the essential
components of discharge planning from the maternity unit/hospital to community care (community
midwifery teams or public health nursing/GP) or before the Midwife leaves after a home birth.
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Evidence Statement

Discharge planning supports the continuum of care and facilitates timely discharge from the hospital.
A multidisciplinary integrated approach should be provided for discharge in line with the needs of the
woman and infant. Comprehensive discharge assessment and education will enhance the individual
needs of mothers/families before discharge and identify those who may require additional support.
Effective communication between healthcare professionals is essential for the safe transfer of care.?

Clinical Practice

Before transferring from the maternity unit to community care or before the Midwife leaves after a home
birth, the Midwife should:

*  Assess the woman'’s health
o Assess the woman'’s bladder function by measuring the volume of the first void after giving birth

° Assess the infant’s health (including physical inspection and observation) and ensure the infant has
passed urine

° If the infant has not passed meconium, advise the parents that if this does not occur within 24
hours of birth, they should seek advice from a healthcare professional

o Ensure that a plan for feeding the baby is in place, including observing at least one effective feed
(regardless of the feeding method).

Before transferring a woman from the maternity unit or hospital to community care, discuss the timing
of the transfer with her and ask about her needs, preferences, and available support.

Women should be provided with the following information:

° What to expect in the postnatal period

o The importance of pelvic floor exercises — for further guidance refer to the HSE Every Move Counts:
National Physical Activity and Sedentary Behaviours Guidelines for Ireland: For Pregnant and
Postpartum Women

o When to seek medical advice, including contact numbers. This information should be supported
by written information such as ‘when your child is sick’ (mychild.ie)

o Supports available in the community (such as community postnatal hubs, breastfeeding groups)

e Provide advice and contact details on who to contact in the event of an emergency. This should
also be available in written format.

Before discharge from maternity services to public health services/GP, women should be advised on

the following:

o The postnatal follow-up appointments with her GP

e The process for registering the infant’s birth

Communication between healthcare professionals at the transfer of care is paramount. This includes

transferring from maternity units/hospitals to community midwifery teams or from maternity services to
Public Health Nursing/GP.
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Based on the NICE guidance on postnatal care, the following information should be shared with the
relevant healthcare professional:

The pregnancy, birth, postnatal period and any complications

Plan of ongoing care, including any condition that requires long-term management
Problems related to previous pregnancies that may be relevant to current care
Previous or current mental health concerns

Female genital mutilation (mother or previous child)

Who has parental responsibility for the baby, if known

The woman'’s next of kin

Any safeguarding issues

Concerns regarding the infant’s health and care

Infant feeding

Recommendations

48.

The transfer of care from the maternity unit/hospital to community care should
be made in partnership with the woman, considering her needs, preferences, and
available support.

Before transfer to community care, the woman should be given information on when
to seek medical advice and relevant contact numbers. This information should also be
available in written format and be available in other languages.

Transfer of care should include sharing relevant information between healthcare
professionals.




Chapter 3:
Development of Clinical Practice
Guideline

3.1 Literature search strategy

A comprehensive literature review was undertaken, including national and international publications.
The author assessed the quality of this evidence for each outcome according to criteria such as study
design, risk of bias, and effect size during development by the guideline programme team during the
review.

The literature search analysed international guidelines from Europe, the UK, the USA, Canada, New
Zealand, and Australia. In addition, a review of the Cochrane Central Register of Trials was undertaken. A
wide range of sources, including literature from peer-reviewed journals, systematic reviews, randomized
clinical trials, and prospective studies, are provided as evidence to support the recommendations for
each clinical question.

The use of the PICO tool (T) format — Population, Intervention, Comparison, Outcome, (Time) enabled
a clear focus on the clinical question (NCEC, 2013). Electronic databases MEDLINE, EMBASE, and
CINAHL were utilised. The search was limited to English language, peer-reviewed articles ranging
between March 2022 and June 2025. Search phrases varied according to clinical questions, but key
terms included postnatal, postpartum, puerperium, post-birth also, midwife, community setting and
community midwife. Keywords were combined with Boolean operators to focus the search further.

The results yielded from these searches were reviewed. Subsequently, a detailed literature review was
carried out, including international clinical practice guidelines on relevant subject areas.

3.2 Appraisal of evidence

Following a comprehensive literature review, the quality, validity and relevance of the evidence gathered
were critically appraised by the Guideline developers under the following headings:

e Study design

o Relevance of primary and secondary outcomes
° Consistency of results across studies

*  Magnitude of benefit versus magnitude of harm
° Applicability to practice context

A number of evidence-based recommendations for the management of postnatal care pathways were
agreed upon. They have been adapted to reflect care in the Irish healthcare setting.
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3.3 AGREE Il process
While being developed, the Guideline was assessed using the AGREE Il checklist (Appendix 4)

as recommended by the Department of Health in the ‘How to Develop a National Clinical Guideline:
A Manual for Guideline Developers’, 2019.2°

The purpose of AGREE Il is to provide a framework to:

1. Assess the quality of guidelines.

2. Provide a methodological strategy for the development of guidelines; and

3. Inform what information and how the information ought to be reported in the guidelines.

3.4 Literature review
Details of supportive evidence-based literature for this Guideline are reported in chapter two.

e The literature review was conducted by Caroline Keegan, Jennifer Duggan, Heather Helen, Aisling
Dixon, Carmel Cronolly, Helen Murphy, Eithne Gilligan and Claudia Stanciu between March and
November 2022. Mary Rowland conducted a further literature review between December 2024
and June 2025.

° The final documents selected were reviewed by the guideline development group.

e There is substantial international evidence available to answer the clinical questions proposed
within hospital and community settings. However, there is a dearth of evidence for community
postnatal care and community midwifery services from an lIrish perspective.

°  The quality of evidence available is, for the most part, strong evidence.

e The evidence reviewed comes from both national and international studies and has been adapted
to fit the Irish context.

o Literature was used when the evidence was relevant, strong and applicable to the Irish setting and
omitted when this was not the case.

3.5 Grades of recommendations

GRADE offers a transparent and structured process for developing and presenting evidence summaries
and for carrying out the steps involved in developing recommendations.?® While we acknowledge that
an extensive GRADE approach is not possible for this particular work, we have used the suggested
language set out in the GRADE table when making recommendations (Appendix 5).2

25  Department of Health (2019). How to develop a National Clinical Guideline: a manual for guideline developers.
Available at: https://www.gov.ie/en/collection/cd41ac-clinical-effectiveness-resources-and-learning/

26  Guyatt, Gordon, et al. “GRADE Guidelines: 1. Introduction—GRADE Evidence Profiles and Summary
of Findings Tables.” Journal of Clinical Epidemiology, vol. 64, no. 4, 2011, pp. 383-94, https://doi.
org/10.1016/j.jclinepi.2010.04.026

27  SMFM adopts GRADE (Grading of Recommendations Assessment, Development, and Evaluation) for
clinical guidelines. Society for Maternal-Fetal Medicine (SMFM), Chauhan SP, Blackwell SC.
Am J Obstet Gynecol. 2013 Sep;209(3):163-5. doi: 10.1016/j.a2jog.2013.07.012
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3.6 Future research

An important outcome of the Guideline development process is highlighting gaps in the evidence base.

The questions of relevance to this Guideline include;

1.

Community postnatal services in Ireland are relatively uncommon, highlighting a dearth of evidence
in this area. The collection of Irish data relative to the provision of postnatal services, particularly in
community settings, would be beneficial for future developments in service provision.

What are the benefits of midwives versus public health nurses providing postnatal care to women
in the community in Ireland?

Breastfeeding research — hospital and community initiatives to support exclusive BF.

Evaluate the effectiveness of midwife-led, early discharge home postnatal care (in terms of content,
frequency and timing of contacts) in improving maternal and newborn outcomes.

Evaluate the effectiveness and cost-effectiveness of providing postnatal care at home versus
in the hospital.

What is the role of eHealth in the future for midwives providing postnatal care?

The effect of increasing caesarean birth rate on postnatal care.
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4.1 Formal governance arrangements

The Guideline developers wrote this Guideline under the direction of the Guideline Programme Team
(GPT). An Expert Advisory Group was formed to review the Guideline prior to submission for final
approval with the National Women and Infants Health Programme. The roles and responsibilities of the
group members and the process were clearly outlined and agreed upon.

4.2 Guideline development standards

This Guideline was developed by the Guideline Developer Group (GDG) within the overall template of the
HSE National Framework? for developing Policies, Procedures, Protocols and Guidelines (2023) and
under the supervision of the Guideline Programme Team.

A review was conducted by a group of experts, specialists and advocates (the EAG) prior to approval by
the Clinical Advisory Group (CAG) of the National Women and Infants Health Programme (NWIHP) with
final sign-off for publication by CAG Co-Chairs the Clinical Director of NWIHP and the Chair of the 10G.
See Appendix 6 for a list of CAG members.

28 Health Service Executive (2023). How to develop HSE National Policies, Procedures, Protocols and
Guidelines (PPPGs).
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A communication and dissemination plan for this Guideline has been developed by the GPT and
endorsed by NWIHP.

Effective, ongoing, and clear communication is essential for explaining why the Guideline is necessary
and securing continued buy-in. It provides an opportunity to instil motivation within staff, helps overcome
resistance to change and gives an opportunity for feedback.?®

The Clinical Guideline will be circulated and disseminated through the Guideline Programmme Team and
the professional networks that developed and reviewed it.

Senior management within the maternity units is responsible for appropriately disseminating new and
updated guidelines. Local hospital groups, including Guideline committees, are also instrumental in
circulating new and updated guidelines and promoting their use in the relevant clinical settings.

The HSE will make this Guideline and supporting documents available to all employees
through standard networks. Electronic versions available on the https://www?2.healthservice.hse.
ie/organisation/national-pppgs/ and RCPI websites https://www.rcpi.ie/faculties/obstetricians-
and-gynaecologists/national-clinical-guidelines-in-obstetrics-and-gynaecology/ and other
communication means can be used to maximise distribution.

29  Department of Health (2018). NCEC Implementation Guide and Toolkit.
Available at: https://www.gov.ie/en/collection/cd41ac-clinical-effectiveness-resources-and-learning/?
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Chapter 6:
Implementation

6.1 Implementation plan

Implementation was considered at the beginning and throughout the Guideline development process.
The local multidisciplinary clinical team, senior executive and clinical management in each maternity and
gynaecology unit are ultimately responsible for the appropriate structured adoption and implementation
of the Guideline within their area of responsibility. They must ensure that all relevant personnel under their
supervision have read and understood the Guideline and monitor both its effectiveness and adoption.

Within each site, local multidisciplinary teams are responsible for the clinical implementation of Guideline
recommendations and ensuring that their local clinical practices and processes reflect and are aligned
with the Guideline recommendations.

The following have been put in place to facilitate the implementation of this Guideline.

o Quick Summary Document (QSD) for clinical staff (includes key recommendations, auditable
standards, algorithms and recommended reading)

° Clinical Guideline mobile application

o Plain language summary

6.2 Education plans required to implement the Guideline

It is acknowledged that this Guideline should be complemented by ongoing education, training and
assessment where required. Regular and repeated education sessions will be provided to midwives
and the multidisciplinary team. Collaboration with colleagues in General Practice and Public Health will
inform them of the guideline.

6.3 Barriers and facilitators

To ensure the successful implementation of guidelines, it is first necessary to look at potential barriers
and facilitators. Taking these into account when developing the implementation plan should improve
levels of support from relevant users (DOH 2018, 2019).

Barriers may be categorised as internal (specific to the Guideline itself) or external (specific to the clinical
environment).

The Guideline Development Group has aimed to address any internal barriers during the development
of this Guideline.
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Potential external barriers include:

e Structural factors (e.g. budget or service redesign)

e  Organisational factors (e.g. lack of facilities or equipment)

o Individual factors (e.g. knowledge, skills, training)

o Woman’s perceptions

In the case of this Guideline it will be necessary to examine possible barriers and consider implementation
strategies to address them. By example, this may include discussion with relevant management groups
with regards budgetary impact or providing training to the relevant staff.

Facilitators for this guideline are

o Midwives currently providing community postnatal care including postnatal hubs

o Directors of Midwifery, Advanced Midwife Practitioners and colleagues striving to expand postnatal
midwifery services in the community through DOMINO and Early Transfer Home (ETH) schemes.

o Women and families who have previously used these services and request to use them again.

6.4 Resources necessary to implement recommendations

The implementation of this Guideline should be undertaken as part of the quality improvement of each
hospital. Hospitals should review existing service provision against this Guideline, identifying necessary
resources required to implement the recommendations in this Guideline.




Chapter 7:
Audit and Evaluation

7.1 Introduction to audit

It is important to audit both the implementation of the Guideline and its influence on outcomes to ensure
that this Guideline positively impacts the care of the woman. Institutions and health professionals are
encouraged to develop and undertake regular audits of Guideline implementation. Personnel responsible
for conducting the audit should be identified upon receipt of the most recent version of the Guideline.

7.2 Auditable standards

Audits using the key recommendations as indicators should be undertaken to identify where
improvements are required and enable changes as necessary. They should also provide evidence of
continuous quality improvement initiatives.

Auditable standards for this Guideline include, but are not limited to:

1. There is documented evidence of a comprehensive maternal assessment. This should include
assessment of uterine involution (as part of the initial assessment), vaginal bleeding, maternal vital
signs, micturition and bowel function, perineal/wound healing, headaches and pain.

2. Women are provided with information on who to contact if any concerns arise.

3. There is documented evidence of the initial newborn assessment as outlined in the Newborn
Clinical Examination Handbook.””

4.  There is documented evidence that all infants have a TCB performed prior to discharge or at 72
hours of age

5. Every woman (hospital and homebirth setting) should have a VTE risk assessment completed in
the postnatal period.

7.3 Evaluation

Evaluation is a formal process for determining the extent to which an intervention’s planned or desired
outcomes are achieved.®

Implementation of this Guideline will be audited periodically at a national level, with standards set by
the NWIHP. To support implementation, senior hospital clinical management should also evaluate the
auditable standards locally.

30 Health Information Quality Authority (2012). National Standards for Safer Better Healthcare [Internet].
Available from: https://www.higa.ie/reports-and-publications/standard/national-standards-safer-better-
healthcare
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e

Revisic

8.1 Procedure for the update of the Guideline

[t may be a requirement to amend, update or revise this Guideline as new evidence emerges. This
Guideline will be reviewed at national level every three years, or earlier if circumstances require it, and
updated accordingly.®!

The Guideline Development Group will be asked to review the literature and recent evidence to determine
if changes are to be made to the existing Guideline. If the Guideline Development Group are unavailable,
the GPT, along with the NWIHP senior management team, will select a suitable expert to replace them.

If no amendments are required to the Guideline following the revision date, the details on the revision
tracking box must still be updated, which will be a new version number and date. The recommendations
outlined in this Guideline remain valid until a review is completed.

8.2 Method for amending the Guideline

As new evidence becomes available, it is inevitable that Guideline recommendations will fall behind
current evidence-based clinical practice. It is essential that clinical guidelines are reviewed and updated
with new evidence as it becomes available.

To request a review of this Guideline, one of the following criteria must be met:

a. Three years since the Guideline was published

b.  Three years since last review was conducted

c. Update required as a result of new evidence

Correspondence requesting a review of the Guideline should be submitted to the National Women and
Infants Health. Any such requests should be dealt with in a timely manner.

31  Health Service Executive (2023). How to develop HSE National Policies, Procedures, Protocols and
Guidelines (PPPGs).
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AGREE Reporting Checklist 2016

This checklist is intended to guide the reporting of Clinical Practice Guidelines.

CHECKLIST ITEM AND DESCRIPTION

DOMAIN 1: SCOPE AND PURPOSE

REPORTING CRITERIA Page #

1. OBJECTIVES

Report the overall objective(s) of the guideline.
The expected health benefits from the
guideline are to be specific to the clinical
problem or health topic.

O Health intent(s) (i.e., prevention, screening,
diagnosis, treatment, etc.)

O Expected benefit(s) or outcome(s)
O Target(s) (e.g., patient population, society)

2. QUESTIONS

Report the health question(s) covered
by the guideline, particularly for the key
recommendations.

O Target population

O Intervention(s) or exposure(s)
O Comparisons (if appropriate)
O Outcome(s)

O Health care setting or context

3. POPULATION
Describe the population (i.e., patients, public,
etc.) to whom the guideline is meant to apply.

O Target population, sex and age

O Clinical condition (if relevant)

O Severity/stage of disease (if relevant)
O Comorbidities (if relevant)

O Excluded populations (if relevant)

DOMAIN 2: STAKEHOLDER INVOLVEMENT

4. GROUP MEMBERSHIP

Report all individuals who were involved in
the development process. This may include
members of the steering group, the research
team involved in selecting and reviewing/
rating the evidence and individuals involved in
formulating the final recommendations.

O Name of participant

O Discipline/content expertise (e.g.,
neurosurgeon, methodologist)

O Institution (e.g., St. Peter’s hospital)
O Geographical location (e.g., Seattle, WA)

O A description of the member’s role in the
guideline development group

32 AGREE Reporting Checklist is available on the AGREE Enterprise website, a free and open access resource
to support the practice guideline field (www.agreetrust.org)



http://www.agreetrust.org
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CHECKLIST ITEM AND DESCRIPTION REPORTING CRITERIA Page #

5. TARGET POPULATION PREFERENCES O Statement of type of strategy used to

AND VIEWS capture patients’/publics’ views and
Report how the views and preferences of the preferences (e.g., participation in the
target population were sought/considered guideline development group, literature
and what the resulting outcomes were. review of values and preferences)

O Methods by which preferences and views
were sought (e.g., evidence from literature,
surveys, focus groups)

O Outcomes/information gathered on patient/
public information

O How the information gathered was used to
inform the guideline development process
and/or formation of the recommendations

6. TARGET USERS O The intended guideline audience
Report the target (or intended) users of the (e.g. specialists, family physicians,
quideline. patients, clinical or institutional leaders/

administrators)

[0 How the guideline may be used by its
target audience (e.g., to inform clinical
decisions, to inform policy, to inform
standards of care)

DOMAIN 3: RIGOUR OF DEVELOPMENT

7. SEARCH METHODS O Named electronic database(s) or evidence

Report details of the strategy used to search source(s) where the search was performed

for evidence. (e.g., MEDLINE, EMBASE, PsychINFO,
CINAHL)

O Time periods searched (e.g., January 1,
2004 to March 31, 2008)

[0 Search terms used (e.g., text words,
indexing terms, subheadings)

O Full search strategy included (e.g., possibly
located in appendix)

8. EVIDENCE SELECTION CRITERIA O Target population (patient, public, etc.)
Report the criteria used to select (i.e., include characteristics
and exclude) the evidence. Provide rationale, O Study design

where appropriate. O Comparisons (if relevant)

O Outcomes
O Language (if relevant)
O Context (if relevant)




CHECKLIST ITEM AND DESCRIPTION

9. STRENGTHS & LIMITATIONS

OF THE EVIDENCE

Describe the strengths and limitations of the
evidence. Consider from the perspective

of the individual studies and the body of
evidence aggregated across all the studies.
Tools exist that can facilitate the reporting of
this concept.
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REPORTING CRITERIA

O Study design(s) included in body of
evidence

O Study methodology limitations (sampling,
blinding, allocation concealment, analytical
methods)

O Appropriateness/relevance of primary and
secondary outcomes considered

O Consistency of results across studies
[0 Direction of results across studies

[0 Magnitude of benefit versus magnitude of
harm

O Applicability to practice context

10. FORMULATION OF
RECOMMENDATIONS

Describe the methods used to formulate
the recommendations and how final
decisions were reached. Specify any areas
of disagreement and the methods used to
resolve them.

O Recommendation development process
(e.g., steps used in modified Delphi
technique, voting procedures that were
considered)

O Outcomes of the recommendation
development process (e.g., extent to which
consensus was reached using modified
Delphi technique, outcome of voting
procedures)

[0 How the process influenced the
recommendations (e.g., results of Delphi
technique influence final recommendation,
alignment with recommendations and the
final vote)

11. CONSIDERATION OF BENEFITS AND
HARMS

Report the health benefits, side effects, and
risks that were considered when formulating
the recommendations.

[0 Supporting data and report of benefits

O Supporting data and report of harms/side
effects/risks

O Reporting of the balance/trade-off between
benefits and harms/side effects/risks

O Recommendations reflect considerations
of both benefits and harms/side effects/
risks

12. LINK BETWEEN
RECOMMENDATIONS AND EVIDENCE
Describe the explicit link between the
recommendations and the evidence on which
they are based.

O How the guideline development group
linked and used the evidence to inform
recommendations

O Link between each recommendation and
key evidence (text description and/or
reference list)

O Link between recommendations and

evidence summaries and/or evidence
tables in the results section of the guideline
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CHECKLIST ITEM AND DESCRIPTION REPORTING CRITERIA Page #
13. EXTERNAL REVIEW O Purpose and intent of the external review
Report the methodology used to conduct the (e.g., to improve quality, gather feedback
external review. on draft recommendations, assess
applicability and feasibility, disseminate
evidence)

O Methods taken to undertake the external
review (e.g., rating scale, open-ended
questions)

O Description of the external reviewers (e.g.,
number, type of reviewers, affiliations)

O Outcomes/information gathered from the
external review (e.g., summary of key
findings)

O How the information gathered was used to
inform the guideline development process
and/or formation of the recommendations
(e.g., guideline panel considered results of
review in forming final recommendations)

14. UPDATING PROCEDURE O A statement that the guideline will be

Describe the procedure for updating the updated

guideline. O Explicit time interval or explicit criteria to
guide decisions about when an update will
occur

O Methodology for the updating procedure

DOMAIN 4: CLARITY OF PRESENTATION

15. SPECIFIC AND UNAMBIGUOUS O A statement of the recommended action
RECQMMENDATDNS o O Intent or purpose of the recommended
Describe which options are appropriate in action (e.g., to improve quality of life, to
which situations and in which population decrease side effects)

groups, as informed by the bodly of evidence. O Relevant population (e.g., patients, public)

O Caveats or qualifying statements, if relevant
(e.g., patients or conditions for whom the
recommendations would not apply)

O If there is uncertainty about the best care

option(s), the uncertainty should be stated
in the guideline

16. MANAGEMENT OPTIONS O Description of management options
Describe the different options for managing O Population or clinical situation most
the condition or health issue. appropriate to each option
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CHECKLIST ITEM AND DESCRIPTION REPORTING CRITERIA Page #
17. IDENTIFIABLE KEY O Recommendations in a summarized box,
RECOMMENDATIONS typed in bold, underlined, or presented as

Present the key recommendations so that flow charts or algorithms

they are easy to identify. [0 Specific recommendations grouped

together in one section

DOMAIN 5: APPLICABILITY

18. FACILITATORS AND BARRIERS O Types of facilitators and barriers that were
TO APPLICATION considered

Describe the facilitators and barriers to the O Methods by which information regarding
guideline’s application. the facilitators and barriers to implementing

recommendations were sought (e.g.,
feedback from key stakeholders, pilot
testing of guidelines before widespread
implementation)

O Information/description of the types of
facilitators and barriers that emerged
from the inquiry (e.g., practitioners have
the skills to deliver the recommended
care, sufficient equipment is not available
to ensure all eligible members of the
population receive mammaography)

O How the information influenced the

guideline development process and/or
formation of the recommendations

19. IMPLEMENTATION ADVICE/TOOLS O Additional materials to support the
Provide advice and/or tools on how the implementation of the guideline in practice.
recommendations can be applied in practice. For example:

O Guideline summary documents
O Links to check lists, algorithms
O Links to how-to manuals

O Solutions linked to barrier analysis
(see ltem 18)

O Tools to capitalize on guideline
facilitators (see ltem 18)

[0 Outcome of pilot test and lessons
learned
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CHECKLIST ITEM AND DESCRIPTION

20. RESOURCE IMPLICATIONS
Describe any potential resource implications
of applying the recommendations.

REPORTING CRITERIA Page #

O Types of cost information that were
considered (e.g., economic evaluations,
drug acquisition costs)

O Methods by which the cost information
was sought (e.g., a health economist was
part of the guideline development panel,
use of health technology assessments for
specific drugs, etc.)

O Information/description of the cost
information that emerged from the inquiry
(e.q., specific drug acquisition costs per
treatment course)

O How the information gathered was used to
inform the guideline development process
and/or formation of the recommendations

21. MONITORING/AUDITING CRITERIA
Provide monitoring and/or auditing criteria
to measure the application of guideline
recommenadations.

O Criteria to assess guideline implementation
or adherence to recommendations

O Criteria for assessing impact of
implementing the recommendations

O Advice on the frequency and interval of
measurement

O Operational definitions of how the criteria
should be measured

DOMAIN 6: EDITORIAL INDEPENDENCE

22. FUNDING BODY
Report the funding body’s influence on the
content of the guideline.

[0 The name of the funding body or source of
funding (or explicit statement of no funding)

O A statement that the funding body did not
influence the content of the guideline

23. COMPETING INTERESTS

Provide an explicit statement that all group
members have declared whether they have
any competing interests.

O Types of competing interests considered

O Methods by which potential competing
interests were sought

O A description of the competing interests

[0 How the competing interests influenced
the guideline process and development of
recommendations

From: Brouwers MC, Kerkvliet K, Spithoff K, on behalf of the AGREE Next Steps Consortium. The AGREE
Reporting Checklist: a tool to improve reporting of clinical practice guidelines. BMJ 2016;352:i11152. doi:

10.1136/bmj.i1152.

For more information about the AGREE Reporting Checklist, please visit the AGREE Enterprise website

at http://www.agreetrust.org
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Grades

Grade of Clarity of risk/ Quality of Implications Suggested
recommendation  benefit supporting language
evidence
1A. Strong Benefits clearly Consistent Strong We strongly
recommendation, outweigh risk and evidence from recommendations recommend...
hlgh-quahty burdens, or vice weII-perTormed oaq appl}/ to most We recommend
evidence versa randomized, patients in most
. ) that ...should
controlled trials circumstances
\ ) be performed/
or overwhelming without L
. , administered...
evidence of reservation.
some other Clinicians should We recommend
form. Further follow a strong that ....is
research is recommendation indicated/
unlikely to change unless a clear beneficial/
our confidence and compelling effective...
in the estimate of rationale for
benefit and risk an alternative
approach is
present
1B. Strong Benefits clearly Evidence from Strong We recommend...
recommendation, outweigh risk and randomized, recommendation
. ) ; . We recommend
moderate-quality burdens, or vice controlled trials and applies to that . should
evidence versa with important most patients.
o o be performed/
limitations Clinicians should .
) : administered...
(inconsistent follow a strong
results, recommendation We recommend
methodologic unless a clear that ... is (usually)

flaws, indirect

or imprecise),

or very strong
evidence of some
other research
design. Further
research (if
performed) is likely
to have an impact
on our confidence
in the estimate of
benefit and risk
and may change
the estimate

and compelling
rationale for

an alternative
approach is
present

indicated/
beneficial/
effective...

33 SMFM adopts GRADE (Grading of Recommendations Assessment, Development, and Evaluation) for
clinical guidelines. Society for Maternal-Fetal Medicine (SMFM), Chauhan SP, Blackwell SC. Am J Obstet
Gynecol. 2013 Sep;209(3):163-5. https://pubmed.ncbi.nlm.nih.gov/23978245/

88
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Grade of
recommendation

Clarity of risk/
benefit

Quality of
supporting
evidence

Implications
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Suggested
language

1C. Strong Benefits appear Evidence from Strong We recommend...
recommendation, to outweigh risk observational recommendation
. ) . We recommend
low-quality and burdens, or studies, that applies to that . should
evidence vice versa unsystematic most patients.
- be performed/
clinical Some of the o
i i administered...
experience, or evidence base
from randomized, supporting the We recommend
controlled trials recommendation that ... Is (maybe)
with serious flaws. is, however, of indicated/
Any estimate of low quality beneficial/
effect is uncertain effective...
2A. Weak Benefits closely Consistent Weak We suggest...
recommendation, balanced with evidence from recommendation:
. . . . We suggest
high-quality risks and burdens well-performed best action may .
; , ) . that... may/might
evidence randomized, differ depending
: : be reasonable...
controlled trials on circumstances
or overwhelming or patients or
evidence of societal values
some other
form. Further
research is
unlikely to change
our confidence
in the estimate of
benefit and risk
2B. Weak Benefits closely Evidence from Weak We suggest...
recommendation, balanced randomized, recommendation;
. o : . We suggest that
moderate-quality with risks and controlled trials alternative mav/miaht be
evidence burdens, some with important approaches likely - Mayrmig

uncertainty in

the estimates of
benefits, risks and
burdens

limitations
(inconsistent
results,
methodologic
flaws, indirect

or imprecise),

or very strong
evidence of
some other
research design.
Further research
(if performed)

is likely to have
an impact on our
confidence in
the estimate of
benefit and risk
and may change
the estimate

to be better for
some patients
under some
circumstances

reasonable...
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Grade of
recommendation

2C. Weak
recommendation,
low-quality
evidence

Clarity of risk/
benefit

Uncertainty in
the estimates of
benefits, risks,
and burdens;
benefits may be
closely balanced
with risks and
burdens

Quality of
supporting
evidence

Evidence from
observational
studies,
unsystematic
clinical
experience, or
from randomized,
controlled trials
with serious flaws.
Any estimate of
effect is uncertain

Implications

Very weak

recommendation:

other alternatives
may be equally
reasonable

Suggested
language

We suggest ...
is an option

We suggest that
... may/might be
reasonable.

Best practice

A recommendation
that is sufficiently
obvious that

the desirable
effects outweigh
undesirable effects,
despite the absence
of direct evidence,
such that the
grading of evidence
iS unnecessary

We recommend...

We recommend
that ... should
be performed/
administered...

We recommend
that... Is usually)
indicated/
beneficial/effective
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