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Dedication

To all the parents who have been in the trenches; the ones I’ve seen in the consulting room over the years and the ones still to come.




Preface

When we embark on the journey of parenthood, for many of us, our minds jump to certain images. The newborn wrapped in a swaddle, snuggly tucked into our arms. The baby sleeping in the bassinet you deliberated over, in the nursey you decorated. You envision the small infant (who smells glorious) in all the images passing through your mind.

It’s likely that you’re not holding your growing belly (or your partner’s or your surrogate’s), envisioning the skincare regime you’ll adopt for your infant, or how you will manage the vaginal bleeding, known as lochia, after childbirth (yes, there is vaginal bleeding postpartum, but breathe – we will get there). There’s a great deal to navigate when you become a parent – from the moment you decide you want to embark on this mammoth journey (I envision Frodo and Samwise on their trip to Mordor) to the moment you start introducing solids to your infant. You’re faced with a whole heap of decisions and choices every single day.

Personally, I feel we’re not prepared enough for that element of parenthood. When my husband William (Will, Willy or Wilbur for all further discussions in this book) and I decided we would ‘try’ for a baby, we had no idea of what that really meant – and that’s despite us being two doctors. By ‘no idea’ I mean we didn’t realise the anxiety that would come with trying to conceive, early pregnancy and parenthood generally. We didn’t anticipate the constant worry of ‘Are they okay? Have they eaten enough, slept enough, pooed enough, weed enough?’ We hadn’t appreciated that what we put on our baby’s skin at bathtime, or how tightly we wrapped the swaddle around their thighs, could cause overthinking and rumination. Nothing prepared us for that stuff – the other stuff, the stuff that is the essence of parenthood.

Parenthood is filled with glorious, wonderful moments as well as a decent dose of tumultuous, uncertain ones. It’s the ultimate paradox.

When I became a mother 6 years ago, I pondered why no one had told me about the reality of it all. I knew sleep deprivation would feature, but I hadn’t quite anticipated the major brain shift that would occur; I was now bound to another human day in and day out, and couldn’t leave the home to buy bread without them in tow or there being someone at home to care for them. During pregnancy, no one said to me, ‘Preeya, you can’t leave them in the house and duck out, or go for a walk on your own.’ I knew this of course – it’s obvious – but no one had vocalised it, and it didn’t sink in until I suddenly couldn’t do these things.

Life changed in a myriad of ways; I remember asking my mother why people didn’t openly discuss the massive mental, psychological shift. Her response was: ‘Darling, I wanted grandchildren. If we told you the truth, no one would do it.’ It’s blissful in moments – don’t get me wrong. When my children climb into bed in the mornings and snuggle in-between us, I can’t tell you how full my heart gets, even though my toddler is stepping on my hair and my daughter accidentally kicks my husband in the testicles – every single time. Seeing children learn, grow and thrive is a privilege. I don’t think anything else can make you feel so proud and elated as a human. But I need to openly acknowledge the other side of it, too. The side where we often lose a bit of ourselves on the journey (and have to fight to reclaim it).

There are lots of critical medical titbits to consider when it comes to parenting, but they can get lost among the onesies, breast pads and sleep deprivation. Parents and caregivers know their children receive vaccinations on the immunisation schedule, but they’re not often aware of the extra ones available to lower their children’s risk even further. Most caregivers know their babies start eating solid food at about 6 months, but the how, why and where of it all can be a big grey blob of unknowns. Sleeping, feeding and mat time become hot topics of conversation when a newborn enters the home – but the medical aspects of it all, the science-based golden nuggets that can make the journey easier, often aren’t shared with the people who desperately need them.

When you’re marvelling at that growing abdomen, I can guarantee you’re not thinking about the day-to-day medical aspects of parenting in the first 2 years. And honestly, why would you? You have stuff to do, nurseries to decorate, pram seat-cover designs to deliberate over … I hear you. Not many of us spend moments pondering how we can actively reduce our risk of postpartum depression and what to do if it occurs, or consider what to do when the nipples become cracked and sore in those initial days or weeks of breastfeeding (if you do breastfeed). What I find in the consulting room, and in my own parenting experiences, is that the medical bits and bobs come thick and fast every single day. You can suddenly think, ‘How the f**k did I not know that I’d bleed for 4 weeks after childbirth?’ as one of my patients eloquently put it. Or as another patient said in a panic, ‘No one told me I’m meant to brush the kid’s teeth – who was supposed to tell me? How am I meant to know that?’

That’s why I’m writing this book: a medical A–Z guide for the first 2 years of your child’s life. I want to demystify this sleep-deprived, tumultuous patch and break down complex topics to become digestible and doable. My patients can be uncertain and stressed about how to introduce egg and peanut into their infant’s diet, manage cradle cap, get back to sex after childbirth, deal with mastitis, start childcare and loads of other topics. What I want to do is give you the same solidness that I give my patients in the clinic.

I hope this book will help you make confident, informed decisions when it comes to your child’s health in those first 2 years.




Chapter 1 Introduction

Parenthood and your Polly Pocket GP

New parents are overwhelmed with advice. Everyone has an opinion, from your mother-in-law to the person in your parent’s group or the supermarket checkout person. Often, the information offered isn’t evidence based, but gosh it comes with a strong dose of conviction, so it’s hard to know what you should listen to and what to let through to the keeper. As parents and caregivers, we know that reliable information is out there, we know we can go looking, hunting and searching for it (sometimes at 2 am when we’re exhausted and doing the thousandth feed for the night), but as a patient once said to me, ‘This would just be so much easier if someone did the work for me, and put it all somewhere for me to read and decide. I have no idea where to start looking, Preeya.’ This is exactly what I do for my patients in the consulting room: I break information down, give them options and we practise shared decision-making. And that, my friend, is what I hope to do for you.

Q: Why am I qualified to write this book?

A: I’m a general practitioner (GP) in metropolitan Melbourne, who has trekked to Mordor twice (just in case that metaphor was lost on you, I have two children). My daughter is 6 years old and my son is a 2-year-old havoc-wreaking toddler. As a GP, I see a wide range of patients, but much of my work is with young families. I’m privy to the ‘We want to try for a baby’ part of the journey, the ‘Shit, the test is positive’ milestone, and all the steps afterwards. I help same-sex couples to consider their options, such as surrogates and sperm donors, and involve fertility specialists to assist when needed. I see delicious-smelling newborns and carry out 6-week checks for mums and babies. I see cracked nipples and breasts raging with mastitis. I examine 6-week-olds from top to toe, and can pick up anything from clicky hips (AKA developmental dysplasia of the hip) to undescended testicles in male infants. I see mothers in the depths of sleep deprivation and postpartum depression, and fathers facing the huge psychological shift that comes with parenthood. I carry out scheduled immunisations and counsel caregivers about additional ones to consider. I guide people on the journey to starting solids, and help with those random questions: ‘Is this poo/wee/rash/lump/movement/breathing style normal?’ Like most GPs, I’m there for every step of the journey. It’s a privilege. I’ve shared the highest highs with my patients – the positive pregnancy test after many failed embryo transfers, or the reassuring 13-week scan after multiple miscarriages – but I’ve also been there for the lowest lows – the miscarriage at 10 weeks, or the vaginal spotting in early pregnancy. As a GP, people let me into their families’ lives, and they share things with me that they wouldn’t tell another soul. The honour of it isn’t lost on me.

In the community, GPs are your first port of call for most medical issues. Your child’s rash, the little lump you noticed on their arm, or the slightly crooked toe comes through our door. Your questions about feeding, sleeping and solids come to us, too. Other health professionals, such as pharmacists and maternal child health nurses, are wonderful supports on this journey; if they’re concerned, they’ll often suggest that you ‘go and see your GP’. GPs work alongside paediatricians; this bunch of legends are doctors who have sub-specialised in children’s health (some go even further to work in fields such as child allergies, gastroenterology [the guts] and neurology [the brain]). As a GP, I often refer my little patients to paediatricians for a variety of reasons – such as patients with asthma, for whom I need some medication advice, or patients with suspected food allergies, for whom I need a clear plan and skin-prick testing to help confirm the diagnosis. While paediatricians are the niche experts in kids, the bulk of the ‘Is this normal? When do I start solids and how?’ questions come to GPs. We do this stuff day in, day out. And that’s what makes me qualified to write this book. The Bachelor of Medicine and Surgery, and fellowship from the Royal Australian College of General Practitioners also help, but it’s the time I spend in the consulting room with patients in the same boat as you that makes me an expert.

My time in the trenches and lived experiences as a parent also add value. When I became a mother myself, I remember having an epiphany as my daughter cluster-fed and I was couch-bound watching Gossip Girl (I can highly recommend re-watching this series on maternity leave – or watching it for the first time if you’ve been living under a rock). It’s not always glamorous; I’ve had dark moments trudging through the sleep-deprived haze with cracked, bleeding nipples. I’ve sat there at 3 am in the feeding chair, googling ‘When do babies start sleeping through?’ Despite my medical knowledge, I’ve lived that desperation of wanting your child to sleep more so you can finally rest and feel human again. It dawned on me that, before experiencing parenthood myself, I hadn’t fully appreciated what my patients were going through. I’m not saying we can possibly live everything our patients experience, nor that health professionals can’t have empathy and understanding. But with parenthood, I realised there is a lot of important intangible stuff that gives context. I’d seen mothers for their 6-week checks and never appreciated how bloody exhausted or shell-shocked they were. I hadn’t appreciated how overwhelming and painful the loss of your ‘old you’ can be. Once I lived it, I suddenly got it and I intend to bring those lived experiences to this book.

So, while I’m a GP who will strive to give you loads of medical information, I’m also the human who has been there in the trenches with you.

Q: What’s in this book?


As we know, there are known knowns; there are things we know we know. We also know there are known unknowns; that is to say we know there are some things we do not know. But there are also unknown unknowns – the ones we don’t know we don’t know.

—Donald Rumsfeld



A: There is so much to consider when you become a parent or primary caregiver. You can be drowning in perfecting daytime naps, tracking developmental milestones and simply surviving, only to find out later that you had no idea about practical things you could do when your infant was unsettled or that managing your baby’s eczema well before starting solids could reduce their risk of food allergies. This book aims to uncover all those unknown unknowns, and give you the key pieces of medical information to make informed decisions with confidence.

I don’t plan to give you all the answers. You’re not going to get ‘This is the way to do it,’ or ‘This is the only way.’ I’m not going to give you a fixed and rigid guide on how to make your baby sleep or eat like a trooper, because there isn’t always a single best way. I intend to be your one-stop shop; provide you with the evidence-based awesomeness; and deliver the options, pros and cons to you. I don’t intend to tell you how to do things necessarily because, when it comes to parenting, there isn’t one single right answer or remedy. Like in the consulting room, my job is to give you the science-based options and medical debate on certain topics (such as sleep and solids), presenting you with the whole picture so you can choose for yourself, your child and your family. In the end, every parent and baby are different. Consider this book as a glorious platter; choose the bits you like when it comes to screen time, sun safety and additional immunisations, and leave out the bits that don’t work for you and your family.

In this book, I’m going to involve a range of epic legends, who are niche experts in their respective fields. These pages are bursting with gold from a pelvic-floor physiotherapist, paediatric dietician, paediatric plastic surgeon, paediatrician, lactation consultant, dentist and sleep expert. Yes, it’s as awesome as it sounds. Now, if you’re not excited at reading this, jiggling with anticipation at the pearls to come from a range of sources, I will eat my shoe (this is a saying I often use with my patients, so stick with me). No topic is off limits; we’ll be covering the taboo stuff like sex, the dreaded first poo after childbirth and vaginal dryness postpartum – in detail – with practical tips and anecdotes (yep, it’s happening).

I need to be upfront, lest you read the book and think, What the heck? This person didn’t tell me exactly how long I could store my breastmilk in the fridge for, or She hasn’t told me exactly how to introduce soy into my infant’s diet. It’s not possible to cover the medical entirety of your infant’s first 2 years in one book – I’d be lying if I said I could. What I promise you, pinkie promise in fact, is that you’ll get the golden titbits, the critical pieces of information you need, and I’ll always lead you to resources for further reliable, evidence-based information. You’ll find all the brilliant handouts, websites and apps I share with my patients. So, if you don’t get the answer directly from these pages, I’ll tell you exactly where to go if you need that level of detail for a particular topic.

Here is what’s coming up in each chapter of this book:


Chapter 2

Mum’s 6-week check (with Melissa Layton, pelvic-floor physiotherapist)



	
	Mental health: baby blues, postpartum depression, anxiety and birth-related trauma



	page 22




	
	Exercise in the postpartum phase: when and how



	page 26




	
	Wounds: vaginal tear, episiotomy and C-section; how to care for them and what to expect



	page 41




	
	Pelvic floor: practical tips and when to seek help



	page 45




	
	Diastasis recti (AKA tummy separation)



	page 49




	
	Sex after childbirth, including practical tips



	page 52




	
	Contraception options postpartum



	page 58








Chapter 3

Baby’s 6-week check



	
	Step-by-step guide on what happens at your infant’s 6-week check



	page 67




	
	Plagiocephaly (or ‘flat patch on a baby’s head’)



	page 69




	
	Developmental dysplasia of the hip (or ‘clicky hips’)



	page 74




	
	Birthmarks and other skin lesions



	page 76




	
	Developmental milestones



	page 78




	
	Autism spectrum disorder, and when to seek assistance



	page 80




	
	Language delay



	page 83








Chapter 4

Milk feeding (with Amber Gibson, an international board-certified lactation consultant and midwife)



	
	Benefits of breastfeeding (if it’s all working out)



	page 90




	
	Colostrum before and after childbirth



	page 98




	
	Tips for establishing breastfeeding



	page 101




	
	Your baby’s hunger cues



	page 106




	
	Tips for feeding a distracted infant (breast or bottle)



	page 107




	
	Cluster-feeding



	page 108




	
	Attachment: how to nail it



	page 115




	
	Nipple pain: causes, solutions and tongue-tie



	page 119




	
	Mastitis



	page 126




	
	Engorgement and over-supply



	page 128




	
	How to monitor if your baby is getting enough milk



	page 131




	
	Low supply with breastfeeding



	page 135




	
	Bottle-feeding tips



	page 139




	
	How to choose a formula product



	page 140




	
	Gut health



	page 144








Chapter 5

Your baby’s sleep (with Dr Elizabeth Maher, a GP and expert in baby sleep and settling)



	
	The science of sleep



	page 153




	
	Sleep cycles explained



	page 154




	
	Sleeping problems: what they can look like



	page 166




	
	Promoting healthy sleeping habits for your infant



	page 171




	
	Knowing when your infant is tired



	page 173




	
	Sleep associations, including patting, white noise and dummies



	page 175




	
	Options for managing sleep issues



	page 183




	
	Sleep regressions and the science



	page 192




	
	Co-sleeping



	page 194




	
	Safe sleeping



	page 196








Chapter 6

Crying: Is this normal? (with Dr Margie Danchin, paediatrician and associate professor)



	
	PURPLE crying explained



	page 203




	
	Practical tips for settling your infant in fussy patches



	page 206




	
	Colic



	page 211




	
	Reflux



	page 214




	
	Teething



	page 218
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Chapter 7

Your baby’s skin



	
	Practical tips for skincare



	page 226




	
	Sun safety, including sunscreens and choosing a product



	page 232




	
	Nappy rash



	page 236




	
	Cradle cap



	page 240




	
	Baby acne



	page 241




	
	Dribble rash



	page 242




	
	Eczema basics



	page 244








Chapter 8

Preventative health in the first 2 years



	
	Navigating newborn visits to protect your baby



	page 246




	
	Immunisations: what additional ones you can consider



	page 249




	
	Preparing for childhood immunisation appointments



	page 259




	
	Tips for starting childcare and supporting the immune system



	page 261




	
	The evidence (or lack thereof) for supplements for your baby



	page 266








Chapter 9

Starting your baby on solids (with Dr Jennifer Cohen, a paediatric nutritionist and dietician)



	
	When to start solids and how to know your child is ready



	page 276




	
	Why we start solids



	page 281




	
	How you can introduce solids, including baby-led weaning and purees



	page 287




	
	Food texture and tips



	page 291




	
	Introducing water to your infant



	page 300




	
	Introducing allergy foods and reducing the risk of food allergies



	page 305




	
	What to aim for and limit in your baby’s diet



	page 309








Chapter 10

Forging healthy food habits (with extra tips from Dr Jennifer Cohen)



	
	The science behind repeated food exposures



	page 323




	
	Tips for preventing fussy eating



	page 327




	
	Tips for fussy eaters



	page 329




	
	Lots of practical (well-tested!) tips about how to get goodness into your kids and keep it fun



	page 334








Chapter 11

Active kids are happy kids



	
	Physical activity in the first 2 years: what it looks like



	page 343




	
	Tummy time



	page 347




	
	Screen-time recommendations



	page 348




	
	Benefits of being outdoors



	page 351








Chapter 12

Health and safety info for the under 2s



	
	Things to keep out of reach of children



	page 356




	
	Common childhood injuries and what to do if you encounter them



	page 358




	
	Febrile seizures



	page 362




	
	Ear infections



	page 365




	
	Travelling with kids – medical considerations



	page 367




	
	Dental care



	page 371








Chapter 13

Parenting home truths



	
	Some realities shared from my own journey



	page 377







When I was a little girl, I desperately yearned for a Polly Pocket (I really hope you know what this is, but if you don’t, it was a toy in the 1980s with a small figurine that lived in a little case you could carry around. It was obviously far cooler than what I’m describing but you get the gist). I never had one and, oddly, I’ve led an awesome existence filled with happiness despite this (note to 7-year-old Preeya). I would love for you to envision me as a small brown figurine with a stethoscope around her neck in your pocket. I am your Polly Pocket GP and, together, we have got this.

I’m writing the book I wish I had when I was a new mother. I want you to feel empowered with knowledge, armed with information and ready to tackle this whole thing (parenthood, I mean) with more confidence.




Chapter 2 Mum’s 6-week check

Boobs, brain and lube


What we will cover:


	The realities of the postpartum period (warning, things get real)

	Mental health: baby blues, postpartum depression and anxiety

	Stuff we don’t often talk about but should: pelvic-floor issues, diastasis recti (abdominal separation), sex after childbirth, the dreaded first poo and vaginal dryness

	Contraception options postpartum

	Exercise after childbirth: when, what and how





In the weeks after my daughter was born, I had plenty of ‘WTF have I done?’ moments. I thought I was isolated in my difficulties adjusting to life as a new parent. Sleep deprivation was killing me, and I was struggling to recover mentally and physically from childbirth.

Our daughter was born via emergency C-section. To say I was shell-shocked after her birth is an understatement. I was hit for six. Despite being a doctor and also married to one, we had naively assumed we’d have the low-risk pregnancy and labour we desired. I had no significant underlying medical conditions, I was physically active throughout pregnancy and our baby wasn’t particularly large, so when my waters broke, I envisioned that I’d deliver my baby vaginally. FYI, as a health professional, I don’t use the term ‘natural’ for vaginal birth because I find it steeped in judgement and stigma. All births are natural – no manner of birthing is superior to another. This might seem like a small point, but if you were a fly on the wall in my consulting room, you’d see how seemingly small things like the terminologies we use can impact people profoundly. Because we find ourselves here, I also need to acknowledge that the health profession has a long way to go in terms of combating other terminologies and attitudes that can perpetuate weight stigma and racial biases within the medical field.

But I (passionately) digress (and am not in the least bit sorry!) – 26 hours of labour later, I found myself in a delivery suite with a team of midwives, an obstetrician (who wasn’t who we had chosen, that one was on leave) and my husband. After extensive discussion, the obstetrician trialled forceps to assist a vaginal delivery; I distinctly recall feeling a tugging sensation deep within my body. I had allowed the epidural to wear off so I could feel the contractions and push more effectively; the attempt with forceps was more distressing than anticipated.

Then I remember the following:


	The obstetrician turned to the red buzzer on the wall and pressed it firmly. She turned to the senior midwife in the room and said, ‘This is a failed instrumental delivery. This is now an emergency.’

	The room flooded with people – an orderly, additional midwives to assist with transfers, a theatre nurse and my husband (a surgeon) seeing his worst nightmare play out. Tears in his eyes, he said, ‘Don’t go anywhere, Preez.’

	I saw my blood pressure on the monitor just above my left shoulder. Panic rose: ‘Shit, I’m going to have a stroke,’ and my brain whispered, ‘You’re never going to meet your baby, Preeya.’

	Will stepped in to help transfer me to the theatre bed, because he wanted things to move quickly.

	Our beautiful daughter was pulled from my body in the operating theatre. She was held over the curtain for me to glimpse. Will and I cried. I wondered if I would get to know her, or if I would die on that table in her first few hours on Earth.

	Will and our baby were led out of the operating theatre quickly (against his firm wishes, I could hear the debate) as I waited for the wound to be sutured.

	In the recovery bay, I sobbed relentlessly to a wonderful nurse because I wanted Will, my baby or, if that wasn’t possible, my mum. Months later (when Will and I could finally debrief about the birth without significant distress), I found out that throughout all this, Will was in a room with our daughter, trying to bond and do skin-to-skin care, but utterly terrified and preoccupied, wondering what was happening to me, if I was alive.



Our birth story wasn’t fabulous. It wasn’t one for social media, that’s for sure. And for me, it significantly skewed my postpartum patch. I should tell you that, with my son, things were positively (and wonderfully) different. This time, despite the spontaneous onset of labour, I underwent a semi-elective C-section. William and my son never ever left my side, and the obstetrician and anaesthetist worked together to reduce my anxiety and give me some control in a triggering situation. The birth of my son was incredibly healing in many ways. I wanted to share my stories because while births can be pleasant, wonderful and uplifting experiences, they can also be traumatic.

Preeya’s Top Tips


Birth-related trauma

According to Perinatal Anxiety and Depression Australia (PANDA), up to one in three mothers will experience their child’s birth as traumatic. Trauma can be physical and/or psychological and both can cause distress. Birth-related trauma can manifest in a range of ways – feelings of shame, anger, grief and disappointment – and it can also be a contributing factor in mood disorders such as postpartum depression. If you need help or want to debrief about your birth experience, your GP, midwife or obstetrician, as well as PANDA and the Australasian Birth Trauma Association, are excellent resources. After the birth of our daughter, I spoke to a psychologist and psychiatrist to unpack the physical and psychological traumas I had experienced. Despite it being gruelling at the time, I promise you it was worth it.



My experience of childbirth with my daughter wasn’t the introduction to parenthood I had anticipated. I started on the back foot, emotionally spent and physically exhausted. I think there should be more honesty and openness around the topic of childbirth and postpartum life. In my consulting room, I find that new parents, particularly mothers, suffer silently (and guiltily) thinking their feelings, emotions, thoughts and struggles are an anomaly. Often, they’re not.


You are not alone

I’ve lost count of how many times patients have sighed with relief, with tears in their eyes, when I assure them that lots of us have sat in our homes with our newborn in the initial weeks and months, struggling with sore swollen genitals, vaginal bleeding (and pads we forgot to change because, seriously, who remembers that on top of feeds and swaddling?) and ridiculously painful cracked nipples, wondering, How on earth did I get here? Is this what motherhood is meant to look like?

Lots of us have had moments when we wonder why we did all this; gave up our old life filled with social events, sleep-ins and basic freedoms like being able to go leave the house on a whim without a wheelbarrow of items to accompany us. I advise my patients that it doesn’t make us undeserving, ungrateful or less of a parent – it makes us human.

Parenthood comes with change, and change can be difficult to deal with, even traumatic at times.



When my sister-in-law had her first son, I was in my early 20s. In hindsight, I had zero idea about what she was living. I cringe now, thinking how I’d popped over to hold her baby (my nephew), but didn’t offer to help with washing or care for my nephew so she could rest, sleep and shower. Only now do I know the value of such gestures. I recall her sitting on the couch with an icepack between her legs to manage the pain from an episiotomy, then wincing in distress as the baby tried to attach to her breast. I sat there feeling a bit floored but also detached; I had no idea (until I experienced postpartum life myself) that her experience was not unusual.

When I was a trainee GP, I saw a patient and her baby for their 6-week checks. As she was getting up to leave, I said a parting line like: ‘Well, it looks like everything is going really well here.’ She turned to me with the pram halfway out the door and replied, ‘Yes, but don’t get me wrong, I have moments when I wish I accidentally left the baby in the supermarket and went home to sleep.’ She laughed then. I now recognise this as the laugh of a mother who is utterly spent, and says something she knows is a joke but has some truth to it. I called her back into my room, my stomach in a knot. I delved deeper, trying to search for postpartum depression or anxiety or something else I had missed in the consult. After excluding any other issues, I realised she was simply being honest with me. She was sharing a thought many of us have had but are too frightened to vocalise.

Years later, when I was sitting on my couch as a new parent, that patient encounter popped into my mind. A lightbulb moment occurred: ‘Oooohhhhh, I get it now.’

Until we experience the postpartum period, we don’t realise thoughts like this are quite normal. (Please know, you can have thoughts that are more concerning, and we can delve into them during a consult if needed.) We’re led to believe that we aren’t built for the job of parenthood. Social media shows us images of women wearing flowing dresses and flower crowns, and loving every moment of pregnancy (clearly oblivious to the increased vaginal discharge, pelvic pain and constipation). We see little squares filled with new mothers, posing with their infants and amazing mum buns and T-shirts with slogans like #mumlife or #nothingbeatsmotherhood. When you see all these images, you can start to think something is wrong with you and your What have I done? Bloody hell, I just wish I could sleep and stop bleeding from my vagina and nipples for a bloody moment thoughts. It’s like you are the abnormal one; everyone else is rocking this postpartum period, being out and loving every minute of it. I’m here to tell you that you are the normal one. I know this because day in, day out, I see people in this patch of life in the consulting room. Most of us have moments early in the journey, or later on, when we’ve had enough, we’re exhausted, we wish we could run away and sleep for 5 days (preferably in a bed with a puffy white doona), and recharge those very depleted batteries.

Q: Why should ALL mothers undergo a 6-week check?

A: The 6-week check is critical for both Mum and baby. GPs do a pile of these, as do obstetricians and midwives for mothers and paediatricians for infants. I tend to see mother and baby for 30 minutes each – they both need the full slot.

I start with the brain and work my way down. Strap in, friend, we’re going to delve into everything from mental health to sex after childbirth.

6-week check: Starting with the brain
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In the postpartum period, your mental health is often more important than all the physical stuff going on. My job as a GP is to ensure the brain is okay and to screen predominantly for postpartum depression, anxiety and postpartum psychosis. If you see a community maternal child health nurse after your child’s birth, they’ll often ask you to fill out an Edinburgh Postnatal Depression Scale (EPDS) – a tool designed to screen women for symptoms of distress in the previous 7 days. If you score highly on a questionnaire like this, it doesn’t automatically equate to a diagnosis of postpartum depression, but it might lead to me asking more questions about your mood.

Depression

According to the Royal Women’s Hospital in Melbourne, 10–15% of women will be diagnosed with depression either during pregnancy or postpartum.

It’s a bigger number than many people appreciate. There should be no shame or stigma related to any mental health diagnosis, especially not this one. Shame and stigma stop people from seeking help, and I’ve seen the consequences of this in my consulting room.

I’ve heard all these statements from my patients over time:
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As a woman who is also a mother, I understand the fear my patients can harbour related to a mental health diagnosis. Is someone less of a mother if they’re not enjoying every single moment of the day with their child? Are they still a deserving mother if they’re feeling low or hopeless, despite the bundle of joy in their lap? The answer, and I tell my patients this all the time, is that you are a wonderful, deserving mother – postpartum depression does not change that.

I want to take you back to 2016 when my daughter was born. Remember that traumatic delivery I told you about? Well, in the days that followed, I was a shell of my normal self. Constipation, swollen bruised labia and cracked nipples plagued me. I was a little down in the dumps. On Day 4 postpartum, I cried all day – I’m not ‘adding mayo’ to the story, I promise you. A physiotherapist kept popping into my hospital room to assess my diastasis recti (or abdominal separation, which we will get to, pinkie promise) and offer a rehab plan, but every time she walked in, which was three times over the course of the day, I was sobbing into my pillow. Despite both my mother and Will trying to coax me out of the wet nest I had created, I couldn’t stop crying. And I didn’t want to. As a GP, I know about the baby blues, but when you’re in the thick of them with uncontrollable giant tear drops, your medical knowledge and sense of perspective fly out the window.

Baby blues and postpartum depression: Different entities

The ‘baby blues’ affect about 80% of new mothers – it’s common and tends to hit between Days 3 and 5 postpartum. The symptoms can vary, but many can experience:


	teariness (that was me sobbing relentlessly in the bed!)

	emotional liability (swinging rapidly from happy to sad)

	increased worry and anxiety

	feelings of being overwhelmed.



Why the baby blues happen is


[image: Image]



	traumatic birth experience

	stressful pregnancy due to medical issues or worry about other issues

	personal history or family history of mood disorders such as depression

	being in a home with family violence

	financial stressors

	limited social supports

	unsettled infant behaviour.
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	I personally did CBT when I was diagnosed with generalised anxiety disorder 16 years ago and it helped me immensely. It still does.

	MumMoodBooster is a program several of my patients have used and found helpful; for those in remote areas or who have difficulty accessing psychology services due to financial reasons, this is a great option.

	Psychology can be expensive; however, in countries like Australia, the government may subsidise some of the cost in particular circumstances, as can some private health insurance policies.





Exercise



	It can give the day much-needed structure and purpose. Clock-watching can be common, particularly for first-time parents. You can feel a profound sense of dread when you exhaustedly gaze at the clock after two naps, tummy time, and a session of singing and reading to find it’s only 11 am. A walk can break up the day. For my many patients who can’t handle walking a loop, I encourage them to walk to the shops, or a café or park to meet a friend. Let the bread run out and go for a walk to buy it!

	Getting outside for a walk is great to get some vitamin D with safe sunlight exposure – for both you and your baby. Sunlight exposure is the main way we absorb vitamin D; your and your baby’s bone health can benefit from your walk!

	If you’re walking briskly, this benefits your bones and reduces your risk of osteoporosis.

	A walk yields loads of preventative health benefits for you; if you walk 30 minutes most days, you can lower your risk of bowel and breast cancers, heart disease and type 2 diabetes (to name a few!).

	A walk exposes your infant to new sensory experiences; they feel the gentle sun on their skin; hear birds, cars and voices; and see trees, colours and light. Sensory stimulation for infants is critical for their brain development. You can only sing so many nursery rhymes and jiggle so many plastic toys on a mat – a walk and exposure to the outside world is great for your baby’s brain.

	A walk medicates your brain – you can reduce your risk of depression and help to manage symptoms of stress, anxiety and depression.

	Physical activity in daylight can improve night-time sleep quality; you can help the circadian rhythms of both you and your baby!
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Sleep deprivation and mood
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	In depression, the risks of not treating with medication include mood and symptoms worsening, and a risk of self-harm or risk of harm to the infant. If the symptoms are severe and aren’t responding to lifestyle interventions and psychology, then the risk of not introducing medication can be high.

	On the flip side, there are the potential risks of medication during pregnancy or breastfeeding to the infant; that’s where guidelines help us determine which medication is safest with the lowest risk of harm.

	Being on an SSRI during pregnancy for depression or anxiety might slightly increase the risk of a postpartum haemorrhage during childbirth. This is something I communicate to my patients so that, together, we can weigh up the risks and benefits and make an informed decision.

	For many patients, the benefits of medication – potentially improved mental health, improved sleep quality and reduced suicidal ideation – outweigh the risks.

	We all have a different set of internal scales that we measure risk and benefit on, and it’s critical to have the discussion and make an informed decision.






	You’re not less of a mother.

	You’re not undeserving.

	You’re not weak.

	You’re f**king awesome – and if your brain needs a helping hand, if someone trusted and qualified is raising the possibility – then it’s worth considering.
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From the brain to the breasts

    



A review of any wounds and injuries

Episiotomies and C-sections









	In the initial weeks, some simple pain relief with over-the-counter options is usually sufficient.

	Try to keep the vaginal area clean by washing it very gently at least daily – note that excessive scrubbing and soaps are not required. The intention is to prevent infection.

	After bathing, pat the area dry gently – please always be gentle with the genital area, but particularly now.

	If you sustain a vaginal injury in childbirth, a midwife or obstetrician will normally advise you regarding intercourse. The general advice tends to be to avoid anything until the area is healed (you know it’s healed once you’re pain-free with no ongoing issues).

	Icing the area (please, always wrap the ice or ice pack in cloth to prevent skin injury!) can help with pain management.

	You can freeze condoms full of water and place these inside a pad – the shape means it snuggly fits between the legs and sits against the genital region.

	Melissa shares this practical tip: ‘Fill a small amount of water in multiple ziplock bags and allow the bags to freeze upright. Tear open a maternity pad and place one of the frozen ziplock bags underneath the cotton padding. Then stick the pad onto your maternity underwear and wear it for about 20–30 minutes. Repeat every 2–3 hours for as long as you feel it’s beneficial.’

	Some patients fill a nappy with water then freeze it and place it against the genital region (with a thin barrier like underwear between).

	You can wrap ice in underwear and place this against the skin.














	1. Immediately after the operation until your first follow-up

	Follow the instructions given on the day of surgery (if in any doubt, leave the dressings on).




	2. From the first post-operative visit in the consulting rooms until 6 weeks post-operatively

	Keep the scar covered with medical tape (such as Hypafix or Micropore) as much as possible. You can get this wet in the shower and change it as often as needed (usually once every day or two).

	Additional pro tip: By using tape, you’re helping the wound heal by taking the pressure off the sutures being used to close the wound.

	If it’s not feasible to cover the scar with tape, then applying soft paraffin twice a day is the best option.




	3. From 6 weeks onwards (until 18 months post-operatively)

	Carefully protect the scar from the sun (the most important step).

	Moisturise and massage the scar twice a day (you can use sunscreen as the moisturiser in the mornings).

	Optional:

	Use silicone TAPE if the scar is raised.

	Use silicone OINTMENT if the scar is not raised.




















The pelvic floor: Why you should love and nurture it to prevent issues
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	You have a growing baby putting pressure on the pelvic-floor sling. As the baby grows, more and more pressure gets placed on that sling, and if those muscles are weak then the sling can become weak.

	Hormonal factors can also contribute to the pelvic floor weakening.

	If you’ve had a vaginal delivery, then the baby moving down the canal can further stretch the muscles.

	Even without a vaginal delivery, however, the pelvic floor takes a hit (see above!) and many of my patients don’t realise this.










	1. Get on top of your pelvic-floor exercises during your pregnancy. (You can see a pelvic-floor physio for support and a personalised plan.)

	2. Following the birth of your little one, you can restart your pelvic-floor exercises as soon as you feel comfortable doing so! It’s normal to find your pelvic-floor exercises extra-challenging in the early postpartum period, so it’s a good idea to start with gentle contractions and build up slowly each week. This will also help to promote perineal healing in the early stages following a vaginal delivery.

	3. Avoid high-impact exercise (i.e. running, skipping or burpees), as well as heavy weight training after the first trimester during pregnancy, and for the first 3 months postpartum.

	4. Prevent constipation to reduce the burden on the pelvic floor. Constipation is a common complaint for pregnant women due to hormonal changes and prenatal supplements! This, combined often with a reduction in caffeine intake and exercise levels, can also slow the gut and make your poop feel like concrete! (There are also medication options for this – you can chat to your GP or pharmacist if needed.)










	It’s best to start by doing your pelvic-floor exercises sitting or lying down, then progressing to standing once you feel your pelvic-floor muscles are getting stronger

	Once you can do them well standing, progress to incorporating your pelvic-floor exercises with functional movements (i.e. with squats, lunges, lifting weights and household chores).

	You could make use of apps (free and paid) that can personalise your program and hold you accountable, including KPFE (which is free), NHS Squeezy and Squeeze Time.






Diastasis recti (AKA abdominal wall separation)




	See a physio like Melissa, who will ‘assess your abdominal separation during different movement patterns’.

	The physio is trying to assess the depth of the separation and ability to load bear: ‘We want to make sure you can move well functionally and return to exercise and day-to-day activities without any pain, unwanted pressure or discomfort in your abdomen.’

	Despite what you might hear, ‘sit-ups and crunches can actually be good for your separation, but we can only know this by assessing you in the rooms.’







	Wear a tubi grip or other compression garments such as SRC Recovery Shorts for a minimum of 6 weeks postpartum. You may also find other shapewear such as Spanx just as supportive.

	Where possible, limit lifting anything heavier than your baby!

	Keep in good bowel health and don’t strain to empty (i.e. to limit increased pressure on your abdomen).





Bowel movements






	Soft, sausage-like stool is KEY! Make sure to keep up your fluids and eat lots of fibre-rich foods, which will help to keep your stool soft. Chat with your midwife, nurse or doctor if you’re experiencing constipation. They can recommend and provide you with the appropriate medications to assist.

	Try wrapping your hand in toilet paper and apply gentle support to your perineum as you empty your bowels.

	Place your feet on a foot stool and lean forward with your elbows on your knees. This helps to straighten your anorectal angle, allowing for your poop to come out easily and effortlessly!

	To ensure you’re not straining as you empty your bowels, make a gentle ‘Hissssssss’ sound as you push to empty. Ensure your belly doesn’t get drawn in as you do.






Sex and contraception











Vaginal dryness: A big factor
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	Lubricants are your friend. I tell my patients to use more than they think they should to ensure comfortable sex. Melissa agrees, saying, ‘Lube, lube, lube!’ She recommends trying silicone-based lubricant (which isn’t compatible with silicone sex toys) or oil-based products (don’t use with condoms, they can make a condom more likely to tear or rip!), because they tend to last longer than water-based lubricants and feel nicer on the skin.

	As a GP, I tend to lean towards water-based options because lots of my patients use condoms for contraception so it’s safer.

	If you’re struggling with persistent vaginal dryness despite lubricants, talk to your GP. We have options, including oestrogen delivered vaginally.









	1. If you had a perineal tear during vaginal birth, or an episiotomy, then I’d recommend gently touching and familiarising yourself with your incision from 6 weeks postpartum. This can help to reduce any tissue sensitivity prior to attempting penetrative intercourse.

	2. Consider having daytime sex, when you’re likely to be less fatigued and when your baby is sleeping in the bassinet outside your bedroom.

	3. Ease into it! You may choose to begin with external foreplay only, then gradually build up to penetrative sex as you feel more confident.

	4. It can take a few attempts before sex feels both comfortable and enjoyable again! If you feel pain, then stop and try again in a few days – the last thing you want is to associate sex with pain rather than pleasure! If you feel like you’re not progressing in the right direction after a few attempts, then book in with your pelvic-floor physio, who will be able to help you further.

	5. In some cases, we may refer you to a sexual counsellor to help address any concerns around reduced sexual desire and arousal, or difficulties with adapting to your new relationship dynamic as parents.








	After childbirth, your uterine lining sheds blood and mucus – this is called lochia.

	Initially, it can be red and heavy, and slowly reduces in quantity over time, turning to a brown colour then eventually becoming clear before ceasing altogether.

	Most of the time, lochia lasts for less than 6 weeks. If you have ongoing vaginal discharge at the 6-week check, I’ll want to know more, such as the presence of associated odour, pain, discomfort and itching, to see if there is anything else going on.

	Vaginal discharge can be caused by thrush, sexually transmitted infections and cervical issues, so ongoing bleeding and discharge may need further investigation.

	If lochia is persistent and/or foul smelling, it could be an infection such as endometritis, which involves the uterine lining.

	I’m often asked if you can use tampons or menstrual cups, but it’s recommended that you rely on pads to reduce the risk of infection.







Contraception: The options



	1. You have options.

	2. Don’t freak out – contraception doesn’t mean you HAVE to have sex, but you can if you choose to while reducing the risk of an unintended pregnancy.

	3. Same-sex female couples may use contraception or cycle control (losing less iron with periods and having control over when periods occur) without the need to avoid pregnancy.











	There are lots of things to consider when we discuss contraception options, such as blood clots and breast cancer risk. So, while you may look down this list and love a certain option, it may not be suitable for you because of your medical history.

	I haven’t done an exhaustive breakdown of each option (because this isn’t a medical textbook, and all you need is nuggets!).

	All the information about contraception is specific to the postpartum period.

	If you want to learn more, you can head to my favourite website (which I send all my patients to): Shine SA. Also, your GP, midwife, obstetrician or midwife is your guru in this space, so go and pester them!
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Lactational amenorrhoea method


	Breastfeeding can be used as the contraception because it can cause a delay in the return of ovulation and regular periods.

	To increase the effectiveness of this method, there are three rules to be aware of:

	1. Your infant should be younger than 6 months of age.

	2. Your infant must be exclusively breastfed with no big breaks between feeds (no more than 4 hours in the day or 6 hours overnight).

	3. Your periods should not have recommenced – if you’re having periods, you’re ovulating (your ovary is releasing an egg), which means pregnancy is possible.




	If you follow these rules, this method can be 98% effective.

	I have plenty of patients who initially rely on this method postpartum because it’s easy and cost-effective (i.e. it’s free, lest there is any confusion).

	For women who are topping up with formula or having longer feeding gaps overnight (because someone else is helping so Mum can sleep [image: ]), this option isn’t suitable for you.

	The UKMEC guidelines also suggest that if you use dummies or express breastmilk, the risk of pregnancy is increased with this method.

	You should speak with a health professional (midwife or GP, for instance) to see if this method is for you.



Condoms (if you have a male sexual partner)


	This tried-and-tested method works for plenty of my patients (and myself) postpartum.

	If you want to buy some time, see how things pan out and consider your options – this is a good choice!

	If you’re using condoms and struggling with vaginal dryness, you can use a water-based lubricant (oil-based lubricants make condoms more likely to break – so avoid!).



Intra-uterine device (IUD)


	When it comes to IUDs, there are hormonal options, which secrete a type of progesterone, and a copper version.

	Most of my patients opt for a hormonal IUD. (The copper one can be associated with heavy vaginal bleeding, but some patients swear by it!) It works by thickening mucus in the cervix (so sperm can’t get through) and thinning the lining of the uterus. In some women, it can also stop ovulation – meaning an egg doesn’t get released from the ovary.

	Lots of patients love this option because, once the device is in, contraception is taken care of, without having to remember a tablet every day or a condom in the heat of the moment.

	According to the UKMEC guidelines, IUDs can be inserted immediately after delivery (within 10 minutes of the placenta being delivered) or within 48 hours of a C-section or vaginal birth. If 48 hours have passed, however, you should delay insertion until 28 days post-childbirth.

	Many health-care professionals who assist patients with childbirth can also insert these devices.



Progesterone-only pill


	This is more commonly known as the ‘mini pill’.

	It can be tricky to take because you need to take the tablet within a 3-hour window every day (which can be hard for someone feeding an infant and trying to juggle the rest of their life), but plenty of my patients choose this option.

	Unlike the combined oral contraceptive pill (which contains both oestrogen and progesterone), you cannot skip periods on this pill.

	Lots of my patients love that they can grab a script from me and start this method – they don’t need an IUD inserted or contraceptive implant, so find it an easy option.

	The UKMEC guidelines say you can start the mini pill immediately after childbirth.

	Like other progesterone-only methods (such as implants and injections), if you’re breastfeeding, there is no evidence that it impacts negatively on lactation.



Progesterone-only implant


	This device is inserted into the upper arm and secretes a type of progesterone.

	Like the IUD, once it’s in, my patients don’t have to worry about it anymore, so it can bring peace of mind.

	The most common device tends to remain in for 3 years – again, it can be removed sooner if required.

	You can get the implant immediately after delivery.

	There is also an injectable option of progesterone, which you can also start immediately after delivery.



The combined oral contraceptive pill


	Known as ‘the pill’, it contains both oestrogen and progesterone.

	To find out whether you are safe to take this option (even if you’re not postpartum), we will enquire about lots of things like your history of migraines, aura and clotting.

	For breastfeeding women, there is some variation in the recommendations as to when we can commence this without affecting breastmilk supply. The UKMEC guidelines suggest waiting for ‘6 weeks after childbirth before commencing the pill’.

	Interestingly, there is limited evidence that the pill actually impacts breastfeeding negatively, but given the unknown effect on breastmilk quality and supply, we opt for caution and go with the 6-week wait most of the time.

	If you’re not breastfeeding, the UKMEC guidelines still recommend waiting until 21 days after childbirth before starting the pill to reduce the risk of clotting issues.

	I’ve had patients choose to use condoms or the ‘mini pill’ for a period then swap to the combined oral contraceptive pill down the track once their breastmilk supply and breastfeeding patterns are established, and the clot risk is reduced further.

	I’m going to throw vaginal rings into the mix here; these are an alternative to the combined oral contraceptive pill but contain similar ingredients, so the same points apply.



Diaphragm barrier method


	The UKMEC guidelines suggest waiting for at least 6 weeks after childbirth before having a diaphragm fitted, because the size needed might change as the uterus shrinks back down to its normal size.



Permanent forms of contraception (female and male sterilisation)


	These options are for when you know you don’t want more children in the future.

	For women, there are options. The primary intention is to block the fallopian tubes so an egg can’t travel down the tube and a sperm can’t travel up it. It stops pregnancy in this manner. The fallopian tubes can be blocked by applying clips or rings, or cutting and tying a portion of the tube.

	For men, there is a vasectomy. This involves blocking or cutting the tube that carries the sperm out of the testicles. While semen will still exist (I get asked this often in the clinic), it won’t contain sperm.



Emergency contraception


	If required, you can use this from 21 days post-childbirth.

	Depending on which type of emergency contraception you use, you may need to change how you breastfeed (the pharmacist will discuss this with you).



The final word





	1. It’s critical for a range of reasons, so please find the time for it.

	2. The mental health aspects of this check-up are just as important as the physical ones.

	3. Be empowered to ask for help wherever you might need it, such as with your mood, nipple care, lochia and vaginal dryness.
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