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Welcome to an insight into my mini family. I am a doctor who qualified in 2009 and became a GP five years later. I’d always thought general practice was about verrucas, ear wax and roll-neck jumpers, but during a medical school rotation I was placed under the care of a brilliant GP who showed me the heart, soul, necessity and complexity of this specialty. As well as being a great doctor, though, she also had a life. She had photos of her family all around her room, she had trinkets from her travels and interesting books on her shelf. She inspired me to become a GP, but she also reminded me that I could succeed academically and still have a family that I could spend time with and adore. So now, over a decade after that rotation, I sit here writing this book, as a happy NHS and private GP, resident doctor on This Morning, wife to a never-ageing (seriously, he still looks like he’s 20!) goofball Rupert, cat owner to Mlem and, most importantly of all, mother to my absolute legend of a three-year-old boy, Harris.

I remember very distinctly the day I found out I was pregnant. We had been ‘trying’ for a few months so it wasn’t exactly a shock, but it still took me quite unawares. My husband and I were driving to the in-laws’ house to celebrate a family member being discharged from the cancer ward at hospital that day, and I had just received a text message from the Mother-in-Law saying, ‘can’t wait to see you both, champagne is chilling’. Imagining the cork popping off, a bell rang in the distant ether of my brain as I remembered my period was due some time that week. I had been feeling a little rank the two days prior and just couldn’t sleep, but despite being a GP I hadn’t really put two and two together.

As we were driving, I asked my husband to pull over at a Tesco so I could buy a pregnancy test, as I really bloody wanted that champagne and I wasn’t going to let an imagined pregnancy stand in the way! I picked up the absolute cheapest of cheap pregnancy tests (think Soviet War rationing-type device), assuming that if they’re good enough for the NHS, they’re good enough for me, and I made my way to the scuzziest of supermarket toilets. This is the kind of test that you need a pot to pee into, then you need to pipette said urine onto it, rather than the much easier (and more expensive) pee-on-the-stick types, but optimistically I reckoned that with my coordination, pelvic floor strength and flexibility, I could make it work.

Suffice to say, the scuzzy toilet was significantly damper after my attempt, and I was none the wiser. But it was ok, though, because for the princely sum of £1.99 they gave me two pregnancy tests in the kit. So I thought, I’ll just wait till I get to the in-laws’ house and do it again in a more controlled and hygienic environment. We arrived to a champagne reception, and I had to pretend that I was SO very desperate to pee that I simply could not hold it for long enough to have a ‘cheers’ and a sip, and I escaped to the toilet. There I performed the ‘experiment’ with a lot more dignity and precision, but I couldn’t tell if there were two lines on the test, with one being exceptionally faint, or if it was just one line and the second line was in my hopeful imagination. I left the test hidden behind a cabinet in the bathroom and asked my husband to go in and have a look at it and tell me what he thought. He came back out of the toilet looking flushed and entirely perplexed, like I had asked him to work out a quadratic equation. He didn’t know either. The remainder of the day was spent accidentally spilling a lot of champagne (what a waste) and ‘mistakenly’ swapping my glass with my husband’s. At one point I even blamed the neighbour’s children, who had also come over to join in the festivities, for knocking a glass out of my hand. Yes, this was a new low.

On the way home, I stopped off at the same Tesco and forked out a ridiculous £11 for a ‘proper’ test, and on arriving home I did the deed and the word POSITIVE sprung up (thank the Lord I didn’t have to interpret any cryptic faint lines). I opened up my laptop, self-referred to the antenatal hospital in which I was born and ordered my Transport for London ‘baby on board’ badge.

Everything was about to change. Despite being a self-professed Mother Nature type who is often quoted as saying ‘I was born to be a mum’, as well as having the title of doctor under my belt – who has helped lots of mothers through their pre- and postnatal journeys – I was entirely unprepared.

No amount of time spent on YouTube watching births, episodes of Motherland, or sitting in cold church halls for antenatal classes will brace you for the enormity of what that extra line on the pregnancy test means for your life. My aim in writing this book is that by sharing my own honest experiences, with a hefty medical slant, you will hopefully feel more confident about the bits you can control, have a better understanding of the science behind all the variables so you can make more informed decisions, get a few practical tips, have a laugh, and ultimately realise that even doctors are as scared as you are when pregnancy happens to them. We are all in this together, holding each other’s clammy, anxious hands!
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CHAPTER 1

PRE-PREGNANCY

BE PREPARED
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I knew when it was time for us to start trying to conceive. We had been married for two years, together for six, and we were in a good place. Work was stable, we lived somewhere that could accommodate a little one, we were healthy and, importantly, we were happy. I thought this was a lovely environment to bring a child into. I came off contraception, but I didn’t fall pregnant straight away.

As a GP, I regularly sit with an anxious woman of childbearing age who has been trying to conceive for the last three months with no success, and almost verbatim I let the words ‘in those having regular sex, 84 per cent will fall pregnant within a year’1 roll off my tongue. This is meant to reassure a woman that three months is not that long, and they should come back in a year if it still hasn’t happened so we can then investigate the cause. I had never appreciated how long a year is when you’ve finally made the decision that now is when you want a baby. I didn’t want to wait, so I decided to take investigations into my own hands and started wearing a device that measured my skin temperature, resting pulse, breathing rate, heart rate variability ratio and my sleep. All these parameters change depending on where you are in your cycle.

In order to fall pregnant you need to have sex in the days leading up to and including ovulation (when your egg is released). Sperm can survive within your female tracts for up to a week, so having sex at any time in the week prior may mean you fall pregnant, but your chances are at their highest on the day before and day of ovulation. The books all say we ovulate on day 14 of our cycle, so the world rampantly has sex around this magical day and expects miracles, but this doesn’t take into account the fact that we are all different. Armed with all of the information from my device, I was able to see that I wasn’t ovulating on day 14 at all, but actually on day 18, so there was a lot of ineffective (albeit lovely) intercourse being had!

I know lots of people dislike the medicalisation of the baby-making process and prefer to keep it impromptu and romantic, but honestly, I really enjoyed getting to know and understand my body on a whole new level. I went from thinking that a period was a total pain in the arse to actually something empowering, because in really coming to terms with my cycle and knowing when I was having hormonal surges or dips helped me to plan my weeks – from the type of exercise I should do, to knowing when my hormonal waves would make me feel more confident in myself so I could try to book in important discussions with the boss, or when I would be more emotional and want to be around supportive friends. Within three months of wearing this device, I was pregnant – though I hasten to add that it’s impossible to say conclusively whether this was because of the information I was getting from it or that it would have happened at this point anyway.

Being in the position of actively trying to fall pregnant, I was able to prepare myself for pregnancy. Women who are healthier at conception have a better chance of becoming pregnant, having a safe and healthy pregnancy, and giving birth to a blooming baby. To ensure optimum preconception health, there are a number of factors I would advise being aware of:

1. Start taking folic acid before you become pregnant

Folic acid is a manmade form of folate, a B vitamin that occurs naturally in foods like Brussels sprouts, broccoli, yeast extract, spinach, black eye peas and chickpeas. It helps to protect against neural tube defects (NTDs) in your baby, where the spine of the foetus does not develop properly in the womb. The most common example of this is spina bifida, where one or more of the bones in the spine fail to develop fully, leaving gaps in the spine and damaging the nerves and cord. This can mean that the baby suffers with paralysis, and it can affect their bladder and bowel control too. However, we know that women who take 400mcg of folic acid during early pregnancy are much less likely to have babies with NTD2 (if you have a Body Mass Index (BMI) – see below – of 30 or over you will need to take 5mg). As such, it is recommended that you start taking folic acid before you fall pregnant, ideally two to three months before, so that you build up your levels of folic acid to a level that protects your baby, up until 12 weeks of pregnancy.

2. Try to get to a healthy weight

Being a healthy weight in pregnancy is important because being either over- or underweight can affect your fertility, increase your risks of problems during pregnancy and pose risks to your baby. Using your height and weight we can work out your BMI, which is a rudimentary way to determine if you are a healthy weight. BMI can be a flawed measurement, as it doesn’t take into account the fact that muscle is denser than fat – weighing about 18 per cent more – so I recommend an individualised approach. BMI alone, without measuring other health determinants, might also not be a particularly useful screening tool. A study by Oxford University3 showed that the increased risks in pregnancy associated with obesity were actually fairly modest in women who did not have other conditions like high blood pressure or diabetes, or who had had previous Caesarean sections. The risks were even lower if the woman had given birth before. Therefore, the risks are not the same for all women in the same BMI bracket.

Additionally, your BMI should not be used as a tool for humiliation. Yes, we need to be informed of the possible effects that being over- or underweight can have on our reproductive journeys, but during an already vulnerable time, sensitivity is required in communicating this. Furthermore, if you have any underlying conditions that affect your weight, it may be that you have no control over it, and the weight ‘guilt trip’ may feel even more unfair.

There is, rightly, the expectation that as healthcare professionals we should discuss the risks of a high or low BMI with pregnant women and give dietary and exercise advice as per the National Institute for Health and Care Excellence (NICE) guidelines. However, the way we communicate risk in pregnancy is important, because the psychological impact of our words can also be influential to our wellbeing. Whilst it is my duty to provide the information as below, I don’t want you to come away from this chapter feeling stigmatised. If you are struggling with your weight, or you would like to discuss the potential impact of your weight on pregnancy further, you should talk to your midwife about this.

Overweight:


	Having a BMI of 25 and over can reduce your risk of falling pregnant. This is because overweight or obese women produce more of a hormone called leptin, which can affect the regulation of the sex hormones androgen and oestrogen, and in turn it increases the risk of irregular menstrual cycles and not ovulating.

	During pregnancy an elevated BMI can increase your risk of health conditions like pre-eclampsia. Having a BMI of 35 or over doubles your risk of this condition compared to a woman with a BMI of below 25. Being overweight also increases your risk of other conditions, such as gestational diabetes, blood clots, requiring an emergency Caesarean section and heavier bleeding after birth. However, it is not recommended to limit your intake of food groups and go on a significant diet during pregnancy, which is why it is best to do this before falling pregnant.

	A high BMI can affect the way your baby develops, increasing the risk of miscarriage, a stillbirth or premature birth and having a baby with a high birth weight, which can be carried on into adulthood.



Underweight:


	Having a BMI of under 18.5 can also reduce your chance of falling pregnant, due to hormonal imbalances, whereby you produce lower levels of oestrogen, affecting your cycle and whether you ovulate regularly or at all.

	It can also affect your pregnancy, resulting in an increased risk of miscarriage.

	Babies can be born premature, have a low birth weight and have an increased risk of the condition gastroschisis, where the stomach doesn’t develop properly.



3. Learn your family history

My husband and I often discussed whether our baby would have his blue eyes or my dark complexion, or perhaps my weird ET toes, but really, at the top of the discussion list for familial traits should have been whether either of us had any family history of birth defects, developmental disabilities or genetic conditions. That may not be as simple as saying we have no obvious conditions, but rather delving a few generations back, if you are able to, to see if you might be a carrier of a condition.

In human beings our sex cells (our sperm and eggs) are known as gametes, and each gamete carries 23 chromosomes, which on fusing completes our 46 chromosomes. So this means that you have two copies of every gene – one from your mother and one from your father. This is excellent, because if one copy is broken due to a certain condition, you still have the other. So whilst you still carry this broken gene and are called a ‘carrier’ of a condition, you do not actually suffer with the condition itself due to the other healthy copy. However, carriers are still able to pass that broken gene down to their offspring, and this is how some conditions are unknowingly passed down to the next generation.

Let’s say Mum carries a broken gene; she has a 50 per cent chance of that gene being passed down to her baby. Even if the baby is in that unlucky 50 per cent, it isn’t usually much of a problem as you are likely to still get a healthy copy of that gene from Dad, so your baby ends up just being a carrier. However, if Dad also has this broken gene, there is a 50 per cent chance that he too will pass it to his baby. This means there is a 25 per cent chance that the broken gene will be passed down to the baby from both Mum and Dad, resulting in a baby who suffers with the disease. That’s a pretty high risk when you take into consideration how serious the conditions can be – for example, cystic fibrosis or sickle cell anaemia.

Essentially, we all have a number of broken genes, and if you are unlucky enough to mate with someone who happens to have this same break, then the baby is at risk. Genetics isn’t always as simple as this, and there are different ways in which traits and diseases can be passed down, but this gives the simplest example of why we should try to be aware of our family medical histories and ask the questions wherever we are able to.

4. Review your medications

There are some medications you might be taking that may affect your chances of falling pregnant, and others that may affect your baby once pregnant.

The medicines that affect fertility can do so through different modalities – dysregulating your cycle, stopping ovulation and affecting your egg reserve. Commonly prescribed medications that can affect fertility include some antidepressants, antiepileptics and steroids. But it is not just about the prescribed medications, others, such as non-steroidal anti-inflammatory drugs (NSAIDs), which are commonly purchased as over-the-counter medications and include the frequently used ibuprofen, may affect fertility. Studies have found that the long-term or high-dose use of ibuprofen can disrupt the menstrual cycle and therefore affect fertility4.

Many women also undergo acupuncture and use Chinese medicine to help increase their chances of falling pregnant. Some studies support the use of Chinese medicine in fertility5, though there is little evidence that acupuncture will increase the likelihood of conception6. Whilst there is no harm to patients receiving acupuncture, there does seem to be some concern around herbal medicines7. St John’s wort, echinacea and ginkgo biloba are some herbs that may negatively affect your chances of conceiving8.

This one might sound obvious, but stop your contraception! Although we spend all of our twenties and thirties terrified that if we miss one single pill we are instantly going to fall pregnant (and this can, of course, be true for some!), for many of us, it can take around three months for the natural cycle to return. Whilst you do not have to wait these three months to attempt to conceive, it is often recommended that you wait for one period before trying to get pregnant. This is not the withdrawal bleed that you will have straight after stopping, but the first natural cycle. If you do fall pregnant before this, don’t worry, it is very unlikely that there would be any harm to your baby, it may just make it a little more difficult for the doctor to estimate how many weeks’ pregnant you are. It is worth knowing that whilst fertility can return instantly after stopping/removing most contraception, it can take a little longer with the contraception injection, so factor this into your plans.

Once pregnant, most medicines that are taken do cross the placenta, reaching the baby, so it is important to review the medications you’re on before you fall pregnant, to ensure none of them can affect your little one. It may be tempting to just stop all medicines once you’ve found out you’re pregnant, but it is very important that you don’t do this without speaking to your doctor first. Whilst we generally want our pregnant patients to be on as few medications as possible, it is worth knowing that the majority of women in the developed world use at least one medication during pregnancy9. The discussion you have with your doctor should include weighing up the risks and benefits of your medication, about the safety of each, and whether you can swap this to something safer or, even better, try non-pharmaceutical approaches. This is the case for both physical and mental health conditions.

5. Stop the boozing

I can’t really preach about this, I was in Croatia celebrating my husband’s 40th birthday when we conceived Harris, and there was alcohol involved. From the day I found out, however, until the day I popped, a drop didn’t pass my lips – in part to try to annul the guilt I had for the conception drinking sesh, but also because the thought of drinking just made me feel nauseous.

The NHS advises you to not drink alcohol at all if you are pregnant or trying to conceive, and in an ideal world this is what we would all adhere to. However, given that the majority of the drinking population is of reproductive age, it is not uncommon for those trying to conceive to regularly consume alcohol. It is easy to tut at this, but, as discussed, it can take up to a year or more in some cases to fall pregnant, and for many women this duration of sobriety can feel isolating. It can also be very difficult to conceal your reasons for being tee-total if you don’t want to let everyone know that you’re trying for a baby. This probably explains why a study of over 5,000 pregnant women found that those with an intended pregnancy were only 31 per cent less likely to consume alcohol in pregnancy than those with unintended pregnancies10.

The question is, why can’t you drink alcohol? Again, the answer lies in how it might affect your fertility and then how it might affect your unborn baby.

The effects of alcohol on fertility have been poorly researched, but studies in humans and animals have found changes to ovulation, ovarian reserve and the menstrual cycle with chronic alcohol intake11. It is likely due to the fact that alcohol increases the reproductive hormones oestradiol, testosterone and luteinizing hormone, with greater increases seen in women who binge-drink.

However, despite these noted changes, multiple studies have actually found no relationship between moderate alcohol consumption and fertility12. There have been some smaller studies which do suggest a decreased chance of achieving a clinical pregnancy in those that drink some alcohol versus no alcohol13, but larger, more robust studies have found no significant consistencies.

To play devil’s advocate, a retrospective study14 of almost 40,000 pregnant women actually reported a shortened time to pregnancy in women who consumed a moderate amount of alcohol compared with those who did not drink at all! This may be due to the ‘relaxation card’. I have seen numerous patients, living stressful and difficult lives, who have consulted with me, struggling to conceive. They’ve done everything by the book – stopped drinking, maintained a healthy lifestyle, worked out their fertile windows, taken all the supplements – but somewhere along the line they have understandably become significantly stressed by the whole process. The relationship between stress and infertility is well documented15, though it is less understood whether there is a direct causal link between stress and infertility, and the research is conflicting. However, it’s a great opportunity to really look after yourself, taking this time to use that spa voucher you were given for your birthday last year and have yet to enjoy, book into a Yin yoga class, or send your partner out on an errand and enjoy a bit of quiet and time alone on the sofa. Self-care isn’t just a popular cliche to bandy around, it truly is important.

Whilst there might be a grey area around drinking and fertility, the negative effects of alcohol on the foetus are better understood. Alcohol readily passes across the placenta to the amniotic fluid and foetus, but the foetus will actually be exposed to higher concentrations of alcohol than the mother. This is because the foetus metabolises the alcohol more slowly, so it accumulates in the amniotic fluid. Studies have shown that mothers who drink more than one to two units of alcohol a day during pregnancy have babies with a greater risk of preterm birth, low birth weight and being small for gestational age16. The other risk associated with chronic alcohol consumption and pregnancy is foetal alcohol syndrome (FAS). This term describes a group of symptoms that can occur in a baby who was exposed to alcohol prenatally and whose brain development was affected. The problems with their neurological development can result in learning difficulties, movement and balance problems, hyperactivity and attention deficit, as well as hearing and vision problems. They also suffer from abnormal growth, often being smaller at birth and shorter than the average adult, have characteristic facial features including a head that is smaller than average, small eyes, a thin upper lip and a smooth area between the nose and upper lip.

We do not know what the safe amount is that you can drink, only that the more you drink the greater the risk. FAS is entirely preventable by avoiding alcohol during pregnancy and, as such, the safest approach is not to drink alcohol at all whilst trying to conceive or when you are pregnant.


But what if you hadn’t planned on falling pregnant?

Not everyone is as much of a control freak as me, and in England 45 per cent of pregnancies are unplanned (or associated with feelings of ambivalence)17. So, if this is you, that’s ok, you haven’t doomed your baby! Just start taking folic acid as soon as you find out, stop boozing, don’t try to suddenly lose weight, and book an appointment with your GP as soon as possible to discuss any medications. If you are concerned about any developmental or genetic family history, your doctor will be able to review this with you and refer you to a geneticist, if appropriate.



PRE-PREGNANCY: A TIRED MAMMA’S SUMMARY

Folic acid: start taking folic acid supplements before conception to prevent neural tube defects in the baby. Ideally, begin 2 to 3 months before conception and continue to take it until the twelfth week of pregnancy.

Healthy weight: maintaining a healthy weight is important for both partners, as being either overweight or underweight has an impact on fertility and pregnancy outcomes.

Family medical history: having as much knowledge as possible about your and your partner’s family medical history is essential to identify potential genetic conditions or birth defects that may be passed down to the baby, how genetic traits are inherited, and the importance of being aware of carrier status.

Medications: it is important to review any medications you are taking, including over-the-counter drugs and herbal supplements, that could affect your fertility or the baby’s development. Discuss these with a healthcare provider before conception.

Alcohol: while the effects of moderate alcohol consumption on fertility are debated, the risks to the foetus are well-documented, including low birth weight, preterm birth and foetal alcohol syndrome.
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CHAPTER 2

EARLY PREGNANCY

BE PREPARED
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Now onto the <insert as appropriate> fun/terrifying/nauseating/exhilarating part! You are pregnant. What the hell do you do now?!

Firstly, celebrate. Everyone’s journey to get here is different – it may have been a breeze, or you might have been trying to conceive for a long time – but the end point is the same: you are pregnant. Take in the moment, breathe, hug, take photos of the pregnancy test and the non-existent bump. Then it’s on to the practicalities …

CHOOSING YOUR HOSPITAL

The next step in your antenatal journey is to decide which maternity unit you would like to register your pregnancy with. In the UK you can generally give birth in either a labour ward, a birth centre or at home. But whichever you choose for your birth plan, on the NHS you still need a referral to a hospital to begin your antenatal assessments and scans. This is usually done by self-referral, by going onto your chosen hospital’s website and filling out a simple form. If this is at all difficult, or your hospital doesn’t have this facility, your GP can do the referral for you. A GP referral may also be more appropriate if you have any complicated medical or social issues that you think would be best explained to the hospital team by a healthcare professional.

Choosing the hospital can seem daunting, especially if you live in a big city where there are several to choose from. However, if you live in an area where hospitals are spread out and you don’t want to travel long distances, your options may be more limited. You are free to choose any maternity service, so do not feel obliged to pick your most local provider if you have reservations about it.

I decided to choose the hospital that I was born in. There were a few reasons for this. First and foremost, it has an excellent maternity unit – I knew a couple of gynaecologists who worked there and they highly recommended it. Secondly, it was fairly close, perhaps not the closest, but near enough that I could get there within 30 minutes, if needed. Thirdly, a sentimental and emotional side. My mother hasn’t been well for a while, so she hasn’t been able to be part of my pregnancy or motherhood in the way I would have loved her to be. I wanted to do something that made me feel closer to her, and I thought that perhaps walking down the same corridors as she did, lying down for my ultrasounds in the same rooms as she did, and eventually giving birth in the same ward as she did would give me some of the comfort I needed.


What works for you?

You may have other priorities in choosing the right maternity hospital for you, which might include:


	Does the hospital have a birthing centre as well as a labour ward/birthing pool/birthing chair?

	Will there be any restrictions? Such as the number of birthing partners, is your partner allowed to stay overnight, what’s the visitors’ policy?

	What pain relief is available?

	Does the hospital have a special baby unit or would the baby need to be transferred somewhere if there was a problem?



Your GP might be able to answer some of these questions, or at least discuss feedback they have had from other patients. Peer knowledge is also very useful, so speak to your friends who have had babies at the different hospitals. They will be able to offer first-hand insight into their experiences, though, of course, remember that everyone’s pregnancies and labour are different and what happened to them may not necessarily happen to you.



But here’s the important part – you are not tied into anything, you can always register with a hospital and then, if you aren’t happy with the service or you’re not getting positive vibes, you can swap. Your midwife or GP will be able to help coordinate that for you.

THE BOOKING VISIT

Now that you’ve booked in with a maternity service, providing you are feeling well, there’s nothing else you need to do unprompted, so sit back and try to embrace the journey.

You will receive your first appointment with the midwife, which is usually termed your booking visit or appointment. Most people will have their first appointment by the time they’re 10 weeks pregnant. However, if you have underlying health conditions, such as diabetes, you may be seen more quickly. If you only found out you’re pregnant after this 10-week mark, contact your GP as soon as possible so they can help to expedite an appointment.

Where you have the appointment can depend on your local area; sometimes it is at the hospital, GP surgery, children’s centre or your home. For me it was at a children’s centre, which are these magical places I never knew existed until my pregnancy, despite having lived opposite one for five years – I thought it was just some weird portacabin in the park! They are places where local families with young children can go to enjoy the facilities and receive any support they need. It was so good to know about their existence, as Harris and I continue to go regularly. We get to hang out with other kids and parents, use their toys, attend music classes and l get little tips about parenting – from teeth brushing to effective reading – and this is all for free!

This first midwife appointment is an important one, as it gives you the chance to highlight any concerns you have about your pregnancy so the team can ensure you get the right support. The questions they will ask at first seem fairly straightforward; such as where you live, your support network, your relationship with the baby’s father, your job, your health, as well as your smoking, drug and alcohol use. They will discuss the antenatal care you will receive, classes you can go to and exercises – including pelvic floor, diet, breastfeeding, options of where to have your baby and the benefits you’re entitled to when pregnant.

They will also need to go into more sensitive matters, including any history of domestic abuse, mental health concerns and history of Female Genital Mutilation (FGM). These can feel like very difficult things to open up about to someone you don’t know. I often suggest to my patients that if there is a topic that they know they will clam up about but is important to discuss, they should write it all down before. They can then either read from it themselves, which can help to remove the pressure, or just hand it to the midwife to read.

This appointment is also an opportunity to do some examinations.

You will have your height and weight measured to work out your BMI. As discussed on here, your BMI can be a risk factor for complications to both mother and baby, so you may be offered more frequent tests, including for gestational diabetes, blood pressure monitoring and ultrasound scans. You should also be offered support to try to limit weight gain, though weight loss and dieting during pregnancy is not advised.

You will also have your blood pressure checked; this is because of a condition called pre-eclampsia. This can affect pregnant women usually from the second half of their pregnancy, resulting in high blood pressure and protein in your urine. Most cases are mild and easily treated, but if it is not caught early it can lead to complications for mum and baby, including eclampsia, which are fits. This condition is rare but it can be life-threatening.

You will have a blood test. This will be to test for three infections: HIV, hepatitis B and syphilis. These are infections that can be passed on to your baby, so we test it early in case we need to start treatment and limit that risk. You may have other tests to ensure you are not anaemic, and you will also be offered a blood test to check your blood group.

All in all, the appointment will take around 1 hour, and at the end you will leave with a shiny new folder with your maternity notes. This will be carried around by you pretty much always, and by the end of your pregnancy it will be a dog-eared representation of your nine-month whirlwind. I am told that some hospitals have entered the twenty-first century and done away with this paper folder, offering an app to access your pregnancy notes instead.


Rhesus disease

When you have your booking appointment for blood tests, you will be offered a blood group check. This tells the medical team if you are blood group A, B, AB or O, so that if anything happens that means you need a blood transfusion later, this information is all already documented. The test also tells us if you are rhesus positive or rhesus negative.

The rhesus factor is a protein found on the surface of red blood cells. If you are a rhesus-negative mother with a rhesus-positive baby, some of the baby’s blood can cross into the mother’s blood and sensitise the mother’s immune system to the rhesus factor. If you are sensitised to the rhesus-positive blood, your immune system may then start to produce antibodies against the rhesus factor (anti-D antibodies), which can cross the placenta and attack the red blood cells of any subsequent rhesus-positive baby you carry. This can lead to a condition known as rhesus disease, in which the baby’s red blood cells are destroyed, causing anaemia and other complications.

Therefore, if you are found to be rhesus negative at the booking appointment, your blood sample will be checked for anti-D antibodies. If you don’t have these antibodies, you will be offered injections of anti-D immunoglobulin throughout your pregnancy, which helps to remove the rhesus foetal blood cells before they can cause sensitisation, to reduce the risk of developing an immune response to your baby’s rhesus-positive blood.

If you already have developed the anti-D antibodies from a previous pregnancy, you will not be offered the anti-D immunoglobulin injections, as they won’t help. Your pregnancy and baby will instead be monitored more closely. Your unborn baby may require a blood transfusion if they develop rhesus disease. After they are born, they are likely to be admitted to the neonatal unit, where they may have phototherapy treatment, blood transfusions and antibody injections.

Reassuringly, nowadays rhesus disease is uncommon, as we regularly test your rhesus status, and it is usually prevented early with the use of anti-D immunoglobulins.



WHAT TO LOOK OUT FOR – EARLY PREGNANCY SYMPTOMS

Some people are fastidious about their cycles, so within a day of missing their period they know they are pregnant. Others are more relaxed, or perhaps have irregular periods that can make knowing more difficult. However, there are often a few tell-tale signs that can alert even the most nonchalant woman to her impending pregnancy.

BREAST CHANGES

The surge of the hormones progesterone, oestrogen and prolactin in pregnancy boost blood flow to the breasts and cause changes in the tissue to prepare them for breastfeeding. This can result in them feeling more tender and swollen, similar to when you are on your period. You may also notice more veins overlying the breasts (I thought my boobs looked like they belonged to the Hulk for the majority of my pregnancy and during breastfeeding), and the nipples and the dark circle of skin around them (the areolae) can become darker. You can also notice the appearance of Montgomery glands, which are small, raised bumps on the areola. These are responsible for the lubrication of the nipple and antibacterial properties to limit breast and nipple infections.

FATIGUE

The fatigue is real. In my first trimester I was floored by an overwhelming tiredness that I had never experienced before. I was going to sleep at 7.30pm and would still wake up exhausted. There is a scene in the movie The Wolf of Wall Street where Leonardo DiCaprio’s character has taken drugs called quaaludes, which are sedatives, and he has to drag himself out to his car, clawing his way across the floor in a semi-comatose state. Well, that was me for the first 12 weeks of my pregnancy. There are a number of reasons for this fatigue, including:


	Hormones – these play a big part in the fatigue of pregnancy, particularly progesterone, which surges in the first trimester. Progesterone is needed to help support the pregnancy and for milk production later on, and has a number of sleep-enhancing effects – it is essentially a sedative.

	Blood supply – to accommodate for the growing baby and placenta, your blood volume must increase, resulting in a lower blood pressure. Growing your placenta in itself is a mammoth task, and these increased demands on your body, together with a possible drop in blood sugar levels, may contribute to your fatigue.

	Anxiety – it is normal to feel anxious about a pregnancy, and with the fluctuation of hormones your emotional resilience may be low. These emotional changes often feed into your energy levels and your sleep.



What can you do to manage this fatigue? There are several options:



Do nothing – it will get better in the second trimester, though you will then hit the third trimester and your recurrent need to pee in the night, the ‘you can’t sleep on your back rule’, back ache and reflux may all kick in (see here) and you become pretty sleep-deprived again. My advice would be to get as many baby-related chores and tasks done in the second trimester when you have a wave of energy again.

Eat well – I know this is easier said than done if you are suffering from nausea, in which case, just do what you can to survive. If you have not been hit too badly with nausea, do try to make some good food choices to support your body. Ensure you are eating enough fruits and vegetables, and that your meals are balanced with enough carbohydrates, proteins and healthy fats, avoiding processed foods where possible. Both you and your baby need more iron to make red blood cells whilst you’re pregnant, therefore some pregnant women note that their iron levels drop, further aggravating the fatigue. Eating iron-rich foods may help; iron can be found easily in red meat and is also abundant in vegetables like dark green leafy vegetables, fortified cereals, pulses and nuts. However, our body is less able to absorb it in this vegetable form, so more of it needs to be consumed. To increase how much iron is absorbed from your food, eat these iron-rich foods alongside products high in vitamin C, like orange juice. You may find that eating little but often will help with maintaining your energy levels throughout the day.

Exercise – it may be a paradigm, but you need to expend energy to make energy. We know that exercising actually boosts your energy by increasing your blood flow and circulation, giving all your cells more oxygen, and by increasing your endorphin levels and giving you a little ‘high’. Exercise improves your cardiovascular health and endurance, making everyday tasks less energy consuming.

Nap – make sleep a priority, aiming for early nights and the usual 7–9 hours of sleep each night18, but, when needed, supplement your sleep with a nap. Understandably, some employers frown at naps in the middle of the office, especially if you have not revealed your pregnancy to them yet, in which case, just rest. Take the time during your lunch break to put your feet up, place your headphones on and close your eyes. This type of resting can still feel restorative even if you haven’t managed to catch some zzzs. If you already have children, this type of restorative time can feel impossible to come by, as you are often stretched so thinly trying to entertain and keep safe your Tasmanian devil of a toddler. The constant and repetitive shouts of ‘MUUUUUM’ coming from the other room are not conducive to rest. I know how difficult it is, and I feel for you! This is a time when you really need your partner, friends or family to step up and grant you the space for rest.

Avoid caffeine – whilst caffeine may help beat the fatigue at that moment, its mean half-life (that is, the average time it takes for the concentration of caffeine in your body to decrease by half) is 5 hours19, though this can range from anywhere between 1.5 hours and 9.5 hours, so, in those particularly susceptible, it can keep them awake at night. Not only that, but also it does cross the placenta, meaning the baby is also being kept awake, which may result in them being more active, kicking, poking and tapping away at your insides when you are trying to sleep, thus further compounding your fatigue.

INCREASED URINARY FREQUENCY

People often make the assumption that the need to pass urine frequently in pregnancy is due to the sheer weight of the womb on their bladder, which of course it can be in the later trimesters, but in the first trimester, when your bundle of joy is no bigger than a chia seed, there are other factors at play. It can mostly be put down to the surge in the hormones progesterone and human chorionic gonadotropin (HCG). The progesterone causes our smooth muscles (which is a type of muscle that contracts involuntarily), including those around the urethra, to relax, and the HCG causes an increased flow of blood to your pelvic area and kidneys. It is of course important to ensure that your urinary frequency is not being caused by a urinary tract infection (UTI), so do also look out for other symptoms including:


	Pain/burning on passing urine

	Blood in urine

	Cloudy urine

	Malodorous urine

	Abdominal pain

	Back pain

	Nausea or vomiting



MORNING SICKNESS

This is a misnomer, there is nothing ‘morning’ about it, it can affect you at any time of the day or night, though the symptoms can be worse in the mornings as your stomach is empty, having fasted through the night. I had the image of being an ethereal Earth Mother, feeding my child via my placenta with organic ‘eat the rainbow’ nutrients, chia and flaxseeds, and having a green goddess smoothie every morning, giving him/her the best start in life. The truth of the matter was I felt terribly nauseous, and the only thing I could eat for 12 weeks was cheese toasties. I would be woken by a wave of nausea at about 2am every night, and I would creep down to the kitchen to make a cheese toastie. Any attempt to make them ‘healthy’ by sneaking vegetables into them was heavily protested by my gut.

I think when we call it morning sickness, it implies to all the non-parents out there that it is a mild condition that you will overcome by 11am, when, in reality, in some cases it can be so severe that hospitalisation is required – a condition known as hyperemesis gravidarum (which occurs in between 0.3 and 3.6 per cent of pregnancies20). Morning sickness affects 80 per cent of pregnancies21 but most often it subsides by weeks 16–20 of your pregnancy. I was incredibly lucky in that mine stopped at 12 weeks; one morning I just woke up from sleep and I didn’t want to curl up around a toilet anymore.

Morning sickness occurs for several reasons, including the saliva in our mouths becoming more acidic in pregnancy, making foods and drinks taste less palatable. The acid in our stomach also becomes more acidic, which adds to the feeling of indigestion. Our gut motility is also slower in pregnancy, making us feel fuller and, due to the hormone relaxin, the muscle at the top of the stomach known as a sphincter becomes more relaxed, allowing the acid to travel up your oesophagus, causing nausea and vomiting. As if this wasn’t enough, blood sugar levels become more erratic in pregnancy. In the first trimester your body utilises insulin more effectively, so your blood sugar levels can become slightly lower, which can also make you feel more nauseous.

So what can you do to ease morning sickness? A meta-analysis22 reviewing 42 different studies about morning sickness, compared the outcomes of using acupuncture, chamomile, dimenhydrinate (an over-the-counter antihistamine used for motion sickness), doxylamine with vitamin B6 (a prescribed combination of antihistamine and vitamin B6), ginger, quince, metoclopramide (prescribed anti-sickness medication) and vitamin B6, against placebos. Of these different interventions, vitamin B6 and ginger had the best outcomes in terms of vomiting control and less-adverse events. The systematic review suggested there was only adequate evidence to support the use of ginger, and that even though favourable results were found for some of the other interventions, the strength of evidence for them was very low.



Ginger – this has been used in many cultures to aid digestion and morning sickness. It can be consumed in the form of teas, biscuits, capsules, drinks and candies. The evidence suggests that it may help with the symptoms of nausea, though it may not significantly reduce the frequency of vomiting23. As it does not pose any side-effects or adverse risks, it remains the first port of call for most pregnant women needing relief. The mode of action by which ginger gives us this anti-sickness property is still being unravelled, but it is thought to be a combination of how it increases the gastric tone and motility, and increased gastric emptying.

Acupressure – this is a type of massage based on Traditional Chinese Medicine, whereby pressure on certain points (acupoints) is thought to alleviate nausea. An easily accessed and classically utilised acupoint is the P6 point, which is found three fingers’ breadth below the transverse crease of the inner wrist. There you can feel two tendons running vertically; the pressure point lies in between those tendons. Applying firm pressure there for 2–3 minutes is thought to relieve nausea. It is also possible to buy wristbands that consistently apply pressure to this point.

Medication – there are anti-sickness medications that can be given in pregnancy. Although these medicines (antihistamines and phenothiazines) are not specifically licensed for treating nausea and vomiting in pregnancy, their use is established in clinical practice and recommended by the Royal College of Obstetrics and Gynaecologists24 for women whose symptoms have not responded to conservative management. Some prescribers and women may prefer the use of doxylamine/vitamin B6 because it is specifically licensed for use in pregnant women25. There is no evidence of harm from the use of the standard anti-sickness medications, though product literature for many of the medicines advises caution in pregnancy, so generally we try to limit medications in pregnancy where possible, and will weigh up the benefits against the risks. When the sickness could in itself be harming you (physically or emotionally) or the pregnancy, your doctor can prescribe them for you.

Food choices – even though you may not feel like it, please continue to eat regularly and avoid skipping meals. You may find that eating smaller meals more frequently is easier for your digestion, which can be as small and frequent as a mouthful every 15 minutes, if necessary. It is also easier to stomach carbohydrates than fatty foods, so keep it simple and try foods like crackers, pasta, toast and dry cereal, and place them by your bedside to have a nibble before you get up in the morning.

Hydration – becoming dehydrated can heighten the symptoms of nausea, so ensure you are regularly drinking. There is no ‘ideal’ amount to drink, as everyone’s needs are different, and it can depend on your BMI, the weather, what foods you have been eating, how much you are vomiting, if you are sweating, etc. However, most people on average require around 1.5–2.5 litres of water a day (8–10 glasses)26. If you are struggling to drink, consider sucking on ice or an ice lolly, or drinking using a straw. For some, the smell/taste of chlorine in tap water can trigger nausea, so consider adding a slice of lemon or mint leaves, or drink cooled-down boiled water or mineral water instead.

Vitamin B6 – this is a water-soluble vitamin that is needed for a number of metabolic functions and for the development of our nervous system. It is found in many foods, including meat, fish, vegetables and bananas. It has been found that pregnancy (and taking oral contraception) can result in a deficiency of vitamin B6. How this vitamin works is not entirely understood, but it is thought that a deficiency may mean we do not produce the right amino acids needed to help reduce nausea. There have been studies that show an improvement in nausea scores in those who took this vitamin compared to women taking placebo27. The majority of studies, however, pertain to the use of vitamin B6 alongside doxylamine, but if you are looking for an over-the-counter option, some women choose to take vitamin B6 alone. In the UK, the Royal College of Obstetricians and Gynaecologists (RCOG) has not recommended the use of vitamin B6 as it states that there is a lack of consistent evidence, but in the US the American College of Obstetrics and Gynaecologists does recommend it in the treatment of nausea and vomiting in pregnancy28.


When should you seek your doctor’s help for morning sickness?

Whilst morning sickness is an accepted part of pregnancy, there is a point at which you should seek medical care. If it is severe enough that you have not been able to eat or drink for 24 hours, you are at risk of dehydration and malnutrition. Signs of dehydration include dark-coloured urine, not passing urine for over 8 hours, dizziness and feeling weak. In this situation you should speak to your GP, midwife or call NHS 111. This is also the case should your vomit become brownish or have blood in it. Sometimes urinary tract infections can be the cause of the increased vomiting in pregnancy, so should your vomiting symptoms come on rather suddenly, please also look out for the symptoms listed above under increased urinary frequency.



CRAVINGS

Everybody’s cravings seem to be different; maybe you start to fancy mixing weird flavours together (bacon and cake anyone?) or eating foods you were not that bothered by pre-pregnancy. Or, in my case, not really eating much sweet stuff and only wanting to eat bread and cheese, and then eventually, when the morning sickness finished, adding in pickles of any variety. If it could be pickled, I wanted it. This lasted until my third trimester, when acid reflux put a firm stop to my desire for highly acidic foods. We often wonder whether pregnant women get these cravings to meet a nutritional deficit, for example, maybe your carnal desire to eat steaks is because you are iron-deficient, however, research suggests
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