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If you are still concerned, contact your
midwife or doctor immediately. Never wait
until the next day.
It is best not to delay contacting your care
provider. Most of the time, your doctor or
midwife will check your baby’s heartbeat,
and tell you that your baby’s tests are
normal. However, in a very small number of
cases not feeling a baby moving is the only
sign that is noticed before a baby is stillborn.
You should contact the maternity ward,
your doctor or midwife directly:
• if your baby does not move at all one
day. If this happens contact your care
provider that very day or night. Do not
wait until the next day.
• if your baby kicks less and less in the
course of one day and you feel that
there is too little activity from your
baby.
We hope that this information has helped
you get to know and understand what
your baby’s movements mean.
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For further information visit:
www. stillbirthalliance.org.au/guideline4.htm
or ask your obstetrician or midwife for more
information about your baby’s movements.
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Pregnancy—your baby’s movements and
what they mean
This brochure will give you information about
what your baby’s movements mean. It also
provides some tips on how you can keep a
check on your baby’s health by being aware of
their movements.
What is your baby doing in there?
As a mother, it is very exciting to feel your
baby move. Your baby will be active during
your entire pregnancy. You will first start to feel
your baby move when you are between 16–22
weeks pregnant. In the beginning you won’t
feel your baby’s movements very often. As
your baby grows, the movements will become
obvious and you will gradually start to feel
the movements more regularly. You won’t feel
small movements, such as thumb sucking or
stretching of fingers and toes. You will feel
kicking and rolling movements and perhaps
hiccups (small rhythmic twitches) during the
last trimester of your pregnancy. All these
movements are obvious in the last months of
pregnancy and should be felt up to the time you
go into labour.
What do movements say about your baby’s
health?
Usually, an active baby is a healthy baby. Some
women may not feel their baby move as much
as others, even though their baby is doing

well. Women who are of larger body size, or
whose placenta is located at the front of the
uterus may not feel their baby’s movements as
strongly.
How much should your baby move: should
you count kicks?
Being aware of your baby’s movements
each day is a very good habit to have during
pregnancy. There is no need to keep a written
record of your baby’s movements, although
some women may want to.
We suggest that from 28 weeks (third
trimester), you spend some time each day
focussing on your baby’s movements. Most
babies move around more in the morning and
in the evening.
When your baby is awake you can practise
feeling for movements. You will feel movements
best when you relax while lying or sitting down.
You will feel your baby’s movements least
while standing, walking or if you are busy with
other things.
Is it true that babies move less before
labour?
There is no reason to believe that babies move
less in the last few weeks before birth. It is
important to remember that your baby should
remain active during your entire pregnancy.

Do healthy babies move all the time?
Babies do not move all the time, even when
they are perfectly healthy. All healthy babies
will be quiet or asleep for short periods of
time. Before birth, babies have similar sleep
and wake cycles to those of a newborn baby.
To better understand your baby’s wake and
sleep cycles, imagine a healthy toddler
running around and then having a regular
daytime nap. This is normal behaviour for
a toddler. But, if that toddler was to lie on
the couch for a long time when they did
not usually sleep, you would wonder if your
toddler was sick. Similarly, if your baby is
quiet at a time when they are normally active,
then there may be cause for concern.
What do you do if you are concerned
about your baby’s movements?
Always remember that normal movements
are a sign of a healthy baby—when a healthy
baby is awake they will usually move at least
10 times in two hours. If you feel a decrease
in the normal daily activity of your baby this
may be a cause for concern.
If you have any concerns during your
pregnancy about your baby’s movements,
you should first sit in a quiet place and
focus on feeling your baby’s movements.
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Obstetric cholestasis

Vitamins and minerals during
pregnancy

Unless you develop Obstetric cholestasis during pregnancy, chances are you will never know
hear about this condition. Obstetric cholestasis – also known as cholestasis of pregnancy, OC,
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More

intrahepatic cholestasis of pregnancy, and ICP – is a rare condition that occurs in pregnancy
and affects both the liver and the flow of bile from that organ.
The liver ordinarily produces bile that flows into the intestine and assists in the digestion of
food, but for women suffering from Obstetric cholestasis the flow of bile is hindered due to
pregnancy hormones so that the bile acid builds up and causes toxins to enter the blood

Baby shower food
Throwing a baby
shower? Find easy
recipes and tips to …
Read More

system.

Symptoms of Obstetric cholestasis
Severe itching that usually appears in the last ten weeks of pregnancy. The itching
occurs particularly on the hands and soles of the feet, and is worse at night. This itching
may spread to other parts of the body.

What’s happening

Jaundice
Dark coloured urine
Pale stools
IMPORTANT!
Once you have been diagnosed with Obstetric cholestasis, you have a 60-80% chance of
being affected by OC in future pregnancies – the symptoms associated with Obstetric
cholestasis can also become more pronounced with each pregnancy.

Diagnosis of Obstetric cholestasis
Diagnosis of Obstetric cholestasis is usually a diagnosis of exclusion – it is only diagnosed
when all other possible conditions have been eliminated, although specific blood tests can

Fruity Oat Biscuits

identify liver function problems. But it is important that the condition is identified as it can
have serious health implications for baby and mother.
The chance of stillbirth grows significantly – about 15% greater – with the diagnosis of
Obstetric cholestasis and it is for this reason that close monitoring of the baby is
considered necessary until delivery occurs.
Doctors generally aim to induce and deliver babies at 35 – 38 weeks as the risk of
stillbirth continues to increase as each week of pregnancy passes.

Treatment of Obstetric Cholestasis
As Obstetric cholestasis can only be resolved with the delivery of the baby, treatment of
Luscious chocolate cake

OC tends to focus on treating the symptoms rather than the condition itself.
Ursodeoxycholic acid has been shown to improve liver function and has been used in the
treatment of Obstetric cholestasis.
Carefully managed steroids can also be used to improve the itching.
Topical treatments that may work include calamine lotion, Pine-Tarsel and Alpha-Keri.
Some women have found relief from the itching in homeopathic remedies.

This article was written by Ella Walsh for New Zealand’s leading pregnancy resource, Kidspot.
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Skin problems and pregnancy

AAA

PRINT

Overview

While some women seem to develop a glow about them when they are
pregnant, others are not so fortunate. Most skin changes in pregnancy are
mild, or even harmless, and will resolve once you have given birth. This article
touches on some of the skin changes that women may experience when they
are pregnant.

Resources
Support
National Screening Unit NZ Pregnancy
and newborns
Health and Disability Commissioner
Freephone 0800 11 22 33
Information about your rights when
using health services
Healthline Freephone 0800 611 116

Pregnancy - shouldn't my skin be glowing?
Not necessarily: some of the skin changes that women may experience when they are
pregnant might be:
itchy dry skin
stretch marks
mask of pregnancy
linea nigra
spider veins
obstetric cholestasis
pyogenic granuloma
pruritic urticarial papules and plaques of pregnancy (PUPPP)
pemphigoid gestationis.

Brochures
Eating for healthy
pregnant women

Ministry of Health NZ &
Health Promotion Agency,
2017

Itchy dry skin

Folic Acid and Neural
Tube Defects (including
spina bifida)

Eczema is a common cause of itchy, dry skin in pregnancy. This is because
hormonal changes during pregnancy affect the way the immune system works and can
make your skin drier and more sensitive.

NZ Ministry of Health and
Health Promotion Agency,
2010

Try having a shower instead of a bath and reduce the number of times you bathe.
Keep cool as much as possible, as overheating can aggravate the itching.
Substitute your soap or shower gel for a soap-free cleanser.
Wear soft, smooth clothes and avoid wool, which can irritate already itchy skin.
Use a moisturising lotion, cream or ointment to protect your skin.
Other causes of itchy skin can be PUPPP or obstetric cholestasis (see below).

Your pregnancy

Ministry of Health NZ,
2013

If you had acne, eczema or psoriasis before you were pregnant, it is a good idea to see
your GP or dermatologist when you discover you are pregnant, to review your
treatment.

Stretch marks

Related topics

Stretch marks happen when the skin’s middle layer - the dermis - is
stretched a long way, quickly, or over a long period of time.
Developing stretch marks may be hereditary so it can be helpful to
know if your mother or grandmother had them.

Antenatal blood tests
Folic acid/folate in pregnancy
Listeria and pregnancy

Stretch marks will fade over time, but you may wish to try
using creams or oils to minimise their appearance.
Some people argue that, if you are going to get stretch marks,
you will get them regardless of what you put on your skin.
If you decide you want to use a stretch mark product, you should start doing so
long before they appear and check it is safe to use in pregnancy.
Areas to focus on are your abdomen, breasts, legs and arms.

Pregnancy – over 35 years
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Mask of pregnancy

#

Also known as melasma or chloasma, the mask of pregnancy is a blotchy, brownish
area that appears on the face. Chloasma can have a number of causes and pregnancy
is just one of them. It comes on slowly during pregnancy and may fade with time after
giving birth.

$
%

If you develop skin pigment changes on your face:
Try to stay out of the sun as much as possible.
Use a high sun protection factor (SPF) sunscreen year-round.
Use mild cleansers to reduce any drying or irritation.

Linea nigra (dark line down your abdomen)
Linea nigra - simply meaning ‘dark line’ - this harmless mark of
pregnancy does not appear on every woman’s stomach. It is more
likely to show in women with darker skin.
Linea nigra usually occurs around the second trimester of
pregnancy, when the muscles in the abdomen stretch and
separate slightly to accommodate a woman’s growing bump. A
pigment called melanin marks where the separation has occurred.
The line generally disappears within a few weeks of giving birth.

Spider veins or angiomas
When pregnant, your body pumps more blood around your body to meet the needs of
you and your baby. That can place the blood vessels under some strain and cause
some of the smallest vessels – the capillaries – to leak or burst, resulting in a small area
of fine red or purple lines.
The face is the most common place for spider veins, as it is an area more likely to
be exposed to extremes of temperature.
Spider veins fade with time but you can minimize them by protecting bare skin
from very hot or very cold conditions.

Obstetric cholestasis
A rare liver condition in pregnancy, known as obstetric cholestasis, is identified by
intensely itchy skin. The itchiness is most common on the palms of the hands and soles
of the feet but can spread to the rest of the body.
There is no rash but other symptoms can include:
Dark-coloured urine and pale stools.
Jaundice or yellowing of the skin.
You may feel generally unwell or lose your appetite.
If you experience these symptoms you should consult your lead maternity carer or GP.

Pyogenic granuloma
About 5% of pregnant women develop a benign (non-cancerous) skin growth called
pyogenic granuloma.
The most common place is in the mouth, although one may also appear on the
head, neck, upper torso, hands or feet.
Starting as small, red, brown or blue-black spots the size of a pinhead, these lumps
grow quickly over a few days or weeks.
They can grow to 2cm in diameter or, less commonly, as big as 5cm.
While it is non-cancerous, a pyogenic granuloma can be unsightly, uncomfortable and
can bleed profusely if knocked. This type of skin growth generally disappears after the
baby is born. If not, it can be removed. This is also an option while you are pregnant, if
it is causing you problems.

Pruritic urticarial papules and plaques of pregnancy (PUPPP)
This long name refers to a condition that is thought to result from rapid stretching of
the skin. Another name for it is polymorphic eruption of pregnancy.
More common in first-time mothers and those carrying more than one baby, the
condition usually comes on in the third trimester.
Small, itchy, red bumps usually start near the stretch marks around your belly
button. They may have a white halo around them.
Gradually, they join up to form raised patches and may spread to your thighs,
buttocks, arms and legs.
Your lead maternity carer or GP will be able to advise you on treatment, which may
include a cream or ointment to protect the skin, a steroid cream or an antihistamine.
PUPPP usually disappears once your baby is born.

Pemphigoid gestationis
Pemphigoid gestationis is a rare skin condition associated with pregnancy. It has also
been called herpes gestationis, although it has nothing to do with the herpes virus. It is
caused when your immune system begins to react against your own body tissue.
The condition usually begins in the second or third trimester with itchy, red bumps
– a bit like hives – around the belly button.
The rash spreads to other parts of the body, including the trunk, legs and arms.
Fluid-filled blisters or raised red patches form after two to four weeks.
In most women, the rash disappears once her baby is born. In a few cases, it flares
up with future pregnancies, menstrual periods or oral contraceptive use.
If you have these symptoms you should talk to your lead maternity carer or GP, who
may refer you to a dermatologist.

Learn more
Pregnancy and skin section Dermnet (NZ), 2014
PUPPP - Polymorphous Eruption of Pregnancy or Polymorphic eruption
(NZ), 2014

Dermnet

BACK TO TOP

Credits: Reviewed by dermatologist Dr Julie Smith, April 2009. (With thanks to ‘Angela’ and ‘anonymous’
for the use of their photos of stretch marks and linea nigra.) Updated by Health Navigator Feb 2014.
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Testing for Diabetes
in Pregnancy
Diabetes can cause problems for you
and your baby during your pregnancy
and birth, so it’s important to know if
you have or are at risk of diabetes and
how to look after yourself and your
baby.

• your baby may have problems with their
own blood sugar when they are born,
and they will have more risk of getting
diabetes later in life.

What is diabetes in
pregnancy?

There are three blood tests that can help
you find out if you have or are at risk of
getting diabetes during your pregnancy.
The three tests are:

Whenever we eat, a hormone called
insulin helps move the sugar from our
food through our blood and into our
muscles, where it is turned into energy
to help us move.
When you are pregnant, your body
produces lots of other hormones to help
your baby grow. Some of these hormones
can stop insulin working well. This causes
sugar to build up in your blood because
it can’t get to your muscles. You have
diabetes when you have too much sugar
in your blood.
Pregnancy diabetes generally goes away
after your baby is born, though it leaves
you with more chance of developing
diabetes again later in life.

What can happen if
you have diabetes in
pregnancy?
If you have diabetes when you are
pregnant and don’t get treatment:
• your baby can grow too big, and this can
cause problems for you and your baby
during the birth

Testing for diabetes

• HbA1c
• Oral glucose challenge test (OGCT)
• Oral glucose tolerance test (OGTT).

HbA1c
The HbA1c is a simple blood test. You will
be offered it at the same time as your first
antenatal blood tests. You can eat and
drink normally before the test, and you
can leave as soon as the test is finished.
The HbA1c test shows your average
blood sugar level for the past 6–12 weeks.
It measures what percentage of your
haemoglobin (the protein in your red
blood cells that carries oxygen) is coated
with sugar (glycated). A high HbA1c
level means that more sugar has been
circulating in your body and you have
a higher risk of getting diabetes in your
pregnancy.
If the HbA1c test shows that you have
diabetes, you’ll be offered another HbA1c
test 3 months after your baby is born to
check that your blood sugar level is back
to normal.

• you can develop high blood pressure
and pre-eclampsia (a serious condition
that can give you headaches, abdominal
pain, nausea and other problems)
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Oral glucose challenge test (OGCT)
If you are not at high risk of diabetes in pregnancy,
your Lead Maternity Carer (LMC) will offer you an
oral glucose challenge test (also called a polycose
test) when you are between 24 and 28 weeks
pregnant. This test measures how well your body
can process sugar. You can have this test at any
time of the day.
For this test, you’ll drink a sugary drink and then
wait 1 hour before giving a blood sample. You will
not need to do anything special before or after the
test. Most people do not have side effects from the
oral glucose challenge test.

Oral glucose tolerance test (OGTT)

When you arrive for the test, a blood sample is
taken to measure how much sugar is in your blood
after you’ve been fasting. Next, you’ll drink a
sugary drink and then wait 2 hours before giving
another blood sample. You will not be able to leave
the lab for 2 hours.
Most people do not have side effects from the
OGTT. Some feel sick, sweaty or light-headed after
they drink the sugary drink, but long-term, serious
side effects from this test are very uncommon.
If the tests show that you have diabetes, your LMC
will talk to you about ways you can access care to
manage it. They will also refer you to a specialist
for advice.

If your HbA1c or oral glucose challenge test results
were high, your LMC will offer you an oral glucose
tolerance test. This test will confirm if you have
pregnancy diabetes or not.

Keep doing these things
to keep you and your baby
healthy

This test is done on an empty stomach, so your
appointment for the test will be in the morning.
You shouldn’t eat or drink anything for at least
8 hours before the test. You can eat normally the
day before the test, but don’t have anything to eat
or drink (except water) after your last meal the
evening before.

• Attend regular check-ups with your LMC.
• Get regular exercise.
• Eat healthy food.
• Don’t smoke.
• Don’t drink alcohol.
• Avoid drugs.

For more information
• Talk to your GP, LMC, diabetes nurse or specialist.
• Visit the Ministry of Health National Maternity Guidance web page.
• Visit the Diabetes New Zealand website www.diabetes.org.nz/about_diabetes/gestational_diabetes
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Testing for diabetes in pregnancy

Gestational Diabetes Mellitus
(GDM)
Tena koutou katoa, Kia orana, Talofa lava, Malo e lelei, Fakaalofa lahi atu, Taloha
Ni, Ni Sa Bula Vinaka,
Greetings and Welcome to National Women's
Gestational Diabetes
If you have been diagnosed with Gestational Diabetes you probably have many
questions. This pamphlet will help you answer some of the more commonly asked
questions about this condition.

Q What is Gestational Diabetes?
A Gestational Diabetes (GDM) is defined as diabetes which is diagnosed in pregnancy.
It is a fairly common complication of pregnancy, is usually symptom free and is
diagnosed during routine screening. Gestational Diabetes usually develops after the
24th week of pregnancy but can occur earlier. Women who are diagnosed in early
pregnancy may have underlying diabetes that has not been recognised before.
Our body gets its major source of energy from glucose. Glucose is a form of sugar that
comes from carbohydrate foods (e.g. bread, rice, potatoes, kumara, taro, corn, pasta,
cereals, dried beans, lentils, milk, and fruit). After these foods are digested they enter
the blood stream as glucose. The body requires the assistance of a hormone called
insulin to get glucose from the blood stream to the muscle and other tissues of the body
to be used as energy. Insulin production needs to increase four-fold in pregnancy.
During pregnancy, the placenta nourishes your baby as it grows. Hormones from the
placenta also help your baby develop. But these hormones can also block the normal
action of insulin during pregnancy. This is called insulin resistance.
Insulin resistance means insulin does not work effectively in the mother’s body. Without
enough extra insulin the glucose accumulates in the blood. This is Gestational
Diabetes.

Q Why me?
A Some women are at high risk of developing this condition. The risk factors include:
1.
2.
3.
4.

Overweight/obesity
Excessive weight gain in pregnancy
Family history of diabetes
Over 30 years of age
1

5.
6.
7.
8.
9.

Previous history of Gestational Diabetes
Poor obstetric history – unexplained stillbirth, miscarriage
Previous large baby or babies
Ethnicity (some women from certain ethnic backgrounds are at higher risk)
Polycystic Ovarian Syndrome

Gestational Diabetes can also occur in women who have none of these risk factors.

Q How is Gestational Diabetes diagnosed?
A It is recommended that all pregnant women should be tested for diabetes between
their 24th and 28th week of pregnancy. Firstly, there is a screening test (Polycose), a
glucose drink is taken and a sample of blood drawn one hour later. If the test is high a
second test is performed (Glucose Tolerance Test). Depending on these results a
diagnosis of Gestational Diabetes is made. If a woman has significant risk factors she
may be asked to go straight to a glucose tolerance test. Some women at high risk may
be tested earlier in pregnancy.

Q How is Gestational Diabetes treated?
A

The goal of treatment is to keep the blood glucose within the normal limits to
improve the outcomes for both mother and baby. The Diabetes Team consists of a
Physician, Obstetrician, Diabetes Midwife, Dietician, Social Worker and
Physiotherapist. They will provide you with information, support and professional.
Step 1: Meal Plan
A Dietician will help you develop a meal plan. This healthy eating plan should be low in
fat, no added sugar and high in fibre. The Carbohydrate (glucose making foods) that
you eat will be evenly spread over the day. This will result in smaller rises in blood
sugar after meals and make good use of a limited insulin supply. The meal plan will
also provide nutritious choices.

The reason for having a low fat eating plan is because when fatty food is digested, the
fat that enters the blood stream can also interfere with insulin action and worsen insulin
resistance.
This meal plan is healthy eating for the whole family - for life.
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Step 2: Exercise
Being physically active helps the body control the level of glucose in the blood stream
by helping insulin to work properly. Aim to do 30 minutes of moderate intensity activity
on most days of the week.



Walk
Swim/water walk

Step 3: Blood tests
You will need to monitor your blood glucose frequently. Each blood glucose result must
be recorded accurately so that the Diabetes Team can observe any trends and advise
on appropriate treatment. Aim for test less than 5.0 mmol/L before breakfast and less
than 6.0 mmol/L 2 hours after the start of each meal. We may ask you to aim even
lower levels depending on individual risk factors.

Q Will I need to have further treatment?
A For some women, diet and exercise is not enough to achieve normal blood glucose
levels. In such cases tablets such as metformin or insulin injections are needed. The
treatment is stopped after delivery of your baby. Your Diabetes Team will follow your
blood glucose results to see if further treatment should be part of your plan. We will give
you further extra information about treatment options if we think that you may need it.

Q How will Gestational Diabetes affect my pregnancy?
A Women with GDM are considered to have “higher risk pregnancies.”
This means you have a greater chance of developing complications.
1. Pre-eclampsia (Toxaemia) this is a condition that only occurs in pregnancy. It
can include high blood pressure, protein in your urine and swelling of your hands
and feet. You and your baby can become unwell, so we monitor women with
preeclampsia closely, usually in hospital.
2. Polyhydramnios involves the production of too much Amniotic Fluid – the fluid
around your baby. Extra fluid causes discomfort and can lead to preterm
delivery.
3. There is an increased risk of needing a Caesarean Section if the baby grows
too big.
4. Induction of labour (IOL) may be recommended prior to your due date.
If blood glucoses are kept within the normal range, the risk is reduced and a
straightforward pregnancy and delivery is more likely.

Q Will Gestational Diabetes affect my baby?
3

A Most women with GDM who follow recommended treatment have healthy babies. If
your blood glucose values are maintained within the normal range you can rest assured
that you are doing all that is possible for your baby’s health. Some women with GDM
are at higher risk of their baby developing problems. The most common is that of a
large baby, which happens as a result of high blood glucose levels in the mother being
transferred to the baby in the womb. The baby has to produce large amounts of insulin
of its own to deal with the high glucose levels. This extra glucose is stored in the baby’s
body as fat and the extra insulin acts as a growth stimulus.
Babies who have high insulin levels can become unwell in late pregnancy, so for
women whose blood sugar levels remain high we worry about the baby’s wellbeing.
Because of the extra insulin made by the baby’s pancreas, newborns may have very
low blood glucose levels after birth and may also have a higher risk of breathing
problems and jaundice. We will check your baby’s blood sugars after birth.
Hospitals are well equipped to handle any problems, if they happen, but good blood
glucose control is the key to avoiding these problems.

Q Will my baby have diabetes?
A Your baby will not be born with diabetes. But diabetes tends to run in families, so
your child may develop diabetes later in life. We are learning more all the time about
how the baby’s surroundings before it is born affects the baby after it is born, even right
through to being an adult. Keeping good sugar control during pregnancy may reduce
the chance of your baby developing later obesity and diabetes.
Babies born to mothers whose blood sugars remain high in pregnancy become children
who have increased risk of obesity and later on, Type 2 Diabetes. You should
encourage your child to have a healthy diet and have regular exercise and maintain a
healthy weight to reduce this risk.

Q Will I have Diabetes after the baby is born?
A After the baby is born there is a strong chance that your diabetes will disappear. It is
very important to have a follow-up HbA1c at 10-12 weeks after delivery, and then
screening for diabetes with your GP every year. There is however, a chance that you
will develop diabetes at a later stage in your life. At National Women’s Health 25 – 30%
of women with GDM still have impaired glucose tolerance 6 weeks postnatal. As
women grow older and particularly if they increase their weight, diabetes can develop.
We recommend annual screening for this. The risk of developing diabetes can be
lowered by eating a healthy diet, enjoying regular exercise and maintaining the correct
weight for your height.

Q If I have another pregnancy will I develop Gestational Diabetes?
A Yes – you will more than likely develop GDM with all other pregnancies. With your
early pregnancy booking bloods your doctor or midwife may ask for an HbA1C, which is
elevated in women who have high sugar levels. If that is normal it is important to have
an early Glucose Tolerance Test (about 16 weeks). If this early test is normal, then
4

another Glucose Tolerance Test is recommended at 24 – 28 weeks, or earlier if other
signs suggest GDM is developing.
If you lose weight between pregnancies and keep your weight in the normal range for
your height you will reduce the risk of Gestational Diabetes in subsequent pregnancies
but will still need to be tested for Gestational Diabetes.

Q What do I have to know to increase my chances
for a healthy pregnancy and baby?

A The following list of items should be discussed with your Diabetes Specialist,
Obstetrician, Midwife, Diabetes Nurse and Dietician.







How and when to test your blood glucose and how to interpret the results
What and when to eat, how to prepare meals that maintain good nutrition and
normal weight
Why and when special tests are necessary
The importance of monitoring baby’s movements
How to care for yourself after the baby is born to decrease your risk of
developing diabetes
It is essential that you have a follow-up Glucose Tolerance Test 6 weeks after
the delivery of your baby.

This pamphlet has been prepared for you to use in conjunction with the information,
support and professional care you will receive from your Physician, Obstetrician,
Diabetes Midwife, Diabetes Nurse and Dietician.

Diabetes Clinic,
National Women’s Health
Auckland City Hospital
Updated Sept 2013
N:\Groups\Everyone\NW written information for women\Maternity Service\Gestational Diabetes (ADHB)
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Premature labour and warning signs
Premature or pre-term labour is labour that starts before 37 weeks of pregnancy.
Women most at risk of going into labour prematurely are those who:

have already had a premature baby
are pregnant with twins or triplets
have had three or more miscarriages or terminations
smoke
have an infection or certain medical conditions (such as high blood pressure, diabetes)
are under or overweight
have had previous treatment to their cervix.
The following may be signs of premature labour if they occur before 37 weeks. It is important to contact your Lead
Maternity Carer (LMC) or the hospital (where you are booked to have your baby), straight away, if you have any of these
signs. Your LMC will advise you what to do. Usually an examination and assessment of you and your baby are needed.
Sometimes women are advised to stay in hospital for treatment.
Signs of possible premature labour
Loss of water, mucous or blood vaginally: There can be a vaginal discharge of water, mucus and/or blood. The breaking
of the bag of waters around the baby can cause a gush of fluid. This is often one of the first signs of being in premature
labour.
Abdominal cramps, pelvic pressure and lower backache: Signs of possible premature labour can start with abdominal
cramps which are usually rhythmic, but may be constant. Pelvic pressure, which some women describe as heaviness in
the pelvis may be present. Continuous backache can occur in labour, or backache that comes and goes. It can also move
to your sides or front. (Many women have lower backache during pregnancy that is ligament not labour related).
Practice contractions: 'Practice-contractions' (called Braxton Hicks) are common during the later months of pregnancy.
These are not usually regular and while they can be uncomfortable, they do not become progressively stronger or more
painful. They can become more noticeable if you have a full bladder. Try going to the toilet. Braxton Hicks contractions
may settle down if the bladder is emptied. If this doesn't help or you have regular tightenings, ring your LMC for advice.
Contractions in labour occur at regular intervals: The uterus tightens and becomes hard. Painful contractions occurring
regularly every 15 minutes over a period of more than an hour may indicate the start of premature labour. To time the
contractions, use your hand to feel the uterus tighten, become hard and then relax (as best you can). A contraction may
last from half a minute to around 2 minutes. Time how long it takes from the beginning of one contraction to the start of
the next one. Contact your midwife or doctor (LMC) if you think you are having regular contractions and could be in
premature labour.
Abdominal discomfort: Some women experience nausea and diarrhoea which can cause bowel pain and discomfort. (It
is common however, to have heartburn/indigestion and to feel pressure on your bladder during pregnancy).
Premature labour
Once you contact your LMC, you may be asked to go to the hospital for assessment. You will be seen first by a midwife,
then a doctor who will assess whether you are in premature labour or not. Certain tests are carried out to determine this
and monitor the well being of your baby. Sometimes women are given medication to attempt to stop the labour and/or
medication to prevent infection to the baby. If a woman goes into premature labour before 34 weeks they are often
given medication to improve the maturity of the baby’s lungs in preparation for birth.
Warning signs of other pregnancy problems
Although most pregnancies proceed normally, some women develop complications of pregnancy. While it is common to
experience changes and discomforts during pregnancy, it is important to know what to watch for and what to do.
If you have any of the following signs, contact your LMC (midwife, doctor or hospital birthing suite) straight away (day or

If you have any of the following signs, contact your LMC (midwife, doctor or hospital birthing suite) straight away (day or
night):
any vaginal bleeding
changes in baby(s) movements (less movements or change in the regular pattern)
feel unwell
a significant rise in your blood pressure and/or protein in your urine can be signs of pre-eclampsia (also called
toxaemia).
persistent or severe headaches
problems with vision such as blurring, flashing or spots before the eyes
bad pain just below the ribs on your right side or upper central abdomen
unexplained vomiting
sudden swelling of your face, hands and feet
chills and fevers, feeling hot and unwell with flu-like symptoms
any other concerns about your pregnancy.

It is important to discuss any concerns you have about your pregnancy with your LMC, including a feeling that something
is not quite right, as an urgent assessment can be organised for you and your baby.

GIVING BIRTH BASED ON BEST EVIDENCE

Vitamin K for Newborns

®

By Rebecca Dekker, PhD, RN, APRN of EvidenceBasedBirth.com
Question: Why do we give
Vitamin K to newborns? What
are the benefits and risks?
Answer: Vitamin K is given to
prevent a rare but possibly
deadly brain bleed in the first 6
months of life. The benefit is
protection against bleeding in
the brain and stomach. The risks
include pain at the injection site,
bruising, and swelling.
Evidence: Vitamin K is a vitamin we need to clot blood. We
do not make Vitamin K ourselves, and we get most of our
Vitamin K from plants.

foods at six months.
A baby who does not have
enough Vitamin K can start
bleeding spontaneously, without
warning. This type of bleeding
can happen after birth (early
bleed), in the first week of life
(classical bleed), and from week
two until six months (late bleed).
Late bleeding is the most dangerous kind, because it often
starts out as bleeding in the
brain. These babies do not have
any type of head trauma— they
simply start bleeding because
they cannot clot anymore.

“The main risk factors for bleeding are
exclusive breastfeeding
and not receiving Vitamin K after birth.”
Babies are born with very small
amounts of Vitamin K. There is
very little Vitamin K in breast
milk. Babies who are exclusively
breastfed have low Vitamin K
levels until they start eating solid
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Late bleeds are rare, but they
can be prevented with Vitamin
K. Late bleeds happen to:
4 to 11 babies out of every
100,000 who do not receive
any Vitamin K at birth
1 to 7 babies out of every

100,000 who receive 3 doses
of oral Vitamin K after birth
0 to 0.64 babies out of every
100,000 who receive injectable Vitamin K after birth

Fact: There is only 1 oral regimen that is as effective as the
shot: 2 mg orally at birth plus 1
mg weekly while breast milk
makes up > 50% of feedings.
There is no FDA-approved oral
There are several myths on the version in the U.S.
internet about Vitamin K:
Myth: You do not need Vitamin K if you have a gentle
birth. Fact: Late bleeds can
happen to any baby who is
exclusively breastfed and does
not receive Vitamin K.
Myth: The shot causes leukemia. Fact: Research has shown
that the shot does not cause
leukemia.
Myth: You do not need Vitamin K if you use delayed cord
clamping. Fact: There is littleto-no Vitamin K in cord blood.
Myth: The shot is full of toxins.
Fact: You can request a preservative-free version of the
shot.
Myth: The oral Vitamin K is
just as effective as the shot.
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What do I need
to know about
VITAMIN K?
Prepared in cooperation with Women’s Health Action
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itamin K is a fat-soluble vitamin
that plays a role in the process of
blood clotting. It occurs naturally
in the intestine or gut where it is
produced by bacteria. Our bodies
also get Vitamin K from the food we
eat (see list on page 10).
The level of Vitamin K in the blood
of newborn babies is between
30% to 60% of that of adults and
these levels steadily rise during
the first weeks of life. Most healthy,
breastfed babies will have blood
levels of Vitamin K close to those
of an adult within six weeks.
The reason for lower levels at
birth is not known. Over time this
so called ‘deficiency’ of Vitamin
K has come to be seen as a flaw
in human physiology that needs
to be corrected. However, some
have speculated that babies’
level of Vitamin K may serve to
prevent the development of clotting
problems during birth and in the
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first few weeks of life. Others have
suggested that low Vitamin K levels
are useful for the unborn baby
during periods of rapid cell division
and rapid turnover. A baby’s gut is
sterile at birth because they haven’t
yet eaten anything. Until bacterial
activity in the gut starts to produce
Vitamin K newborn babies’ only
source of this vitamin is milk.

What is VKDB?
In a very small percentage of babies,
low levels of Vitamin K in the blood
can result in a bleeding disorder

As parents, it is
your choice
whether or not to give
Vitamin K to your
baby.

know as Vitamin K deficiency
bleeding (VKDB). There are three
categories of VKDB.
Early VKDB is rare, and only
occurs during the first 48 hours
after birth. It is almost exclusively
attributed to anticonvulsants
(drugs which prevent fits or
seizures) taken by mothers
during pregnancy.
Classic VKDB is the most
common form and occurs in the
first week of life in 2.5 to 15 per
1000 newborns. It is associated
with inadequate intake of Vitamin
K as a result of a delay in feeding
or an inadequate volume of
breastmilk.
Late VKDB is very rare and occurs
in infants between two and 12
weeks in 4.4 to 7.2 per 100,000
babies. Almost half these babies
will suffer permanent brain
damage or death. Most of these
babies have cholestatic liver
disease or cystic fibrosis.

Which babies are at greater
risk of VKDB?
It is not possible to know exactly
which babies will develop VKDB,
although some factors have been
identified that put babies at a greater
risk. These include babies whose
mothers have taken certain types
of medication during pregnancy
(eg anticoagulants or drugs for
tuberculosis) and babies with liver
disease or cystic fibrosis and those
who have trouble absorbing food.
Babies who are not breastfed at
birth and those who do not get
unrestricted access to breastmilk
in the first days following birth are
also at increased risk.

produce Vitamin K and reduces
baby’s access to breastmilk with
high fat content.

Why give Vit K to babies?
Because newborn babies have
naturally lower levels of Vitamin K
in their blood compared with adults,
extra Vitamin K can be given to help
prevent VKDB. If extra Vitamin K is
given to newborn babies, very few
will develop VKDB.

How is Vit K given?

This is because they may not
receive the higher levels of Vitamin
K present in colostrum and, once
breastfeeding is established, in the
hind milk that is produced later in
each feed.

The Vitamin K product available in
New Zealand is called Konakion
MM and can be given as drops in
baby’s mouth or by injection into
baby’s thigh muscle. If you choose
to give your baby Vitamin K orally,
the Ministry of Health recommends
three separate doses — soon after
birth, again between three and five
days and the final dose when baby
is between four and six weeks old.

Restricted feeding routines prolong
the time it takes to establish the
baby’s intestinal bacteria which

If you choose to give the Vitamin K
by injection, your baby will be given
a single dose soon after birth.
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Is Vitamin K safe?
Two large studies conducted in Britain in the early
1990s suggested an increase in the incidence of
leukaemia and other childhood cancers in children who
had received an injection of Vitamin K at birth. These
studies found no increased risk of cancer in children
who received oral Vitamin K.

Foods rich in Vitamin K include:
Green leafy vegetables — lettuce, broccoli, spinach,
parsley, watercress
Alfalfa
Whole grain cereals
Olive oil and fish liver oils
Dairy products — milk, cheese
Kelp

Further studies carried out in Europe found no increase
in the incidence of childhood cancers in children who
had received a Vitamin K injection at birth. In 1998 a
pooled analysis of data from six studies commissioned
by the UK Department of Health also found no
association between childhood cancer and children
given a Vitamin K injection at birth. Some researchers
and medical specialists believe that the possibility
of a link between Vitamin K and an increased risk of
childhood leukaemia cannot be excluded.
As with all injections, there are also relatively rare risks
associated with the injection which include infection or
irritation of the nerve and muscle damage due because
the injection must be given deeply into the muscle.
Because of concerns about Vitamin K, some parents
use herbal or homoeopathic treatments instead. If you
consider using an alternative, you are advised to consult
a registered homoeopath or naturopath. At present
there is no evidence that any alternative health care
practices are effective in preventing VKDB.

Possible signs of VKDB
If your baby has any of these signs:
bleeding from the umbilicus
blood oozing from the nose
unusual bruising of the skin
blood in baby’s bowel motions (poos) or urine
... or any other signs of bleeding or bruising, your baby
may have VKDB. Baby should be seen straight away
by your Lead Maternity Carer (LMC), doctor or a doctor
at an Accident and Emergency Clinic. It is important to
tell them whether or not your baby has had Vitamin K,
either orally or by injection.
In 2000, New Zealand health professionals reached an agreement that supported the use of Vitamin K for all babies to
prevent VKDB (www.medsafe.govt.nz/profs/puarticles/vitk.htm). Find out more about Vitamin K from your LMC, doctor
or a Hauora or Pacific Well Child Service, or visit the Parents Centres website at www.parentscentre.org.nz
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Optimal Fetal
Positioning

Advice for Optimal Fetal Positioning
This information is for expectant mothers and their partners to try and
encourage your baby to go into the ideal position for birth before labour
begins. If your baby is coming head first and a single baby, (not multiple
pregnancy) then from about 34 weeks onwards this advice is given to
encourage your baby to lie with its back to your left side/front.
This can encourage your baby to engage, for as normal and straightforward a
birth as possible.
Please note this advice is only meant to compliment your antenatal care, and
may not be suitable for all women or all pregnancies. Always consult your
midwife/GP/physiotherapist.
During your antenatal check-ups, especially in the last twelve weeks, the
doctor or midwife will palpate your abdomen to detect the baby's position.
While most mothers-to-be know that head down is good, few understand the
significance of a baby facing the mother's naval or the mother's spine.
Occipito-anterior (OA) and occipito-posterior (OP) –
often called "anterior" and "posterior" for short – are the
technical terms to describe the way your baby is
positioned in the uterus. Both of these terms apply to a
baby who is head down.
The optimal position is occipito-anterior and is the most
effective way for a baby to journey through the
maternal pelvis
In the OA position, your baby is head down with his or
her face looking at your spine. In the OP position, your
baby is head down, facing your naval.
An OP baby and mother must do more work in order to
have a vaginal birth. Labour is often longer and more
painful, while the baby attempts to turn to the anterior
position. A common occurrence in OP labours is back
pain, caused by the hard surface of the baby's skull
pressing on the mother's lower back.
2

Anterior
presentation

Things to do
Regularly use upright and forward leaning postures. This allows more
available space in the pelvis for your baby to turn.
Sit with your knees lower than your hips, with your back as straight as
possible. Use pillows or cushions under the bottom and small of the back.
Sit to read on a dining/kitchen chair with elbows resting on a dining/kitchen
table, knees apart, leaning slightly forward. (Similar posture used when sitting
on the loo).
Sit facing the back of a chair and resting your arms on back of the chair. (This
position may not be suitable for women with pelvic girdle pain).
Kneel on the floor leaning over a large beanbag or floor cushion to watch
T.V.
Put a wedge cushion under your bottom when driving.
Swimming using a variety of styles.
When resting/sleeping, lie on your side, preferably left side with a pillow
between the legs and back supported.
Various exercises done on all fours can help, e.g. wiggling your hips from side
to side, or arching your back like a cat, followed by levelling the spine.
It is ideal to use forward leaning postures when having Braxton Hicks (practice
contractions) as this increases their effectiveness which aids helping the baby
manoeuvre into the optimum position.
If possible stay on your feet leaning forward and rocking hips from side to
side/up and down with each step, your bottom wiggling during contractions.
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Things to avoid
Avoid positions which encourage your baby to face your tummy. These can
include slouching back in armchairs, sitting in car seats where you are leaning
back or anything where your knees are higher than your pelvis.
Don't cross your legs. This reduces the space at the front of the pelvis and
opens it up at the back. For good positioning, the baby needs to have lots of
space at the front.
Don't put your feet up. Lying back with your feet up encourages posterior
presentation.
Avoid deep squatting, which opens up the pelvis and encourages the baby to
move down, until you know he or she is facing the right way.
A Birth Ball can encourage good positioning, both before and during labour.

Helpful positioning hints during labour
Birth balls come in handy in so many ways. All you need is a
regular exercise ball that fits your body. You should be able to sit
comfortably on the ball with your legs in or close to a ninety
degree angle. You may wish to have a supportive surface in front
of you such as a chair, table or bed.
Purpose: Sitting on a birth ball during labour allows you to sit
upright (which can be a great position for baby to move down and for a
good labour pattern). Sitting on a birth ball gives you the freedom to move
your pelvis, allowing you to sway your hips back and forth, from side to side,
or in a circular motion. This encourages the pelvis to expand giving baby
more room to slide down.
How: Sit on the birth ball with the upper half of your body upright.
Sometimes birth balls are the most comfortable places to sit during the last
12 weeks of pregnancy as well.
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During labour, the birth ball can be a great tool. Having
your birth partner on a steady surface (like a chair or a
lowered bed), the ball between your birthing partner’s
knees, and yourself on the ball in between can work well
when contractions become harder. This allows you to relax
back on your birthing partner between contractions and to
breathe during contractions. You still get the comfort of
the ball and the support of your birth partner, any part of your back or front
that needs pressure or massage is easily accessible.

Leaning
How: Place the birth ball on the bed with you or
on the floor. If you’re on the floor you may want
to kneel on a mat. Lean forward so that the ball is
supporting your head and chest. You may want to place a rolled up towel
under your ankles to minimise pressure on your feet.
Purpose: During labour leaning forward on your birth ball takes pressure off
your back, while allowing you to rock your pelvis from side to side. Leaning
on the birth ball is a great way to facilitate Cat Arching (Pelvic Rocking) for
back pain. This position also leaves your back wide open for your birth
partner to massage or touch you in any way that feels good!
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Cat arching (pelvic rocking)
How: From a hands and knees position you tuck your bottom under by
contracting your abdominal muscles and arching your back, and then slowly
relaxing and levelling the spine.

Purpose: During pregnancy this is a great way to relieve pressure from the
back, as well as strengthening abdominal muscles. It causes the belly to hang
down and gravity can help move a baby to a favourable position if the baby’s
not already there. During labour this exercise can be used to alleviate back
pain and help move baby down.

Pelvic tilts
How: Lay flat on your back, knees bent and tilt your pelvis backwards
flattening your back onto the bed then release.

Purpose: Strengthens abdominal and back muscles throughout pregnancy.
Not an optimal position for women in labour.
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Optimal seated position during pregnancy
It is no secret that your back will get tired during
pregnancy, especially in those last few weeks. Keep in
mind how important a good seated position is for you
and your baby. Slouching down constricts baby’s
movement and is much harder for your back. Make
sure to sit straight up, with your spine aligned. Putting
a pillow behind your back can help you achieve this
position a little more comfortably. Feet should be flat
on the floor.
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Step-by-step Process
Lead Maternity Carers

Step 1: You will need a Lead Maternity Carer (LMC)
If you want to give birth at our facility, you need a confirmed booking, made by an LMC midwife who
has an Access Agreement. We recommend getting booked in as early as possible.
Throughout your labour and birth, your LMC midwife remains responsible for the care of you and
your baby.
Clinically trained and experienced Birthing Centre staff are on hand to support your LMC midwife,
and care for you and your baby post-natally.
We support the training and mentoring of student midwives. All students on placement at Birthing
Centre work with a registered midwife and will only be involved in your care with your express
consent.

Step 2: Pre-admission visit
You are welcome to visit the facility before your birth. We run regular tours or you can organise a
visit with your LMC at a time convenient to you.

Step 3: What happens when you go into labour?
Just as you would for a hospital or home birth, liaise with your LMC midwife, who will ensure the
birthing centre is ready for your arrival.

Step 4: Birth
You’ll labour and give birth in your own private room. All our rooms have baths suitable for water
births.

Step 5: Post-Birth
Clinically qualified, experienced and caring staff will work with your LMC midwife in ensuring you
are well cared for post-natally. Mums who give birth at the centre are welcome to stay at the centre
for two nights post-birth. Supportive partners (or alternative support person) who actively take part
in caring for mum and bonding with baby can stay at the mothers request. Expect to be nurtured
with gentle support and advice on breastfeeding and caring for your baby, and delicious and
nutritious meals. Our team is here for you.

Step 6: Home time!
Our goal is for all of our mums to return home feeling confident and empowered in their ability to
look after their baby. If you’re struggling with breastfeeding once you’ve left the centre, our clinically
qualified and experienced staff are here to help. We can offer you advice over the phone or put you in
touch with one of our wrap around services to provide ongoing support.
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Women's health services plus women's health information
This service covers paediatrics, maternity and gynaecology services for the Bay of Plenty region.
Two maternity units in Tauranga and Whakatane Hospitals are secondary care services with level two

Services

special care baby units. Primary care is provided by Lead Maternity Carers (LMC's) who hold Access

A-Z Hospital Services
A-Z Health Providers
Emergency Department

Agreements with the DHB. Both units have achieved Baby Friendly Hospital Initiative (BFHI) status.
Obstetricians have Antenatal clinics and Early Pregnancy Clinics and accept referrals from General
Practitioners' and LMCs.
The core staff midwives and nurses, with the support of obstetricians and paediatricians, provide the

Find a Doctor

secondary care for maternity, and for the special care baby units.

Find a Midwife

The Opotiki and Murupara primary care units are attended by independent midwives.

Oral Health & Dental Services

Lactation Consultants (LC's) are staff qualified in all aspects of breastfeeding support. The LC works
alongside the midwife or doctor and can provide services within the hospital or the community. Referral
from your Lead Maternity Carer is usually required. LC's can also see babies over six weeks of age if the

Rural Health

need arises.
Support Net
There is a LC available five days a week at Tauranga Hospital and three days a week at Whakatane
Youth Alcohol & Drugs Service

Hospital. Services can also be provided at Opotiki Maternity Unit on a case by case basis. The LC usually
sees those mothers and babies who are having particular issues with breastfeeding. Usually only one or

Midwives Strike

two visits are required and perhaps some phone support.
More information on breastfeeding support can be gained from: http://www.health.govt.nz/our-work/lifestages/maternity-and-breastfeeding/breastfeeding
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