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Health and wellbeing
The idea of combining health and wellbeing has become a mantra for our 
times. But how does it reflect the work of NCT? I ask this question as the 
newly arrived editor of Perspective. The answer – I feel – is that it sits at 
the very essence of NCT’s work in supporting parents as they prepare for 
childbirth and parenthood. It is therefore a fitting theme for our June issue. 

The term health and wellbeing is much banded about, particularly with 
the work of Health and Wellbeing Boards for the integration of health 
and social care. It’s a public recognition, at least, that our capacity to 
live and work happily and productively depends on a combination of 
robust physical and mental health and social relationships. Perspective 
showcases this philosophy within NCT and other organisations whose 
interests focus on parents and children. In this issue we cover topics in 
which this combined approach to pregnancy and beyond is key. During 
and after pregnancy the issues of diabetes and obesity can require special 
consideration. So too does the emotional impact of bereavement – 
whether through loss of a family member or friend, or a stillbirth – on the 
ability to cope with childbirth and parenting. One of the first important 
milestones in parent and baby’s lives – the six week check – is often 
regarded as a session merely for ticking boxes on a medical checklist, 
and yet it is when a mother and her partner may be experiencing great 
emotional turmoil and uncertainty. Our Research Review also captures 
these notions in exploring the technique of motivational interviewing 
as a way to support decision-making, for example over the control of 
bodyweight or smoking behaviour, or in breastfeeding.

Our June issue is in keeping with NCT’s extensive work on the preparation 
for parenthood which covers the whole of the first 1,000 days, ensuring 
that health and wellbeing continue through the next generation. The 
strength of this issue builds upon the much valued work of former 
Perspective editors, including Mary Newburn, previously Editor-in-chief of 
Perspective, who has contributed a very insightful reflective piece on her 
contribution to the journal.

Julie Clayton
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Helping parents make the most of the six-week check
Antenatal practitioner Fleur Parker reflects on how to help parents to manage their expectations 
about the early weeks with their new baby

Working with parents

As a practitioner, I try to recall what it was 
like for me to become a parent in the 42 
days after my first baby was born. What did 
it feel like?  How much sleep did I get?  Do I 
have a lingering sense of the unconditional 
love that hit me like a truck when I stared at 
my new baby?  In reality, it’s a half forgotten 
blur of visitors, nappy changing, feeding, 
crying (everyone), exhaustion - physical 
and emotional.  Yet somehow we emerged 
from the chaos and uncertainty into a new 
way of being - we found our way as parents 
one way or another. 

I often hear parents ask ‘when will life 
return to normal?’ referring perhaps to 
the type of exercise routine, food, social 
life, work and other activities they enjoyed 
before having a baby.  Indeed, mothers 
may be itching to return to ‘normal’ after 
giving birth, maybe as a way of convincing 
themselves and others that they have 
succeeded in bringing a child into the 
world and all is well. When the time comes 
for the postnatal six-week check with 
their GP many new mums believe they 
should be ‘back to normal’ - physically and 
emotionally, and they may be disappointed 
or frustrated about not feeling that 
expected sense of ‘normal’.  Partners too 
can find the reality to be different to their 
expectations. Some may think of the six-
week point as the green light for resuming 
their normal sex life (there’s that word 
again). Yet many parents’ stories may reveal 
a different experience – with physical 
healing from the birth, plus emotional and 
physical exhaustion, often standing in the 
way. Moreover, by the time of the six-week 
check, anxiety and postnatal depression 
can become apparent – all adding to the 
gulf between what many parents expected, 
and the reality of life with a new baby. (For 
an in-depth discussion of perinatal mental 
health see Perspective Issue 26, March 
2015.)

How can we, as practitioners, help prepare 
parents for the reality? How can we think 
about the six-week check in the context of 
women’s lives here and now? Is it enough 
to present the evidence, give a checklist 
and suggest a list of questions to take with 
them? No.

In the same way we are parent-centred 
and evidence-based about labour, birth, 
breastfeeding and early days parenting, 
we can encourage facilitated discussions 
in our antenatal classes around postnatal 
health and wellbeing and establishing a 
new normal after baby arrives. 

One way to do this is to introduce the 
concept of the fourth trimester to 
encourage parents to consider postnatal 
health and wellbeing.  Exploring thoughts 
and opinions around the early days with a 
new baby can help encourage both women 
and their partners to develop realistic 
and positive expectations of what life 
may be like. During pregnancy they have 
become used to thinking of their lives in 
three month segments, so considering an 
additional three months after the baby is 
born may help them frame the six-week 
check as part of their postnatal recovery 
but not the end of it.   It’s worth bearing in 
mind the findings of the recent perinatal 

mental health study that just over a quarter 
of women (28%) recognised they felt 
unwell within six weeks of birth, but that for 
51% of these, that recognition came after 
six weeks; for 21% the realization came 
closer to six months after the birth of their 
baby.1 These findings highlight the fact that 
postnatal recovery can take longer than six 
weeks.

Furthermore, of the 10 to 15% of women 
who typically experience perinatal mental 
health problems, symptoms to watch for 
ranged from low mood and tearfulness to 
2% who reported suffering with puerperal 
psychosis.
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We can encourage parents to prepare for 
the six-week check as an opportunity to 
report their emotional as well as physical 
state, as part of an ongoing recovery 
process. Indeed, the antenatal and 
postnatal mental health guidelines from 
NICE2 recommend that the postnatal 
six-week check includes looking for 
signs of postnatal depression and is an 
opportunity to ‘ensure that the woman’s 
physical, emotional and social well-being is 
reviewed.’

We must be aware, however, as noted 
in the Mind the gap report3 of research 
carried out by the NCT and Netmums 
in 2014, that much of the 10 minutes or 
so that many women report being given 
for their six-week check is taken up with 
examining the baby.  Some of the women 
who participated in the research shared 
comments about their uncertainty over 
what to expect at the six-week check:

‘I was worried about the six-week check as I 
didn’t know what it entailed or how invasive 
it was. I had decided that I did not want my 
stitches checked and that I would refuse 
this if offered.’

‘As I saw a male Dr he said the 6wk check 
was more for the baby & not me so I had to 
rebook an apt 2 weeks later to see a female 
Dr to get my episiotomy scar looked at as it 
was raised & painful’.3

‘I just thought it was to make sure I had 
healed from the birth and was now ok to do 
exercise’

In addition 45% of mothers felt the check 
wasn’t thorough enough and 26% felt 
it was a rushed appointment with 29% 
saying that their GP didn’t ask about their 
emotional or mental wellbeing at all.

If so many women are dissatisfied with 
the six-week check, what can we do as 
practitioners to encourage parents to 
get the most out it?  What can they do to 
ensure their physical, emotional and social 
wellbeing is reviewed at the six-week check 
and that they are being offered appropriate 
help and support when necessary?

As recommended in the Perinatal mental 
health report,1 parents can consider a 
postnatal wellbeing plan.4 Similar to a birth 
plan its aim would be to encourage women 
and their partners to focus on health and 
well being after birth in an authentic and 
empowered way.   It can be hard to get 
women to focus on the postnatal period 
whilst pregnant.  This is why an activity 
considering the fourth trimester that 
covers healing, recovering, transitions 
and relationships all whilst adapting to 
life with a small baby may prompt women 
into thinking past the birth.  ‘Essentials’ 
courses layer this through the curriculum 
and it will be easy to include the concept 
of a postnatal wellbeing plan for the fourth 
trimester with the six-week check as one of 
the events for consideration. Practitioners 
delivering ‘Signature’ courses may need 
to layer the concept throughout their 
course, if they don’t already cover it, as part 
of early days parenting, relationships etc.  
This layered approach can continue with 
breastfeeding sessions and the early days 
courses led by postnatal leaders.

Health care professionals underline the 
importance of partners in identifying illness 
postnatally.1  As NCT practitioners we are 
fortunate that more often than not we 
get an opportunity to meet the women’s 
partners.  Raising awareness during classes 
of the importance of health and wellbeing 

Practice points
• Introduce the concept of the ‘fourth 

trimester’ to help parents to consider 
postnatal health and wellbeing.  

• Encourage discussion around 
thoughts and opinions about the 
early days with a new baby to help 
parents develop realistic and positive 
expectations

• Make parents aware that the six-
week check is an opportunity to 
report their emotional as well as 
physical state, as part of an ongoing 
that than completed recovery 
process

• Encourage parents to consider a 
postnatal wellbeing plan

• Include partners and supporters 
in the preparation of the postnatal 
wellbeing plan

in the fourth trimester and allowing for 
healing and recovery will emphasise the 
importance partners have in supporting 
and identifying when things may not be 
okay.

Including partners in the wellbeing 
plan reminds them that the transition 
into parenthood isn’t negotiated by the 
woman alone.  Including partners is surely 
essential – they can contribute their 
own questions, expectations and needs. 
Perhaps they can also be present at the six-
week check appointment to help ensure a 
more rounded assessment is made of the 
mother’s health and wellbeing as well as 
her baby’s.

For practitioners, making the most of the 
six-week check is about raising awareness 
of health and wellbeing  during the fourth 
trimester.  We can encourage women to 
listen to their bodies and at the same time 
understand that emotional, physical and 
social postnatal recovery isn’t complete 
by the magical yard stick of 42 days. We 
cannot hope to understand life, the 
universe and everything in our new status 
as parents in just 42 days! 
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The pelvic floor, inside and out 
Following her entertaining presentation at babble live! 2014, physiotherapist and stand-up comedian 
Elaine Miller brings the taboo subject of pelvic floor health out into the open, in her own inimitable style
Most women have an awareness of what 
a pelvic floor is, that it is stressed during 
pregnancy and that they should be doing 
some exercises.  However, it can be a 
challenge to get an antenatal group to shift 
their focus from perhaps ‘how do I get this 
baby out’ to thinking about their long-term 
pelvic health and future sex life. 

That may be partly because there is a widely 
held belief that it’s normal to leak urine 
when you are pregnant or a new mum.1 

It’s not.  Leaking of anything, pee, poo or 
gas is never normal (NCT practitioners 
may choose their own terminology!). It 
is, however, common: three out of four 
pregnant women leak urine, and only 2% 
do their exercises.2  

Few women with stress incontinence ever 
seek help, which is a shame as most cases 
can be cured with physiotherapy.3,4

The pelvic floor is a sling of muscle which 
supports all the organs above it; resists 
forces pushing down, for example, a laugh, 
cough or sneeze; and those from below 
such as impact forces from walking.  If the 
muscles are too weak to counteract these 
forces then the neck of the bladder isn’t 
supported and so will leak.

They also help with peeing and pooing, and 
have a role in sexual function.

It is a myth that a very strong pelvic floor 
means longer pushing time.5  Indeed, 
there’s good evidence that a strong pelvic 
floor helps protect against obstetric anal 
sphincter injuries.6 

The pelvic floor isn’t a fixed structure, it 
moves up and down as you breathe. So, don’t 
hold your breath when doing the exercises.

The muscles can also be tight and short – if 
your clients complain of pelvic pain, or they 
experience discomfort when doing pelvic 
floor exercises then they should stop and 
see a physio. 

Continence issues have a profound impact 
on a woman’s wellbeing.  Being incontinent 
doubles the risk of developing postnatal 
depression, so it is vital that women get a 
good education about their pelvic floor as 
part of their antenatal education.7

A common barrier to compliance is 
simply not being confident that you’re 
doing it correctly!  I teach women that 
the sensation is the same as when you 
are bursting for the loo and holding on, 
or trying to stop a stinky gas emission 
from escaping - these are times when we 
contract our pelvic floor muscles.

Here are two exercises to teach, and some 
useful cues:

The first one allows you to ‘hold on’ when 
you need to pee until you can get to a toilet:
1. Squeeze and lift and hold for a count 

of 10; keep breathing;  don’t squeeze 
buttocks, relax.

The second exercise is a fast contraction, it 
stops leaking when you laugh or cough or 
sneeze:
2. 10 quick flicks: squeeze and lift, relax, 

(repeat 10 times), remind them to keep 
breathing, thigh and buttock muscles 
relaxed and to ‘let go’ between flicks.

These exercises have to be done every day.  
Set a ringtone as a reminder or, develop a 
habit of doing them when brushing teeth, 
washing dishes, changing a nappy.  I use 
Twitter as a training tool, get them to follow 
me @gussiegrips.

Cutting down on bladder irritants like 
caffeine, citrus, fizzy drinks and alcohol can 
be very helpful.

It is important that women know that it is a 
common problem but not one they should 
put up with, and certainly anyone with pain 
or leaking should be encouraged to see 
their GP.
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Resources
Chartered Society of Physiotherapy: 
www.csp.org.uk/your-health/
conditions/pregnancy-related-
incontinence

Pelvic Floor First: www.pelvicfloorfirst.
org.au/pages/working-your-pelvic-floor.
html

Squeezy App: itunes.apple.com/gb/
app/squeezy-nhs-physiotherapy/
id700740791?mt=8

Bladder and Bowel Foundation: www.
bladderandbowelfoundation.org/
bladder/for-women/

Pelvic Floor Exercises for treatment 
and prevention of stress urinary 
incontinence. Women’s Physiotherapy 
Services, Cambridge University Hospitals 
NHS Foundation Trust. ©2015 Available 
from: www.cuh.org.uk/pelvic-floor-
exercise-video
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Diabetes in pregnancy
Dot Parry, midwife and antenatal teacher, provides an overview on what it means to have diabetes 
during pregnancy, and how NCT practitioners can support women
NCT practitioners are bound to encounter 
parents living with diabetes, particularly 
given the rising incidence of diabetes. 
Currently, diabetes affects an estimated 
3.2 million people in the UK. By 2025, 
the prevalence is expected to be about 
5 million.1   A woman with diabetes may 
mention her condition when booking 
an antenatal class, or may reveal it later. 
Others may develop diabetes in pregnancy, 
possibly during their NCT course. 

Ten percent of people affected have type 
1 diabetes; the other 90% have type 2 
diabetes. What’s the difference?

In type 1 diabetes, the pancreas produces 
little or no insulin, a hormone that helps 
muscle, brain and other tissues to take 
up glucose from the blood following a 
meal. Insulin also helps the liver to store 
any excess glucose that is not required 
immediately. Without insulin, our cells 
cannot take up this vital fuel source and 
are unable to function properly. The 
resulting symptoms range from thirst and 
tiredness to frequent urination and weight 
loss.

To prevent these symptoms, people with 
diabetes have to inject synthetic insulin 
to promote the body’s uptake of glucose. 
Most inject this into a fatty area (e.g. belly 
or thigh) where it is released gradually into 
the bloodstream. Others have a pager-
sized infusion pump that delivers insulin 
continuously into their belly fat and can 
provide an extra dose if needed after 
eating carbohydrate-rich food.

People with type 2 diabetes do produce 
insulin but their muscle, liver and other 
tissues are less able to make use of it (they 
are ‘insulin-resistant’). This can be treated 
with medication to help restore at least 
partly, their sensitivity to insulin. Increasing 
exercise, lowering glycaemic index and 
losing weight can significantly reduce 
insulin resistance.

Diabetics are also advised to carefully 
control their blood glucose levels 
through diet. They need to prefer food 
that releases energy slowly (with a low 
GI, or glycaemic index), such as brown 
pasta and apples, over white pasta and 
mashed potato. It’s not that fast energy-
releasing foods (high GI) are forbidden, 
but they will need to plan ahead to 
manage the resulting blood glucose 
surge (hyperglycaemia). If this continues 
unchecked they will eventually feel unwell 
– usually sleepy and lethargic and cause 

damage to cells such as nerves and blood 
vessels in the long term. 

Individuals can monitor their own blood 
glucose levels by performing a finger 
prick blood test using a pocket sized 
gadget (glucometer), and may have to 
take additional insulin. At other times 
their blood glucose may fall too low 
(hypoglycaemia) causing symptoms such 
as feeling shaky, sweaty, confused and 
dizzy. They will need to eat something 
that can be rapidly absorbed to restore 
normal glucose levels. Some will also carry 
a special gel or an emergency injection to 
help with ‘hypos’.

Diabetes in pregnancy 
Controlling blood glucose levels is 
particularly tricky during pregnancy. 
Women who had diabetes before 
pregnancy may be used to the daily 
inconvenience of blood tests and 
treatments, but they will still need support. 
They will be encouraged to achieve 
very stable blood glucose levels before 
a planned pregnancy2 and may have to 
adjust their treatment, for example, by 
switching from injections to an insulin 
infusion pump (for type 1 diabetes), or 
different medication (for type 2 diabetes). 
Otherwise, unstable glucose levels during 
pregnancy could affect the baby’s growth 
and development. They will be offered 
additional ultrasound scans to check for 
developmental anomalies, and growth 
scans to check that the baby is not getting 
too big or building up fat around the face, 
neck and shoulders. This is less likely if the 
mother achieves tight control of her blood 
glucose levels. 

Pregnant women with diabetes will be 
offered more frequent antenatal check-
ups and contact with a physician or 
obstetrician who specialises in endocrine 
(hormone) disorders, and with a diabetes 
specialist midwife. In the long term, 
diabetes can cause damage to small blood 
vessels in kidneys, eyes and extremities. 
Pregnant women with diabetes will be 
offered more frequent screening for these 
conditions, as well as for pre-eclampsia, for 
which they are at greater risk. 

Women with diabetes may find it difficult to 
accept more monitoring and intervention 
if they are used to managing their own 
condition. Parents may have many mixed 
emotions that they might like to talk 
about.

Gestational diabetes mellitus 
(GDM)
Some women may develop a temporary 
form of diabetes for the first time in 
pregnancy, a condition similar to type 2 
diabetes called gestational diabetes, in 
which their body becomes less sensitive 
to insulin, causing excessively high blood 
glucose levels. This affects 18 in every 
100 women who give birth in England 
and Wales, and is usually diagnosed by 
a glucose tolerance test in the second 
or third trimester, then disappears after 
the birth. GDM is more common in older 
women, women with high body mass index 
(especially if they have a thick waist) and in 
South Asian, Afro-Caribbean, Black African 
and Chinese women.1

Initial care for GDM usually centres on 
careful diet and monitoring, but if this does 
not control blood sugar levels then they 
may be offered medication and insulin 
injections. It can suddenly mean a whole 
new way of life, having to anticipate blood 
glucose changes with every meal, getting 
used to medications, especially self-
injection, and having to spot sometimes 
subtle symptoms. Women may worry about 
their health and wellbeing, and feel anxiety 
and guilt knowing that their babies are 
more likely to develop diabetes in future.

The birth
Having diabetes may restrict a woman’s 
birth choices. The NICE guideline says that 
women with type 1 and type 2 diabetes 
should be advised to give birth between 
37+0 and 38+6 weeks of pregnancy, and 
that those with gestational diabetes should 
give birth before 40+6 weeks.3 They are 
therefore more likely to have induced 
labour owing to concern for the size of the 
baby and the increased risk of stillbirth. 
Women with diabetes are twice as likely to 
have a baby weighing more than 4kg, and 
three times more likely to have a caesarean 
birth.  

Labour may be highly managed with an 
insulin pump, glucose drip, induction 
drugs and continuous electronic fetal 
monitoring. Women with diabetes might 
feel that an active birth is out of their reach, 
but antenatal practitioners can encourage 
women to plan for an active birth despite 
their diabetes. For example, they can tell 
the inspiring stories of other women who 
achieved a straightforward birth, or show 
pictures of women actively labouring out 
of bed with a drip and a monitor, which can 
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be incredibly powerful. With great support, 
and the ability to help herself, a labouring 
mum with diabetes will feel confident about 
giving birth in a good upright, forward and 
open position that maximises the space 
available to the baby. This may help reduce 
the risk of shoulder dystocia, for example, 
which is higher for the babies of diabetic 
women due to increased fat around the 
shoulders and neck. She may manage her 
glucose levels by herself during labour, 
in hospital or at home.4 A supervisor of 
midwives can alert her care team to a 
woman’s plans in advance, to enable the 
mother to focus on giving birth.

After the birth
Most mothers will have to check their 
blood glucose levels frequently after the 
birth - their insulin requirements can 
change rapidly. Babies may also have 

unstable blood glucose levels and are 
more likely to have breathing problems 
and require admission to a special care 
nursery. Good blood glucose management 
in pregnancy can help minimise such 
early problems, as does skin-to-skin care 
to keep babies warm, and feeding the 
baby soon after birth to help correct a 
low blood glucose level. A baby born to a 
diabetic mother will have frequent heel 
prick tests in the immediate hours after 
birth. These may seem invasive and the 
mother may want to prepare in advance. 
The mother may choose to express and 
store colostrum in late pregnancy to give 
to her baby, until he/she stabilises.5 When 
breastfeeding she will often need to eat 
extra carbohydrate to compensate for 
the energy that is going into her milk. My 
diabetic friend said this was absolutely 
‘flipping brilliant!’

Key points
• Type 1, type 2 and gestational 

diabetes bring many challenges for 

pregnant women and  new mothers. 

• Excellent, personally tailored care 

from a specialist team can help 

a woman maintain steady blood 

glucose levels thereby maximising 

the chance that she and her baby will 

stay healthy. 

• Good blood glucose control helps 

the baby grow normally and have an 

easier and safer transition to life after 

birth. 

• Practitioners can help by 

understanding the implications 

of diabetes and the everyday 

adjustments women with diabetes 

will be making, as well as recognising 

the anxieties they may feel.

• Practical support can be as simple 

as making sure that all parents 

have access to a range of snacks. 

Emotional support might just be a 

case of listening to how hard it is for 

that person on their journey. 
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Winter 2000-2001; 12(4). Available from: http://www.aims.
org.uk/Journal/Vol12No4/diabetes.htm Accessed 30/3/15
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maternal/ Accessed 30/3/15
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Coping with bereavement
Suzy Colebeck, NCT antenatal teacher and tutor, describes ways for practitioners to prepare for supporting 
parents who have experienced or in some cases will go on to experience bereavement and loss  
We face a dichotomy when working with 
parents: we want people to be prepared for 
the unexpected whilst also feeling excited 
and positive about their future as parents.  
Many of us have had the experience of 
parents asking, after they have had their 
babies, ‘Why didn’t you tell us that…………
could happen?’  
A few statistics can provide context:
• Each year in the UK over 6,500 babies 

die just before, during or soon after 
birth.1 

• The ONS reports that 778,805 babies 
were born alive in the UK in 2013, which 
means that less than 1% of babies are 
stillborn.2

• 1 in 370 babies die in the neonatal period 
(within the first four weeks of life) 1

• More than 40,000 women each year 
discover through antenatal testing 
that their babies are at risk of a serious 
abnormality.3

NCT practitioners work with people who 
have or will experience loss, including the 
death of a parent or a spouse, redundancy, 
depression – postnatal or antenatal - 
relationship problems or issues arising from 
their changing roles.  

We try to get the balance right so that we 
gently help parents to consider how to deal 
with the unexpected without increasing 
their anxieties.  Some ways in which you 
might do this are: 
• Agony aunt scenarios - these can be 

tailored to meet your needs and prompt 
small groups to talk about the needs of 
the parents involved and the support 
required.  I have used this approach 
to incorporate discussions about 
prematurity, disability, depression and 
problems in spousal relationships in 
a safe and low-key way.  People may 
choose to share more in a small group, 
which can be very supportive.

• The same activities can help parents to 
consider both their expectations and 
the ‘what if’ scenario.  Photographs of 
babies in special care or with conditions 
such as Down’s syndrome or cleft lip and 
palate can help to provoke discussions.  
Activities that prompt thoughts about 
a baby’s needs (including feeding) can 
also help parents to reflect on their own 
needs and how to adapt and look after 
themselves and their relationships.  
They may recall the roles of their own 
parents, which can be emotional but 
useful for creating the space in which to 
safely consider their feelings.

• Sharing stories about how how the 
lives of new parents differ from their 
expectations. 

NCT practitioners may wish to prepare for 
having to handle unexpected emotional 
issues arising in classes or in encounters 
with parents after the birth.  Practitioners 
have found it helpful to:
• Attend the ‘loss’ study day, to explore 

activities, your needs and theory around 
grief and loss; or take the ‘Understanding 
Loss’ module in order to gain a deeper 
understanding of the topic.

• Read a really accessible book such 
as ‘On death and dying’ by Elizabeth 
Kubler-Ross (Latest edition 2011) which 
covers different models of grieving 
and the thoughts of people who have 
experienced grief.

• Create a list of local organisations for 
signposting parents to, and national 
ones such as BLISS and SANDS.

• Practice phrases that may enable you 
to manage the sometimes difficult and 
emotional moment in a group setting 
when the unexpected arises -  phrases 

such as, ‘That must be really difficult for 
you,’ or ‘I am so sorry that happened 
to you.’  A phrase or two that feels 
congruent can give you time to plan 
what to do or say next.  

• Take support from other practitioners, 
students and tutors who have been 
in the situation as you. This can help 
you feel comfortable and able to move 
forward.

• Remember to consider your own 
personal boundaries and limitations and 
refer parents to their GP, counsellors 
and bereavement charities rather than 
try to ‘fix all’ yourself.

Help: NCT’s Shared Experiences Helpline 
supports parents during pregnancy, birth 
and early parenthood. To access, call 
0300 330 0700 (Mon - Fri , 9am – 7pm). 

References 
1. Sands. Why babies die. Available from: www.uk-sands.org/

why-babies-die 

2. Office for National Statistics. Births in England and Wales 
2013. Available from: bit.ly/BirthStats2013_EngWales  

3. Antenatal Results and Choices. Available from:  
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During an NCT Signature antenatal course, one woman’s partner disclosed to the group the recent 
loss of her mother and how proud he was of how she was coping during her pregnancy.   Another 
woman then revealed that she was in a similar position.  The group became emotional and we 
stopped and took the time to express and share the feelings.  At the postnatal reunion they were 
such a bonded group and the first bereaved woman took me to one side to say that her experience 
with NCT, and the support and friendship she had gained, was more than she had ever hoped for.

Working with parents
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Service development 
and policy

Stillbirth: when there is no ‘First 1,000 Days’ 
Elizabeth Duff, senior policy adviser, NCT, explains the risk factors and public health messages which 
practitioners can adopt in order to help parents reduce their risk of stillbirth
The overall UK incidence of stillbirth 
(defined as the death of a baby, before or 
during birth, after 24 or more weeks of 
pregnancy) was 3,628 babies in 2013, with 
10 babies stillborn every day. Rates vary 
slightly in the four UK countries (in England 
it is 4.7 per 1000 births, in Wales 4.5,1 in 
Scotland 4.32 and in Northern Ireland 4.23), 
but over the past 15 years the total has 
not fallen as much as in other high-income 
countries; as highlighted in the Lancet 
stillbirth series4, the UK has a higher rate 
than Spain, Poland or Estonia, for example.

The impact when an unborn baby dies 
late in pregnancy or during labour is 
devastating. While parents accept that 
nothing can bring back the lost child, they 
often want to know the reason for the 
death and also (though usually sometime 
later) want to know if there is any action 
they can take to prevent the same disaster 
in future.

Risk factors
A wide range of factors either directly 
cause or contribute to the likelihood of 
stillbirth. Serious adverse events during 
late pregnancy or labour, including 
haemorrhage, infection, hypertensive 
disorders (e.g. pre-eclampsia), placental 
problems and serious unexpected 
obstetric complications (e.g. cord prolapse) 
are associated with stillbirth and neonatal 
death. Additional major risk factors include 
the baby being ‘small for gestational age’ 
or suffering from ‘intra-uterine growth 
retardation’ later in pregnancy. Smoking 
in pregnancy adds to these risks and may 
cause other damage to the unborn baby. 
Other factors include higher maternal age 
and higher maternal BMI. 

Despite these known risk factors, however, 
‘For around one-third of babies, there is 
no clear cause for the death. For another 
third of stillbirths the baby was apparently 
healthy but was smaller than would be 
expected. In both cases, these stillbirths 
may be described as ’unexplained’’, 
according to the charity SANDS.5

Practitioners can help parents to be aware 
of these risk factors, and to consider 
the need for different or more frequent 
antenatal check-ups. For midwives, the 
key message is careful and consistent 
measurement of the growth of the baby in 

the womb, as any deviation can be a sign 
of problems. If mothers are worried at any 
point in their pregnancy, they should seek 
professional advice.

Women’s attitudes to public 
health messages
Recently, SANDS and the Department 
of Health in England convened a task 
force group of stakeholders, including 
NCT, to identify the most important 
messages for women on stillbirth. This 
initiative considered the results of focus 
groups involving women from mixed 
socioeconomic backgrounds which 
revealed that many would not read a 
leaflet or look at online information that 
specifically referred to stillbirth; they would 
also avoid material showing an image such 
as an empty cot. 

‘Have a safer pregnancy’
The stakeholders decided to produce 
information titled, ‘Helping you and your 
baby have a safer pregnancy’ which will 
be made public, alongside a consensus 
statement, in the summer of 2015. The 
majority of the content aims to reinforce 
general good health advice for women, 
especially in the pre-conception phase 
and early pregnancy, recommending, for 
example, ‘Seek advice to stop smoking/
drinking/taking drugs and keep trying to 
stop … eat healthily and stay active’.6

Changing behaviour in 
pregnancy
It was noted that women were often 
motivated in different ways as the 
pregnancy progressed. In the first 
trimester, some were coming to terms with 
the advent of an unplanned baby; others 
were fatalistic about the possibility of 
early miscarriage; some who had smoked 
or drunk alcohol around the time of 
conception had the perception it was too 
late to change. But as the weeks moved on, 
and women saw their babies at the ‘dating 
scan’ and in some cases felt movements, 
they were more engaged. 

Practitioners working with parents who 
are at this stage in pregnancy can try to 
convey positive messages that are less 
likely to trigger excessive anxiety such as 
the importance of avoiding infection by 
following good hygiene practices, avoiding 

contact with anyone who has an infectious 
illness and having a ‘flu vaccination. 

In the second half of pregnancy, the risk 
of hypertensive disorder – usually pre-
eclampsia – may arise. Practitioners can 
alert women to looking out for symptoms 
such as swelling of hands and face, 
headache with vision disturbance or severe 
abdominal pain, and know that they should 
quickly contact a midwife or doctor.

For parents in the final trimester, the key 
messages are those that ultimately can 
help to save the life of a mother or baby at 
risk. In these weeks it is reasonably likely 
that a baby will survive if the birth has 
to be induced or carried out by elective 
caesarean in order to resolve a problem 
such as the mother’s serious illness or 
malfunction of the placenta which reduces 
the food and oxygen reaching the baby.

Message for mothers-to-be: if you notice 
any of the following signs, do not wait until 
the next day. Seek help straight away by 
contacting your midwifery unit if:

• Your baby’s movements reduce, slow 
down or change 

• You have bleeding from the vagina

• You have watery clear or coloured 
discharge from the vagina

• You have signs (see below) of pre-
eclampsia.

• If any of these happen you should seek 
help within 24 hours: 

• Itchiness, particularly of the hands or 
feet. 
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bumps 
A new interactive resource 
provides information on 
the safety of medicines in 
pregnancy, and allows users 
to give feedback on their drug 
experiences, say Amanda 
Greenall and Laura Yates 

In mid-2014, the UK Teratology Information 
Service (UKTIS) launched bumps,1 a new 
website to support best use of medicines in 
pregnancy. The resource is written for the 
general public, and is evidence-based, up-
to-date and unbiased. From the summer 
of 2015, bumps will also enable pregnant 
women to send information about their 
pregnancy directly to UKTIS.

UKTIS is a non-profit organisation, currently 
commissioned by Public Health England. 
For the past 30 years, UKTIS has provided 
general and patient-specific advice to UK 
healthcare providers (HCPs) on medicine 
use and chemical exposure in pregnancy, 
and follows up all pregnancy enquiries. This 
information is critical for new or rarely used 
drugs, and for some substances may be the 
only available source. 

‘This is a fantastic service - I 
do lots of antenatal care in an 
area where we have a lot of 
older mothers who tend to be 
on medication and it is really 
good to be able to get up-to-
date information.’

The need for bumps 
UKTIS created bumps following requests 
for information suitable for the lay public, 
and in response to women wishing to 
register their pregnancies directly with 
UKTIS in order to help other women in the 
future.

There is significant exposure to various 
substances during pregnancy. Up to 80% 
of women take at least one medicine in 
pregnancy. As maternal age increases, so 
does the likelihood of long-term illnesses 
that require ongoing treatment during 
pregnancy. Furthermore, women often 
seek advice on therapies for pregnancy-
specific conditions such as hyperemesis 
gravidarum, or general common ailments. 
And exposure during pregnancy to 
recreational substances or chemicals 
in the household or workplace is also 
common. Despite these levels of exposure, 
scientifically sound patient information has 
been lacking.

Service development 
and policy

Blood pressure control
Common misconceptions include 
‘medicines should be avoided in the first 
trimester of pregnancy’ or ‘a particular 
drug is harmful to a foetus and can 
therefore never be used in pregnancy’. 
The following example of ACE inhibitors 
illustrates the importance of accurate 
information, and how different 
pregnancies may require different 
decisions.   

ACE inhibitors are a group of high blood 
pressure medications that do not appear 
to affect foetal development adversely 
when used in the first trimester, but can 
cause dangerously low levels of amniotic 
fluid if used in the second and third 
trimesters, causing potentially severe 
problems with the baby’s kidneys, lungs, 
bladder, and skull. Women who take 
ACE inhibitors when trying to conceive, 
or who become pregnant, should be 
aware of these risks and see a doctor. In 
most instances, they will be advised to 
change to a  blood pressure medication 
that is safer for use during pregnancy. 
Occasionally, however, the severity of 
a woman’s condition may mean that 
she has to continue an ACE inhibitor 
beyond the first trimester.  bumps can 
provide women and their partners with 
the scientific facts to support informed 
decision-making following professional 
advice on the pregnancy-related risks 
and benefits of a particular medicine.

In many cases, women and their partners 
overestimate the risk to the baby of an 
exposure. This may be due to the dearth of 
publicly available human pregnancy safety 
data, or to misleading media headlines. 
Similarly, information on the internet and 
discussion forums is often inaccurate or 
confusing. bumps aims to address these 
shortcomings by providing reliable and 
relevant information for women and their 
families to support informed decisions on 
the use of a medicine in pregnancy.

How can NCT practitioners 
use bumps and other UKTIS 
resources?
NCT practitioners wishing to help women 
and their partners or families find out about 
medicine use, or exposure to a recreational 
substance or chemical, can direct them to 
the bumps website, or print and pass on 
the free bumps information leaflets. This 
information is not, however, intended to 
replace the individual care and advice of a 
healthcare provider. Any decision by the 
woman to start, stop, continue or change 
a medicine should be made together with 
her doctor. 

‘Wish I had read bumps when 
I was pregnant, it is really 
good to have the available 
evidence to hand’ 

In addition, healthcare professionals can 
also contact the UKTIS telephone line (see 
uktis.org for details) to request a patient-
specific risk assessment and tailored 
advice. UKTIS do not take enquiries from 
non-healthcare professionals. 

Direct reporting by women on 
their own pregnancy exposures
UKTIS continues to collect information 
from pregnant women who take medicines 
or who have underlying health conditions. 
NCT practitioners may wish to inform 
pregnant women that they can help 
improve information for future generations 
by creating a password protected ‘bumps 
pregnancy record’.

Reference
1. UKTIS. best use of medicines in pregnancy (bumps). 

Available from: www.medicinesinpregnancy.org Accessed 
30/3/15
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Research

Guest editor: Helen Castledine

Understanding continued smoking in pregnancy
I have chosen to highlight the importance 
of reducing the prevalence of smoking 
during pregnancy. By understanding 
why people adopt unhealthy behaviour, 
and their characteristics, effective 
interventions can be developed. 
Smoking is associated with low income 
and compounds health inequalities.1 
Smoking during pregnancy has long 
been associated with poorer health 
outcomes for birth and childhood. It is 
linked to premature birth, stillbirth, low 
birthweight babies, and asthma during 
childhood, and increases the risk of infant 
mortality by 40%.2  Those that smoke 
on average have lower life expectancy, 
greater risk of cancer and coronary heart 
disease. However, giving up smoking can 
reverse these risks.3 The UK prevalence 
of smoking in pregnancy is the lowest 
on record (2014, 12%) but there is 
considerable regional variation ranging 
from 20.6% in Durham down to 5.1% in 
Darlington and Tees. Between Clinical 
Commissioning Groups the range is even 
more marked, from 27.5% in Blackpool to 
1.9% in Westminster and Richmond. The 
2015 national target of 11% is likely to be 
missed.4

It’s worth drawing attention to a 
study from 2012 which identified the 
characteristics of women who continued 
to smoke during pregnancy, and looked 
at why women continued smoking 
during pregnancy despite strong health 
promotion messages to quit.

Maxson PJ, Edwards SE, Ingram A, et 

al. Psychosocial differences between 
smokers and non-smokers during 
pregnancy. Addict Behav 2012;37(2):153-9 

In a prospective cohort study the 
researchers found that:

• Higher levels of perceived stress, 
depression, neuroticism, negative 
paternal support, and perceived racism 
among non-Hispanic blacks were 
associated with higher odds of being a 
smoker than a non-smoker. 

• Higher levels of self-efficacy, 
extraversion, agreeableness, 
conscientiousness, interpersonal 
support, positive paternal support, and 
perceived social standing associated 
with lower odds of being a smoker than 
a non-smoker.

• Women who smoked during 
pregnancy experienced more negative 
psychosocial adversities than women 
who did not smoke.

A new study has examined in particular 
the relationship between maternal 
depression and continuing smoking 
during pregnancy.

Smedberg J, Lupattelli A, Mårdby A-C, et 
al. The relationship between maternal 
depression and smoking cessation 
during pregnancy-a cross-sectional 
study of pregnant women from 15 
European countries. Arch Womens 
Ment Health 2015;18(1):73-84 

The authors included 4,295 pregnant 
women from 15 European countries 
between October 2011 and February 

2012, gathering data on depression 
status, smoking habits, maternal socio-
demographic characteristics, and life-style 
using an anonymous online questionnaire. 
They reported that:

• ‘1,481 (34.5 %) reported smoking 
before pregnancy, and 391 (26.4 %) 
continued smoking during pregnancy 
whereof 127 (32.5 %) were depressed.’ 

• Women with a low level education 
and/or identified as engaging in risky 
pregnancy behaviour such as not 
accessing pregnancy/birth preparation 
courses or not taking the daily 
recommended amount of folic acid 
were most likely to continue smoking 
during pregnancy. 

• Continued smoking during pregnancy 
was associated with depression, and 
the smoking prevalence was almost 
double among the depressed.

• ‘Women who perceived the risk for the 
fetus of continued smoking during 
pregnancy as higher were the least 
likely to continue smoking during 
pregnancy.’

In conclusion the authors urge health 
care personnel to be particularly aware 
of the strong influence of depression and 
low education status on the likelihood of 
continued smoking during pregnancy.

References
  1 www.gov.uk/government/uploads/system/uploads/

attachment_data/file/213757/dh_124960.pdf

2  www.hscic.gov.uk/article/4788/prevalence-of-smoking-
whilst-pregnant-lowest-on-record

Do women follow advice about alcohol consumption 
during pregnancy or when breastfeeding? 
Having had four pregnancies over the last 
decade and differing official health advice 
about alcohol consumption each time, I 
am interested in the impact of such advice 
on pregnant women’s behaviour.  The 
RCOG’s recent guidance advises women 
not to consume any alcohol during 
pregnancy and breastfeeding. The advice 
is the same in Ireland. 

Dunney C, Muldoon K, Murphy DJ. 
Alcohol consumption in pregnancy 
implications for breastfeeding. Br J 
Midwifery 2015;23(2):126-34. 

This study looks at whether women 
followed this advice and if ‘there is a need 
for additional midwifery-led education 
in relation to alcohol consumption and 
breastfeeding.’ The study followed ‘907 
women who booked for antenatal care 

and to give birth in a large maternity 
hospital in Dublin, and was undertaken 
from 2010–2011. Eligible women 
completed an interview at the first 
visit, a postal questionnaire during 
the third trimester of pregnancy, and 
were followed-up until the birth and 
discharge.’The results suggest that a 
significant number of women ignored the 
advice: more than a quarter consumed 
alcohol during pregnancy, and there 
was no significant difference in the rate 
of alcohol consumption between those 
who intended to breastfeed and those 
who did not (30.2% compared with 
27.5%; (OR 1.13; 95% CI; 0.84–1.53). At 
follow up (hospital discharge), the results 
were similar with almost a third of those 
breastfeeding consuming alcohol (OR 
1.28; 95% CI, 0.95–1.73).  

Further reading:  
Ryan A. Interventions to support smoking 
cessation in pregnancy. Perspective March 
2013; 16-9. Available from: http://tinyurl.
com/ok37ref 
A systematic review of interventions to reduce 
smoking during pregnancy which highlights 
effective key interventions. 
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community and health development 
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the past 10 year she has gained an MSc 
in Public Health and held senior posts. 
Helen’s four children range from 10 
years to five months in age.
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Evidence made 
 easy

Induction of labour
Many women worry about the idea of having an induced birth and what it entails. Mary Newburn 
provides answers to common questions about labour, enabling practitioners to have the latest 
information at their fingertips.

Q  Who might be offered induction of 
labour?

A Around one in four pregnant women in 
the UK have their labour induced: the 
rates are 23-24% in England, Scotland 
and Wales, and 30% in Northern Ireland 
where maternity services are more 
medicalised.1 Common circumstances 
leading to an offer of induction are 
prolonged pregnancy, spontaneous 
rupture of the membranes (SRM) at 
term without onset of labour, and 
more complex pregnancies.

Prolonged pregnancy – after around 
42 weeks (also see below) there is a 
very small but statistically significant 
increase in adverse outcomes for 
babies (increase in serious illness, 
stillbirth or early neonatal death). At 
the 38 week antenatal visit, all women 
should be offered information about 
the risks associated with pregnancies 
that last longer than 42 weeks, and 
their options. The information should 
cover three alternatives (described in 
more detail below): 

• membrane sweeping 
• induction of labour between 41 and 

42 weeks
• Expectant management.2 
Spontaneous rupture of the 
membranes at term - If a woman’s 
membranes rupture at term (37 
weeks) and she does not go into labour 
spontaneously within 24 hours, NICE 
recommends that induction be offered 
as a precaution against developing an 
infection, such as group B strep.2 

More complex pregnancies – If 
SRM occurs at 34-37 weeks, a woman 
may be offered induction as if the 
pregnancy was at term. If the baby 
is younger, she will be advised to 
take steroids to mature the baby’s 
lungs before birth, as well as drugs to 
prevent labour while these take effect 
and antibiotics to reduce the risk of 
infection. Induction may be necessary 
if a woman has severe hypertension, 
severe pre-clampsia or eclampsia,3 or if 
she has  a twin pregnancy at around 37 
weeks (following a course of steroids).4 
Induction of labour may also be offered 
to women with diabetes or gestational 
diabetes at between 38 and 40 weeks, 
if they do not go into spontaneous 
labour, depending on the size of the 
baby and other indications.5  

Q  How is labour induced?
A The first option for induction of 

labour is a membrane sweep (see 
below) to release natural hormones 
(prostaglandins) which prepare the 
cervix for labour, making it ‘favourable’ 
or ‘ripe’ (tilted forwards, soft and 
short). Contractions of the uterus 
may begin soon after, or many hours 
later. If this procedure does not induce 
labour, a woman will be offered a 
pharmacological induction using 
synthetic hormones. 

Prostaglandins may be inserted into 
the vagina in the form of a slow-release 
gel, tablet or pessary (a repeat dose 
may be needed to initiate labour).2 
If there is a possible risk of uterine 
hyperstimulation, however, synthetic 
hormones will be avoided.  

If a prostaglandin pessary or gel 
does not trigger labour, or if there is 
the need to speed up contractions, 
a woman may receive a controlled 
infusion of synthetic oxytocin, given 
as a drip into a vein in her arm which 
remains in place throughout labour. 
To safeguard the mother and the 
baby, there is continuous electronic 
monitoring of the strength and rate 
of contractions and the baby’s heart 
rate.  The mother will also have her 
membranes ruptured deliberately by a 
midwife or doctor, as part of her usual 
package of care, which is referred 
to as surgical or artificial rupture of 
the membranes (noted on maternity 
records as ARM), as opposed to 
spontaneous rupture (SRM or SROM). 
This procedure can also be used alone.

Around a third have an oxytocin drip 
to strengthen the power of their 
contractions (augmentation).6 

Q How does induction of labour affect 
women?

A Induction can have a big impact on a 
woman’s experience of labour. First is 
the inconvenience and uncertainty of 
coming into hospital for induction and 
being sent home again if the labour 
ward is busy. Second, induced labour ‘is 
usually more painful than spontaneous 
labour, and epidural analgesia and 
assisted delivery are more likely to 
be required.’2  Third, women often 
feel less in control. Support and 
good communication are therefore 
especially important. 

NICE recommends that ‘Open, clear 
communication and involvement in 
decision making is highly important 
to enable women to feel in as much 
control as possible.’ When raising 
the issue of induction, healthcare 
professionals ‘should explain: 

• the reasons for induction being 
offered 

• when, where and how induction 
could be carried out 

• the arrangements for support and 
pain relief 

• the alternative options if the woman 
chooses not to have induction of 
labour 

• the risks and benefits of induction of 
labour in specific circumstances and 
the proposed induction methods 

• that induction is not always 
successful and what the woman’s 
options are in those circumstances 
(try again or have a caesarean, 
depending on the wellbeing and 
obstetric history of the mother and 
baby).’2 

Q  What is membrane sweeping?
A Sweeping the membranes, or a 

‘stretch and sweep’, involves a midwife 
inserting her finger into the cervix 
during an internal examination, 
and moving it in a circular action 
to separate the membranes of the 
amniotic sac from the cervix. This helps 
to release natural prostaglandins which 
can initiate labour within a few days 
or less if the cervix is already ripe. If 
the cervix is still tilted backwards and 
firm it may be difficult to reach and the 
procedure more uncomfortable. 

NICE recommends that in a first 
pregnancy, a sweep is offered at 40 
weeks and again at 41 weeks, and for 
a second or subsequent baby, a first 
sweep at 41 weeks.  Several sweeps 
can be given a few days apart. 

Sweeping the membranes is 
considered less invasive than surgical 
or pharmacological induction, so 
is offered before other options, 
and seems to reduce the need for 
induction. In prolonged pregnancy, 
if labour has not started after three 
membrane sweeps, hospital staff will 
tend to offer a date for induction.  
However, expectant management is 
another option.
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Evidence made 
 easy

Q What is expectant management?
A If a woman prefers not to be induced 

she can receive additional monitoring 
from 42 weeks to check her baby’s 
wellbeing. This involves both regular 
checks of the baby’s heartbeat with an 
electronic fetal heart rate monitor (e.g. 
every 3 days),7 and an ultrasound scan 
to check the depth of amniotic fluid 
round the baby. 

In theory an early ‘dating scan’, 
carried out before 20 weeks, can 
be helpful for reducing the sense 
of need, or pressure, for post-term 
induction. However, anecdotally, 
many women question the accuracy 
of scan assessments. Gestational days 
can be ‘added’, as well as ‘taken off’, 
potentially adding pressure ‘post-
term’ for women with long menstrual 
cycles. According to NICE, only a 
comparatively small proportion of post 
42 week pregnancies are at ‘particular 
risk’ of foetal compromise or stillbirth, 
because compromise is rare. 

Q  Does maternal age make a 
difference? 

A Obstetricians in Britain are exploring 
the safety of induction for older 
mothers. An initial  small (n=630) 
randomized controlled ‘feasibility’ 
study aims to find out whether the 
induction of labour at 39 weeks in 
first-time mothers aged over 35, 
increases (or decreases) the rate of 
caesarean birth.8 If the study shows 
that caesarean births are not more 
common, a larger study (n=10,000) will 

compare stillbirth rates for early versus 
late induction. This investigation was 
prompted because women aged over 
35 seemed more likely to have poor 
outcomes. The study protocol states 
that  ‘women over 40 years old have 
a similar stillbirth risk at 39 weeks as 
women who are between 25 and 29 
years old have at 41 weeks’.8

Q Can women induce their own labour? 
A Women may want to induce labour 

themselves, in their desire to see and 
hold their baby or to avoid medical 
induction. There is some evidence 
that loving intimacy, involving breast, 
clitoral or cervical stimulation, or 
bathing the cervix in semen (which 
is rich in prostaglandins) may help 
ripen the cervix and trigger labour if 
a woman is already at term. Loving, 
physical stroking and sex stimulate 
release of maternal oxytocin which 
may contribute to the effect.  

Further research is needed on the 
effectiveness, safety and maternal 
satisfaction in using the following for 
induction of labour: 

• herbal supplements
• acupuncture
• homeopathy
• use of castor oil, hot baths and 

enemas
• sexual intercourse
• breast stimulation.2 

The main source material for this Q&A is 
the NICE induction of labour guidance.2

Further reading
NICE information for the public provides 
very limited evidence – it says that 
induction of labour is offered to avoid 
post-term pregnancy. This is misleading 
as post-term pregnancy is not itself 
problematic. Reducing the small but 
significant increase in stillbirth is the 
objective.  See bit.ly/1bILC9q

For women who are interested in birth 
with a minimum of intervention see 
www.homebirth.org.uk/overdue.htm
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Background 
information
• A pregnant woman is in labour when 

she is having regular contractions 
and her cervix has dilated to at least 
4 cm. 

• Pregnancy is said to be at ‘term’ any 
time from 37-42 weeks, labour or 
birth occurring before 37 completed 
weeks of pregnancy is described as 
preterm and after 42 weeks as post-
term. 

• Midwives and doctors count 
gestation in weeks and days, such as 
40+6.
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Obesity and pregnancy: overcoming the 
communication barriers 
Weight control programmes during pregnancy are more likely to succeed if they involve honesty, 
respectfulness and encourage self-efficacy, say Professor Simon Langley-Evans and Dr Judy Anne 
Swift, School of Biosciences, University of Nottingham.

Obesity prevalence and impact
You would be hard pressed to miss the 
message that obesity represents a serious 
risk to health and has increased markedly 
in the UK in recent years. Perhaps less well 
recognised are health concerns for women 
who enter pregnancy with a Body Mass 
Index (BMI; weight/height2) over 30 (kg/m2) 
(the clinical threshold for obesity) or who 
gain excessive weight during pregnancy. In 
the UK the prevalence of obesity among 
women of childbearing age increased 
from 12% to 20% between 1993 and 
2010, and in 2009 approximately 5% of all 
pregnancies in England (more than 38,000 
per year) were associated with a maternal 
BMI of over 35.1 In addition, all women are 
vulnerable to excessive weight gain during 
pregnancy.2 

Obesity during pregnancy increases risk 
of complications including pre-eclampsia 
and gestational diabetes (see box). A 
BMI in excess of 30 increases the risk of 
pre-eclampsia (normally affecting 5% of 
women) by fourfold and the risk of both 
spontaneous3 and medically necessary 
preterm delivery by 50%. Furthermore,  
regarding obese women as high-risk 

for complications adversely influences 
their obstetric care, resulting in more 
caesarean deliveries and induced labour4 
in order to reduce adverse pregnancy 
outcomes, including miscarriage, stillbirth, 
and maternal death.1,5 Children born to 
obese women are themselves at greater 
risk of obesity and associated disease in 
later life through a process termed fetal 
programming.6

Current recommendations
The UK does not have any formal, 
evidence-based recommendations for 
controlling weight gain in pregnancy, 
although the Department of Health (DoH) 
provides a guidance range of 10-12.5kg 
(22-26lbs). NICE does not recommend 
weight loss during pregnancy as this may 
impair fetal nutrition.2 Similarly, clinicians 
lack detailed, evidence-based guidance 
on how to achieve appropriate weight 
gain. NICE recommends that health 
professionals adopt a patient-centred 
approach, asking women if they would like 
advice and if so, when.2 This assumes that 
both parties have already defined weight 
as a problem. But how should one raise the 

issue of weight, define it as a problem and 
give advice without offending, patronising, 
or scaring women?

The advice available during pregnancy 
may not help with weight management.  
DoH literature and the myriad self-help 
books and online pregnancy forums tend 
to focus diet and physical activity advice 
on risk management rather than positively 
framed health promotion.  There is lots of 
advice on what not to eat and drink (due 
to high levels of certain micronutrients or 
potential contamination) and exercises 
to avoid (due to risk of injury).  Although 
useful, this information doesn’t empower 
women or convey how they will benefit 
from behaviour change, or address the 
underlying drivers of dietary and exercise 
behaviours.

Clinical and community 
interventions
Most researcher-led and clinician-led 
interventions rely on health education to 
encourage dietary change and increased 
physical activity during pregnancy. 
Typically, these have few positive benefits 
even when weight gain is controlled. One 
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regardless of their weight. The priority is to 
encourage satisfying diets packed full of 
flavour, colour and micronutrients. These 
should provide sufficient energy, be flexible 
enough to accommodate eating out and 
convenience food, and help women cope 
with unpleasant pregnancy symptoms. 
Above all, they should be enjoyable. 
Fostering improvements in diet should 
be accompanied by encouraging and 
facilitating exercise that is psychologically 
as well as physically safe, accessible, fun, 
social, and healthful.
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meta-analysis  which included 44 studies 
involving over 7700 women, found that 
weight management interventions in 
pregnancy moderately reduced the risk 
of pre-eclampsia, but had no impact upon 
other obstetric outcomes.7 Studies focused 
on dietary change were most effective, 
but several such programmes brought few 
benefits.8

However, a recently established and 
ongoing NHS-commissioned antenatal 
weight management service in Lincolnshire 
has been effective in limiting weight gain 
in severely obese women and in reducing 
the occurrence of hypertensive disorders 
of pregnancy.9 The ‘Bumps and Beyond’  
intervention comprises seven sessions 
offered to all women with a BMI of over 
35, from around 16 weeks pregnancy and 
continuing every 2-4 weeks until 36 weeks. 
Similar to the clinical interventions, ‘Bumps 
and Beyond’ provides written materials 
and verbal advice on diet and physical 
activity. So why, in comparison to other 
programmes, is this so successful? Further 
evaluation is needed, but it seems likely 
that the one-to-one relationships formed, 
the setting of simple, individualised goals 
and the use of non-judgemental language 
improve the self-efficacy of the women 
who take part. A key issue is how women 
who complete this programme work 
towards and maintain a healthier weight 
beyond pregnancy. Individuals who attempt 
or manage to lose weight can regain weight 
beyond their original baseline,10 which 
could have serious implications for future 
pregnancies.

Challenges
Obesity is a sensitive subject, and there 
is evidence that in primary care both 
patients and healthcare professionals 
are embarrassed and reluctant to raise 
the issue of body weight. Midwives often 
have similar reservations11,12 which can 
compromise the antenatal care of pregnant 
women with higher BMIs.13 More research 
is urgently required to understand fully the 
needs of women with higher body weights 
and how best to deliver their healthcare. 
However, the women themselves can show 
us the first steps. Women want honest and 
respectful communication,14 providing 
accurate personalised information about 
risk that a woman can relate to herself 
without scare-mongering, and without 
proportioning blame – implicitly and 
explicitly.  Unfortunately, healthcare 
professionals and the general public often 
over-simplify the causes of weight gain 
and obesity, and proportion responsibility 
inappropriately.

It is more appropriate to promote healthy, 
enjoyable behaviours to pregnant women 

Practice points for 
antenatal educators
Things to find out
What is the policy around obesity in 
pregnancy in your area? Who can a 
woman talk to in order to instigate an 
individual plan of care and how can 
she access a supervisor of midwives if 
necessary? Remember that although the 
criteria for midwife-led units can be strict, 
and NICE15 says women with a BMI ≥35 at 
booking should be advised to give birth 
in a consultant-led unit, it is ultimately 
the woman’s decision to plan this or a 
homebirth. What support is available for 
women who want to manage their weight 
during and after pregnancy? 

Eating (and moving) for two 
Energy needs don’t change for the first six 
months of pregnancy, and only increase 
to about 200 calories extra per day in the 
last three months. At least 30 minutes of 
moderate-intensity physical activity daily 
is recommended but anything is better 
than nothing.2

Confidence
Consider ways to help larger women feel 
more confident about labour and birth, 
such as having pictures showing a range 
of differently-sized women giving birth, 
including in water (where buoyancy 
makes changing position easier and 
reduces the need for epidurals, which 
can be harder to place in larger women). 
Encourage women to try different 
positions for comfort and remember that 
as with all women, they will vary in how 
flexible they are. Obese women often 
report having had an overly medicalised 
birth. They are managed differently 
and are more likely to have a caesarean 
birth.16 Support from confident birth 
partners who are happy to ask questions 
could be particularly beneficial so explore 
how they can achieve this.  

Health for everyone
How do you approach fitness and 
healthy eating in your courses: do you 
recommend good places for a walk and is 
it time to ditch the traditional biscuits and 
cake, and offer fruit instead?

Sarah Carr, NCT tutor

Websites
www.bigbirthas.co.uk

www. wellroundedmama.blogspot.co.uk

www.plus-size-pregnancy.org

plussizebirth.com/photo-galleries/

homebirthersandhopefuls.com/can-i-
still-have-a-homebirth/high-bmi/

www.nhs.uk/conditions/pregnancy-
and-baby/pages/healthy-pregnancy-
diet.aspx#close
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Knowledge transfer within NCT – how Perspective 
showcases NCT education and shares quality research
Mary Newburn who leaves her staff post at NCT after 26 years, including seven as editor-in-chief of 
the practitioner journal, reflects on her contribution.
My involvement with NCT started before I 
was born. My mum went to NCT classes in 
1958 and her NCT antenatal teacher, Erna 
Wright, was present at my birth. My mum 
told the story of how a stern and forbidding 
midwife arrived to care for her in labour and 
saw a Gladstone bag in the hall. ‘Oh good, I 
see doctor’s arrived!’ she said. In fact, the 
bag belonged to Erna, who – in delicious 
irony - my mum regarded as her buffer 
against the bossiness of health service 
professionals.  She told that story over and 
over, revealing how she got one over on 
the midwife, an authority figure who was 
not in tune with her needs.

We’ve come a long way since. Today, 
midwives across the UK are passionate 
and articulate about the importance of a 
woman’s needs and wishes being at the 
centre of care and supporting partners 
and the fledgling family. NCT has helped 
to shape that cultural change and NCT 
practitioners are generally very highly 
regarded by health professional colleagues 
for their skills, knowledge and insights. 
Sheena Byrom, midwife, author and social 
media entrepreneur, said at the NCT AGM 
in 2014, ‘I’ve learned so much from NCT 
over the years. Our achievements in East 
Lancashire have been helped so much 
by NCT practitioners. And Perspective 
journal – one of my very favourite articles 
by Kirstie Coxon was published there. It’s so 
important what NCT does.’1

I see Perspective, NCT’s journal for 
practitioners on preparing parents for 
birth and early parenthood, as a hub for 
capturing, promoting and developing 
NCT expertise. It showcases what 
practitioners do well, like creating safe 
ways for parents to discuss feelings and 
anxieties, or facilitating interactive group 
learning sessions. It provides new ideas and 
leadership for practitioners and students 
on core topics and on tricky areas where 
the evidence is vast, changing or difficult to 
summarise in a parent-centred way.2  

In the jargon, this is ‘knowledge transfer’. 
There is a whole science behind how 
organisations share and disseminate 
knowledge, and how academic research 
flows out into practice (or gets dusty on 
the proverbial shelf).3 It is complex and 
challenging because knowledge is held 
within the minds, the practices, and the 
non-explicit culture of an organisation, and 
may be difficult to articulate.4

Knowledge transfer ‘seeks to organize, 
create, capture or distribute knowledge 
and ensure its availability for future users’.5

Working with editors Kim Thomas and 
Susannah Hickling, with the input of other 
NCT research and library staff, practitioners, 
academics, and other voluntary 
organisations and research institutes, 
has led to numerous knowledge transfer 
successes. My highlights have included:

• Commissioning, mentoring and 
sometimes co-writing6 with 
practitioners to create articles about 
NCT practice, to make explicit our 
beliefs, values and ways of working. 

• Establishing quality writing on 
relevant evidence, including regular 
in-depth research overviews and 
shorter evidence-informed articles on 
specific topics such as establishing 
breastfeeding after a caesarean birth,7 
the impact of dummy-use and sleep 
location on establishing breastfeeding, 
and on SIDS .8,9

• Establishing internal and external peer 
review to ensure that the writing and 
evidence are robust and suitable for our 
audiences.

• My overview and guarantee, as editor-in 
-chief, that everything published in the 
journal is reliable to quote and share.

• Tweeting links to individual articles to 
extend distribution to midwives and 
other activists.

• Working with Lynn Balmforth, NCT 
Librarian and Information Officer, to 
establish a research repository on the 

NCT website, with links to key resources 
and free online access to PDFs of all 
Perspective articles.

• Creating NCT’s Maternity and 
Parenthood Directory to enable NCT 
practitioners and maternity service reps 
to access reliable information by topic, 
quickly and easily. 

Going forwards, I am delighted that the 
new Perspective editor Julie Clayton is 
drawing more people in, observing practice 
and interviewing readers about their needs. 
I wish you all exciting new approaches to 
learning and sharing, and usefu thought-
provoking reading. Although no longer in 
vogue, half a century later Erna Wright’s 
book is still attracting appreciative online 
reviews.10 The legacy of NCT writing can be 
enduring.
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Motivational interviewing: a key approach for 
supporting the transition to parenthood including 
breastfeeding?
Lauren Copeland and Shantini Paranjothy, researchers at the Institute of Primary Care and Public 
Health, Cardiff University, explore the effectiveness of Motivational Interviewing (MI), an increasingly 
popular form of counselling. 

Key points
• Motivational interviewing (MI) 

has shown some effectiveness in 

supporting behaviour change in a 

wide range of educational and health 

settings including during pregnancy, 

childhood and adolescence. 

• There is only limited evidence 

available on the use of MI to support 

breastfeeding.

• Providing midwives and other health 

workers with training in MI may help 

to increase breastfeeding initiation 

and continuation.

• Further research is needed 

on the effectiveness of MI, 

with interventions delivered 

in accordance to the latest 

MI Treatment Integrity scale 

guidelines1  and to see how MI can 

be incorporated into the work of 

National Health Service professionals 

and allied practitioners.2This review looks at evidence from recent 
studies on how Motivational Interviewing 
(MI) has the potential to increase self-
efficacy in a variety of health settings, and 
in particular, considers opportunities for 
using MI to support breastfeeding. 

What is motivational 
interviewing? 
MI is a style of counselling that supports 
behaviour change through enhancing 
a person’s motivation for change and 
increasing self-efficacy (a person’s belief in 
their ability to achieve a desired outcome). 
The MI practitioner is trained to encourage 
reflection, and to show empathy and 
acceptance, and to support the person’s 
sense of autonomy, to help them explore 
their own reasons and build the motivation 
for behaviour change. It was developed 
initially by psychologists Miller and Rollnick 
to help people with addictions, and was 
intended to be less confrontational, 
authoritarian and directing than other 
approaches in the 1980s.3  MI has since 
found application in many settings 
including medication adherence, weight 

loss and dental health care,4,5 and in areas 
around the transition to parenthood such 
as smoking cessation and breastfeeding. 

MI is not based on any theory but some 
researchers have linked it to Self-
Determination Theory (SDT). SDT is a theory 
about a person’s self-motivation to change 
behaviour. It shares a common principle 
with MI that ‘people have an innate 
organisational tendency toward growth, 
integration of the self and the resolution of 
psychological inconsistency’.6  SDT seeks 
to explain what drives human behavior, 
and places motivation on a continuum of 
autonomy ranging from external regulation 
(no autonomy) to intrinsic regulation 
(full autonomy). By examining people’s 
different motivations for achieving goals, 
for example, pleasure versus obligation,7 
SDT identifies three psychological needs 
that must be met in order to help people 
shift the sense of autonomy from external 
to intrinsic: the need to believe that they 
can achieve something successfully, the 
need to manage themselves, and the need 
to establish close, stable, nurturing, and 

protective relationships. MI supports the 
same psychological needs as SDT. 

MI counselling involves four key processes: 
engaging (establishing a ‘mutually trusting 
and respectful helping relationship 
to collaborate toward agreed-upon 
goals’),8 evoking (eliciting ‘the client’s 
own motivation for a particular change’), 
focusing (‘clarifying a particular goal or 
direction for change)’,8 and planning 
(developing a specific change plan that the 
client is willing to implement).3 These are 
not sequential and can be used at any time 
during a session. They help make complex 
behaviour changes seem more achievable 
by allowing the client to decide which 
changes they feel they can make. Qualified, 
skillful MI practitioners employ several 
techniques to support or guide behaviour 
change:

• ‘Asking open questions 

• Affirming (recognising and commenting 
on the patient’s strengths and abilities) 
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• Reflective listening (summarising what 
the patient has told you in your own 
words, in the form of a statement rather 
than a question that encourages them 
to continue talking) 

• Summarising (giving a collection of 
reflections, allowing you to indicate 
what you think were the most important 
headlines of what the patient has said) 

• Informing and advising (giving 
information and advice where 
appropriate, for example when the 
patient asks, or more spontaneously, 
when there is good engagement).’9

In the case of breastfeeding, these 
techniques can be used to support 
initiation and continuation.  However, as 
MI is essentially a conversation style, the 
techniques are not specific to any one 
type of behaviour change. Rather they are 
used in response to whether the client is 
considering change or not.

Qualified MI practitioners will have been 
trained by the Motivational Interviewing 
Network of Trainers (MINT) and will further 
develop their skills and competencies with 
experience. In order to verifiably practice 
MI, they will need to have been rated as at 
least ‘beginning proficiency’ or ‘competent’ 
on the Motivational Interviewing Treatment 
Integrity scale (MITI 3.1.1),1 which serves 
as a measure of fidelity to the original 
design of MI. They must use more open 
than closed questions, more complex than 
simple reflections, and more reflections 
than questions. 

Interventions described as ‘MI-based’ 
will use only some but not all of these 
techniques. It is important to distinguish 
between these and interventions with 
at least a ‘beginning proficiency’ level 
of MI fidelity.  This review covers both 
MI-proficient and MI-based studies. Some 
studies used MI as the sole intervention 
while others included MI as part of a 
complex set of interventions. 

How has motivational interviewing been 
used to promote healthy behaviours and 
outcomes? 

MI has been used successfully for a range 
of health outcomes, such as for treating 
addictions and reducing cholesterol, 
body weight and HIV viral load.4,10,11,12,13 A 
systematic review14  found 31 MI studies for 
smoking cessation, targeting adolescents, 
adults with chronic physical or mental 
illness, pregnant/postpartum women, and 
other adult groups. Compared to controls, 
MI interventions increased the likelihood 
of smoking cessation. A Cochrane review15 
examined 59 randomised controlled trials 
(RCTs) that included MI for people who 
were dependant on, or who were abusing 

substances. Compared to controls, MI had 
a statistically significant effect on reducing 
substance use. MI has also been used 
during the transition to parenthood.  

MI and the transition to 
parenthood 
Studies on the use of MI during the 
transition to parenthood include a meta-
analysis on children’s behaviour and health 
outcomes2, an RCT examining the impact 
of MI training on nurses’ self-efficacy,16 a 
summary of three RCTs from the Nurse-
Family Partnership in the USA, 17 and 
preliminary results from the UK Family 
Nurse Partnership.18,19,20

Children’s behaviour and health 
outcomes
The use of MI interventions to influence 
health-related behaviours and undesirable 
health outcomes in children include ones 
aimed at tackling obesity16,21 and dental 
problems.2,22  These interventions were 
delivered by various health professionals 
either during pregnancy or to children up 
to the age of six.

The meta-analysis2  investigated the 
overall effectiveness of MI for child and 
adolescent health problems such as 
obesity, asthma, HIV/AIDS, type 1 diabetes, 
infant accident prevention, targeted dental 
health, accident prevention, infant sleep, 
and targeted calcium intake.  It covered 
37 studies, with sample sizes ranging from 
20 to over 4,000 participants (either aged 
under 18, or the parent of a child aged 
under 18), with an average follow up of five 
months (some up to two years). 

In 95% of the studies, MI produced a 
small but statistically significant positive 
effect compared with a pooled group of 
controls and alternative active treatment, 
but the size of the effect varied by health 
outcome. The largest effects were 
observed for type 1 diabetes, calcium 
intake, and asthma. There were some 
drawbacks in that close fidelity to the 
original MI design was only mentioned in 
15 out of the 37 of studies, and only five 
out of the 37 measured fidelity according 
to the MITI scale (reporting a generally 
high fidelity - see above). It was therefore 
not possible to distinguish between the 
effects of interventions with or without 
clear MI fidelity. However, a clear take-
home message for practitioners is stated 
in the summary of the meta-analysis, that 
‘MI seems to be most effective when both 
parent and child participate in sessions 
and when the cultural background of the 
practitioner matches the family.’14  There 
do not yet appear to be any qualitative 
studies on the experiences of the parent 
and child after receiving MI. 

Training for nurses 
An RCT16 evaluated the effects of training 
a group of 22 nurses with a combination 
of knowledge and advice on diet and 
physical activity, and using MI techniques, 
to prevent childhood obesity. The nurses 
were given 3.5 days of training in MI and had 
their performance compared with that of 
a control group of 38 nurses who received 
no training. The nurses’ self-efficacy 
in delivering training was significantly 
increased in the intervention group: MI 
training appeared to have increased 
the nurses’ confidence in delivering 
interventions on obesity, but their increased 
knowledge about diet and physical activity 
may also have played a role. 

Support for first-time mothers
The original Nurse-Family Partnership in 
the USA used MI to provide support to 
young, first-time mothers and their babies 
as part of a psycho-educational approach. 
Three studies have revealed the positive 
effects of the support, from pregnancy 
through to children aged 15. For mothers 
there were improvements in health during 
pregnancy, fewer pregnancies, longer 
intervals between births, higher rates of 
maternal employment, and decreased 
use of welfare.17 The intervention has 
been adapted for implementation in the 
UK (Family Nurse Partnership), through 
trained nurses or health visitors, providing 
sensitive structured home visits for women 
from early pregnancy to the child’s second 
birthday. Trials so far indicate that it can be 
delivered in Wales, England and Scotland 
and is acceptable to practitioners, mothers 

and fathers.18,19,20 

Can MI be used to enhance 
self-efficacy and motivation for 
breastfeeding?
Although 81% of mothers in the UK initiate 
breastfeeding, rates fall steeply in the first 
few weeks: around two-thirds of women 
stop before six weeks, which is earlier 
than planned for most,23 and only 1% of 
UK mothers exclusively breastfeed for the 
six months duration recommended by 
WHO. There are also marked inequalities 
in breastfeeding rates: younger mothers 
(aged 20 or less), of white British ethnicity 
and of lower socio-economic status, are 
less likely to start or continue breastfeeding 
beyond six weeks.23 

Women choose to breastfeed for many 
different reasons, as described in a 
narrative review of women’s experience of 
breastfeeding.24 For many, breastfeeding 
is a symbol of motherhood, as it helps 
to nurture and nourish the baby, and 
to establish a physical and emotional 
connection. The provision of support and 
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reassurance can also enhance the mother’s 
experience of breastfeeding. Various 
factors are associated with initiation and 
continuation of breastfeeding, such as 
motivation, self-efficacy, affective attitudes 
and social norms.25,26,27,28  There is a 
statistically significant relationship between 
high breastfeeding self-efficacy and 
duration of breastfeeding at four months,29 
and between intrinsic motivation and 
breastfeeding for six months or beyond.30 
Mothers with strong inner motivation are 
more likely to breastfeed because they 
know and believe it is good for their infant 
and for themselves. Mothers who are 
motivated more by external influences 
are less likely to initiate or maintain 
breastfeeding.30  In this respect, simply 
giving women breastfeeding information is 
not sufficient to change their breastfeeding 
behaviour.30 

MI-based interventions could help to 
enhance women’s self-efficacy and 
motivation to breastfeed. Although there 
have been many interventions designed 
to support continued breastfeeding, few 
have proven successful in the UK setting, 
and of these, none involved MI. Of two 
MI-related studies conducted in the USA, 
one31 was a pilot RCT designed more 
broadly to improve nutrition and physical 
activity in postpartum mothers and their 
infants. The intervention consisted of a 
brief focused negotiation by paediatric 
primary care-givers, individualised 
coaching and motivational counselling 
based on MI techniques, and an 

invitation to group-based parenting skills 
training.  The intervention did not have a 
statistically significant effect on exclusive 
breastfeeding at six months. However, 
the intervention significantly delayed 
the introduction of solid food compared 
to the control group. Among the study’s 
limitations was the lack of a fidelity check 
on the MI intervention, and so it is not easy 
to determine retrospectively the impact 
of MI. In addition, the intervention was 
delivered by a single individual, making it 
difficult to disentangle the effect of MI from 
the individual’s personal style of delivery. 

The second RCT conducted in the USA was 
small (sample size, 73) and underpowered 
for detecting statistically significant 
outcomes.32 The third study was a larger 
RCT (sample size, 330) which examined 
whether MI could improve exclusive 
breastfeeding rates in Australia.33 The 
intervention nurse practitioners were 
trained to follow a ‘conversation tool’ 
flowchart, using MI techniques such as 
affirming autonomy or acknowledging 
ambivalence. They tailored the intervention 
to the participant’s response to the 
question, ‘How would that work for you?’ 
in relation to the idea of breastfeeding 
exclusively for six months, which meant 
that the participant may only have received 
the affirming autonomy technique rather 
than full MI. At two months and four 
months after giving birth, the intervention 
group were more likely to have exclusively 
or predominantly breastfed in the last 24 
hours, compared to the control group. 

However, at 6 months there was no 
significant difference between groups in 
relation to either any form of breastfeeding 
or exclusive breastfeeding. 

In the UK, MI may have a role in helping 
women to continue breastfeeding by 
increasing their intrinsic motivation 
to breastfeed, but its inclusion in 
interventions will need to be evaluated to 
determine its effectiveness. Researchers 
at Cardiff University are developing a new 
MI-based peer-support intervention aimed 
at promoting breastfeeding maintenance 
by training peer-supporters in using MI 
to provide responsive mother-centred 
support. The results will help to inform 
the development of a future trial on the 
effectiveness of an MI-based intervention 
for breastfeeding maintenance.34

Conclusions
MI has shown at least some effectiveness 
in supporting behaviour change in a wide 
range of educational and health settings, 
including for tackling obesity, smoking 
cessation and health during pregnancy, 
childhood and adolescence. The term 
‘motivational interviewing’ is widely used 
in healthcare settings, but does not always 
refer to MI delivered by fully qualified MI 
practitioners. Many different practitioners 
may use communication skills that draw 
on the MI approach. However, in order to 
fully assess the effectiveness of MI, there 
needs to be research on MI interventions 
delivered in accordance to the latest 
MITI guidelines1 with high fidelity to the 
original MI design. Adequate training and 
support should be provided to help ensure 
fidelity. Training can be accessed through 
the Motivational Interviewing Network of 
Trainers (MINT).

It is also important to understand how MI 
works in order to inform practice most 
usefully and improve outcomes. Future 
research should therefore address the role 
of individual aspects of the MI process: self-
efficacy, motivation, MI practitioner skills 
and ‘change talk’ (when a client discusses 
their desire or intention to change 
behaviour). Furthermore, it is important 
to conduct research on how MI could 
be incorporated into work by National 
Health Service professionals and allied 
practitioners.

There is only limited evidence available 
on the use of MI to support breastfeeding. 
By providing midwives and other health 
professionals with training in motivational 
interviewing it may be possible to help 
increase breastfeeding initiation and 
continuation. However, such initiatives 
should be accompanied by robust 
evaluation in order to provide evidence for 
their effectiveness. 

Motivational Interviewing: an approach for 
NCT practitioners?
When it comes to infant feeding, NCT practitioners, including breastfeeding counsellors, 
don’t seek to convince or persuade – our message framework is clear on this (see the 
NCT Message Framework for Infant Feeding, available from: bit.ly/NCT_FeedingSupport)

Instead, we’re aware that in order to enable women to make decisions about feeding 
we avoid being directive, authoritarian or judgemental. The empathy and unconditional 
positive regard of our counselling approach appear to echo the ‘atmosphere of 
acceptance and compassion’ of MI.

Considering further points of similarity with MI can enhance our practice and 
understanding of our aims when engaging with parents:

• Breastfeeding counsellors also employ the techniques such as using open questions 
and reflective listening, as well as the emphasis on client-led dialogue.

• The focus on self-efficacy is helpful to all NCT practitioners. Supporting mothers to 
feel confident makes them more likely to achieve their aims.

• Our own self-efficacy – our belief that we are effective in our work as practitioners 
may also be crucial. Our CPD, supervision, and everyday reflections all play a role.

Although the words ‘motivational interviewing’ sound unlike us, as we don’t ‘interview’ 
and we don’t seek to increase motivation, in practice, it seems we do share with MI the 
person-centred approach. Clearly, there is more to learn, and the results of the Cardiff 
pilot31 should be of great interest to us.

Heather Neil, NCT policy and communications tutor and breastfeeding counsellor
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