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4. Preconception care
4.1 What are the additional risks to the woman and baby?
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4.3 What is the importance of genetic screening and what procedure(s) are involved?

Women and men with SCD should be encouraged to have the haemoglobinopathy status of their partner D
determined before they embark on pregnancy. If identified as an ‘at risk couple’, as per National
Screening Committee guidance, they should receive counselling and advice about reproductive options.
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Table 1. Conditions requiring counselling when the mother is affected by SCD?*

Condition

HbS Carrier state in partner which requires referral for counselling and offer of prenatal diagnosis
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5.4 What additional care should be provided during the antenatal appointment?

Antenatal appointments for women with SCD should provide routine antenatal care as well as care
specifically for women with SCD.
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Table 2. Specific antenatal care for women with SCD

Appointment

Care for women with SCD during pregnancy

What should happen at
at the first appointment?

Primary care or
hospital appointment

Offer information, advice and support in relation to optimising general health (D)

Offer partner testing if not already done; review partner results if available and discuss PND if
appropriate (D)

Take a clinical history to establish extent of SCD and its complications

Review medications and its complications; if taking hydroxycarbamide, ACE inhibitors or ARBS,
these should be stopped (D)

Women should already be taking 5 mg folic acid and antibiotic prophylaxis if no contraindication (D)
Discuss vaccinations (D)

Offer retinal and/or renal and/or cardiac assessments if these have not been performed in the
previous year (D)

Document baseline oxygen saturations and blood pressure

Send MSU for culture

7-9 weeks

Confirm viability in view of the increased risk of miscarriage (D)

What should happen at
the booking appointment?

See midwife with experience
in high-risk obstetrics if possible

Discuss information, education and advice about how SCD will affect pregnancy (D)

Review partner results and discuss PND if appropriate (D)

Baseline renal function test, urine protein/creatinine ratio, liver function test and ferritin should be
performed (D)

Extended red cell phenotype if not previously performed (D)

Confirm that all actions from first visit are complete (D)

Consider low-dose aspirin from 12 weeks of gestation (D)

16 weeks: see midwife plus
multidisciplinary review

Routine as per NICE; repeat MSU
Multidisciplinary review (consultant obstetrician and haematologist)

20 weeks : see midwife plus
multidisciplinary team

Detailed ultrasound as per NICE antenatal guideline
Repeat MSU
Repeat FBC

24 weeks: see multidisciplinary
team

Ultrasound monitoring of fetal growth and amniotic fluid volume.
Repeat MSU

26 weeks: see midwife

Routine check including blood pressure and urinalysis

28 weeks: see multidisciplinary
team

Ultrasound monitoring of fetal growth and amniotic fluid volume
Repeat MSU
Repeat FBC and group and antibody screen

30 weeks: see midwife and offer
antenatal classes

Routine check including blood pressure and urinalysis

32 weeks: see multidisciplinary
team

Routine check
Ultrasound monitoring of fetal growth and amniotic fluid volume
Repeat MSU and FBC

34 weeks: see midwife

Routine check including blood pressure and urinalyis

36 weeks: see multidisciplinary
team

Routine check

Ultrasound monitoring of fetal growth and amniotic fluid volume
Offer information and advice about:

« timing, mode and management of the birth

« analgesia and anaesthesia; arrange anaesthetic assessment
» care of baby after birth

38 weeks: see midwife and
obstetrician

Routine check
Recommend induction of labour or caesarean section between 38 and 40 weeks of gestation

39 weeks: see midwife

Routine check and recommend delivery by 40 weeks of gestation

40 weeks: see obstetrician

Routine check and offer fetal monitoring if the woman declines delivery by 40 weeks of gestation

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; FBC = full blood count (for the woman); MSU = midstream urine;
NICE = National Institute for Health and Clinical Excellence; PND = prenatal diagnosis; SCD = sickle cell disease
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5.8 What are the other acute complications of SCD and how are they treated?

All patients, carers, medical and nursing staff should be aware of the other acute complications of SCD,
including ACS, acute stroke and acute anaemia.

Each hospital should have a protocol in place for the management of ACS in pregnancy, including the
use of transfusion therapy.
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The relevant multidisciplinary team (senior midwife in charge, senior obstetrician, anaesthetist and
haematologist) should be informed as soon as labour is confirmed.

Women should be kept warm and given adequate fluid during labour.

Continuous intrapartum electronic fetal heart rate monitoring is recommended owing to the increased
risk of fetal distress which may necessitate operative delivery.
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6.3 What is the optimal mode of analgesia and anaesthesia?

Women with SCD should be offered anaesthetic assessment in the third trimester of pregnancy.
Avoid the use of pethidine, but other opiates can be used.
Regional analgesia is recommended for caesarean section.
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7. Postpartum care
7.1 What should be the optimum care post-delivery?

In pregnant women where the baby is at high risk of SCD (i.e. the partner is a carrier or affected), early
testing for SCD should be offered. Capillary samples should be sent to laboratories where there is
experience in the routine analysis of SCD in newborn samples. This will usually be at a regional centre.

Maintain maternal oxygen saturation above 94% and adequate hydration based on fluid balance until
discharge.

Low-molecular-weight heparin should be administered while in hospital and 7 days post-discharge
following vaginal delivery or for a period of 6 weeks following caesarean section.

The same level of care and vigilance should be maintained as has been described for antenatal care,



mauling /. Itano HA inger J ellsIC i%le "€l afa€ iaa,
olerular disease Science: ¢ .. 028
" tuart MJ ”L.gel L i%le “ell disease Lancet
A



RCOG Green-top Guideline No. 61 17 of 20



> 40sY M Bur@l allae D MOawaGA Baron J arop:Y laiti~
recell trang usions in pregnant patients wit: sik le el
disease A ran (o ized "ooperative stugd. N Engl J Med
W5 Ty



APPENDIX

Clini~al guicelines are ‘'Y ste  ali*aly developedstate €ents wi i% assist 1ini“ians sndwo enin & ing
de~isions about appropriate treat entf or spef i~ ~onditions. Eat guiceline is § ste  ati*alY developed
using . standardgised et 0@olog. Exalt (etails & & is protess ~an befoung in Clini*al Governan-“e
Acvie Ma.  Development of RCOG Green-top Guidelings ayvailable on e C G website af
http://www.rcog.org.uk/guidelines. T ese re*0  en(ations are not intended to i*tate an €x usive
‘ourse ¢ anage ent or treat entTy &  ust be evaluated Wit ré erene to individual patient needs
resour~es anli itations unique to & e institution an g variations in 10 “al populations It is opedt af t is
proess ¢ 10~al owners: ip will% €lp to in“orporate & ese guigelines into routine pra/ti~e Attention is
(CaWN (O ar€as ¢ Aini~al un‘ertain¥ w;y eref urt: er resear4  ig: t be inditated

T € evidene used in & is guideline was graded using & € s4 € € below angd & € re*o en dations
for ulate@in a.Si ilarf a8 iON Wits  a.Stall (W (iSE [ Srading s € €

A
Ca”:“:la toNn o =4 e :ne= = e fae® O r=€04 4 =Nea Lon'

Hig: -qualill  etasanay ses § ste  ati*

reviews ¢ rando ise( “ontrolled trials
Or ra 0 ise ¢ “ontrolle ¢ trials Wit: a.
vel low ri& & bias

A Atleast One  etasanay sis § ste  ati*review or
ran (o iseq “ontrolle trial rated s g
dgire tY appli~able to & e target population_or

A ¥ ste ati~review ¢ rango iseg “ontrolle(
trials or a.bod & evigen‘e ‘onsisting
prinipaly ¢ studies ratedas;  dire ty
appli~able 1o & € target population ang

(e onstrating overall “onsisten¥ ¢ results

ell-ron@u ted EtazanaY ses § ste  ati~
reviews d rango ised ~ontrolle( trials
Or raf(0 ise( “ontrolle( trials Wit: o,
low ri& & bias

. - MectaanaY ses § ste  alitreviews ¢

Abod ¢ evidene inuding studies rated as
rango ise( “ontrolle trials or B ‘X & . ) B 1EG S
’ . S . 4 dire*tV applitable to & e target
rando ise( ‘ontrolle( trials wit: s ig: T i 'onstr . (;ver.ll
ri& & biag PopRLe ; ating 7

~onsisten’¥ & results_or
Hig: -qualill ¥ ste ati*reviews ¢

4y L 5 5 g

‘ “a$€-0oNntrol or oy ort studies ory ig: - &tr.f:].}ed CVIGENTEIO0 SIS fafed o5
qualill  “~ase--ontrol or “ox ort studies ‘
wit: avell low ri& ¢ ~otf ounding bias C Abod ¢ eviden‘e in"uding studies rafed as
OF % all"€ all(l a} ig PIobabilill & af & € 4 dire ¥ applitable to & € target population
relations: ip is “aliSal ~N( (e onstrating overall ~onsisten’y o

) results_or
4 ell--ondute “ase-"ontrol or “o» ort
© stugies wib alow ri& & “orf ounging EX traPOlaf€( EVIGEN "€F 10 StUCHES TafEC oS

Dia$ OF % aNl"€ alld &, O(Erate 4
Probabili & at & € relations: ip is “alisal

D Evigen~e level 3 ord, _or

4 Case-"ontrol or “0x Ort Studies Wit s,
° ig ri§ ¢ ‘off ounging bias or % an‘e
AN asignfitant ri§ & at e
relationsy ip is NOt “allSal do. practe= pontg

Extrapolatedevidenef ro  studies rated a8 4
A

2 ‘(on-.'n.q( ti~al stugies € g “ase reports

v e encedbest praitice basedon t €
“aS€ SEries

~ini*al experien‘e ¢ & € guiceline
¢ Ex pert opinion develop ent group

RCOG Green-top Guideline No. 61 19 of 20 © Royal College of Obstetricians and Gynaecologists



T4 is guideline Was proguedon be: &f & & e Guicelines Co  ittee & & € & al College & bstetritians and

@ naeologists ¥ |

Dr E Oteng-Ntim FRCOG, Consultant Obstetrician, London and Dr J Howard, Consultant Haematologist,
Guy’s and St Thomas’ NHS Foundation Trust, London.

wrd essor EAnionwu E  eritus orcf essor  MursingTs o, €sValld  niversi¥ ang ik%le Cell o%ie¥, Mt [ Babafinsa,

M C G Glourester Dr C Bagot Consultant Hae atologist Glasgow Mr DI FraserM C G Morwi% , Dr Jane sreston
F C GDr«E Yan Man% ester ang General Hae  atolod T'ak Fore Britiss Co  itteef or tangards in

Hae atolog, Ms Tux F C G london Britis Co  itteefor tandarcs in Hae atologd Britiss M aternal ang Fetal

Meditine o~ie¥, DrAllison treety Mational ~reening Co  ittee_ bstetri~Anaest: etists' Asso-iation_ ¢ ! College
d General oractitioners . C G Consu ers’Foru . &l College & Migwives_ orl Healt:  rganization

T e Guiceline Co  ittee lead reviewers were DrJ » dllitoM C G lee¢s andDr « urendran F C G london
Cortf li~ts ¢ interest_ none ¢eared

T+ e guicelines review pro~ess will “0  en“e in ‘,’ ¢ unless eviden e requires earlier review
Al

DI C/AIME

Ty e d al College & bstetritians an¢ G nac*0l0gists Proues guicelines as aN €U ational id to g0od Mini*al
prajtite T & present rerognised €t 0(¢S aN¢ te% niques & Aini“al prastice based on publis e evigen‘e for
‘onsiceration ¥ obstetritians and g Nac 0logists and O €r relevants €alts prd essionals T € ulti afe judge ent
regar(ing a.parti~ular Mini~al pro‘egure or treat ent plan ust be ac¢e ¥ & € @0*tor Or Ot er aftendant in & € lig: t
& Ainial date,presented ¥ t € patient an@ b € (iaBNOSti™ aN( treat €ent options ayailable Wit: in & € appropriate
» Calt: SErvi‘es

T4 is  eanst ot C G Guidelines are unlk € proto~ols or guicelines issue ¥ € pld ers s & & are not intended to
be pres-riptive dire*tions (€ ining «.single ~ourse & aNage ent Departuref ro & € 10%al pres riptive proto-ols or
guicelines s, oul¢befuly ¢o*u entedin & € Palient’s “as€ NOtES af & € ti € & € relevant (etision is ti en




