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Table 1. Conditions requiring counselling when the mother is affected by SCD=
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Condition

HbS

B thalassaemia
0-Arab

HbC

D-Punjab

Carrier state in partner which requires referral for counselling and offer of prenatal diagnosis

DB thalassaemia
Lepore
HbE

Hereditary persistence of
fetal hemoglobin (HPFH)|

Carrier state in partner which requires counselling and may need further investigation

Table 3. Indications for blood transfusion in pregnancy complicated by SCD

Indication

Comments

Women with previous serious medical, obstetric or fetal

complications

Women who are on a transfusion regimen before pregnancy for
primary or secondary stroke prevention or for the prevention of

severe disease complications

Twin pregnancies

Acute anaemia

Acute chest syndrome or acute stroke

clinic setting

of complications in these women?

Top-up transfusion

Exchange transfusion

Transfusion should be continued during pregnancy

Exchange or top-up transfusion may be indicated depending on
clinical indications and should be decided in the multidisciplinary

Prophylactic transfusion should be considered owing to the high rate

Box 1. Outline of management of acute pain®

Rapid clinical assessment

If pain is severe and oral analgesia is not effective, give strong opioids (e.g. morphine)
Give adjuvant non-opioid analgesia: paracetamol, NSAID (if 12-28 weeks of gestation)

Prescribe laxatives, antipruritic and antiemetic if required

Monitor pain, sedation, vital signs, respiratory rate and oxygen saturation every 20-30 minutes until pain is controlled and signs are stable,

then monitor every 2 hours (hourly if receiving parenteral opiates)
Give a rescue doses of analgesia if required

If respiratory rate is less than 10/ minute, omit maintenance analgesia; consider naloxone

Consider reducing analgesia after 2-3 days and replacing injections with equivalent dose of oral analgesia
Discharge the woman when pain is controlled and improving without analgesia or on acceptable doses of oral analgesia

Arrange any necessary home care and outpatient follow-up appointment.
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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 firstappointment?

Primary care or
hospitalappointment

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

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

Takea clinical history to establish extert of SCD and its complications

Review medications and its complications; if takin g hyd roxycarbamide, 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 for 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 thatall 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 midw ife

Routine check including blood pressure and urinalysis

28weeks: see multidisciplinary
team

Ultraso und monitoring of fetalg row th 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
Ultraso und monitoring of fetal g ow th and amniotic fluid volume
Repeat MSU and FBC

34 weeks: see midw ife

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; amange 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 = anglotensincomverting enzyme; ARB = angiotensin receptor blocker; FBC = full blood count (for the woman); MSU = midstream urine;
NICE = National Institute for Hea lth and Clinical Excellence; PND = prenatal diagnosis; SCD = sickle cell disease



