Focus | Clinical

Postpartum nutrition
Guidance for general practitioners
to support high-quality care
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Background
General practitioners (GPs) are well
placed to support new mothers with
evidence-based nutrition care to eat well,
live well and care for their new babies.
Women who have recently given birth
are highly motivated to eat well and seek
information and support from GPs.
Objective
The aim of this article is to review current
recommendations on dietary intake for
women after birth and how GPs can use
this information to inform high-quality
ongoing care.
Discussion
The principles of healthy eating remain
the same for all adults, and it is important
that GPs support women to consume a
wide variety of unprocessed, nutritious
foods. Breastfeeding mothers require
additional energy and nutrients such
as protein, iodine, vitamin B12 and
vitamin D, which are important in
supporting healthy function and infant
growth through breastmilk. GPs must
take a person-centred approach to
consultations, use respectful language
and consider practical recommendations
to support women in this exciting yet
challenging time.
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THE POSTPARTUM PERIOD is an exciting
yet challenging time, requiring physical,
emotional and social adjustment to new
norms and expectations for mothers. This
period, which includes the immediate six
weeks following delivery but can last up
to 12 months after childbirth, involves
significant bodily changes and learning
for mothers, resulting in considerable
information seeking for specific health
concerns and social support and advice.
In addition to recovery from birth, the
postpartum period is a critical time within
the life course for healthy eating goals to
support both a woman’s long-term health
and future potential pregnancies. Women
in Australia often have poor alignment
to dietary guidelines during pregnancy,
making the postpartum period more
critical to address healthy eating goals.1
General practitioners (GPs) are well placed
to support women with evidence-based
care as they strive to eat well, live well and
care for their growing families.2 GPs often
have frequent contact with new mothers,
which presents increased opportunities
for brief interventions to support lifestyle
behaviour change.

recover from birth and start to produce
breastmilk (if breastfeeding). Women
whose babies are exclusively breastfed
require approximately 2000 kJ each day
beyond what is recommended for those
not breastfeeding, as well as 150 µg/day
iodine supplementation. Nutrients such as
protein, vitamin B12 and vitamin D are also
important in supporting healthy function
and infant growth through breastmilk
(Table 1). GPs are encouraged to check
women’s antenatal blood tests to identify
any signs of micronutrient deficiency,
particularly for iron. Additionally, women
who are planning another pregnancy should
be aware of the additional 400 µg/day
of folic acid required one month before
and three months after conception for
prevention of neural tube defects. There
may be an increased risk of birth defects
with short interpregnancy intervals if
increased nutritional demands are not met.3
Despite these increased requirements
in key nutrients, the basic principles of
healthy eating remain the same as for
all adults. Eating a wide variety of foods
from the five food groups is encouraged
(Table 2).

Overview of nutrition requirements
following pregnancy

Weight management following
childbirth

Women who have recently given birth have
high metabolic demands as their bodies

Almost 60% of women in Australia are
overweight or obese;4 at eight weeks
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postpartum, this number rises to 63.6%.5
Childbearing has been implicated in the
development of obesity, with women
retaining an average of 2–3 kg per
pregnancy;6 however, there remains
wide variability, with one in five women
retaining more than 4 kg at 12 months
postpartum.7 While the factors associated
with this increasing weight trajectory are
complex,7 a consistent risk factor is gaining
more weight than recommended during
pregnancy.6,8
Supporting women to return
to pre-pregnancy weight by six
months postpartum, and no later than
12 months postpartum, is associated
with more favourable outcomes for
future pregnancies and long-term weight
trajectory.9,10 For those remaining above
a healthy weight at this time, actively
supporting further weight reduction
efforts prior to subsequent pregnancy
is recommended.9 Women who retain
weight at 12 months postpartum are more
likely have higher body weight 15 years
later.11 Irregular and inadequate sleep,
disruption to meal routines, lack of access
to nutritious foods, physical inactivity
and psychosocial considerations such
as depression within the postpartum
period contribute to postpartum weight
retention.7 Exclusively breastfeeding to
approximately six months postpartum and
continuing to breastfeed to 12 months
postpartum is positively related to weight

reduction,12 further supporting the notion
of returning to pre-pregnancy weight
within this timeframe.
GPs are well placed to provide
postpartum weight management care and
support for women with interconception
care.13 However, women report that
postpartum visits are often focused on
child-related health than targeted to the
woman’s health.7 Supportive, consistent
messages to support weight management
within GP consultations is feasible.14
Capitalising on frequent visits to involve
maternal health can potentially affect
the lifestyle, weight trajectory and future
health risk of mothers and their children.
Referral to other health professionals and
programs can be an adjunct to opportunistic
brief intervention advice. There is good
evidence that postpartum interventions
that include interaction with a dietitian
and nutrition component, some structured
physical activity and weight monitoring
support healthy weight attainment.15
Importantly, flexibility in delivery modes
to help women accommodate challenges
experienced in the postpartum period
may lead to greater engagement and
subsequently better outcomes.15

Respectful conversation starters
General

Person-centred care is a key facet of
high-quality healthcare by GPs.16 In the

context of postpartum care, GPs are in a
powerful position to influence women’s
experiences of care based on how key
messages are delivered and potentially
sensitive topics are raised. Respectful
conversations that place the woman at
the centre of care are fundamental to
ensuring long-term partnerships result
in positive experiences for women and
their growing families. It is important to
ensure that consultations include topics
related to her self-care, including diet,
nutrition and other lifestyle considerations
important to the woman at that time in
her life. These conversations can extend
from the postpartum period (6–8 weeks) to
interconception periods to best prepare for
potential future pregnancies.
Weight

There is now substantial evidence
that raising the topic of weight with
reproductive women can be challenging
for health professionals.17,18 Many women,
particularly those whose body weight is
above the healthy range, have reported
stigmatising experiences with health
professionals.19,20 Despite this challenge,
people want and expect to discuss weight
with their health providers.19,21 The
key to entering this dialogue is careful
consideration to use non-judgemental
and sensitive language.22 While it appears
that neutral terminology is preferred when
raising the issue of weight, such as ‘high

Table 1. Requirements of key nutrients for women49
Nutrient

Requirement if breastfeeding (per day)

Requirement if not breastfeeding (per day)

Protein

Age 14–18 years (RDI): 63 g (1.11 g/kg)

Age 14–18 years (RDI): 45 g (0.77 g/kg)

Age 19–50 years (RDI): 67 g (1.10 g/kg)

Age 19–50 years (RDI): 46 g (0.75 g/kg)

Age 14–18 years (RDI): 1,300 mg

Age 14–18 years (RDI): 1,300 mg

Age 19–50 years (RDI): 1,000 mg

Age 19–50 years (RDI): 1,000 mg

Iodine

All ages (RDI): 270 μg/day

All ages (RDI): 150 µg

Vitamin B12

All ages (RDI): 2.8 µg/day

All ages (RDI): 2.4 µg/day

Vitamin D

All ages (RDI): 5.0 µg/day

All ages (RDI): 5.0 µg/day

Water (from fluid)

Age 14–18 years (AI): 2.3 L fluids

All ages (AI): 2.1 L fluids

Calcium

Age 19–50 years (AI): 2.6 L fluids
AI, adequate intake; RDI, recommended dietary intake
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weight’ or ‘unhealthy weight’ instead of
‘obese’, it is important to acknowledge
variation in preferred language.22 In
practice, this suggests asking each woman
what terminology or language she prefers
in conversations about weight-related
health.23 Normalising conversations
about weight with all women is likely to
reduce negative experiences and promote
person-centred care, for example, seeking
permission for the discussion by saying
‘would it be ok if we discuss your weight
today?’ followed by a conversation about
preferred language.21,22

which is associated with success at
establishing lactation.33 Reassurance and
guidance from GPs can help women to
overcome difficulties and find confidence
in their own abilities to achieve their
feeding goals.34 Practical suggestions
may support women to meet the
increased nutritional requirements for
breastfeeding (outlined in Table 2). Box 1
outlines practical suggestions that GPs
can provide to women.

Breastfeeding

Of the 300,000 or so Australian women
who become pregnant each year,35
almost 50,000 will develop gestational
diabetes mellitus (GDM),36 accelerating
their chronic disease trajectory. Of these,
almost 8000 will go on to develop type 2
diabetes within 10 years,37 and a history
of GDM is an independent risk factor for
heart disease.38
Postnatally, women who have had
GDM have been described as falling into a
healthcare ‘chasm’.39 Lack of coordination
between hospitals and primary care can
result in no one assuming responsibility for
ongoing care. Sometimes, GPs may not be
aware that a woman has had GDM or have
a clear plan for follow-up care.40
Australian guidelines recommend
that all women who had GDM should
undertake a 75 g oral glucose tolerance
test (OGTT) between six and 12 weeks
after delivery.41 The extent to which
these recommendations are integrated
into postnatal GP visits is unknown,
but some studies suggest diabetes
testing is suboptimal.23,42 Clinicians
report challenges to addressing GDM in
Australia, including increasing maternal
age, diversity of ethnicity and changes in
screening and diagnostic parameters.43 It
is therefore not surprising that self-report
surveys of women with prior GDM
indicated that approximately half of
participants returned for OGTTs, but only
a quarter of these did so in the appropriate
period.23,44 In the context of a woman
being unable to undertake an OGTT
postnatally, GPs may discuss alternative
options for monitoring glucose status.

The World Health Organization
recommends that all babies are exclusively
breastfed until approximately six months
of age, then continue to be breastfed
supplementarily until two years of age.
Breastfeeding protects against child
infections, increases intelligence and
reduces the likelihood of the child
becoming overweight or developing type
2 diabetes later in life.24 For mothers,
breastfeeding reduces the likelihood
of developing breast cancer, ovarian
cancer and type 2 diabetes.25 Women
are less likely to breastfeed when there
is not enough breastfeeding information
available after birth.26 However, GPs
may face barriers such as receiving little
breastfeeding and nutrition education or
support, and may rely mainly on personal
experience.27,28
Following the birth of a child, women
undergo a transformation beyond self;
they transition from an individual into
a parent. This transition may influence
their decision making, particularly
for breastfeeding or infant feeding.29
Historically, many cultures entrust the
responsibility for the care of infants to
women.30 Over the past four decades,
the role structure of couples and families
in Western cultures has changed, with
more women remaining in the workforce
after they become mothers,31 and women
becoming mothers at an older age.32
Partners and grandmothers provide
the greatest degree of emotional and
practical support for breastfeeding, while
GPs and nurses provide information,
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GPs are ideally placed to identify
women during the postpartum (or
interconception) period to play a part
in supporting healthy behaviours and
weight management.13 These strategies
contribute to providing a continuum
of care before, during and between
pregnancies and reducing women’s
elevated chronic disease risk. Effective
approaches to engage women in screening
are paramount, as women’s motivation
to engage in healthy lifestyle behaviours
often dramatically reduce once GDM
resolves.45 Women’s lack of perceived risk
of developing type 2 diabetes is common
and can be related to timing, content and
tone of healthcare messages.45,46 A balance
between reassurance of likely resolution
of GDM and adequate information about
potential progression to type 2 diabetes is
required.45
Randomised controlled trials have
shown that lifestyle modifications with
weight loss and moderate exercise can
reduce the incidence of type 2 diabetes
by up to 58% for people at high risk.47
Real-world implementation in the
Australian healthcare system has achieved
40% reduction in the risk of progression to
diabetes.48 Unfortunately, few embedded,
systematically delivered state or national
Box 1. Practical suggestions to
incorporate into clinical practice
• Consider referral to a lactation consultant
to support breastfeeding initiation and
continuation.
• Consider advocating for the use of food
banks if food insecurity is a factor affecting
women’s diets.
• Provide information to women on
expressing and freezing breastmilk to
share feeding opportunities.
• Consider referral to a dietitian for
individualised nutrition care.
• Encourage women with practical food
suggestions such as using healthy frozen
meals that save on preparation time, talking
to family and friends to help with healthy
food support, or drinking a glass of water
during or after each breastfeeding session.
• Suggest small, simple healthy snacks
to have on the go, particularly when
breastfeeding, such as nuts, seeds, fruit,
wholegrain sandwiches, raw vegetables.
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programs exist that acknowledge and
address competing demands with a
new baby and address issues regarding
attending healthcare services. It is
important that GPs are aware of local
services that may offer flexible approaches
to care, including telehealth. Effective
programs to support women should meet
their articulated needs relating to access,
content, delivery style and message.15
The program must be underpinned by
behaviour change theory and capitalise on
the woman’s primary focus: her baby.15

Conclusion
GPs are well placed to support new
mothers with evidence-based nutrition

care to eat well, live well and care for their
new babies. Women who have recently
given birth are highly motivated to eat
well and seek information and support
from GPs. The postpartum period is a
critical time within the life course for
healthy eating goals to support both a
woman’s long-term health and future
potential pregnancies. Women who have
recently given birth have high metabolic
demands as their bodies recover from
birth and start to produce breastmilk (if
breastfeeding). Despite these increased
requirements in key nutrients, the basic
principles of healthy eating remain the
same as for all adults. Eating a wide
variety of foods from the five food groups
is encouraged. A person-centred approach

to consultations, using respectful
language, and consideration of practical
recommendations can support women in
this exciting yet challenging time.

Key points

•
•
•
•

GPs are well placed to support mothers
with their eating and breastfeeding.
Breastfeeding mothers need additional
energy and iodine to support optimal
breastmilk production.
Protein, vitamin B12 and vitamin D
support healthy function and infant
growth.
It is recommended that GPs prioritise
supporting women to return to
pre-pregnancy weight.

Table 2. Recommended daily intake of core food group serves for women aged 19–50 years24
Core food group
Vegetables and
legumes/beans

Breastfeeding
(serves per day)

Not breastfeeding
(serves per day)

Examples of one standard serve

7.5

5

• ½ cup cooked vegetables
• ½ cup cooked or canned beans, peas or lentils
• 1 cup green leafy or raw salad vegetables
• ½ medium potato or other starchy vegetables
• 1 medium tomato

Fruit

2

2

• 1 medium fruit, such as apple, banana, orange
• 2 small fruits, such as apricots, kiwi fruits or plums
• 1 cup diced or canned fruit (no added sugar)
• 30 g dried fruit (such as 4 apricot halves, 1½ tablespoons
sultanas)

Grain (cereal) foods,
mostly wholegrain and/or
high‑fibre varieties

9

6

• 1 slice bread, ½ medium roll or flat bread (40 g)
• ½ cup cooked rice, pasta, noodles, barley, polenta, quinoa
• ½ cup cooked porridge, 2/3 cup wheat cereal flakes,
¼ cup muesli
• 1 crumpet, small English muffin or scone

Lean meats and poultry, fish,
eggs, tofu, nuts and seeds,
and legumes/beans

2.5

2.5

• 65 g cooked lean meats, such as beef, lamb, veal, pork
(90–100 g raw)
• 80 g cooked lean poultry, such as chicken, turkey (100 g raw)
• 100 g cooked fish fillet (115 g raw) or 1 small can of fish
• 2 large eggs
• 1 cup cooked or canned legumes/beans, such as lentils
or chickpeas
• 30 g nuts or seeds

Milk, yoghurt, cheese and/or
alternatives, mostly reduced fat

2.5

2.5

• 1 cup (250 ml) fresh, long-life or reconstituted powdered milk
• 2 slices (40 g) hard cheese, such as cheddar
• ¾ cup (200 g) yoghurt
• 1 cup (250 mL) soy, rice or other cereal drink, with >100 mg
calcium per 100 mL
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