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Postpartum-Specific Vital Sign
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Jude Mossop, BA(Hons), Clare Edwards, BSc, Rupert Gauntlett, M cB, Kate Harding, FRCOG,

Lucy C. Chappell, Pip, Marian Knight, Dphil, and Peter J. Watkinson, MD

OBJECTIVE: To estimate normal ranges for postpartum
maternal vital signs.

METHODS: We conducted a multicenter prospective
longitudinal cohort study in the United Kingdom. We
recruited women before 20 weeks of gestation without
significant comorbidities and with accurately dated
singleton pregnancies. Women recorded their own
blood pressure, heart rate, oxygen saturation and tem-
perature daily for 2 weeks postpartum. Trained midwives
measured participants’ vital signs including respiratory
rate around postpartum days 1, 7, and 14.

RESULTS: From August 2012 to September 2016, we
screened 4,279 pregnant women; 1,054 met eligibility
criteria and chose to take part. Postpartum vital sign data
were available for 909 women (86.2%). Median, or 50th
centile (3rd-97th centile), systolic and diastolic blood
pressures increased from the day of birth: 1716 mm Hg
(88-147) and 74 mm Hg (59-93) to a maximum median of
121 mm Hg (102-143) and 79 mm Hg (63-94) on days 5
and 6 postpartum, respectively, an increase of 5 mm Hg
(95% CI 3-7) and 5 mm Hg (95% CI 4-6), respectively.
Median (3rd-97th centile) systolic and diastolic blood
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pressure returned to 116 mm Hg (98-137) and 75 mm Hg
(61-91) by day 14 postpartum. The median (3rd-97th
centile) heart rate was highest on the day of birth, 84
beats per minute (bpm) (59-110) decreasing to
a minimum of 75 bpm (55-101) 14 days postpartum. Oxy-
gen saturation, respiratory rate, and temperature did not
change in the 2 weeks postbirth. Median (3rd-97th cen-
tile) day-of-birth oxygen saturation was 96% (93-98).
Median (3rd-97th centile) day-of-birth respiratory rate
was 15 breaths per minute (10-22). Median (3rd-97th
centile) day-of-birth temperature was 36.7°C (35.6-37.6).
CONCLUSION: We present widely relevant, postpar-
tum, day-specific reference ranges which may facilitate
early detection of abnormal blood pressure, heart rate,
respiratory rate, oxygen saturation and temperature
during the puerperium. Our findings could inform
construction of an evidence-based modified obstetric
early warning system to better identify unwell post-
partum women.

CLINICAL TRIAL REGISTRATION: ISRCTN, 10838017.
(Obstet Gynecol 2021;137:295-304)
DOI: 10.1097/A0O G.0000000000004239

ost maternal deaths occur postpartum, either

within 24 hours of birth (17% in the United
States!; 25% in the United Kingdom?; 50% world-
wide?®) or in the subsequent 6 weeks (40% in the
United States,! 45% in the United Kingdom?). The
postpartum period often receives less attention than
antenatal and intrapartum care.® The leading direct
causes of postpartum pregnancy-related mortality are
all associated with abnormal vital signs (venous throm-
boembolism, sepsis, and postpartum hemorrhage in the
United States and the United Kingdom!* and gesta-
tional hypertensive disorders worldwide).” Identification
of physiologic deterioration postpartum needs improve-
ment,* but normal vital sign ranges are poorly defined.®
Previous studies usually report values on one or two
occasions often several weeks postpartum.”1* Daily
data are rare, often small-scale, and outdated (Walters
BNJ, Walters T. Hypertension in the puerperium [let-
ter]. Lancet 1987;2(8554):330. doi: 10.1016/s0140-
6736(87)90912-3).1° Fewer data exist for other vital signs
postpartum.® Recommended vital signs ranges in
national reports (United Kingdom,!¢ Ireland,'” United
States'®), and modified obstetric early warning scores
thresholds'%22 are based on expert opinion, with wide
national and international variation. Thresholds used
during pregnancy are used after birth, without accom-
modating changes for postpartum maternal physiology.
Outside pregnancy, the use of robust estimates of vital
sign distributions to generate early warning scores is
reliable.?32* The approach may be particularly useful
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postpartum, where event rates are low. The primary
objective of the 4P (Pregnancy Physiology Pattern Pre-
diction) study was to develop a database of prospective
vital sign measurements using standardized measure-
ment techniques throughout pregnancy and the first 2
weeks postpartum.?>26 We included a pragmatic “low-
risk” population, representative of women who would
be monitored using a modified obstetric early warning
score derived from the normal vital sign ranges ob-
tained. We derived estimates of population distributions
and associated centiles from this database.

METHODS

This work is reported following the STROBE
(Strengthening the Reporting of Observational Stud-
ies in Epidemiology) guidelines.?” We registered the
study  (https://doi.org/10.1186/ISRCTN10838017).
Detailed methods are published in the protocol.2°
We conducted a multicenter, longitudinal, observa-
tional, cohort study across three UK. centers. We
collected vital sign data during the antenatal,?® intra-
partum, and postpartum periods. Here we present
postpartum data.

Recruitment commenced August 2012 with vital
sign collection completed August 2017. The study
started in Oxford as a substudy of the INTERBIO-
21st Fetal Study, approved by Oxford South Central
C Research Ethics Committee (REC:08/H0606/
139),28-29 and expanded to include two additional cen-
ters (Newcastle and London; with approval granted
by South East Coast-Brighton and Sussex Research
Ethics Committee REC:14/L0O/1312) continuing
after completion of INTERBIO-21st (December
2015).

We approached women before 20 weeks of
gestation. Eligible women were aged 16 years or
older, with a singleton pregnancy, and within category
one of the American Society of Anesthesiologists’
classification of physical status before pregnancy (“a
normal healthy patient without any clinically impor-
tant comorbidity and without clinically significant past
or present medical history”?°). Gestational age was
determined by ultrasound measurement of crown-
rump length before 14 weeks of gestation. Full eligi-
bility criteria are in Appendix 1, available online at
http://links.lww.com/AOG/C171. Participants pro-
vided informed written consent and could withdraw
from the study at any time.

The primary outcome for this substudy was
postpartum-specific reference ranges comprising vital
sign centile distributions for the first 2 weeks of the
puerperium. We assessed differences in self- and
clinician-taken vital sign measurements.

OBSTETRICS & GYNECOLOGY
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We previously found no clinically meaningful
differences between first and second measures of vital
signs in pregnancy,?’ so did not collect duplicate read-
ings during the postpartum study period. We previ-
ously showed the performance of the devices used to
measure each vital sign remained unchanged through-
out the study.?®

Trained research midwives provided instruction
in the use of home monitoring equipment to partic-
ipants around birth, using study standard operating
procedures.?® Participating women measured and re-
corded daily vital sign data for four physiologic
parameters: blood pressure, heart rate, oxygen satura-
tion, and temperature until day 14 after birth using
standardized equipment. Blood pressure was mea-
sured with an automated blood pressure monitor val-
idated for use in pregnancy (Microlife 3BT0-A (2)/
WatchBP Home). Heart rate and oxygen saturation
were measured with a Bluetooth-enabled pulse oxi-
meter (WristOx2 3150). Temperature was measured
with a tympanic thermometer (Genius 2). Addition-
ally, trained research midwives collected vital sign
data following study standard operating procedures
at home visits on up to three occasions after birth2°
for five physiologic parameters: blood pressure, heart
rate, oxygen saturation, temperature, and respiratory
rate. Trained midwives also collected day 0 observa-
tions when visiting mothers waiting to be discharged
to provide home monitoring equipment. For both par-
ticipant and midwife-taken vital signs, heart rate, oxy-
gen saturation values, and the photoplethysmography
waveform were automatically transmitted via Blue-
tooth to an Android tablet computer (Samsung Gal-
axy Tab 4.0), with blood pressure and temperature
inputted manually. Midwives measured respiratory
rate using two methods: by observing chest wall
movement over a 15-second period and by tapping
in time with observed respiratory rate for 1 minute
using a software application on the Android tablet
computer (October 2015 onward, to explore whether
this method was more reliable than the 15-second
method). We also undertook an exploratory analysis
to ascertain whether respiratory rate could be ex-
tracted from the photoplethysmography waveform re-
corded by the pulse oximeter.

Participants knew that self-collected vital signs
were not reviewed in real time. It remained the
participant’s responsibility to seek assistance if they
felt unwell. Vital sign measurements taken for the
study were not included in the clinical record and
were not communicated to the clinical team unless
blood pressure reached predefined values (systolic
higher than 140 mm Hg or diastolic higher than
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90 mm Hg) according to study standard operating
procedures (Appendix 2, available online at http://
links.lww.com/AOG/C171). Research midwife coor-
dinators performed frequent site visits to carry out
midwife training and address any recruitment and
equipment issues.

We collected demographic information (age,
height, weight, self-reported ethnicity, number of
previous pregnancies, smoking status), past medical
and obstetric history, current health status, pregnancy-
related health and current medications at the initial
assessment. Ethnicity was defined by the participant at
the baseline visit according to classification by the
National Institute for Health and Care Excellence, as
referenced in our protocol.2® The option not to give
ethnic group information was available to every par-
ticipant. Ethnicity was collected to allow the general-
izability of our population to be considered. At each
follow-up appointment, we collected smoking status,
current health status, pregnancy-related health and
current medications. We extracted medical and
obstetric history from the participants’ notes.

We published our sample size determination®®
(and Appendix 3, available online at http://links.
Iww.com/AOG/C171). In brief, a sample size of
1,000 women would achieve an SE of 0.05*SD at
the 2.5th and 97.5th centiles, and even greater pre-
cision at the less extreme centiles. Adequate precision
was also met for any subgroup analysis; for example, a
sample size of 300 women would achieve an SE of 0.
1*SD at the 2.5th and 97.5th centiles.

We included vital sign data from all participants
in the primary analysis (including participants who
became lost to follow-up or had missing measures).
Once enrolled, we did not exclude women who
developed conditions that might affect their vital signs
(to generate a pragmatic, representative sample of
postpartum women and maximize the clinical appli-
cability of centiles generated). We constructed
smoothed centiles for systolic and diastolic blood
pressure, heart rate, oxygen saturation, and tempera-
ture by day postpartum. We constructed postpartum-
specific reference ranges comprising smoothed centi-
les for vital sign distribution (3rd, 10th, 50th, 90th,
and 97th centiles as used by the World Health
Organization ~ Multicentre =~ Growth  Reference
Study,31-32 with corresponding 95% ClIs) for all
women. We followed the statistical methods used in
the INTERGROWTH-21st Project for fetal growth?3-3¢
to generate postpartum day-specific centiles. We
explored different statistical methods to achieve the
best fit to the data (see Appendix 3, http://links.Iww.
com/AOG/C171). As respiratory rate was only
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recorded at midwife visits (meaning sufficient data for
smoothed centiles would not be expected), we con-
structed empirical centiles based on grouping the data
into four periods of 3.5 days, with results plotted at the
mid-point of each period.

Where both self- and clinician-taken vital sign
measurements were recorded within an hour, we
assessed agreement using the Bland-Altman method.
We pooled data when there was no substantial bias
and limits of agreement were adequate. Where two
sets of vital sign measurements were recorded by the
same method (usually two sets of self-taken measure-
ments) within an hour, we used the mean of the two
values in our analyses.

We conducted a predefined subgroup analysis of
the effect of parity on the postpartum reference
ranges. To explore whether limiting the population
to those of optimal health would affect results, we
defined a “restrictive” population of women aged
younger than 40 years with body mass indexes (BMIs,
calculated as weight in kilograms divided by height in
meters squared) between 18.5 and 29.9 who did not
smoke and did not have comorbidities. In this “restric-
tive” population, we excluded measures from women
who developed a severe maternal condition during
pregnancy (severe preeclampsia; hemolysis, elevated
liver enzymes, and low platelet count [HELLP] syn-
drome; or eclampsia, as defined in the study proto-
col?), in line with previous work.3” We conducted a
post hoc analysis using these definitions to compare
with the analysis of the full “pragmatic” population.
We also undertook post hoc analyses of the effect of
epidural and epidural or anesthesia on postpartum
reference ranges.

RESULTS

We screened 4,279 women between August 1, 2012,
and December 28, 2016, of whom 1,054 agreed to
take part. A cohort of 909 women contributed post-
partum vital sign data (Fig. 1). Study cohort demo-
graphic characteristics were similar across sites
(Table 1). At the first antenatal visit mean (SD) gesta-
tional age was 13.2 (2.5) weeks; maternal age 32.2
(4.7) years; BMI 24.8 (4.7) and 44.9% (408/909) were
nulliparous. Maternal characteristics were similar in
the postpartum cohort to those of all women enrolled
(Appendix 4, available online at http://links.lww.
com/AOG/C171).25

The median number of times per woman where
vital signs were recorded was 11 (interquartile range 8
to 13). In total, 9,621 sets of vital sign data were
recorded. Of these, blood pressure was recorded
nearly always (9,534/9,621, 99%), heart rate 96%
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Women screened
for eligibility
(n=4,279)
Excluded (n=3,225)
.| Ineligible at screening or
by ultrasonogram: 937
v Declined: 2,288
Eligible women enrolled
(n=1,054)

No postpartum data (n=121)
Withdrew consent: 13
Withdrew from study

antenatally: 22
Declined postpartum
participation: 45
Lost to follow-up: 24
Delivered out of area: 17

Adverse perinatal outcomes
(n=24)
Miscarriage: 10
Stillbirth: 4
Preterm birth: 7
Termination of
pregnancy: 3

v
Women who contributed
postpartum data
(n=909)
Fig. 1. Flowchart of participants in the study.

Green. Postpartum Vital Sign Reference Ranges. Obstet Gynecol
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(9,221/9,621), oxygen saturation 96% (9,224/9,621)
and temperature 97% (9,347/9,621). Respiratory rate
was recorded at 92% of midwife visits (1,535/1,600
visits up to day 14). An abnormal blood pressure
recording necessitating referral to the woman’s usual
clinical team occurred at 0.03% of visits (3/9,621
observations; 3/909 women). Table 2 details preg-
nancy outcomes and perinatal events within the study
cohort.

The Bland-Altman plots did not show significant
bias between self- and clinician-taken vital sign
recordings (Appendix 5, available online at http://
links.Iww.com/AOG/C171). Therefore, we pooled
data from the two groups for systolic and diastolic
blood pressure, heart rate, oxygen saturation and tem-
perature. Systolic blood pressure increased from the
day of birth (day 0), from a median, or 50th centile, of
116 mm Hg (3rd-97th centile 88-147) to a maximum
median of 121 mm Hg (3rd-97th centile 102-143) 5.4
days postpartum, an increase of 5 mm Hg (95% CI 3—
7). Systolic blood pressure then decreased to a nadir
of median 116 mm Hg (3rd-97th centile 98-137) 14
days postpartum, a difference of —6 mm Hg (95% CI
—6 to —5) from maximum to minimum systolic blood
pressure. Diastolic blood pressure was lowest on the
day of birth: median, or 50th centile, 74 mm Hg (3rd
to 97th centile 59-93). Diastolic blood pressure rose

OBSTETRICS & GYNECOLOGY
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Table 1. Baseline Maternal Characteristics

Characteristic Oxford [n=687 (76)] London [n=86 (10)] Newcastle [n=136 (15)] Total (N=909)

Age (y) 32.1*x4.7 34.0%4.2 31.5+5.0 32.2+4.7
Weight (kg) 67.2%x12.7 69.3£15.8 70.2£16.3 67.9%+13.7
BMI (kg/mz) 24.5+4.2 25.3%x5.4 25.8+5.8 24.8+4.7
BMI category (kg/m?)
Normal weight (18.5-24.9) 421 (61.3) 53 (61.6) 72 (53.7) 546 (60.2)
Overweight (25.0-29.9) 188 (27.4) 17 (19.8) 34 (25.4) 239 (26.4)
Obese (30 or higher) 78 (11.4) 16 (18.6) 28 (20.9) 122 (13.5)
Nulliparous 300 (43.7) 48 (55.8) 60 (44.1) 408 (44.9)
Ethnicity
White 591 (86.0) 60 (69.8) 132 (97.1) 783 (86.1)
Asian 26 (3.8) 11 (12.8) 3(2.2) 40 (4.4)
African or Caribbean 4 (0.6) 12 (14.0) 0 (0) 16 (1.8)
Mixed 13 (1.9) 2(2.3) 1(0.7) 16 (1.8)
Other 53 (7.7) 1(1.2) 0 (0) 54 (5.9)
Smoker 45 (6.6) 3 (3.5) 8 (5.9) 56 (6.2)
Anemia* 2 (0.3) 3 (3.5) 1(0.7) 6 (0.7)
Pregestational diabetes 2 (0.3) 1(1.2) 32.2) 6 (0.7)
Pre-existing hypertensionJr 15 (2.2) 0 (0) 0 (0) 15 (1.7)
Cardiac disease* 10 (1.5) 1(1.2) 0 (0) 11 (1.2)
Pre-existing renal disease 14 (2) 1(1.2) 4 (2.9) 19 (2.1)

Data are mean=SD or n (%).

BMI, body mass index

Data on BMI were missing for two women.

Ethnicity was defined by the participant at baseline visit according to classification by the National Institute for Health and Care Excellence,
as referenced in our protocol.2¢ The option not to give ethnic group information was available to every participant. Ethnicity was
collected to allow the generalizability of our population to be considered.

* Defined as hemoglobin less than 110 g/L.

" Unmedicated.

* Nonischemic noncongenital.

to a maximum median of 79 mm Hg (3rd-97th centile
63-94) 6 days postpartum, a difference of 5 mm Hg

CI -5 to —3) (Fig. 2). The median, or 50th centile,
heart rate was highest on the day of birth: 84 beats

(95% CI 4-6) from minimum to maximum diastolic
blood pressure. Diastolic blood pressure subsequently
decreased: median 75 mm Hg (3rd-97th centile 60-
90) 14 days postpartum, a change of —4 mm Hg (95%

per minute (bpm) (3rd-97th centile 59-110). Median
heart rate decreased progressively to the 7th day after
birth: day 7 median 76 bpm (3rd-97th centile 54-101)
(Fig. 3), a difference of —8 bpm (95% CI —11 to —5).

Table 2. Pregnancy Complications and Perinatal Outcomes

Oxford London [n=86 Newcastle Total
Pregnancy Complications and Birth Outcomes [n=687 (76)] (10)] [n=136 (15)] (N=909)
Gestational diabetes mellitus 25 (3.6) 4 (4.7) 6 (4.7) 35 (3.9)
Gestational hypertension 43 (6.3) 1(1.2) 1(0.8) 45 (5.0)
Preeclampsia 9 (1.3) 0 (0) 7 (5.4) 16 (1.8)
Severe preeclampsia, HELLP syndrome, eclampsia 0 (0) 0 (0) 3(2.3) 3(0.3)
Preterm birth at less than 37 0/7 wk 37 (5.4) 3 3.5 9 (6.6) 49 (5.4)
Spontaneous vaginal birth 436 (63.5) 49 (57.0) 86 (65.6) 571 (63.2)
Assisted vaginal birth 126 (18.3) 12 (14.0) 10 (7.6) 148 (16.4)
Cesarean birth 125 (18.2) 25 (29.1) 35 (26.7) 185 (20.5)
Birth weight at 37 0/7 wk of gestation or later (g) 3,351+581 3,423+594 3,382+638 3,363*+591
Term low birth weight (less than 2,500 g, 37 0/7 wk of 16/647 (2.5) 1/83 (1.2) 3/122 (2.5) 20/852 (2.3)

gestation or later)

Data are n (%) or mean=SD.
HELLP, hemolysis, elevated liver enzymes, and low platelet count.
Mode of birth missing (delivered out of area) for five women.
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Fig. 2. Smoothed centiles for systolic blood pressure (upper
line and centiles) and diastolic blood pressure (lower line
and centiles) in mm Hg. Day 0 indicates day of birth.
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There was no further significant change in heart rate
by day 14, with a median value of 75 bpm (3rd-97th
centile 55-101), a difference of —0.5 bpm (95% CI
—1.9 to 0.8).

Respiratory rate remained unchanged through the
postpartum period from the median day-of-birth respi-
ratory rate of 15 breaths per minute (3rd-97th centile
10-22) (Fig. 4). Grouped-day postpartum-specific val-
ues for respiratory rate centiles (from tapping method),
with the methodology and centiles for respiratory rate
derived from the photoplethysmography waveform,
are in Appendix 6, available online at http://links.
lww.com/AOG/C171. Median, or 50th centile, oxygen
saturation was 96% (3rd-97th centile 93-98) on the day
of birth, with no clinically significant difference to day
14 (Fig. 5). Median, or 50th centile, temperature did
not change from the day-of-birth value of 36.7°C (3rd-
97th centile 35.6-37.6) (Fig. 6).

For each vital sign measured, postpartum-specific
values for the smoothed centiles and a smoothed day
postpartum-—specific centile plot with associated 95%
CI can be found in Appendix 6 (http://links.lww.com/
AOG/C171). Applying the “restrictive” population
definitions reduced the cohort to 550 of 909 women
(Appendix 7, available online at http://links.lww.com/
AOG/C171). There were no clinically significant dif-
ferences in vital sign reference ranges between the
pragmatic and restrictive populations. Although sys-
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tolic and diastolic blood pressure centiles were
numerically slightly lower in the restrictive cohort
(higher blood pressures having been excluded) the
relatively narrow Cls mainly overlapped.

Median heart rates from 408 nulliparous women
were mainly 3-6 bpm higher (with relatively tight Cls
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Fig. 4. Smoothed centiles for respiratory rate (breaths
per minute). Day 0 indicates day of birth.
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Median heart rates were around 2 bpm higher
(with CIs that did not overlap) in the 226 women who
received epidural analgesia in the second week after
birth compared with those who did not (683 women,
Appendix 9, available online at http://links.lww.com/
AOG/C171). Similarly, median heart rates were 3—4
bpm higher in the 429 women who received either an
epidural or a general anesthetic throughout the 2 post-
partum weeks in comparison with those who did not
(480 women, Appendix 10 [Appendix 10 is available
online at http://links.lww.com/AOG/C171]). There
were no differences in other vital signs.

DISCUSSION

Our multicenter study includes longitudinal data from
more than 900 women from whom we produced
evidence-based postpartum day-specific centiles for
vital signs for the 2 weeks after birth. Blood pressure
rose after birth until around days 5-6. The rises in
median systolic and diastolic blood pressure are similar
to those found in small studies from more than 30 years
ago (Walters et al. Lancet 1987;2(8554):330. doi:
10.1016/s0140-6736(87)90912-3).1538 These are sug-
gested to result from mobilization of extracellular fluid
and sodium accumulated during pregnancy.® However,
these studies did not describe the reference ranges
associated with the rise. After the day of birth, the 3rd
centile for systolic blood pressure was never less than
97 mm Hg in the full or restrictive populations. This is
substantially higher than the 90 mm Hg systolic blood
pressure threshold used to recognize sepsis in and after
pregnancy**! and the trigger for escalation in modified
obstetric early warning score charts.!6-1842 ‘Whether
increasing the threshold could improve earlier detection
of deteriorating women requires investigation. In our
full population, more than 3% of women had systolic
blood pressures higher than 140 mm Hg between days 3
and 8. In both the full and restrictive populations, the
97th centile for diastolic blood pressure was higher than
90 mm Hg on days 2-9 postbirth.

These values are higher than the recommended
diagnostic or treatment threshold of higher than 140/
90 mm Hg as recommended by the International Society
for the Study of Hypertension in Pregnancy.*> Our nor-
mative values are for a single measurement of blood
pressure, as we showed previously there are no clinically
meaningful population differences between first and sec-
ond measures of vital signs in pregnancy.?’> Though high
readings would be repeated before making a diagnosis of
hypertension, our findings support the higher postpar-
tum treatment thresholds of 150/100 mm Hg or higher
recommended by the U.K. National Institute for Health
and Care Excellence.**
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In our previous systematic review, we could not
find reliable estimations of the outer centiles of heart
rate postpartum.® In our previous work with the 4P
cohort, heart rates higher than 100 bpm occurred in
more than 10% of women at 40 weeks of gestation.?®
Postpartum heart rates of greater than 100 bpm were
much less common, with the 90th centile for heart rate
100 bpm or less from day 1 postpartum. The 97th
centile decreased from 110 bpm on the day of birth
to 102 bpm by day 7. These findings suggest that
thresholds of greater than 100-120 bpm as a
moderate-risk threshold for modified obstetric early
warning score escalation!®!”4? may be too wide
postpartum.

Postpartum thresholds for respiratory rates are
poorly described. The median day-of-birth respiratory
rate of 15 (3rd-97th centile 10-22) breaths per minute is
unchanged from the rate seen in the antenatal 4P
cohort.?> As during pregnancy, our work shows that a
respiratory rate of greater than 22 breaths per minute (as
used in the gSOFA [quick Sepsis Related Organ Failure
Assessment] tool*®) would occur in fewer than 3% of
observations postnatally, suggesting that this threshold
could reasonably translate from other medical practice.
Current moderate-risk and high-risk thresholds for respi-
ratory rate of 21-24 and 25 breaths per minute or more
(as advocated by the U.K. Sepsis Trust,*! IMEWS!” and
the Scottish Patient Safety Programme*?) may more
accurately identify women at risk of sepsis than moder-
ate-risk!® and high-risk!®!8 thresholds of 21-30 and
more than 30 breaths per minute.

The median postpartum oxygen saturation is
persistently close to 96%, consistent with the end of
pregnancy in the 4P cohort.?> As during pregnancy,
oxygen saturation less than 93% is an abnormal find-
ing after birth. Because 94% is around the 10th centile
throughout the 14 days postpartum, alerting thresh-
olds currently in use of less than 95%!6-1% or 94% or
less*? will commonly cause alerts in healthy women.

There was no clinically significant temperature
variation postpartum, with median temperatures very
similar to those found during pregnancy.?> However,
the 97th centile was up to 37.8°C postpartum rather than
37.5°C in pregnancy, still lower than the high-risk
threshold for escalation of 38°C or higher!617:42 used
in many modified obstetric early warning scores. As in
pregnancy, the lower 10th centile for temperature lies
between 35.9°C and 36.0°C. The lower limit moderate-
risk escalation thresholds of less than 36°C suggested for
sepsis*! would therefore cause an alert to be raised in
around 10% of healthy women.

Although higher blood pressures were excluded
from the restrictive cohort, blood pressure differences
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from the pragmatic cohort were marginal. In the
nulliparous, epidural, and anesthesia subgroups, heart
rates were marginally higher than in the respective
comparator cohorts. All other vital sign centiles were
similar between comparator subgroups. From these
data, it seems unlikely that different alert thresholds
for vital signs would be required for any particular
subgroup in clinical practice.

The 4P study had secondary objectives of developing
a centile-based early warning score and investigating new
patterns in vital sign data that will be explored in further
work. Our study population is of similar age to the UK.
national average for pregnancy*® and with similar BMIs as
previous UK. findings.*” Women were predominantly of
White European ethnicity (85.2%), equivalent to the most
recent England and Wales census data (86%)*8). Our pop-
ulation therefore appears representative and applicable to
clinical practice. Extending to an international population
would improve external validity for other settings. By
using standardized pregnancy-specific equipment to col-
lect data prospectively from three sites, we are confident
our reference ranges are robust.

We present centiles as recommended by the World
Health Organization, from a healthy but not overly
selected pregnant cohort to provide reliable data for
clinicians in clinical practice. These reference ranges can
facilitate earlier recognition of unwell postpartum
women to reduce morbidity and ultimately minimize
maternal mortality. In conjunction with our published
antenatal?> and planned intrapartum reference ranges,
our study will help inform construction of a time-
specific modified obstetric early warning score system
for use throughout pregnancy and the puerperium.
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