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Red group — first trimester

* Jessica - healthy 24 year old

LNMP 4 weeks ago & uHCG is positive

This is her first pregnancy, she has no
private health insurance & she wants to
know what comes next

She has a 15 min appointment
Outline your approach



NHMRC lodine recommendation

* NHMRC recommends all women who are
pregnant, breastfeeding or considering pregnancy,
take an iodine supplement of 150 micrograms (ug)
each day

* Women with pre-existing thyroid conditions should
seek advice from medical practitioner prior to
taking a supplement

* Women who are thyrotoxic, have Graves disease or
multinodular goitre should not take supplemental
iodine

https://www.nhmrc.gov.au/about-us/publications/iodine-supplementation-
pregnant-and-breastfeeding-women



https://www.nhmrc.gov.au/about-us/publications/iodine-supplementation-pregnant-and-breastfeeding-women
https://www.nhmrc.gov.au/about-us/publications/iodine-supplementation-pregnant-and-breastfeeding-women

lodine supplementation

* lodine and folic acid fortification of bread
mandatory since 2009 but not high
enough levels for pregnancy —
supplementation recommended

* Most pregnancy and breastfeeding
multivitamins contain iodine

e |odised salt recommended for women of
child bearing age

https://www.foodstandards.gov.au/



https://www.foodstandards.gov.au/
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Search by keyword

Title Author Description

Clinician resources

Gestational Diabetes Mellitus el earning Series Queensland Health

NHMRC Pregnancy Care Guidelines 2019 Department pf Health

Evidenced-Based Demand Management Toolkit

Patient education resources

Diabetes in Pregnancy — Dietitian form Queensland Health

Folate Food Standards Australia & New Zealand
Food safety (including listeria) Food Standards Australia & New Zealand
Gestational Diabetes Presentation NEMO Maternal Health Group

Mercury Food Standards Australia & New Zealand

https://www.health.qgld.gov.au/nutrition/clinicians



https://www.health.qld.gov.au/nutrition/clinicians

Specific STI testing

* National guidelines recommend testing
all women under the age of 30 for
Chlamydia as part of antenatal screen

* Queensland guidelines recommend
repeating Syphilis serology at

- K26-28 in all women

- K20, K26-28, K34-36 weeks if high risk



Sroeenslarad Clnical Guidsine: Syphlls in pregnancy

Flow Chart: Antenatal care
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Cromensland Clnical Guidsires: Syphils In pregnancy. Flowchart version: F18.44.1-v4-R323

Queensland Clinical Guidelines https://www.health.qld.gov.au/qcg/
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Antenatal Syphilis Kit (ASK)

For antenatal healthcare providers

Are you screening your
pregnant patient for syphilis?

1,037 positive syphilis
notifications in QLD in 2021

Feik, In 2021, 29 cases were
Wes pregnant women

f\ 69% of infectious syphilis cases were
(o in non-First Nations people, and
N ) 21% in First Nations people

&> There was a 9% increase of cases
¥ in women of reproductive age

ASK For more info
“ _ _ P 07 3250 0242
It matters to your patient & theirbaby E askatrue.org.au
Enquire now to access our fully funded online tookit W Dit.ly/askaboutsyphilis

This course is endorsed by Queensland Health and
accredited by the Australian College of Midwives for
4.5 CPD hours, the Australian College of Nurses for
4.5 CPD hours and the RACGP for 9 CPD points.

true

relationships &
reproductive health

Qu eens la n d For more information on ASK visit
> Government bitly/askaboutsyphilis

Clinic. Education. Counselling.




TRUE RELATIONSHIPS AND
REPRODUCTIVE HEALTH PRESENTS:

Antenatal Sexual health Kit (ASK)

Education for antenatal service providers

The Antenatal Sexual health Kit provides education about syphilis, the Queensland Syphilis
in Pregnancy Guideline, sexual health assessments and partner notification.

P

The course is free and available to all

— 30min webinar healthcare providers including GPs,
— Online training modules GP registrars, nurse practitioners,
— Podcast series general practice nurses, registered

nurses, registered midwives and
Aboriginal and Torres Strait Islander
health practitioners.

— Online forum
— Online resource hub

ASK For more info
]

P 07 3250 0242
It matters to your patient & their baby E  ask@atrue.org.au
Enquire now to access our fully funded online toolkit W  bit.ly/askaboutsyphilis

/ Queen5land For more information on ASK visit
Government bit.ly/askaboutsyphilis

true

relationships &
reproductive health

Clinic. Education. Counselling.




Queensland dTpa vaccination program
for pregnant women

* Vaccination during pregnancy reduces the risk
of pertussis in young infants by 90%

* Direct passive protection by transplacental
transfer of pertussis antibodies from mother
to fetus during pregnancy

https://immunisationhandbook.health.gov.au/



https://immunisationhandbook.health.gov.au/

Queensland dTpa vaccination program
for pregnant women

* Recommended as a single dose in each
pregnancy (optimal time 20 - 32 weeks)

* Funded by Queensland Health

https://immunisationhandbook.health.gov.au/



https://immunisationhandbook.health.gov.au/

dTpa recommendations for adult
household contacts and carers

Adult household contacts and carers of infants <6
months of age are recommended to receive dTpa
vaccine at least 2 weeks before they have close
contact with the infant if their last dose was more
than 10 years ago

https://immunisationhandbook.health.gov.au/



https://immunisationhandbook.health.gov.au/

Influenza

* Pregnant women are strongly
recommended to receive influenza vaccine
each pregnancy

e Can be given during any stage of
pregnancy

https://immunisationhandbook.health.gov.au/


https://immunisationhandbook.health.gov.au/

COVID-19

RANZCOG and ATAGI recommend

e Pregnant women be routinely offered mRNA
COVID-19 vaccination (Pfizer or Moderna) at
any stage of pregnancy, breast feeding or
planning a pregnancy

e Can be given at the same time as Influenza
vaccine

COVID-19 vaccines | Australian Government Department of Health and Aged Care



https://www.health.gov.au/our-work/covid-19-vaccines

COVID-19

Pregnant women should have a booster
dose, 6 months after your last vaccine dose
or COVID-19 infection, whichever is more

recent.

COVID-19 vaccines | Australian Government Department of Health and Aged Care



https://www.health.gov.au/our-work/covid-19-vaccines

Vaccination in pregnant women

e |In Australia, vaccination is predominantly
undertaken in General Practices (Australian
Immunisation Handbook 2018)

e \Women who receive a recommendation from
their health care provider are more likely to
receive the vaccine

e Some Metro North Health Antenatal Clinics
and Hospitals provide Influenza and dTpa
vaccinations



Pregnancy Health Record

Anti D Prophylaxis |[ | Not required Print name:
(Rh D negative []28 weeks
women only) If no, reason:
Designation: Signature:
Batch number:
[ ]34-36 weeks Print name:
If no, reason:
Batch number: Designation: Signature:
dTpa (diphtheria, [ JYes [ |No Print name:
tetanus and Date given: Gestation: Batch number:
whoc_aplng cough) Designation: Signature:
vaccine / / weeks
Influenza vaccine |[ JYes [ |No Print name:
Date given: Gestation: Batch number:
/ / Designation: Signature:
weeks
Other (specify) Date given: Gestation: Batch number: Print name:
! / weeks
Designation: Signature:

https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-
health-record.pdf



https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf

Blue group - first trimester

Kylie —a healthy 32 year old aboriginal woman
Is pleased as her period is overdue and her
home pregnhancy test is positive

She has been stable on 100 mcg thyroxine daily
for several years & is taking no other
medication

She has a 15 min appointment
Outline your approach



Working together to support Aboriginal
and Torres Strait Islander Families

e Ngarrama Maternity Services
e Ngarrama Family Service

e Women’s Business Maternity and
Gynaecology Service

e Brisbane North PHN Aboriginal and Torres
Strait Islander health and wellbeing



phn

Aboutus  Media centre  Contact Q
ISBAMNE NORTH

An Australian Govemnmment Initiatie

News &
Programs for our community Primary care support ) COVID-19
events

HOME / PROGRAMS FOR OUR COMMUNITY / ABORIGINAL AND TORRES
STRAIT ISLANDER HEALTH AND WELLEBEING

Aboriginal and Torres
Strait Islander health
and wellbeing

We're committed to improving the health outcomes of
Aboriginal and Torres Strait Islander people in the

North Brisbane and Moreton Bay region.

Through working with community and for community, we aim to close the gap in life
expectancy, improve the mortality rates for children, and improve access to culturally
appropriate and high-quality healthcare.



Pre-gestational hypothyroidism
- management in pregnancy

* increase total weekly dose by 30% once pregnancy
confirmed

 monitor TFT every 4 weeks during first trimester
and every 6 - 8 weeks thereafter

* target TSH 0.5 - 2.5 mIU/L
* postpartum - return to pre-pregnancy dose

https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-
pregnancy.pdf



https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf
https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf

Pre-gestational hyperthyroidism -
management in pregnancy

 refer to Endocrinology service pre-
conception or as early as possible in
pregnancy

https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-
pregnancy.pdf



https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf
https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf

Thyroid Tips

* Routine TSH in pregnancy is not recommended

e Check TSH if

— current or previous treatment for or symptoms of thyroid
dysfunction &/or goitre

— known positive antithyroid antibodies

— > 30yo

— BMI>40

— FHx thyroid disease

— T1 DM, coeliac disease, Addison’s disease, pernicious anaemia
— history of miscarriage, infertility or pre-term delivery

— Recent use amiodarone, lithium, IV contrast for CT scan



Subclinical hypothyroidism diagnosed
In pregnancy

e TSH 2.5 - 4.0, repeat TSH, measure T4, fT3 &
anti-thyroid antibody titres

 4.0-10, measure anti-thyroid antibody titres
and commence thyroxine 50mcg daily

e |f TSH > 10.0, measure anti-thyroid antibody
titres and commence thyroxine 100mcg daily

https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-
pregnancy.pdf



https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf
https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf

Subclinical hyperthyroidism diagnosed
In pregnancy

 Prior to 20 weeks

— TSH < 0.1, repeat TSH, measure fT4, fT3, TRAb, &/or TSH
receptor stimulating immunoglobulin (TSI)

* From 20 weeks - term

— TSH < 0.4, repeat TSH, measure fT4, fT3, TRAb, &/or TSH
receptor stimulating immunoglobulin (TSI)

» Refer all patients with positive TRAb and/or TSI

https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-
pregnancy.pdf



https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf
https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-pregnancy.pdf

Management of Thyroid Disorders — prior to 13 weeks

KNOWN THYROID DISEASE .
YES | ~—— -

/ \ —
Routine screening not
HYPOTHYROIDSIM | HYPERTHYROIDSIM | recommended (see page 2). If

gﬁ;iis_?':\’_\;'_ze:l\xedgﬁs :r)wyﬁargtc'é) screening indicated, measure TSH.
trimester and 6 - 8 weekly / \’ \’
thereafter

Maintain TSH 0.5 - 2.5 mIU/L TSH <01 TSHOA1-24 TSH25-39 TSH4-10 TSH> 10

Repeat TSH and measure | |
- Repeat TSH fT4. T3 and Abs Measure fT4, fT3 and Abs
SPECIALIST REVIEW and measure
 specrustreven SR R N —
pos TRAB, TSI T
Ab neg Ab pos TSH 4 -10 TSH> 10
TSH< 4 TSH25-40
TRAB + TSI
neg but
fT4/fT3 > 1.5 TRAB + TSI L
ULN neg, fT4/fT3 J' \
<1.5 ULN

Normal, no treatment Thyroxine 50mcg Thyroxine 100mcg
Likely gestational hyperthyroidism or further testing daily daily

Refer to page 3 of protocol

Version 3.0 EHifective: August 2022 Review: August 2005
Telephone +651 7 3646 8111

Royal Brisbane & Women's Hospital wvwr health. ghd gov.au
Buiterfield Street
Herston QLD 4029 )
Metro North i/ Queensland
Health * Government

https://metronorth.health.qgld.gov.au/wp-content/uploads/2017/10/thyroid-disorders-
pregnancy.pdf
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Vitamin D

* Routine Vitamin D testing not recommended

* 400 IU Vitamin D daily as part of a pregnancy
multivitamin

https://ranzcog.edu.au/resources/statements-and-guidelines-directory/

https://www.mja.com.au/journal/2012/196/11/vitamin-d-and-health-adults-australia-
and-new-zealand-position-statement



https://ranzcog.edu.au/resources/statements-and-guidelines-directory/
https://www.mja.com.au/journal/2012/196/11/vitamin-d-and-health-adults-australia-and-new-zealand-position-statement
https://www.mja.com.au/journal/2012/196/11/vitamin-d-and-health-adults-australia-and-new-zealand-position-statement

Vitamin D deficiency

25-hydroxyvitamin D, quantification in serum, for the investigation of a patient who:

(a) has signs or symptoms of osteoporosis or osteomalacia; or

(b) has increased alkaline phosphatase and otherwise normal liver function tests; or

(c) has hyperparathyroidism, hypo- or hypercalcaemia, or hypophosphataemia; or

(d) is suffering from malabsorption (for example, because the patient has cystic fibrosis,
short bowel syndrome, inflammatory bowel disease or untreated coeliac disease, or has
had bariatric surgery); or

(e) has deeply pigmented skin, or chronic and severe lack of sun exposure for cultural,
medical, occupational or residential reasons; or

(f) is taking medication known to decrease 250H-D levels (for example, anticonvulsants);
or

(g) has chronic renal failure or is a renal transplant recipient; or

(h) is less than 16 years of age and has signs or symptoms of rickets; or

(i) is an infant whose mother has established vitamin D deficiency; or

(j) is an exclusively breastfed baby and has at least one other risk factor mentioned in a
paragraph in this item; or

(k) has a sibling who is less than 16 years of age and has vitamin D deficiency

http://www.mbsonline.gov.au/



http://www.mbsonline.gov.au/

Vitamin D deficiency

e > 50 nmol/L - 400 IU vitamin D (cholecalciferol)
daily as part of pregnancy multivitamin

e 30-49 nmol/L - 1000 IU daily

e <30 nmol/L - 3000 - 5000 IU daily for 6 -12
weeks then check vitamin D; continue
1000 — 2000 IU daily maintenance dose

https://www.mja.com.au/journal/2012/196/11/vitamin-d-and-health-adults-australia-

and-new-zealand-position-statement
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Green group — first trimester

Amanda — a healthy 40 year old presents with a
positive pregnancy test. Her first child, now 23 years
old was born at term weighing 4500g

Her BMI is 24, blood tests (FBC, E/LFT, TFT, Iron
studies) from 2 years ago were normal and her family
is healthy

She requests an USS “just to be sure” as she knows
her risk of miscarriage is high and she wants to see

the baby’s heart beat ASAP
She has a 30 min appointment

Outline your approach



Women > 35yo

Risks include

* GDM

* Preeclampsia

 VTE

* Miscarriage

* Multiple pregnancy

* Chromosomal abnormality
* Preterm birth

* Low birth weight

e Caesarean birth



WOMEN’S IMAGING REQUEST

Royal Brisbane and Women's Hospital
Level 3, Ned Hanlon Building, Herston 4029
Phone: 3646 2606 Fax: (07) 3646 5379

UR [JFemale [[]Male[]Indeterminate

Family Name
Given Names
DOB .. /. ../
Home address

Phone Nos

EXAMINATION REQUESTED

Obstetric Ultrasound
[J Ist Trimester Viability / Dating Scan
[J 11 Wk 4 Day - 13 Wk 6 Day Nuchal Translucency +/- Karyotype
D First Trimester Serum Screening
(GP to arrange this 5 days prior to U/S) [] Hosp. [[] QML [] S+N
[] 18-20 Wk Morphology Scan
[] Growth & Well-Being Scan
[J Multiple pregnancy growth scan
[J cervical Length screening [] Frequency
Gynaecology
[] TV Scan [] TV consented [] yes [] No
[J Ultrasound Pelvis
[] saline sonohysterogram (day 10 of cycle)

[J Hysterosalpingogram (HSG) day 10 (X-ray)

CLINICAL DETAILS [J No clinical concerns. Routine follow-up

or This imaging is needed to (tick one and explain)

[J Confirm [ Exclude [] Define [] Progress of

Gueie P ML

LNMP: .. EDD: ..

Current BMl...........coovevuiennnnne

[ Inpatient Ward

[] Outpatient Clinic

[ Bulk Bill

[J Routine [] Urgent

[ within (Must arrange with Specialist)
weeks [J Next OPD appt / /

RADIOLOGY FINAL CHECK

Patient identification verified
Procedure & consent verified

Correct side & site verified

00003z

Correct patient data & side markers

Sonographer/Radiographer

Signature

General Ultrasound

[] Abdomen  [] Renal

Neonatal Ultrasound
[] cranium [] Abdomen

[ Renal [J Hips

Fetal MRI / complete general imaging blue request form for MRI

Imaging pathway for BMI>40

1. Nuchal scan (11w4d-13w6d)

2. TV scan (14-16w)

3. Morphology scan (22w)

4. Growth scan if necessary (28 or 34w)

Radiologist protocol /Initial

Radiographers comments

Time
Requested by Consultant [ Bulk Bill

Date
Pager/Phone Provider No

[MBED acsoccersencoonmasaensenmmoemsemammemsemanoensans
Signature Date

INIEIALS oo
Noti . For gi i Your referrer

Health. y
Version No: 3.1 Effective date: 05/2016 Review date: 05/2017

provider but please discuss this with your referrer first.

https://metronorth.health.qld.gov.au/rbwh/wp-
content/uploads/sites/2/2017/06/womens-imaging-request-form.pdf



https://metronorth.health.qld.gov.au/rbwh/wp-content/uploads/sites/2/2017/06/womens-imaging-request-form.pdf
https://metronorth.health.qld.gov.au/rbwh/wp-content/uploads/sites/2/2017/06/womens-imaging-request-form.pdf

- Metro North Hospital and Health Service Putting people first

Metro North Hospital and Health Service, Women's and Newborn Services, Centre fro Advanced Prenatal Care

Metro North Hospital and Health
Service

Royal Brisbane and Women's Hospital

Maternal Fetal Medicine (MFM)

Referral Guidelines for Antenatal Ultrasound and
MMM Consultation

BT I i Refewsl W3 E

https://metronorth.health.qgld.gov.au/wp-content/uploads/2020/06/mfm-guidelines-
antenatal-ultrasound-refer.pdf



https://metronorth.health.qld.gov.au/wp-content/uploads/2020/06/mfm-guidelines-antenatal-ultrasound-refer.pdf
https://metronorth.health.qld.gov.au/wp-content/uploads/2020/06/mfm-guidelines-antenatal-ultrasound-refer.pdf

Print Reset Form

Queensland (Afiix RBWH patient identification label here or write details below)
' Government RBWH URN:
Royal Brisbane & Women'’s Hospital
MATERNAL FETAL MEDICINE | Famiy name:
(MFM) REFERRAL FOR Given names:
IMAGING AND CONSULT Date of birth: sex: Om OF O
To: Dr Renuka Sekar MBBS DGO FRANZCOG CMFM Address:
Director Maternal Fetal Medicine CAPC
Metro North Health Service District Phone: Mobile:
Centre for Advanced Prenatal Care . | )
Level 6, Ned Hanlon Building Medicare No: Ref No:
Bulterield Street Herston Qld 4029 Expiry Date: Ineligible Patient: []Yes [INo

If urgent also call Doctor or Midwife on
(07) 3646 0840

Fax Referrals to:

1300 364 952 INCOMPLETE REFERRALS WILL BE DECLINED

REFERRAL DOCTOR DETAILS
Request date:

EXAMINATION REQUIRED (tick below)
[ Nuchal translucency +/- karyotype (11+3 wks — 13+6wks)

Referring Doctor name: [ 18 - 20 week morphology ultrasound

Referring Doctor provider number: O Tertiary ultrasound

Referring Doctor contact number: Serial scans as requested (tick reason)

Obstetric Consultant name: O Multiple pregnancy

Oame Osen O et Herts U other: [J Amniocentesis from 16 weeks

Obstetric / Medical history: [ Fetal echocardiography and consultation

[ piscussed with patient

”
g
H
3
<
S
]
E
g
g £ | Address/D [ Rh disease / alloimmunisation
9(: E [ Fetal growth and wellbeing ultrasound
< ) )
i o3 | Referring Doctor signature: [ cervical length measurement:
SE
E §§ [ other:
Zz 55 MANDATORY - CLINICAL DETAILS
mg5E
038 |EDC: by CJuvwe [ scan
«Tp2
FS% |G P: M: o: -~
z38¢2 Details:
wee
=24 é Current BMI (mandatory):
CE Please upload images to PACS and attached all previ-
9z ous ultrasound reports and blood results MFM PROCEDURES
&
8 é Full antenatal blood screen at: [ cvs - 11-14 weeks
]
5
E
8
3
£
S
E

COUNSELLING
O
O ination of Preg y options.

All genetic counselling should be referred to Genetic

ID9VINT JO4 TVHY3I43d INIJIAIN TVLId TVNIILVIN

°
<3 Health Queensland
g5k
g 88
S o £ | AIN Serology OFFICE USE ONLY (MFM Staff) ‘Z)
g 38 Date received: Actioned: "'>
23
Infectious Status (MRSAVRE): Triaged by: Z
Comments: o
. Aopoiniment dae: - 0
Allergies:, ppointment date: ime: o
H Accession No.: r4
g Doctor: 2
§ ] i confirmed with patient :
Report: [ sent with patient [ Faxedto referring doctor

Page 10of 1

https://metronorth.health.qgld.gov.au/wp-content/uploads/2017/10/mr-c-6130.pdf
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Orange group — first trimester

Nicole —a healthy 37 year old has a positive home
pregnancy test

Home pregnancy test performed 3/52 earlier was negative

Nicole is unsure when she fell pregnant as her periods are
irregular and her LNMP was 7 weeks ago

Her pre-pregnancy weight is 108kg height 165cm BMI 40

Nicole has been taking folic Acid 0.5 mg daily and wants to
know what to do next

She has a positive family history of VTE
15 min appointment booked
Outline your approach



Women > 35 yo

Risks include

* GDM

* Preeclampsia

 VTE

* Miscarriage

* Multiple pregnancy

* Chromosomal abnormality
* Preterm birth

* Low birth weight

e Caesarean birth



Obesity guidelines

Queensland Health

Ainical Excellence Queensland

Queensland Clinical Guidelines
Translating evidence into best clinical practice

Maternity and Neonatal Qinical Guideline

Obesity and pregnancy (including post bariatric
surgery)

Queensland Clinical Guidelines https://www.health.qgld.gov.au/qcg



https://www.health.qld.gov.au/qcg

Risks of high pre-pregnhancy BMI

Maternal Risks

Maternal death or severe morbidity
Miscarriage

Thromboembolic disease
Gestational diabetes mellitus
Hypertension & pre-eclampsia
Pre-term birth

Induction of labour
Instrumental delivery
Caesarean section
Anaesthetic risks

Wound infection

Post partum haemorrhage
Breast feeding challenges
Depression & anxiety

Eating disorders

Fetal/Baby Risks

Congenital malformations
Difficulties with fetal surveillance
Stillbirth

Macrosomia/LGA

Shoulder dystocia

Pre-term birth

Jaundice, hypoglycaemia
NICU admission

Respiratory distress syndrome
Neonatal and infant death
Less breastfeeding

Childhood obesity, metabolic
syndrome, generational obesity

Neurodevelopmental differences



Resource considerations

Facility design

Staff training

Large BP cuffs, calibrated bariatric scales
Bariatric beds, theatre trolleys, wheelchairs etc
USS

Fetal monitoring

Intravenous access

Image source: Donna Traves Sonographer, RBWH



Obesity in pregnancy

* Itis recommended that all women are weighed at

each visit

* Advise women of their target weight gain based on
pre-pregnancy BMI (Refer to page a6 PHR)

e Refer all women with BMI = 25 to a dietician

Target Weight Gains

*Calculations assume a 0.5-2kg weight gain in the first
trimester for single babies.

Refer to dietitian if multiple pregnancies, as different
goals required. Dietary and physical activity
requirements discussed (refer to page b2).

Refer to Queensland Clinical Guideline: Obesity in
pregnancy for further information.

Pre-pregnancy BMI
(kg/m?)

Rate of gain 2nd and 3rd
trimester (kg/week)*

Recommended total
gain range (kg)

Less than 18.5 0.45 12.510 18
18.5t0 24.9 0.45 11.5t0 18
25.0t029.9 0.28 7t0o11.5
230.0 0.22 5t09

https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-

health-record.pdf



https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf

RBWH Maternity Dietitian Referral

Required

e Date of referral
« Patient information:
o Full name, date of birth, contact details, postal address or contact address (if not the same as usual residence)
o Allergies (drug/ topical preparation)
o Aboriginal and Torres Strait Islander status (if applicable)
* Referring practitioner:
o Full name, address and contact details
o Provider number and signature
* Patient referral information:
o Detailed reason for referral (including the problem to be assessed, degree of loss of function, pain experienced etc.)
o Relevant information about patient’s condition such as previous medical/ surgical treatment (include systemic and topical
medications prescribed for the condition) and any associated medical conditions which may affect the condition or its
treatment (e.g. Diabetes)
o Relevant investigations (pathology, radiology, histology etc), preferably results from within last 4 weeks
o Current medications and doses, prescribed and over the counter (Note any recent changes in drug therapy)

Desirable

» Relevant psychological and social issues impacted by condition (if applicable)

¢ Smoking & alcohol history (if applicable)

e South Sea Islander status (if applicable)

e Medicare Number (if applicable)

o Interpreter requirements (if applicable)

« Patient status - DVA, Work cover, Motor Vehicle Insurance, ineligible (if applicable)

If sufficient information is not provided you and your patient will be notified in writing that we are unable to clinically categorise and
place the patient on an appropriate wait list until this information is received. Once a completed referral has been accepted and
categorised you will receive advice that your patient has been placed on the waiting list. Please maintain clinical supervision of your
patient’s condition prior to the initial consultation with the specialist. Please notify Central Patient Intake (CPI) of any significant change
in their condition.

Referral requirements

A referral may be rejected without the following information.

Essential referral information

Resources

Criteria for Referral to Early Pregnancy
Assessment Unit (PDF)

Early Pregnancy Assessment Unit
Referral & Admission Flowchart (PDF)

Maternity and gynaecology resources

Maternity Referral Form (PDF)

MEM Referral for Imaging and Consult

RBWH Women's Imaging Request Form

RBWH Maternity Dietitian Referral
Form (PDF)

MFEM GuTO=t
Ultrasound Referral (PDF)

atal and

Specialists list

Standardised Fetal Growth Chart
Referral Pathway (PDF)

Perinatal Wellbeing Team Referral
(PDF),

General referral criteria

eReferral template

https://metronorth.health.qld.gov.au/specialist service/refer-your-patient/antenatal-and-

maternity


https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/antenatal-and-maternity
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/antenatal-and-maternity

TELEPHONE COACHING SERVICE

: ““!:h | A

Metro North Hospital and Health Service Putting people first

Personal Healthy Lifestyle Phone
Coaching

Is this program for you?

* Did you start pregnancy above a healthy weight (BMI above
25kgm/2)? or have you gained weight more quickly than

recommended?
* Are you looking for some extra support, motivation and a

personalised pregnancy health plan to get you on track?
If you answered YES, our program is for YOU!

Living Well during Pregnancy is a free healthy lifestyle telephone
coaching program, exclusively for Royal mums-to-be, to help you
achieve your healthiest pregnancy possible!

‘ Register or refer now

Pregnancy Weight Gain Chart

Select the correct chart based on pre-pregnancy BMI:

Refer your RBWH patient to see a
dietitian

For support with:

4

E YOUR BUMP

OI() Bw/dmg b[ocks for a healthy pregnancy

Metro North Hospital and Health Service Putting people first

Pregnancy Workshop

Pregnant & wondering...

e Which cheese is safe to eat?

e CanlI eat fish?

e Should I be taking a multivitamin?

e What heartburn & morning sickness remedies actually
work?

e Is it safe to exercise in pregnancy?

We are here to answer all your questions, register for our 2-hour
workshop today!

Register or refer now

* Hyperemesis
* Previous weight loss surgery

* Low pre-pregnancy body weight (BMI<18.5kg/m2)
e Low gestional weight gain

Maternity Outpatients Department
Location: Ground floor, Ned Hanlon
Building, Royal Brisbane and Women's
Hospital

Phone: (07) 3646 7182

Fax: (07) 3646 5482

Email: LivingWellDuringPregnancy,
@health.gld.gov.au

Resources

Printable flyer for mums: Personal
telephone health coaching Living Well
during Pregnancy (PDF)

Printable flyer for mums: Pregnancy

Printable referral form: RBWH
Maternity Dietitian (PDF)

https://metronorth.health.qld.gov.au/rbwh/healthcare-services/maternity-services/living-well-

pregnancy



https://metronorth.health.qld.gov.au/rbwh/healthcare-services/maternity-services/living-well-pregnancy
https://metronorth.health.qld.gov.au/rbwh/healthcare-services/maternity-services/living-well-pregnancy
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Metro North Health 0
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Home / Health professionals / Healthy Pregnancy Healthy Baby

CPD Recognised by

am
/|
Australian College of

Midwives

15 CPD hour

J HEALTHY PREGNANCY HEALTHY BABY

Healthy pregnancy weight gain is an important part of any healthy pregnancy to optimise pregnancy and future health outcomes for mothers
and their offspring. Monitoring weight during pregnancy, coupled with a conversation between a woman and her health professional about
progress, healthy eating and physical activity is a recommended part of routine care for all women.

This Healthy Pregnancy Healthy Baby, pregnancy weight gain training is designed to prepare health professionals to engage in respectful
conversations about weight and lifestyle and equip them to deliver best practice care consistent with current evidence.

The content has been developed in consultation with a reference group of Queensland health professionals. The suite of online professional
development resources is broken down into 7 short modules with a total completion time of 90 minutes. Each module will take around 10-15
minutes to complete including a knowledge check. The training is flexible, allowing learners to do one module and come back later to
complete others. A certificate is available on completion of the post-training questionnaire.

This training package is suitable for any member of the multidisciplinary team caring for pregnant women including, midwives, obstetricians,
physicians, general practitioners, practice nurses, dietitians, physiotherapists, and other allied health practitioners.

https://metronorth.health.qld.gov.au/health-professionals/healthy-pregnancy-healthy-baby



https://metronorth.health.qld.gov.au/health-professionals/healthy-pregnancy-healthy-baby

Modules

~ Module

1

Weight - evidence and practice Achieving a healthy weight gain

. Managing deviations

Special considerations




First visit to GP

e Women with a BMI > 30

— Include BMI in referral

— Routine antenatal bloods plus ELFTs, OGTT or HbA1c, urine
protein/creatinine ratio, ferritin, B12, folate, vitamin D, Mg

— 2.5-5 mg folic acid daily

— First trimester OGTT/HbA1lc — if negative, repeat OGTT at 24 —
28/40

— Early dating USS — confirm gestational age

— Aneuploidy screening — CFTS, NIPT

— Detailed anomaly scan & growth and well-being scan
— Assess risk factors for pre-eclampsia, VTE, OSA

— Advise on healthy gestational weight gain



Surveillance for co-morbidities

Table 16. Antenatal surveillance

Aspect

Consideration

GDM

o If early screening is normal, repeat at 24—28 weeks gestation
o Refer to Queensland Clinical Guideline: Gestational diabetes mellitus’%®

Hypertension

e Document the appropriately sized blood pressure cuff

o |[f pre-existing hypertension, consider cardiac evaluation (e.g.
electrocardiogram), especially if smoking

o Refer to Queensland Clinical Guideline: Hypertension and pregnancy’’

Pre-eclampsia

o Assess for clinical risk factors and consider prophylaxis (e.g. aspirin)
o Refer to Queensland Clinical Guideline: Hypertension and pregnancy’’*

Venous
thromboembolism
(VTE):

e BMI greater than 30 kg/m? is a risk factor for VTE
o Refer to Queensland Clinical Guideline Venous thromboembolism
prophylaxis in pregnancy and the puerperium''®

Obstructive Sleep
Apnoea (OSA)

¢ OSA in women experiencing obesity (compared to women experiencing
obesity without OSA) results in%:
o Higher rates of medical and surgical complications
o Longer hospital stays
o Higher rates of admission to ICU

o Greater sensitivity to adverse effects of opioids (e.g. respiratory
depression)?"

o If frequent snoring reported, offer screening®’

o The Australian Sleep Association recommend screening by using the
STOP Questionnaire
o If the answer is yes to two or more of the following questions, refer to a

physician/sleep specialist

Do you snore loudly (louder than talking or loud enough to be
heard through closed doors)?

Do you often feel tired, fatigued or sleepy during daytime?

Has anyone observed you stop breathing during your sleep?

ToH|l »

Do you have or are you being treated for high blood pressure?

Depression and
anxiety

o [f concerns are identified, perform additional psychosocial assessment,
and/or refer as required**

o Recommend thorough routine and baseline investigations (e.g. to exclude
hypothyroidism)

Eating disorders

¢ Increased risk of adverse maternal and neonatal outcomes'6

¢ Maintain awareness of history or symptoms suggestive of an eating
disorder?51%0 (e.g. binge or purge eating, laxative overuse)

o Refer to perinatal mental health/mental health services as required




Pregnancy weight gain chart for BMI

25kg/m? or over

URN:

Family Nama:

Address:

Date of Birth:

(Affix patient identification label here)

Given Names: NICOLE

[

Sex:

CIm [F

108

Pre-pregnancy Weight (kg)

Congratulations on your pregnancy!

Healthy pregnancy weight grin i= important for your
health and the health of your baby a3 you can se= on
the other side of thiz page. . Almost all women can
gmin & healthy amount by =eting well, being active and
monitoring their weight.  Bring this pregnancy weight
grin chart to your antenatal appointments and ask your
matemity health care provider to plot your weight and
disguss your progress fowards your weight gain goals

w — 1.65 for this pregnancy.
E _:: He|gh[ (m} The amount of weight you should gein depends on your
E A - weight {and body mass index — BMI} bafors you became
E - 40 ML pregnant, Choose the weight gain mnge that matches
E _ e your pre-pregnancy BMI (see below to caloulate youwr BMI).
p 115 T BMI (ka/mz) o Pre-pregnancy BMI Pre-pregnancy BMI
— . i ]
= 114 — Healtny range for BMI 2to 2‘9'9 kg /m e -;” kg
B0 113 —- 25 to 20.9 kgim? 1
E 112 T RA-—- Healthy range for BMI T T 1 Gain

g above 30 kgint® =T gl Tto 11.5 ke

111 3 = *

110 - = i _ How to use this tracker:

109 e T e i 0 write down height end weight before pregnancy in

108 NPT, PR s S L e i S the fwo spaces provided.

Wi your ———

FrEpEgrancy

weipht hene

0 2 4 G d 10

Acknowledgement to Royal Brisbane and Women's Hoapital Mutrition and Distetics Department, adapted from Institute of Medicine weight gain

recommendations for pregnancy.
Version & | Dffeciives Dux 2007 | Review Now 020

12

14

16

1w 20 22 24
Weeks of Pregnancy

26

28

30

32

34 38 3/ 40

Y Queensland
' Government

& Celoulate your pre-pregrancy BMI using the
ﬁ:“mm'ng equalion: wi!htﬁn ki

hesght x hetpst {in meters)
Altematively, you can do =20 wsing this anline calculator:

€} Starting fram pre-pregnancy weight, edd Lkg to
each space along the left hand line on the graph.

4

Weigh yourself each eppointment and every week or
two befween appaintments and place & mark on the
line where your weight and weeks geafation cross,

B Connect the dats to track your weight gain
throughout pregnancy.




First visit to GP

e Consider low dose aspirin 100mg/day, if obese and
additional risk factors for preeclampsia

* Antenatal thromboprophylaxis if obese and
additional risk factors for VTE
e Queensland Clinical Guidelines

- Venous thromboembolism (VTE) prophylaxis in
pregnancy and the puerperium

- Hypertension and pregnancy

Queensland Clinical Guidelines https://www.health.qld.gov.au/qcg/



https://www.health.qld.gov.au/qcg/

Venous thromboembolism (VTE)

e Leading cause of direct maternal death in
Australia 2006 — 2016

e Assess for VTE risk at every antenatal and
postnatal visit

e Thromboprophylaxis according to risk

Queensland Clinical Guidelines https://www.health.gld.gov.au/qcg/



https://www.health.qld.gov.au/qcg/

Queensland Health
Clinical Excellence Queens land

Queensland Clinical Guidelines
Translating evidence into best clinical practice

Maternity and Neonatal Clinical Guideline

Venous thromboembolism (VTE) prophylaxis in
pregnancy and the puerperium

Queensland Clinical Guidelines https://www.health.gld.gov.au/gcg/



https://www.health.qld.gov.au/qcg/

VTE assessment

o Chinical i VTE prophylaxis in y amd the L

Flow Chart- VTE for pr and p

Assess women on an individual basis.
Liaise with a team experienced in prophylactic assessment and management as required

Early in pregnancy assess:
O Personal/family history of VTE

Presence of thrombophilia Perform VTE risk
O Known risk factors - —

O Medical comorbidities assessment
O Contraindications to prophylaxis

O Signs/symptoms of VTE rAl:hrise women of: b
O Increased risk of VTE in
pregnancy and puerperium
O Signs/symptoms of VTE
O Importance of mobilising and
avoiding dehydration
L O Options and risks/benefits of
prophylaxis
Develop VTE _ | As indicated by assessment
prevention plan O Liaise with expert
O Offerfrecommend prophylaxis
o GCS
o~ o IPC or SCD
Repeat assessment if: o LMWH
O Antenatal hospital admission O Discuss
Pregnancy complications o Side effects of prophylaxis
O Prolonged immobility o Implications for birth
O Other change in risk status o Ongoing risk of VTE
If prophy laxis indicated 2 - ~
O Plan intrapartum care (consider
planned birth if indicated) | Monitor and
O Consider anaesthetic referral from reassess risk
32 weeks
O Precautions for neuraxial blockade
Postnatal risk deise women of: h
O Assess intrapartum or within 8 T Increased risk of VTE postpartum
hours of birth O Signs/symptoms of VTE and
O Review VTE prevention plan and seeking help
adjust as required 3 T Importance of correct use,
application and duration of
Prepare for prophylaxis
discharge/ — # T Implications for future pregnancy
ongoing care Pharmacological prophylaxis
O Provide prescription for entire
postnatal course
Refer as required
O For ongoing management
O GP follow-up
e, 2

1gns and symptoms VTE
PE: dyspnoea, palpitationsitachycardia, chest pain,haemoptysis, tachypnoea, hypotension, collapse
DV T: unilateral leg pain, swelling in extremity | increase in calf circumference (more than 2 cm), increased
temperature, prominent superficial veins, pitting odema

DVT: deep vein thrombosis, GCS: graduated compression stockings, GP: general practiioner, IPC: intermittent H
prneumatic compressions, LMWH: low molecular weight heparin, PE: pulmonary embolism, SCD: sequential compression |
VTE: venous thromboembolism |

Fowchart: F20.9-1-v1-RZ5

Refer to online version, destroy printed copies after use Page 3 of 24



Q land Clinical Guideline VTE prophylaxis in pregnancy and the puerp

Flowchast: Antenatal and posinatal thromboprophylaxis according to risk

Therapeutic anticoagulation
T Continue/commence antenatal
O Continue 6 weeks postpartum

* High prophylactic dose may be

appropiiate

ANY ONE OF

— ] Any single prev VTE not p by surgery .
LMWH standard prophylaxis

| RBEI.ITEI’II in;ka'_fE(animl_ . 2 Fromfirst trimester

_] Active o ¥ O Continue 6 weeks postpartum

_ 1 Medical co-morbidily: {e.g cancer, nephiolic smdome,
heart faidure, sickle cel, type | diabetes with nephropathy)

High risk

Refer to Flowchart:
VTE prophylaxis if thrombophilia

SELECTALL THAT APPLY  pask| | e Al = ke CO R |
at every assessment (antematal or podnatal) SO0
[J Family history (1st degree relative) of 1 E Mobilise, avoid d ehydration
- d or estrogen provoked VTE
[ Single VTE provoked by sumgery 3 3 LMWH standard prophylaxis
[ Age > 35 years 1 T From 28 weeks
[ Paityl B 1 g LMWH standard prophylaxis
[ Smokng {any amount) 1 O Fromtime of assessment
[ Gmossvancose vens 1
] Gurrent BMI 08 B w kg/m” 1
[ Current BMI 1 §0 kgim® 2 __| Postnatal risk score -
[ NFART 1 natal + postnatal score
x [ Multiple pregnancy 1
= [ Pre-edampsia in cumrent pregnancy 1 ALL | Mobilise early, avoid dehydration
= ] lmmobility 1 — -
[] Current systemic infection ] 5 L!JWJI—: Is;anﬁard prophy laxis
[] Pre-exisling diabeles 1 SR IEELEET e
EEEEEEEEEEE—— LMWH standard prophylaxis
[] Caesarean section in labour 3 O T days (or longer if ongoing risk)
|| Blective caesarean section 1 s = s,
[1 Prolonged labour > 24 hours 1 O Recommend |PC or SCD until next day
[] Operative vaginal bath 1
[ Preterm birth {< 37+0 weeks) 1 T
- stockings
[J PPH > 1L or transfusion 1 2 Consider for pogstnata_l women until fully mobile
|| Stillbith in cument pregnancy 1 T Recommend if receiving LMWH
Caesarean hysterecio 3
L e m Encxaparin: standard prophylaxis (subcut)
; Did«kg 40mgdaily |0 EsC kg 80 mg daily
Sum all risk scores z kg 60 mg daily |05 171 TSRS
*High sk =1 APS, i B peoken C I prokEn S X yaus PV,

Lowerisktt F N

I
! APS: antiphospholipid syndrome, ART: ariificial reproductive technology, BMI: body mass index, FVL: factor V Leiden, |
! GCs: graduated compression stockings, IPC: interm ittent pneumatic compressions, MF: in-vitro fertilisation, LMWH: low |
| molecular weight heparin, PE: pulmonary embolism, PPH: Primary postpartum hagmorhage, $CD: sequential !
1 compression device, SLE: systemic lupus erythematosus, TEDS: thromboembolic deterrent stockings VTE: venous !

thromboembolism, DEgreater than or equal to, >: greater than i

Flowchart: F20.9-2-V2-R25

Refer to online version, desiroy printed copies after use Page 4 of 24




Q land Clinical Guideline: VTE prophylaxis in pregnancy and the puerperium

Flowchart: Thromboprophylaxis if thrombophilia

Assess women on an individual basis
Consult with or refer to an experienced physician as required

Family history of VTE
but no personal history VTE ANTENATAL o ATA

Therapeutic

Either of:

O =1 laboratory thrombophilia ar:l;::::r:p:ﬁ;:icon anticoagulation
O Antiphospholipid syndrome 9 6 weeks or longer
High prophylaxis :
O Antithrombin deficiency OR T!1erapeut|_c
- anticoagulation
Therapeutic 6 weeks

anticoagulation

Any of:
O Homozygous
o FactorV Leiden
o Prothrombin mutation i
0 Compound heterozygous Factor V Standard prophylaxis S!anda‘r;!wper:kpshylaxls
Leiden/prothrombin mutation
O Protein C or S deficiency
(confirmed outside of pregnancy)

Any of:
a 25 Clinical surveillance ;
O Antiphospholipid antibodies Standard prophylaxis

O Heterozygous
o Factor V Leiden If [ Eother risk factor 6 weeks

o Prothrombin mutation Standard prophylaxis

No family history and no
personal history VTE ANTENATAL PO ATA

O > 1 laboratory thrombophilia

O Homozygous .
o Factor V Leiden Consider standard S n

g standard prephylaxis

o Prothrombin mutation prophylaxis e

O Antithrombin deficiency

O Protein C or S deficiency
(confirmed outtside pregnancy)

Any of: Clinical surveillance Clinical surveillance
O Antiphopspholipid antibodies
O Heterozygous If [ B other risk factors If [ Botherrisk factor
o Factor V Leiden Standard prophylaxis Standard prophylaxis
o Prothrombin mutation

Enoxaparin: standard prophylaxis (subcut)
O #00u3Jkg 40 mg daily DEEE] B2l kg 80 mg daily
O wEl E20 kg 60 mg daily O>171 kg 0.5 mg/kg

Enoxaparin: high prophylaxis (subcut)
D#0IEE2 kg 80 mgdaily | O>131kg 60 mgBD

||:| 1mghkgBD uﬁmmiﬁrrmdsiy|
Iﬁuﬁma!mwa&.mmﬁ' e G deficiency, preiein § defcency,
ReTREEYEEs VL, PETRE oS prasrmbin EEmpRRY ]

i APS: antiphosphalipid syndrome, BD: twice daiy, >- greater than I greater than or equal to

Flowchart: F20 9-3-V1-R25

Refer to online version, destroy pinted copies after use Page 5of 24



Pink group — first trimester

(ate —a 34 year old G3 P2 has an unplanned
oregnancy

t is 6 weeks since her LNMP and she presents
with PV bleeding

She is a blood donor and upon asking, she
informs you that her blood group is A Rh
negative

She has a 15 min appointment
Outline your approach



First trimester bleed

Is the woman haemodynamically stable?
What is her blood group?
Where is the fetus?

Is the fetus viable?



Queensland Health

Queensland Clinical Guideline: Early pregnancy loss

Queensland Clinical Guidelines

Translating evidence into best clinical practice

Maternity and Neonatal Clinical Guideline

Early pregnancy loss

https://www.health.qgld.gov.au/qcg/

Flowchart: Assessment of suspected early pregnancy loss

Clinical presentation
¢ Pregnancy < 20 weeks
e PV bleeding and/or
¢ Pain (abdominal,
shoulder tip)

Haemodynamically
stable?

Assessment
History

Confirm pregnancy
Physical examination

A

Resuscitation
Initiate resuscitative
measures as required
Speculum exam
o Remove any POC
Urgent
o B-hCG
o Gynaecology review
o USS
o FBC, blood group +

hold
Consider surgical
intervention

B-hCG

USS (TVS preferred)
FBC and blood group
STI screen as indicated

e o 0 0 0 0 o

Unknown
location

Confirm
pregnancy

Ectopic pregnancy

Ectopic
Refer to flowchart:

'4 N\
Pregnancy of unknown

location (PUL)
o Specialist review and
follow-up essential
o Serial B-hCG
e Serial TVS

Refer to flowchart:
Assessment of location
and viability in suspected
early pregnancy loss

Ectopic pregnancy location

Intrauterine
pregnancy (IUP)
Gestational
Trophoblast Disease P No

regnancy

l viable?

{ 3\
GTD
« Suction curettage Yes

Register with QTC
Evaluate for persistent
trophoblastic disease
Serial B-hCG
Recommend effective
contraception
Prolonged follow-up
Early referral in next
pregnancy

Individualise
pregnancy care

3

Stable non-viable IUP
Refer to flowchart:
Stable intrauterine non-
viable pregnancy

ultrasound scan, >: greater than

B-hCG: human chorionic gonadotropin, FBC: full blood count, GP: General practitioner, GTD: gestational trophoblast
disease, IUP: intrauterine pregnancy, POC: products of conception, PUL: pregnancy of unknown location, PV: per
vaginam, QTC: Queensland Trophoblast Centre, STI: sexually transmitted infection, TVS: transvaginal scan, USS:

Flowchart: F22.29-2-V5-R27



https://www.health.qld.gov.au/qcg/

- Metro North Hospital and Health Service Futting people first

Early Pregnancy Assessment Unit | Women's and Newborn Services | Royal Brisbane and Women’s Hospital

Early Pregnancy Assessment Unit (EPAU)

Referral & Admission Flowchart, see inclusion criteria for referral.

Patient Presents
te MFM Reception on Level 6 NHB for consultation

Patient must not present without appointment

s | Sp————
Surgery/Admission Required Same Day : Discharge home :

[ Registrar: Consents patient, contacts relevant teams and | o — — — — — — — — — ]
oT cPcrdiws
Admin Officer
[ Discharge from outpatient encounter
' Print patient ID band and admissicn sheet
[J Batch encounter for ieMR

|
MFM Midwife
[ Call Admissions on 68292 for “phone
admission”
[ Escort patient to Birth Suite reception

]
Birth Suite Reception
[0 Admit patient
[0 Escort to Level 5 Operating Theatres
Reception

Important EPAU is avallable Monday to Friday G800 - 12:00 in the Matemal Fetal Medicine Unit
of the Ned Hanlon Building. I is not a walk-in clinic. All patients must have a writien referral.

Queennd
VI Hifeciv e Manch 20019 Review: Manch 2022 Government




Queensland Health Queensland Clinical Guideline: Early pregnancy loss

Flowchart: Stable intrauterine non-viable pregnancy

Clinical presentation
Ectopic pregnancy is excluded
Pregnancy is not viable

Discuss care options relevant to woman’s
Queens la“d cll nica l G ui d Ell nes preferences and clinical indications
Translating evidence into best clinical practice

T H Indications Indications Indications
Maternlty and Neonatal Qli « Woman'’s preference  Woman'’s preference « Woman'’s preference
o Incomplete miscarriage * Missed/incomplete miscarriage * Unsuccessful expectant or
Contraindications Contraindications medical management
* Haemodynamic instability ¢ Haemodynamic instability Absolute indications
o Suspected GTD o Suspected GTD e Haemodynamic instability
Earlv p rEgnan CV IOSS o IlUD (must be removed) e |lUD (must be removed) » Persistent excess bleeding
« Medical conditions increasing o Allergy to prostaglandins « Evidence of infected POC
risk of haemorrhage  Evidence of infection o Suspected GTD
 Evidence of infection ¢ Medical conditions increasing risk Cautions
; of haemorrhage . . .
Requires « Medical contraindications  Previous uterine perforation
o Access to telephone and 24 hour ) Care provision
emergency care Misoprostol

* Misoprostol for cervical priming
« Routine antibiotics not required
* USS at time of suction curettage

* Drug of choice

Ongoing management o QOutpatient or day procedure

e Follow-up GP or EPAS

7-10 days Ongoing management (if indicated)
o Initial evaluation by history and o Follow-up EPAS days 2 and 8 Follow-u
examination e B-hCG day 1 and day 8 <GP if or:) 0iNg CONCEINS
* Repeat B-hCG day 8  Consider USS: going ¢ L
p - s * 3-hCG not routinely indicated
« Consider USS: o If clinically indicated « USS not routinely indicated
o If clinically indicated o To assess for retained POC
o To assess for retained POC o If B-hCG not fallen > 90%
o If B-hCG not fallen > 90% over 7 days
over 7 days
h 4
If medical or expectant: Give written information about: General care considerations
* Discuss options for continued * Management option chosen * Review POC histopathology
expectant or medical or surgical: » Expected bleeding/symptoms o If indicated, recommend RhD-Ig
o At the woman'’s request o Resumption of menstruation » Analgesia as required
o If ongoing symptoms o Contraception e Communicate information to other
o If clinical concerns o Follow-up arrangements care providers (e.g. GP)

Consider the woman’s psychological needs and offer access to support

B-hCG: human chorionic gonadotropin (all B-hCG measurements in International units/L (IU/L)), EPAS: early pregnancy
assessment service, FBC: full blood count, GP: General Practitioner, GTD: gestational trophoblast disease, IUD:
intrauterine device, IUP: Intrauterine pregnancy, POC: products of conception, PUL: pregnancy of unknown location, PV:

https ://WWW. h ea Ith . q I d . gov. a u/q Cg/ per vaginam, QTC: Queensland Trophoblast Centre, RhD-Ig: RhD immunoglobulin, TVS: transvaginal scan, USS:

ultrasound scan, >: greater than

Flowchart: F22.29-1-V5-R27


https://www.health.qld.gov.au/qcg/

Non-viable intrauterine pregnancy loss
management

* No significant differences between
expectant, medical and surgical
management

* Woman’s individual preferences and values
as well as clinical situation determine choice

of management



Non-viable intrauterine pregnancy loss
management

* Expectant

— Repeat B-hCG day 8

— Consider USS if clinically indicated (symptomatic), to
assess for retained POC, or if B-hCG not fallen >90%
over 7 days

— Refer if ongoing heavy bleeding, pain, persistent
gestational sac on USS, or if infection suspected

— Urine hCG at 3-6 weeks if no POC histopathology,
failure to return to normal menstruation by 4-6
weeks, ongoing abnormal bleeding



Non-viable intrauterine pregnancy loss

management

* Medical management — refer to EPAU

Misoprostol for incomplete miscarriage < 13 weeks
administered PV, oral or sublingual Day 1 and repeated Day 2 or 3

Mifepristone & Misoprostol combined may be more effective than
misoprostol alone in missed miscarriage

Bleeding heavier than menses likely
Pain, diarrhoea, vomiting may occur
B-hCG Day 1 and day 8

Consider USS if clinically indicated (symptomatic), to assess for retained POC,
or if B-hCG not fallen >90% over 7 days

Refer if ongoing heavy bleeding, pain, or if infection suspected

Urine hCG at 3-6 weeks if no POC histopathology, failure to return to normal
menstruation by 4-6 weeks, ongoing abnormal bleeding



Non-viable intrauterine pregnancy loss
management

* Surgical management

—Follow up B-hCG not routinely indicated

—Follow up USS not routinely
recommended

—Check histology

—Rh D negative
o 12 weeks or less 250 |U
o> 12 weeks 625 |U



Pregnancy of unknown location (PUL)

* An Intrauterine pregnancy (IUP) is one where a
volk sac is seen — no yolk sac =a PUL

 |f there is no yolk sac, especially if the
B-hCG is > 800-1000 mlIU/mL, be cautious



Queensland Health

Queensland Clinical Guidelines

Translating evidence into best clinical practice

Maternity Neonatal Clinical Guideline

Early pregnancy loss

https://www.health.qgld.gov.au/qcg/

Queensland Clinical Guideline: Early pregnancy loss

Flowchart: Assessment of location and viability in suspected early pregnancy loss

Use clinical jud and ider the woman’s individual cir when ling 1t and
the need for specialist referral
Serum uss
B-hCG (TVS preferred)
PUL Ectopic up
Specialist revi
pec2|: I;S_h;:erew Viable Fetal heart
TR
48-72 hours apart pregnancy beat visible?
4
) rise of < 66% or
rise of 2 66% Serial fall of < 50% Fetal pole
B-hCcG — o
visible?
levels
Likely IUP
(ectopic not fall of 2 50%
excluded)
Likely non-viable
(IUP or ectopic) CRL Yes Yes MSD
 Serial B-hCG 7 mm >25mm
e TVS
e Manage as
indicated v No AR No
Vs Repeat Non-viable
If B-hCG TVS pregnancy
* <2000 repeat in
1-2 weeks
e 22000 repeat
within 1 week
Or when
* MSD estimated SHSPE"_’"S
to be 225 mm for bl
pregnancy
v
Repeat TVSin
Likely ectopic 7-10 days
+/- B-hCG
Non viable diagnostic criteria (TVS) TVS interval

© MSD 2 25 mm and no fetus present
demonstrated after observation of > 30 seconds

e Absence of embryo with heartbeat 2 2 weeks after a
showed a gestational sac without a yolk sac

showed a gestational sac with a yolk sac

o Fetus with CRL = 7 mm is visible, but no fetal heart movements

o Absence of embryo with heartbeat > 11 days after a scan that

scan that

o Estimate repeat TVS interval based on expected
normal gestational sac growth rate of 1 mm/day

Worked example
® |f MSD =12 mm, repeat TVS in 13 days or more

(12 mm MSD + 13 mm growth over 13 days equals
expected MSD of 25 mm)

B-hCG: human chorionic gonadotropin (all B-hCG measurements in international units/L (IU/L)), CRL: crown rump length,
IUP: intrauterine pregnancy, MSD: mean sac diameter, PUL: pregnancy of unknown location, TVS: transvaginal scan,
USS: ultrasound scan, >: greater than, <: less than, 2: greater than or equal to, <: less than or equal to

Flowchart: F22.29-4-V2-R27


https://www.health.qld.gov.au/qcg/

Pregnancy of unknown location (PUL)

Serial B-hCG 48 — 72 hours apart

B-hCG usually doubles every 48hrs between 5-8
weeks gestation in a viable IUP

TVS as clinically indicated

B-hCG > 66 % rise — IUP more likely but ectopic
can’t be excluded

B-hCG fall of 50% or greater — non-viable
pregnancy more likely (IUP or ectopic)

B-hCG < 66% rise or < 50% fall — if no I[UP on
repeat TVS, suspect ectopic



Ectopic pregnancy

* Triad:
— Amenorrhea, 6-8 weeks post LNMP
— Abdominal pain/shoulder tip/rectal
— Irregular vaginal bleeding

* Risk factors include:
— previous ectopic preghancy
— sterilisation

— pregnancy associated with emergency
contraception/POP/IUDs

— tubal surgery/tubal pathology/infection/PID

— 1/2 women diagnosed with ectopic pregnancy will
have no known risk factors



Ultrasound: Correlation with B-hCG

IUP can usually be seen on TVS with B-hCG levels above
800 - 1000 mIU/mL

A threshold of 1500 mIU/mL will detect 98% IUPs
Pitfall - multiple pregnancy
Higher thresholds will result in more missed ectopics

IUP almost always excludes ectopic (consider heterotopic
pregnancy if risk factors)



Appropriate rise in B-hCG

B-hCG usually doubles every 48hrs between 5-8
weeks gestation in a viable IUP

If the B-hCG is slowly rising by < 50%, it is usually a
non-viable IUP or ectopic

Consider multiple or molar pregnancy in rapidly
rising levels

Single B-hCG value

— does not differentiate between viable and nonviable
pregnancy

— cannot be used to exclude IUP



Queensland Health

Queensland Clinical Guidelines

Translating evidence into best clinical practice

Maternity and Neonatal Clinical Guideline

Early pregnancy loss

Government

http://www.health.qld.gov.au/qcqg/

Queensland Clinical Guideline: Early pregnancy loss

Flowchart: Ectopic pregnancy

Tachycardia and hypotension
Palpable adnexal mass (50% of women)
Absence of IlUP on USS with a positive 3-hCG

("Clinical presentation (may or may not include)
* Absence of menses
o Irregular vaginal bleeding (spotting)
« Abdominal/shoulder tip pain
¢ Cervical motion tenderness
.
.
.

Discuss care options relevant to woman’s
preferences and clinical indications

A4

Indicated only if:

e Haemodynamically stable

e No evidence of rupture

e Low and falling serum B-hCG
(<1500 IU/L at presentation)
Minimal/no fluid in pelvis on
uss

Tubal mass < 3 cm

Pain free

Woman accepts need for follow-
up and can access medical
services

Caution if:
e Follow-up is uncertain

Ongoing management

e EPAS or equivalent

e B-hCG every 48 hours for 8 days

 [f resolution occurring, then
weekly B-hCG until negative

* USS if clinically indicated

« Avoid conception until
sonographic resolution

]

Indications

* Haemodynamically stable
* No evidence of rupture

* No signs of active bleeding
e Normal FBC, ELFT

Contraindications

o Allergy to methotrexate

* Geographic isolation

o Follow-up uncertain

* Presence of medical conditions
(review on individual basis)

« Breastfeeding

Caution if:

« Baseline B-hCG > 5000 IU/L

e Ectopic >3 cmon TVS

o Fetal heart motion present

* Blood transfusion not an option

Methotrexate
o If B-hCG <3000 IU/L, IMI
o If B-hCG > 3000 IU/L, IVI

Ongoing management

e EPAS or equivalent

e Serial B-hCG as per
methotrexate protocol

e USS in one week then as
clinically indicated
o If FH present, refer to MFM

« Avoid conception for 4 months
due to potential teratogenicity

Indications

Haemodynamically unstable
Signs of rupture

Any B-hCG level

Persistent excessive bleeding
Heterotopic pregnancy
Contraindications to medical or
expectant management

e o 0o 0 o o

Procedure
o Laparoscopy method of choice
o Laparotomy if:
o Haemodynamically unstable
o Laparoscopy too difficult

Follow-up

o GP 14 days post-surgery

If salpingo(s)tomy, weekly B-hCG
until negative

If salpingectomy, urinary B-hCG
3 weeks after surgery

USS if clinically indicated
Optimal conception interval
unknown (0—3 months common)

\ 4

If medical or expectant:

o Risk of rupture in acute phase
from sexual intercourse or pelvic
exam

e Consider alternative management

if indicated (e.g. B-hCG not
falling, at woman'’s request, tubal

rupture or ongoing pain/bleeding)

Give written information about:
* Management option chosen

* Expected bleeding/symptoms
« Resumption of menstruation

« Contraception

« Follow-up arrangements

General care considerations

Review histopathology of POC
If indicated, recommend RhD-Ig
Analgesia as required
Communicate information to
other care providers (e.g. GP)
Early USS (5-6 weeks) in next
pregnancy

Consider the woman’s psychological needs and offer access to support

B-hCG: human chorionic gonadotropin, ELFT: electrolyte & liver function test, EPAS: Early Pregnancy Assessment
Service, FBC: full blood count, GP: General Practitioner, GTD: gestational trophoblast disease, IMI: intramuscular
injection, IU/L: international units per litre, IUP: intrauterine pregnancy, IVI: intravenous injection, MFM: maternal fetal
medicine, POC: products of conception, PUL: pregnancy of unknown location, PV: per vaginam, QTC: Queensland
Trophoblast Centre, RhD-lg: RhD immunoglobulin, TVS: transvaginal scan, USS: ultrasound scan, >: greater than

Flowchart: F22.29-3-V6-R27



http://www.health.qld.gov.au/qcg/

Termination of pregnancy (ToP)

In Queensland, as of 3 December 2018:

* Women may request ToP up to a gestational limit
of 22 weeks

e For women who are more than 22 weeks, a
medical practitioner can perform ToP if they
consider that, in all the circumstances, ToP should
be performed and

 They have consulted with another medical
practitioner who also considers that, in all the
circumstances, ToP should be performed



Queensland Health

Queensland Clinical Guidelines
Translating evidence into best clinical practice

Maternity and Neonatal Clinical Guideline

Termination of pregnancy

nnsd
Government

https://www.health.gld.gov.au/qcg/

Queensland Clinical Guideline: Termination of pregnancy

Flow Chart: Summary of termination of pregnancy

-

AN

Clinical assessment
e Confirm pregnancy
* Medical, obstetric, sexual history
e Psychosocial history
o Screening for domestic violence or
reproductive coercion
o Refer as appropriate

Examination/Investigations

* Determine gestational age

o Confirm intrauterine pregnancy
(exclude ectopic)

¢ Routine antenatal bloods

e Ultrasound scan (USS)

« Offer opportunistic health care

Information

» Provide accurate, non-judgemental,
easy to understand information on:
o Options for the pregnancy

(including palliation/adoption)

o Methods of termination
o Contraception
o Post-termination care

Co-ordinate referrals

e As clinically indicated

o Offer confidential non-judgemental
counselling

 Offer formal mental health referral

 Refer to other services (e.g. private
service providers)

o Discuss fetal autopsy

Post-termination care

« Histopathology

Rh D immunoglobulin
Analgesia requirements
Provide after care advice
Discuss contraceptive options
Provide advice on accessing
psychological care
Recommend follow-up

Refer as required

Woman requests
termination of
pregnancy

Medical
practitioner(s)
assessment as per
ToP Act 2018

Proceed to
termination?

Pre-termination
assessment

Surgical or
medical
procedure

Post-termination
care

(Legal requirements ToP Act 2018 R

Less than or equal to 22+0 weeks
e A medical practitioner may perform a
termination upon request

At or after 22+1 weeks

o A medical practitioner may perform a

termination if, in consultation with

another medical practitioner, all the

below circumstances are met

Circumstances both medical

practitioners must consider:

o All relevant medical circumstances

o The woman'’s current and future
physical, psychological and social
circumstances

o Professional standards and
guidelines relevant to the
practitioners in relation to
termination )

Refer to antenatal services

Surgical or medical procedure
e Consider:
o Gestation of pregnancy
o Clinical indications
o Preferences of the woman
o Service level capability and
expertise
o Antibiotics for surgical procedures,
if required

Consent

Consider issues of capacity

Consider adequacy of information

provision and counselling

If less than 18 years:

o Assess Gillick Competence

o Assess mandatory reporting
requirements

Co-ordinate referrals

o Consider referrals specialist care,
termination procedure, psychological
support/counselling

Discuss
o Follow up
e Contraception options

Conscientious objection

« Disclose objection if termination is requested

« Without delay, transfer care to other service or to provider who does not have conscientious objection

ToP: termination of pregnancy, Rh D: rhesus D

Queensland Clinical Guidelines: Summary of termination of pregnancy Flowchart: F19.21-1-V4-R24
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Termination of pregnancy

Emergency department referrals

All urgent cases must be discussed with the on call Registrar to obtain appropriate prioritisation and treatment. Contact through:

* Royal Brisbane and Women's Hospital (07) 3646 8111
e The Prince Charles Hospital (07) 3139 4000

* Redcliffe Hospital (07) 3883 7777

e Caboolture Hospital (07) 5433 8888

Urgent cases accepted via phone must be accompanied with a written referral and a copy faxed immediately to the Central
Patient Intake Unit: 1300 364 952.

From 3 December 2018 the Termination of Pregnancy Act 2018 ensures a termination of pregnancy is treated as a health issue
rather than a criminal issue in Queensland. The Act supports a woman’s right to health and autonomy, provides clarity for
health practitioners, and brings Queensland in line with other Australian jurisdictions.

Information for health practitioners can be found on the Clinical Excellence website or by contacting 13HEALTH.

The Queensiand Clinical Guideline - Termination of Pregnancy has been updated and Termination of Pregnancy Clinical
Prioritisation Criteria have been developed.

Registered medical practitioners may perform a lawful termination of pregnancy on request up to a gestational limit of 22 weeks.

For a woman who is more than 22 weeks pregnant, a termination may be performed by a medical practitioner if they consider that, in all
the circumstances, the termination should be performed and they have consulted with another medical practitioner who also considers
that, in all the circumstances, the termination should be performed.

Most terminations of pregnancy are performed in the private sector, sometimes supported with financial grants.

Other Gynaecology conditions

Send referral

Hotline: 1300 364 938

Electronic:

GP Smart Referrals (preferred)
eReferral system templates
Medical Objects ID: MQ40290004P
HealthLink EDI: gldmnhhs

Mail:

Metro North Central Patient Intake
Aspley Community Centre

776 Zillmere Road

ASPLEY QLD 4034

Health pathways @

Access to Health Pathways is free for
clinicians in Metro North Brisbane.

For login details email:
healthpathways@brisbanenorthphn.or
g.au

Login to Brisbane North Health
Pathways:
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HealthPathways
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Brishane North

Gynaecology

Abnormal Vaginal Bleeding
Amenorrhoea

Cervical Cancer Screening
Cervical Polyps

Cervical Shock
Dysmenorrhoea

Endometrial Cancer Low Risk
Follow-up

Female Genital Mutilation (FGM)
Fibroids

Hysteroscopy
Menopause v
Ovarian Cancer Symptoms
Ovarian Cyst or Pelvic Mass
Prolapse
Chronic Pelvic Pain in Females v
Perineal Tear Follow-up
Polycystic Ovarian Syndrome
(PCOS)
Premenstrual Syndrome (PMS)
Vaginal Pessaries
Sub-fertility
Termination of Pregnancy (TOP)
Urinary Incontinence in Women v
Vulvodynia
Pregnancy

Women's Health Requests

Our Health System

Q, Search HealthPathways

A/ Women's Health / Gynaecology / Termination of Pregnancy (TOP)

Termination of Pregnancy (TOP)

Red flags
> Pregnancy in a minor

> Ectopic pregnancy

Background

About termination of pregnancy (TOP) v

Assessment

1. If you are not comfortable dealing with requests for TOP (e.g., conscientious objector) you must:
« disclose your position to the patient.

« arrange timely transfer of care to another service or medical practitioner who is not a conscientious objector and who can
provide the service.

2. Take a history and check for:
e symptoms V.

« gynaecological and obstetric history v.

« collmorbidities which may have an impact on the pregnancy or on the method of termination e.g., heart disease, VTE, liver
disease.

« psychosocial vulnerabilities and protective factors.
3. Assess patient's emotional and mental state in a sensitive and culturally safe manner.

« Establish patient’s certainty of the decision, commitment to seeking termination, and her understanding of the implications
of aTOP.

« If there is ambivalence, assess patient for low mood, psychological distress, disturbed mental state, or indications she may
be acting under duress.

« Aim to identify:
o need for additional support during decision making.
o whether patient may be at increased risk of adverse mental health outcomes v. B %2

4. If the patient is a minor (aged < 18 years), assess if the sexual activity is abusive or puts the minor at risk of harm wv.
5. Arrange investigations V.



Metro North ToP Nurse Navigator

* GP advice
—Monday — Friday 07:00 —15:30
—Phone: 0408 940 183
—Email: http://metronorthtop@health.qld.gov.au



http://metronorthtop-mnhhs@health.qld.gov.au

Metro North ToP Nurse Navigator

Referrals for RBWH, Redcliffe and Caboolture triaged by MN ToP Nurse
Navigator
* GPSR (preferred)

— mark urgent
— Condition and Specialty Gynecology - Termination of pregnancy (Gynecology)

(Adult)
— Service/Location - Termination of Pregnancy - ROYAL BRISBANE & WOMEN'S
HOSPITAL (for ToP referrals to RBWH, Redcliffe & Caboolture)

* eReferral
— mark urgent and clearly state for ToP
— Gynaecology RBWH, Redcliffe, Caboolture

* Include
— ultrasound confirming viable intrauterine pregnancy including fetal heart rate

— pathology including blood group and STl screen



Metro

Referral information

Referral date
% Priority
* Provider
Consents
#* Date patient consented to referral

* Patient is willing to have surgery if required?

% Condition and Specialty
* Referral type

* Reason for referral

Suitable for Telehealth?

* Are you the patient's usual GP?

Referral recipient

* Service/Location

Service/Location information

Specialist name

Organisation details

North ToP Nurse Navi

11 Oct 2022

11 Oct 2022 51

No | Not applicable |
|Gynaeco|ogy - Termination of pregnancy (Gynaecology) (Adult) |

@ New condition requiring specialist consultation

HealthPathways »

() Deterioration in condition, recently discharged from outpatients < 12 months
() Other
Yes | No |

i

‘es No |

Termination of Pregnancy - ROYAL BRISBANE & WOMEN'S HOSPITAL - 7.4 km

Gynaecology ROYAL BRISBANE & 7.4 km
WOMEN'S
HOSPITAL

Termination of ROYAL BRISBANE & 7.4 km

Pregnancy WOMEN'S
HOSPITAL

Gynaecology REDCLIFFE 25.2 km
HOSPITAL

Gynaecology CABOOLTURE 37.2 km
HOSPITAL

Gynaecology IPSWICH HOSPITAL 30.2 km Qut of catchment

igasT STl v

=

gator



Rh D negative women

* Pregnant women who are Rh D negative fall
into two categories: those with and those
without Anti-D antibodies

 Women with Rh D (or any other) antibodies
are not suitable for shared care



Summary of guidance on the use and timing of Rh D immunoglobulin
for sensitising event immunoprophylaxis

Clinical indication Rh Dimmunoglobulindose ~ Targetgroup  Relevant Clinical indication Rh Dimmunoglobulindose ~ Targetgroup  Relevant
gacitine S and timing section of
Guideline e
i . . Guideline
Sensitising event immunoprophylaxis
Sensitising event o Miscarriage 250 1U AllRh D 3.21 Sensitising event immunoprophylaxis (cont.)
immunOprophvIaxis | o Termination of As soon as practical within | negative Large FMH26 mL | o Antepartum 625 1U as soon as possible | AIIRh D 35.1
in the first 12 weeks N 72 hours. If delayed beyond | women with .
pregnancy (medical Vee bey of fetal red cells negative women
of pregnancy after 10 weeks 72 hours, the dose should no preformed ) ¢ Postpartum Follow laboratory or .g
gestation or surgical) | be given up to 10 days from | anti-D (equivalent to 12 specialist obstetric advice | Withno
+ Ectopic pregnancy the sensitising event, but | antibodies mL of whole blood) for additional doses of IM preformed
may have lower effica . . ;
o Molar pregnancy ; v e o Rh Dimmunoglobulinor IV~ | anti-D
or ongoing uterine ) ) "
ionic vi antibodi
ochongmc villus bleeding alone, a repeat Rh D immunoglobulin, and €s
sampling dose of Rh D for follow-up testing (unless NIPT for
immunoglobulin (250 IU if fetal RHD has
l;effc;re)lz wesks and 625 1U predicted the
if after) may be appropriate
after an interval of 6 weeks fetus to be_
Sensitising event « Genetic studies 6251U AllRh D 351 Rh D negative)
immunoprophylaxis (chorionic villus As soon as practical within | negative - FMH: fetomaternal haemorrhage; IM: intramuscular; 1U: international units; IV: intravenous; NIPT: non-invasive prenatal
after 12*¢ weeks of sampling, 72 hours. If delayed beyond | women with testing
pregnancy amniocentesis and 72 hours, the dose should no preformed ) o L ) '
cordocentesis) be given up to 10 days from | anti-D anti-D - refers to circulating antibodies; RHD - refers to genotype; Rh D immunoglobulin - refers to the product;
o Abdominal trauma the sensitising event, but antibodies Rh D positive/negative - refers to blood type
considered sufficient to | May have lower efficacy (unless NIPT
cause fetomaternal For ongoing uterine for fetal ’_QHD
haemorrhage, evenif | bleeding alone, a repeat has predicted
the fetus to be

FMH testing is negative | dose may be appropriate at
o Each occasion of 6 weekly intervals
revealed or concealed
antepartum
haemorrhage. Where
the woman suffers
unexplained uterine
pain the possibility of
concealed antepartum
haemorrhage (and the
need for
immunoprophylaxis)
should be considered

Rh D negative)

o External cephalic
version (successful or
attempted)

¢ Miscarriage or
termination of
pregnancy




Summary of clinical guidance

Care pathway for the prophylactic use of Rh D immunoglolbulin iim

[pregnancy care

Waoman s blood group and antibody
screen in pregnancy confirms

Rh D negative

Woman s blood group and antibody
screen in pregnancy confirms
Rh D positive

Antibody screen

positive for anti-D

Clinical history of
- Previous pregnancy

- Transfusion

- IV drug use/needle sharing
-RecentRhDIg
administration

Discuss withyour laborstory
to determine whether likely
o be passive or preformed

antibody

Like y prefomed anti-D

Rh Dlg not required. Seek
specialist obstetric advice and

manage as Rh D senstis=d
Consider NIFT for fetal RHD
status.

Antibody screen
negative for anti-D

From 11" weeks of
pregnancy
Determine fetal RHD status
via non-invasive prenatal
testing of materna |bload
sample from 11 weeks

“Fetusprediced tobeRhD
positive, or
-Testinconclusive, or

- Results unavailableor
uncertain

Rh Dlg not required

(All fetuses predicted

(At 28 weeks of pregnancy
Retest antibody screen and
administerfirst dose of Rh

Positive

Dlg6 25 IU. Dose @nbe
given beforeresults are

La\rai\ah\s

4| la boratery whe ther likely

Consider clinical history
and discuss with your

tobe passiveor
preformed antibody

¥

pregnancy
Administer second
doseof RhD Ig 625 1U

After birth
Cordblood or necretal

be—M0 | ikely preformed

Rh Dlgnot required.
Seek specialist
obstetric advice and
manageas khD
sensitised.

F

anti-D

testing todetermine
neonate(s) Rh D type

s !
Additional Rh D Ig for sensitising events in singleton
and multiple pregnancies
. Mo (One ormore neonates
Ghblg not required P—'thpusim . <
Administer Rh D |g 256U s soon as practical. If
First 22 weeks| |delayed beyond 72 hours the dose should be given
sternal bloodsamplefor of pregnancy | [upte 20days from the sensitising event, but may
volume of FMH have lower efficacy
\. J L J
( 7 (Administer Rh D 1g 625U a5 soon as practical
(administer Rh D Ig 6251U ’ 9525 P .
unless testing hasconfimed that they are not
towoman assoon as Between13 - o
man = " carmying an Rh D pasitive fetus. If delayed beyond
practical (witheutwaiting and 20 weeks °
72hours the dose shouldbe given uptoao days
for result of test for FMH) of pregnancy e
from the sensitising event, but may have lower
Ifdelayed beyond 7z eficac
hours the dose should be .. S .
i tood
grvenuptosacays g ™ (“Maternal bloodsamplefor volumeof FMH. )
- Administer Rh D g 625 IU as soon as practical
Tlarge FMH & miof fetal (withoutwaitingfor result oftest for FMH). If
red cells (12 mlof whole Afterzo delayed beyond 72 hours the dose shouldbe given
blood) confirmed, ol low weeks of Upt010 days from the se nsitising event, but may
lzboratory or medical pregnancy have lower efficacy.
advicarsgarding ~Iflarge FMH & ml of fetal red ce s (zml of
additional RhD Igto be whole blood) confirmed, follow laborstory advice
given L ) | regarding additional Rh D Iy to be given y,
A L J
FMH, Ig.i i 1L, i il units; IV, i
anti I} refers to din RHD - refersto Fh I positiveegative - refes 1o blood type.

This care pathwayis a snapshotof the dinical guidance contained within
universal access to MPT for fetal RHD s owtside: the scope of this quideline. The p

omganisations.
Adapted from NSW Health (z015)

1

. Rich i bersed on dincal vk d

Prophyla

ctic use of Rh D immuneglobulin in pregnancy care



Anti-D administration

* Routine prophylaxis at 28 and 34/40
625 1U (125ug)

* Sensitising events — within 72 hours
—T1 250 IU (50ug)
—T2/T3 625 IU (125ug)

* Postnatal if Rh D positive baby — quantify
fetomaternal haemorrhage to guide dose — give
within 72 hours



Routine Anti-D prophylaxis

Anti D Prophylaxis ([ ]Not required Print name:
(Rh D negative []28 weeks
STIEIEIL, If no, reason:
Designation: Signature:
Batch number:
|:| 3436 weeks Print name:
If no, reason:
Batch number: Designation: Signature:

https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-
record.pdf

Anti-D can be ordered from Red Cross or QML Blood Bank. Please record the
routine administration at 28 and 34-36 weeks on page a4 of the Pregnancy

Health Record (PHR). 625 IU (125 pg) is recommended for ALL Rh negative
women unless they are antibody positive.



https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf

Anti-D prophylaxis for sensitising
events

Any situation in which there is a risk of fetomaternal
haemorrhage

* Miscarriage

* ToP (mToP after 10/40 or sToP)

* Ectopic pregnhancy

* Molar pregnancy

* CVS, amniocentesis or other invasive fetal intervention

* External cephalic version

 Abdominal trauma

* Antepartum haemorrhage



Anti-D administration

 Order via QML blood bank

— https://www.gml.com.au/
—download and complete Anti-D request form

—email completed form to
http://QML_BriBBLab@gml.com.au

— Anti D delivered the next business day
—Enquiries 07 3146 5122



https://www.qml.com.au/
http://QML_BriBBLab@qml.com.au

Request for Anti-D

Immunoglobulin Injection

Please email completed form to QML Pathology Blood Bank on QML_BriBBLab@gml.com.au.
For further information, please call QML Pathology Blood Bank on (07) 3146 5122.

Date:

Name of person requesting:

Contact Phone No.:

Delivery Address:

Requesting Doctor:

Patient Details

Patient Name:

Date of Birth:

D Mini Dose Anti-D 250 1U
Quantity:

Stock

Quantity:

Quantity:

D Mini Dose Anti-D 250 U

D Standard Dose Anti-D 625 U

Standard Dose Anti-D 625 1U
Quantity:

PRESCRIPTION ONLY MEDICINE
KEEP OUT OF REACH OF CHILDREN

DD

KEEP OUT OF REACH OF CHILDREN

PRESCRIPTION ONLY MEDICINE

(D)

VF

Email completed form to:
QML_BriBBLab@gml.com.au

Orders will be processed once daily and
dispatched the following business day.

For j ly
Pasteurised and nanofiltered
Human Anti-D Rho

Immunoglobulin 250 IU

AUST R 76634
Australian Red Cross

[BLOOD SERVICE]

Mini-Dose
Anti-D 250 IU

For i y
Pasteurised and nanofiltered
Human Anti-D Rho
Immunoglobulin 625 1U

AUSTR 61217

Australian Red Cross

BLOOD SERVICE

csLumme
625 IU Hipenievosme CSL
RUSTRALA
Standard Dose
Anti-D 625 IU

Office Use Only
Packaged by:

Date: Time:

qgml.com.au

Specialist Diagnostic Services Pty Ltd (ABN 84 007 190 043) t/a QML Pathology PUB/MR/606, v5 (May21)

MPathology

Specialists in Private Pathology since the 1920s




Anti-D administration

* |f you do not have a QML service, Anti-D can
be ordered via Red Cross

—register to order Anti-D

— https://www.lifeblood.com.au/contact - health-
professionals

—phone 07 3838 9010



https://www.lifeblood.com.au/contact#health-professionals
https://www.lifeblood.com.au/contact#health-professionals

Anti-D administration

* |f you don’t have access to anti—D, please
contact and refer the woman to:

— Hospital ED for early pregnancy bleeding
— Maternity Assessment Unit for routine prophylaxis

* If bleeding or this is 28/40 injection, send with
copy of recent blood group and antibody result

* Blood group & antibody test not required for
34/40 injection if done at 28/40



Changes to Anti D use

* Insufficient evidence to support use of Rh D
immunoglobulin in bleeding prior to 12 weeks gestation
in an ongoing pregnancy unless bleeding is repeated,
heavy or associated with abdominal pain or significant
pelvic trauma

* If pregnancy requires curettage or spontaneous
miscarriage occurs, 250 U (50ug) Rh D immunoglobulin
should be given

* If miscarriage or termination after 12 weeks gestation,
625 IU (125 pg) Rh D immunoglobulin should be offered

https://www.blood.gov.au/anti-d-0
https://ranzcog.edu.au/resources/statements-and-guidelines-directory/



https://www.blood.gov.au/anti-d-0
https://ranzcog.edu.au/resources/statements-and-guidelines-directory/
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