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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 Iodine recommendation

• NHMRC recommends all women who are 
pregnant, breastfeeding or considering pregnancy, 
take an iodine supplement of 150 micrograms (μg) 
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


Iodine supplementation

• Iodine 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

• Iodised salt recommended for women of 
childbearing age 

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

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


Omega-3

• If women are low in omega-3, 800 mg DHA and 100 mg 
EPA per day may reduce their risk of preterm birth

• SA Pathology-SAHMRI collaboration assessing the 
feasibility of identifying women who are low in omega-3 
and may benefit from omega-3 supplementation to 
reduce their risk of early birth

• Testing available in Qld but no MBS rebate and result 
may be difficult to interpret

sahmri.org/omega3

https://www.health.gov.au/resources/pregnancy-care-guidelines

https://sahmri.blob.core.windows.net/communications/sahmri.org/practitioner-omega-3-information-november-2021.pdf
https://www.health.gov.au/resources/pregnancy-care-guidelines


https://www.health.qld.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 and K36 in all women

– K20, K26-28 and K34-36 if high risk

https://www.health.qld.gov.au/qcg
https://www.health.gov.au/resources/pregnancy-care-guidelines

https://www.health.qld.gov.au/qcg
https://www.health.gov.au/resources/pregnancy-care-guidelines


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

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


https://www.true.org.au/education

https://www.true.org.au/education


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

• can be given during any stage of 
pregnancy

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

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


COVID-19

RANZCOG and ATAGI recommend

• bivalent COVID-19 vaccine (Original/Omicron BA.1 or 
Original/Omicron BA.4/5) for primary course and 
booster doses

• can be given at any stage of pregnancy, breast 
feeding or planning a pregnancy

• can be given at the same time as Influenza vaccine

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

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


Vaccination in pregnant women

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

• Women who receive a recommendation from 
their health care provider are more likely to 
receive vaccines

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



Pregnancy Health Record

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 pregnancy 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

• Ngarrama Maternity Services 

• Ngarrama Allied Health

• Ngarrama Family Service 

• Women’s Business Gynaecology Shared 
Pathway

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





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/refer-your-patient-page/gp-events/education-resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources


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/refer-your-patient-page/gp-events/education-resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources


Thyroid Tips
• Routine TSH in pregnancy is not recommended

• 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

• TSH 2.5 - 4.0, repeat TSH, measure fT4, fT3 & 
anti-thyroid antibody titres

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

• If TSH > 10.0, measure anti-thyroid antibody 
titres and commence thyroxine 100mcg daily

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources


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/refer-your-patient-page/gp-events/education-resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources
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HYPOTHYROIDSIM 
Increase weekly dose by 30% 
Check TFTs 4 weekly in first 
trimester and 6 - 8 weekly 
thereafter 
Maintain TSH 0.5 - 2.5 mIU/L 

HYPERTHYROIDSIM 
Routine screening not 
recommended (see page 2). If 
screening indicated, measure TSH. 

SPECIALIST REVIEW 

TSH < 0.1 TSH 0.1 – 2.4 TSH 2.5 – 3.9 TSH 4 - 10 TSH > 10 

Repeat TSH 
and measure 
fT4, fT3, 
TRAB, TSI 

Normal, no treatment 
or further testing 

TRAB + TSI 
neg but 
fT4/fT3 > 1.5 
ULN 
 

Likely gestational hyperthyroidism 
Refer to page 3 of protocol 

NO YES 

TRAB + TSI 
neg, fT4/fT3 
< 1.5 ULN  

Repeat TSH and measure 
fT4, fT3 and Abs 

TSH 4 -10 Ab pos  
TSH 2.5 – 4.0 

Ab neg 
TSH < 4 
 

Ab pos 
TSH < 2.5 
 
 

Thyroxine 100mcg 
daily 

Thyroxine 50mcg 
daily 
 

Measure fT4, fT3 and Abs 

No treatment, monitor 
TSH each trimester 

TRAB 
&/or TSI 
pos 

TSH > 10 

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources


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


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 25OH-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
• > 50 nmol/L - 400 IU vitamin D (cholecalciferol) 

daily as part of pregnancy multivitamin

• 30 - 49 nmol/L - 1000 IU daily

• < 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

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


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
• Caesarean birth



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
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https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/maternal-
fetal-medicine

https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/maternal-fetal-medicine


https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/maternal-
fetal-medicine

https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/maternal-fetal-medicine


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
• Caesarean birth



Obesity guidelines

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

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


Risks of high pre-pregnancy 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

• It is recommended that all women are weighed at each 
visit

• Advise women of their target weight gain based on 
pre-pregnancy BMI (Refer to page a9 PHR)

• Refer all women with BMI ≥ 25 to a dietician

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 

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/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/health-professionals/healthy-pregnancy-healthy-baby

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




First visit to GP 

• 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/HbA1c – 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





First visit to GP

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

• Antenatal thromboprophylaxis if obese and  
additional risk factors for VTE

• 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) 

• Leading cause of direct maternal death in 
Australia 2006 – 2016

• Assess for VTE risk at every antenatal and 
postnatal visit

• Thromboprophylaxis according to risk

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

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


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

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


VTE assessment 







Pink group – first trimester

• Kate – a 34 year old G3 P2 has an unplanned 
pregnancy

• It 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?



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

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


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

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+6 weeks or less 250 IU

o > 13 weeks 625 IU



Pregnancy of unknown location (PUL)

• An Intrauterine pregnancy (IUP) is one where a 
yolk sac is seen – no yolk sac = a PUL

• If there is no yolk sac, especially if the       

B-hCG is > 800-1000 mIU/mL, be cautious 



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

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 IUP 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 pregnancy

– 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



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

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

• 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



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

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




https://www.ms2step.com.au/

https://www.ms2step.com.au/




Metro North ToP Nurse Navigator

• Clinical Advice Line (GPs only) 

oMonday – Friday  08:30 – 15:30 

oPhone: 1800 569 099

oEmail: http://metronorthtop@health.qld.gov.au

ohttps://metronorth.health.qld.gov.au/refer-
your-patient/clinic-advice-line

http://metronorthtop@health.qld.gov.au
https://metronorth.health.qld.gov.au/refer-your-patient/clinic-advice-line


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 quantitative B-HCG, blood group and Rh status, current 
CST



Metro North ToP Nurse Navigator



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



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

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


Fetal RHD Non-invasive prenatal analysis 
(NIPA)

• funded for women who :

o are Rh D alloimmunised

o have previous obstetric indications e.g., FMH, IUFD

o are non-sensitised and have a relative contraindication 
to anti-D e.g., allergy; cultural/religious belief

• performed from 12 weeks

https://www.blood.gov.au/testing-maternal-blood-determine-fetal-rhd-genotype

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

https://www.blood.gov.au/testing-maternal-blood-determine-fetal-rhd-genotype
http://www.health.qld.gov.au/qcg/


Anti-D administration
• Routine prophylaxis at 28 and 34/40 

– 625 IU (125μg) IM

• Sensitising events – within 72 hours
– First 12+6 weeks 250 IU (50μg) IM

– From 13+0 weeks 625 IU (125μg) IM

– From 20 weeks 

• quantify fetomaternal haemorrhage (FMH) 

• 625 IU (125μg) IM

• if FMH ≥ 6 mL, give additional anti-D as advised by 
laboratory/Obstetrician/MFM Specialist

• Postnatal if Rh D positive baby 
– Mother - quantify fetomaternal haemorrhage (FMH)

– 625 IU (125μg) IM 

– if FMH ≥ 6 mL, give additional anti-D as advised by 
laboratory/Obstetrician/MFM Specialist

– Baby – Direct Antiglobulin Test (DAT)



Routine anti-D prophylaxis

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 a10 of the Pregnancy 

Health Record (PHR). 625 IU (125 μg) 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


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 pregnancy

• Molar pregnancy

• CVS, amniocentesis,cordocentesis

• External cephalic version

• Abdominal trauma

• Antepartum haemorrhage



Anti D use in miscarriage and ToP

• Insufficient evidence to support use of Rh D 
immunoglobulin in bleeding prior to 12+6 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 IU (50μg) Rh D immunoglobulin 
should be given

• If miscarriage or termination after 13 weeks gestation, 
625 IU (125 μg) 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/


Anti-D administration

• Order via QML blood bank
– https://www.qml.com.au/

– download and complete Anti-D request form

– email completed form to 
http://QML_BriBBLab@qml.com.au

– Anti D delivered within 3 business days

– Enquiries 07 3146 5122

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




Anti-D administration

• If 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


Anti-D administration

• If 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
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“The beginning of something is 
always important, especially when 

it is young and needs time to 
grow”

Plato



18 yr

G4P0M2T1

K17

“I just found that I was pregnant 

two weeks ago, I’m just so 

anxious about it all, I’m not sure 

if want to do this”



G2P1

Planned pregnancy

9/40

“I am so sick, I can’t function, 
nobody understands how bad it is, I 
just want to die, I don’t want this 
baby…”





What is Infant Mental Health?
Refers to the mental health and emotional wellbeing of the baby from birth until 4 years

• Refers to the capacity of the infant to form close and secure relationships
• Is the ability for the infant to express, experience and regulate their emotions

Perinatal 
Mental Health Infant Mental 

Health
Family – Infant 
Relationship

Community



The importance of an 
attuned relationship

Still Face Experiment: Dr 
Edward Tronick

Still Face Experiment Dr 
Edward Tronick -

YouTube

https://www.youtube.com/watch?v=YTTSXc6sARg


What is Perinatal mental health?
Perinatal mental health refers to parents’ mental health from preconception until 12 months after the end of pregnancy

Perinatal 
Mental 
Health

Infant Mental 
Health

Parent – Infant 
Relationship

Conception

After birth
(Postnatal)

Pregnancy
(Antenatal)

Aged 1

Preconception

Birth

Perinatal Period

Community



G9P0M8 

24/40

“I have lost so many pregnancies, 
even though this one was IVF, I 
just can't stop thinking something is 
wrong all the time, I’m crying, 
I can’t go to sleep, I wake up all the 
time, I’m just so emotional, 
I can’t concentrate on my 
work, I’m exhausted…. I have had a 
few scans; they help for a 
few days…I am not even sure if I 
can keep this pregnancy”



26yo

G1P0

17/40

Post Lap Sleeve Gastrectomy 
8/12 ago

Current BMI 42 (lost 41kg)

“Doctors told me 
I can’t get pregnant. I just 
found out I am pregnant, I 
am in shock, I always wanted 
to have a baby, 
but its too soon, I am not 
ready…”



Screening
EPDS

◦ Not a diagnostic tool – validated screening tool – avail in 

50 languages

◦ Previous 7 days

◦ Implemented as a tool in all maternity and child health 

settings so widely understood (vs K10)

◦ All women should complete the EPDS at least once, 

preferably twice, in both the antenatal period and the 

postnatal period (not validated prior to 6 weeks 

postpartum to allow for expected adjustments)

◦ A score of 13 and above indicates the need for further 

exploration of current symptoms +/- referral for specialist 

assessment

◦ High scores in Q 3,4 and 5 suggest possible symptoms of 

anxiety

◦ Positive score to Q 10 - further exploration to assess risk 

for self harm and safety management



What is a perinatal mental health assessment?



What do we consider in a perinatal assessment ?

Organic: 

knowledge of common perinatal 
comorbidities: GDM, deficiencies, 
foetal growth, abnormalities, birth 

complications, pregnancy/birth 
trauma, impacts of protracted 

labour on BF, medications 
(oxytocin) HG/NVP, sleep 

deprivation

Substance use : 

Risk of use/relapse in 
pregnancy and 

postpartum, medication 
use in pregnancy and BF 
and impacts on foetus

Psychotic spectrum : 

Puerperal psychosis has unique 
features. Obsessional guilt, 

hypochondriacal, mixed features, 
overvalued ideation 

Affective Disorders:

Highest risk for first 
presentation manic features 
in early postpartum, wired 
and tired, rage, irritability –
ability to push through/care 

for infant minimises 
identification of depressive 

features

Anxiety, trauma, eating disorder, OCD: 

Impact of past childhood trauma (ACE) on pregnancy 
and entering parenting: Impact of restriction/bulimia on 

pregnancy, likelihood feeding difficulties, birth 
complications, frequent presentations – impact on 

infant from exposure to anxious/dysregulated 
mother/caregivers – unnecessary medical intervention 

for baby

Personality Factors:  

Always accentuated under high 
stress for any person this equates 

to the entire perinatal period.

additional support required in the 
perinatal period (suicide risk being 
minimised because there was hx

suicide/DSH behaviours and 
emotional dysregulation);   

Social Support/ family structure  
(previous knowledge of MI, witnessing 

relapse by partner, family)



26 yo
G1P1 SVD
5 days postpartum

“ I’m crying all the time and feel 
so worried about everything, I 
am so tired, I can’t do this, 
I can’t think, I can’t eat, I can’t stop 
this baby crying, I don’t know 
what I’m doing, I think they’d be 
better off without me”



Common perinatal psychiatric complications
from “Infanticide and Filicide: Foundations in Maternal Mental Health Forensics, Wong & Parnham, 2021



G3P2M1
2 weeks postpartum

“The first 2 weeks were okay, I felt 

good but then I wasn’t sure, I kept 
checking the red book”…
“Something is wrong with her, 
and doctors and nurses tell me she 
is fine..”
“now I can’t look at her 
without analysing what is wrong”
"I just can’t sleep"
"She is not mine – I think they 
have changed the baby”
“I can’t trust anyone – nurse came 
to our house for a check…"



Can women 
take 
psychotropics 
in pregnancy 
and 
breastfeeding?

The simple answer is 

YES
• Most psychotropics are Category C 

medications

• Research shows low risk for foetal
abnormality and well-established 
clinical evidence base.  

• CAT B – not better – less info

• Avoid CAT D

We need to balance the risk to maternal 
mental health and the unborn baby



Challenges and Dilemmas
• 50-75% of depressed women relapse if cease medication 

(Marcus 2005, Cohen 2006)

• 90% BPAD relapse if cease medication antenatally

• Yet, 50% women are advised to or self-cease medication 
without supervision

• Potential complications for mother/baby no matter what you 
do with the medication



26 years old

G1P0

Unplanned pregnancy

7/40
Schizoaffective Disorder

Cluster B personality traits

Substance use, recently closed from the 
community mental health team into GP care.

Medications:

Abilify 10mg nocte
Zuclopenthixol Depot 200mg IMI 2 weekly
Fluoxetine 30mg





Source: https://tgldcdp.tg.org.au/

https://tgldcdp.tg.org.au/


Meds in pregnancy
• Selective serotonin reuptake 

inhibitors or serotonin–
norepinephrine reuptake inhibitor 
medications are not associated 
with higher rates of birth defects or 
long-term changes in mental 
development after adjustment for 
confounding factors associated 
with underlying psychiatric illness.

• Lithium exposure is associated with 
an increased risk for fetal cardiac 
malformations, but this risk is lower 
than previously thought (absolute 
risk of Ebstein's anomaly 6/1,000).

• Antipsychotics, other than 
risperidone and potentially 
paliperidone, have not been 
associated with an increase in birth 
defects; olanzapine and quetiapine 
have been linked with an elevated 
risk of gestational diabetes.

• Untreated maternal psychiatric illness also 
carries substantial risks for the mother, 
fetus, infant, and family.

• The goal of perinatal mental health 
treatment is to optimally provide 
pharmacotherapy to mitigate the somatic 
and psychosocial burdens of maternal 
psychiatric disorders.

• Regular symptom monitoring during 
pregnancy and postpartum and medication 
dose adjustments to sustain efficacy 
constitutes good practice.

• Due to the dramatic physiological changes of 
pregnancy and enhanced hepatic 
metabolism, drug doses may need to be 
adjusted during pregnancy to sustain 
efficacy.

Betcher, H. K. and K. L. Wisner (2020). "Psychotropic 
treatment during pregnancy: Research synthesis and 
clinical care principles." Journal of Women's 
Health 29(3): 310-318.



SSRI Neonatal “withdrawal” symptoms = 
serotonin discontinuation syndrome
• Central nervous system (motor restlessness, jittery baby, 

yawning, tremors, poor sleep, crying, convulsions)

• Respiratory (respiratory distress)

• Gastrointestinal (diarrhoea, feeding problems, reflux and sneezing, vomiting,

• jaundice)

• Onset within 3-4 days post-partum (half life of meds)

• Usually last a few days

BUT

• 10% control babies have similar symptoms

• 30/100 may experience and dose related

• Babies of depressed women exhibit greater neonatal irritability and poorer 
neonatal adaptation



Effects of untreated antenatal anxiety and 
depression on the developing foetus

• Effects on fetus's developing HPA axis (? transplacental 
passage of stress hormones)

• Decreased serotonin and dopamine

• Increased cortisol and noradrenaline

• Foetal neurological development (neural tube defects/ birth 
weight/head circumference)

• Newborns – decreased motor tone/increased 
irritability/decreased alertness

• Relationship between antenatal anxiety and “difficult” or 
“negative” infant behaviors in first few months of life 
controlling for postnatal mood, SES etc

*Changes in the Maternal Hypothalamic-Pituitary-Adrenal Axis in Pregnancy and Postpartum: Influences on Maternal 
and Fetal Outcomes, Duthie L, Reynolds R, Neuroendocrinology (2013) 98 (2): 106–115.



Adverse outcomes of untreated mental illness on mothers
• Bonding with infant

• Risk factors for impaired maternal-
infant bonding may include 
negative thoughts about the 
pregnancy during the antenatal 
period and primiparity

• Marital discord

• Suicidality ●Suicidal ideation –
●Suicide attempts - Suicide 
deaths

• Harming the baby — Postpartum 
depression may lead to thoughts 
of harming the baby, but is rarely 
associated with infanticide.

• Thoughts of harming the baby –
Rumination about harming the 
baby can occur in postpartum 
depression

• Patients may describe these 
thoughts as “scary” or frightening, 
and typically express no intent of 
wanting to harm their infant

• Thoughts of harming the baby are 
generally experienced as unwanted, 
unacceptable (ego dystonic), and intrusive, 
and are usually not revealed unless patients 
are questioned directly

• Rumination about harming the baby may be 
due to postpartum psychosis and should 
prompt an evaluation for psychotic 
symptoms such as delusions or 
hallucinations. As part of the assessment, 
clinicians need to distinguish rumination 
about harming the baby without intent (an 
unwanted intrusive thought), from 
rumination with intent, which is often seen 
in postpartum psychosis.

• Infanticide – Infanticide is a rare event. 2 to 
7 per 100,000 infants

• Neonaticide, infanticide, filicide

• Recurrent depression



Maternal Deaths - AIHW

3x risk new onset cases depression in 
first few weeks post-partum

30x risk of 1st psychotic episode in 1st

month postpartum

Suicide leading cause of maternal 
perinatal morbidity c/w cardiac and 
other causes; 



39 yo
G1P1 
12 weeks post elective CS

“I wanted this baby so badly for 
so long… I was going to do it on my own, 
I am so tired and feel so guilty that 
every-time he breast feeds I feel this 
rage and resent towards him… I feel like 
throwing him against the wall…I am a 
terrible mother, I did not even give 
him a normal birth”



Adverse Outcomes of untreated maternal MH for 
the baby

• Breastfeeding

• Abnormal development

• Physical health

• Growth

• Brain structure — Based upon magnetic resonance imaging, 
maternal postpartum depression is associated with smaller 
total grey matter volumes in infants, including thinner cortices in 
the frontal and temporal lobes

• Temperament —difficult infant and childhood 
temperament with inconsolability, irritability, fussiness, 
demanding behaviour, problems regulating negative affect, and 
unusual sensory sensitivities

• Sleep — Mothers with postpartum depression may be less likely to 
properly position their infants for sleep (babies should be placed on 
their backs) ; problematic sleeping patterns in the infant, such as 
night-time awakenings and disorganized sleep



Adverse Outcomes of untreated maternal MH for 
the baby
• Bonding with mother

• Motor functioning

• Vaccinations — It is not known 
whether children of depressed 
mothers are less likely to receive 
vaccinations, due to conflicting 
results across studies

• Maternal safety practices —
Postpartum depression may be 
associated with decreased use of 
infant car seats and electrical 
outlet covers, and thus 
compromise infant safety

• Cognitive impairment —
Postpartum maternal depression 
is associated with cognitive 
impairment in the offspring, 
including general cognitive 
performance, as well as executive 
functioning, intelligence, and 
language development

• Executive functioning —Intelligence

• Language development

• Academic achievement - As an example, 
failing to achieve a passing grade in 
mathematics was 1.5 times more likely in 
the adolescent offspring of mothers with 
postpartum depression than the 
offspring of nondepressed mothers

• Psychopathology

• Externalizing problems – Symptoms of 
oppositional defiant disorder, conduct 
disorder, and/or attention deficit 
hyperactivity disorder

• Internalizing problems – Symptoms of 
anxiety disorders and depressive 
disorders



Perinatal / Birth Trauma
• Infertility and perinatal loss exacerbate anxiety in the pregnancy

• History of Adverse Childhood experiences (>4) increases the risk 
of women reporting perinatal trauma

• Societal expectation that their baby is okay so they should be too

• The injuries cant be seen but the impact on emotional health can 
be significant

• Not always an injury….feeling out of control, not being heard, 
being dismissed/shamed equally traumatising

• 1 in 3 women find their birth traumatic

• 5% will develop PTSD

• Not always “screened in” on EPDS

Mackle, T., Colodro-Conde, L., Braun, A et al. “Echoes of a dark past” is a history of maternal 
childhood maltreatment a perinatal risk factor for pregnancy and postpartum trauma experiences? 
A longitudinal study. BMC Pregnancy Childbirth 23, 397 (2023). https://doi.org/10.1186/s12884-
023-05714-2



G1P1 
9 weeks postpartum

“Everyone expects me to be happy as I have 
a healthy baby, no-one wants to talk about 
that this baby nearly killed me…. I remember 
the panic and them sending him out…and 
seeing the blood everywhere…I was so sick I 
don’t remember seeing her till she was about 
5 days old, I just feel so sad, everyone 
else had held my baby but me….you 
don’t expect to be told at 24 that you 
were given a hysterectomy”



SUMMARY

• Assessment (maternal-infant relationship, Obs Hx, 
Family support)

• Diagnostic criteria

• Red flags, Risk assessment - broad

• Treatment

• Referrals, Liaison

• Resources



Source: COPE Guidelines 
(COPE_2023_Perinatal_Mental_Health_Practice_Guideline.pdf)

https://www.cope.org.au/wp-content/uploads/2023/06/COPE_2023_Perinatal_Mental_Health_Practice_Guideline.pdf


QLD Inpatient 
Mother Baby Units

◦ Lavender Mother and Baby Unit, 
GCUH

◦ Belmont Private Hospital 
(treatment for perinatal 
disorders)

◦ Catherine’s House for Mothers, 
Babies and Families – Mater 
Health

https://www.goldcoast.health.qld.gov.au/our-services/lavender-mother-and-baby-unit


• Therapeutic Guidelines, Psychotropic, 2021 
https://tgldcdp.tg.org.au/

• Health Care Professionals - MGH Center for Women's 
Mental Health Center for Women's Mental Health at 
MGH (womensmentalhealth.org)

• Pregnancy and Breastfeeding Medication Guide
thewomenspbmg.org.au. Subscription required. 

• Printable leaflets Printable leaflets 
(choiceandmedication.org). Subscription required.

• Lactmed Drugs and Lactation Database (LactMed®) -
NCBI Bookshelf (nih.gov)

https://tgldcdp.tg.org.au/
https://womensmentalhealth.org/
https://thewomenspbmg.org.au/
https://www.choiceandmedication.org/queenslandhealth/printable-leaflets/drugs-in-pregnancy/
https://www.ncbi.nlm.nih.gov/books/NBK501922/


Resources for Dads

• SMS4DAD

• Peach tree

• Men with a Pram

• Beyond Blue

• PANDA

• DadBooster DadBooster - DadSpace

• A guide for dads: Caring for everyone during perinatal 
mental illness A guide for dads: Caring for everyone during 
perinatal mental illness (nsw.gov.au)

https://www.dadspace.com.au/programs/dadbooster/
https://www.health.nsw.gov.au/mentalhealth/services/parents/dads/Pages/default.aspx


Perinatal Wellbeing Team
Metro North

• Intake Officer Mon- Fri 0830-4pm:

07 3146 2525

• Email:

Perinatal-Mental-Health@health.qld.gov.au

• Website and referral form:

Perinatal Mental Health - Metro North Health

mailto:Perinatal-Mental-Health@health.qld.gov.au
https://metronorth.health.qld.gov.au/hospitals-services/mental-health-services/perinatal-mental-health


Some Useful Resources

• For children:

• www.zerotothree.org

• www.raisingchildren.net.au

• www.whatwerewethinking.org.au

• www.circleofsecurity.net

• https://territoryfamilies.nt.gov.au/child
ren-and-families/tune-in-to-little-ones

http://www.zerotothree.org/
http://www.raisingchildren.net.au/
http://www.whatwerewethinking.org.au/
http://www.circleofsecurity.net/
https://territoryfamilies.nt.gov.au/children-and-families/tune-in-to-little-ones


cont
• COPE: Centre of Perinatal Excellence

• www.panda.org.au

• www.beyondblue.org.au

• www.blackdoginstitute.org.au

• http://mothersmatter.co.nz/

• https://stayinontrack.com/

• Pregnancy and Infant loss support Bears of Hope

• SANDS - MISCARRIAGE STILLBIRTH NEWBORN DEATH SUPPORT

• http://www.birthtrauma.org.au

• Rainbow Families

• Louis Theroux: Mothers on the Edge

https://www.cope.org.au/
http://www.panda.org.au/
http://www.beyondblue.org.au/
http://www.blackdoginstitute.org.au/
http://mothersmatter.co.nz/
https://stayinontrack.com/
https://www.bearsofhope.org.au/
https://www.sands.org.au/?gclid=EAIaIQobChMIoLrg7OuFgQMV0TFgCh25mAYaEAAYASAAEgJ72_D_BwE
http://www.birthtrauma.org.au/
https://www.rainbowfamilies.com.au/


Saturday 2nd September 2023

Complex Case Studies



Red group - complex

• Jessica is now 9 weeks pregnant with twins. She 
looks pale and ill at ease as she walks into the 
consulting room

• Her partner, Luke is with her, looking agitated.  
“She’s been spewing her guts up doc; you’ve got 
to help! The chemist gave her some vitamins, 
which haven’t helped at all”

• Her BP is 90/60 sitting, 80/55 standing, her PR 
is 104 and she reports that she isn’t passing 
much urine. You notice a suspicious bruise as 
you take her blood pressure

• Outline your approach



Nausea and vomiting of pregnancy

• Nausea - most common GI symptom of 
pregnancy, occurring in  80 - 85% of 
pregnancies 

• Associated with vomiting in approx. 52% 

• ~ 90% report cessation of symptoms by 16 
- 20 weeks

https://www.health.gov.au/resources/pregnancy-care-guidelines

https://www.health.gov.au/resources/pregnancy-care-guidelines


Nausea and vomiting in pregnancy

• Only 11 - 18% of women report having 
nausea & vomiting confined to the mornings

• Hyperemesis gravidarum is not common, 
affecting 0.3 - 1.5% of women

• Discontinuing iron 
supplementation/multivitamin may improve 
symptoms

• Continue iodine and folate if possible

https://www.health.gov.au/resources/pregnancy-care-guidelines

https://www.health.gov.au/resources/pregnancy-care-guidelines


NEMO Maternal Health > ‘Managing morning sickness’ fact sheet
https://www.health.qld.gov.au/nutrition/patients

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


https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf

https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf


https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf

https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf


Nausea and vomiting in pregnancy 
• Anti-emetics 

– ginger 250mg QID

– vitamin B6 (Pyridoxine) 10 - 25mg TDS – QID

– doxylamine, metoclopramide, prochlorperazine

– ondansetron (second-line)  

• Acid suppression

– famotidine, nizatadine or omeprazole

• Manage/prevent constipation 

– docusate sodium

https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf

https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf
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Royal Brisbane and Women’s Hospital 

Emergency & Trauma Centre (ETC) 
 

VOMITING IN EARLY PREGNANCY 
(VEP) CLINICAL PATHWAY 

(Affix patient identification label here) 

URN: 

Family Name: 

Given Names: 

Address: 

Date of Birth: Sex:      M      F      I 
INCLUSION CRITERIA EXCLUSION CRITERIA 

 <14 weeks pregnant with nausea & vomiting 
 >14 weeks pregnant documented history of 

      Hyperemesis this pregnancy 

 Per Vaginal (PV) bleeding 
 Lower abdominal pain without USS confirmed                                                   

 location of pregnancy 

Respiratory Rate 
(RR): ......................... /min 

Blood pressure 
(BP): ............... / ..................  

% Weight loss -............................    
[(Pre-pregnancy weight – current weight) ÷ pre-pregnancy weight] x 100 

RED FLAGS – If present for Consultant review & consider early referral to Obstetric Medicine 

 HR <50 or >120                              Ataxia    Altered consciousness 
 Systolic BP <80 or >130                     Headache  Visual disturbance              
 HISTORY & EXAMINATION: Documentation of  

  Gestation      Previous pregnancies with hyperemesis 
  USS findings this pregnancy                   Current treatment for Early Pregnancy Vomiting  
  Medical conditions     Complete PUQE tool and record score  

Pregnancy Unique Quantification of Emesis (PUQE) index  

Total score is sum of replies to each of the three questions. PUQE 24 score: Mild ≤ 6; Moderate = 7-12; Severe= 13-15 
Motherisk PUQE – 24 scoring system: 

In the last 24 hours, how long have you felt 
nauseated or sick to your stomach? 

Not at all 
(1) 

1 hour or 
less (2) 

2-3 hours 
(3)  

4-6 hours 
(4)  

More than 
6 hours (5)  

In the last 24 hours have you vomited or thrown 
up? 

7 or more 
time (5)  

5-6 times 
(4)  

3-4 times 
(3)  

1-2 times 
(2)  

I did not 
throw up 
(1)  

In the last 24 hours how many times have you had 
retching or dry heaves without bringing anything 
up? 

No time (1)  1-2 times 
(2) 

3-4 times 
(3)  

5-6 times 
(4)  

7 or more 
times (5)  

How many hours have you slept out of 24 hours? ...............  Why? ................................ ................................ ................................ ................................ .  
On a scale of 0 to 10, how would you rate your wellbeing? ...................... (0 worst possible ≤  10 the best you felt before pregnancy)  
Can you tell me what causes you to feel that way? ................................ ................................ ................................ ................................ ...............................   

Initial management in the ETC 
 Urine – Dipstick and ketones; M/C/S - if indicated 
 Bloods – FBC, CHEM20, BHCG if no previous level (TFTs if representation &  not completed this  

 pregnancy) consider antenatal screen for complex social patient if not done. 

 IVC – 1L Normal Saline STAT then 1L Normal Saline 250 ml/hr or as clinically appropriate 
 Stat medications (as appropriate in clinical context and with allergies) 

 Pyridoxine 25 mg PO         
 Antiemetic – one or both of Metoclopramide 10 mg IV/PO; Ondansetron 4 – 8 mg IV/PO 

 Thiamine 300 mg IV/PO      

 Refer to SSU – If no oral intake or symptom resolution after 1 hour of treatment  

 Consider USS Pelvis & Transvaginal – If there is another clinical indication      

Indications for referral to obstetric medicine (one or more of) 

 Severe electrolyte disturbance 
 Excess weight loss (5% or more) 
 Not tolerating oral medication or adequate intake within SSU after trial of IV fluids & medication  
 3rd presentation to ED within 2 weeks whilst on maximal medical management 
 Significant Comorbidity – Insulin Dependent Diabetes, Eating Disorder, BMI <18 
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Royal Brisbane and Women’s Hospital 

Emergency & Trauma Centre 
 

VOMITING IN EARLY PREGNANCY 
(VEP) CLINICAL PATHWAY 

(Affix patient identification label here) 

URN: 

Family Name: 

Given Names: 

Address: 

Date of Birth: Sex:      M      F      I 

Ongoing management in short stay unit (ssu) 

 Review investigations & treat identified issues – eg: Electrolyte derangement, UTI 

 Regular medications on arrival (as appropriate in clinical context and with allergies) 

             Pyridoxine 25 mg PO TDS                Metoclopramide 10 mg PO/IV TDS 

             Ondansetron 4–8 mg PO/IV TDS      Thiamine 100 mg PO/IV TDS 

             Doxylamine 12.5 mg PO Nocte (night and early morning vomiting)  
 If tolerated and severe symptoms, consider increasing to 25 mg nocte + 12.5 mg midday 
 

 Additional medications to consider: ................................ ................................ ................................ ................................ ................................ ...........................  

 Pantoprazole 40 mg daily prn if symptomatic of reflux (epigastric burning, burping etc)  

 Doxylamine 25 mg PO Nocte and 12.5 mg midday for sever case. 

 Coloxyl 120 mg - 2 tabs PO Nocte PRN for constipation 

 IV Fluids - Titrate to encourage oral intake. , Normal Saline or  Hartmann’s 125 ml/hr or as clinically 

appropriate 

 Weight & strict fluid balance  

 Patient to complete - MR 61079 Scoring Template for Edinburgh Postnatal Depression Scale (EPDS) 

Score of 13 and above please refer to Perinatal MH Service: Perinatal-Mental-Health@health.qld.gov.au 

Indications for discharge 

 Adequate oral intake  

 All abnormalities addressed and corrected (electrolyte derangement, dehydration) 

 Planned follow-up with GP or obstetrician within 72hrs 

 Discharge pack with Script, Early Pregnancy Vomiting Handout and medication advice 

Discharge script: Ensure the discharge medications reflects admission medications. 

 Metoclopramide 10 mg PO TDS  PRN; Qty 30 

 Ondansetron 4 mg tablet (not wafer) 1-2 PO TDS  PRN; Qty 30   

 Pantoprazole 40 mg PO daily prn Qty 30 

 Coloxyl 120 mg 2 tabs PO, Nocte, PRN; Qty 100 

 Pyridoxine 25 mg PO TDS; Qty 100 

 Doxylamine 25 mg ½ to 1 PO Nocte  +/- 12.5 mg Midday PRN; Qty 20 

Must be accompanied by EPV Handout with medication titration advice 

Short Stay Clinician to complete 

Name:
 ................................ ................................ ................................ ................................ .............  

Designation: ................................ ................................ ................................ ................  

Signature:
 ................................ ................................ ................................ ................................ .............  

Date: ............ /........... / ..........  
 



https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf

https://www.somanz.org/content/uploads/2020/07/NVP-GUIDELINE-1.2.20-1.pdf


Hyperemesis gravidarum 
• Examination

– PR, BP, temperature, weight, any signs of dehydration

– abdomen

– other e.g. CNS

• Investigations:

– FBC, BHCG, ELFTs, Mg, TFTs, HbA1c, lipase, urine M/C/S, USS 
to assess for multiple gestation and gestational trophoblastic 
disease

• Admission 

– IV rehydration +/- enteral/parenteral nutrition

– IV/SC anti-emetics

– consider corticosteroids

– monitor weight and fluid balance



Recognising Domestic and Family Violence

• Coercive control
– behaviours which instil fear and aim to control a person; can 

encompass many of the forms of abuse listed below
• Emotional

– constant put downs; ridiculing; name calling; humiliation; 
insults

• Sexual
– any forced or unwanted sexual activity

• Reproductive
– making decisions about another person’s body or coercing a 

person into making certain reproductive decisions
• Social

– Isolating a person from their support networks; controlling 
who they see, who they speak to 

• Financial/economic
– restricting access to money, employment

https://www.dvconnect.org/mensline/what-is-domestic-family-violence/

https://www.dvconnect.org/mensline/what-is-domestic-family-violence/


Recognising Domestic and Family Violence

• Psychological
– behaviour aimed at undermining person’s sense of self

• Physical abuse including property damage; pet abuse
– use of violence or threat of violence

• Tech/cyber
– using technology to bully, harass, intimidate; controlling who you can or 

cannot be friends with on social media; sending insulting messages online or 
over the phone

• Systemic 
– using systems such as the courts to continue to control, manipulate and 

abuse 
• Spiritual/Cultural

– not allowing you to practise your religion or cultural practices; attempting to 
justify violence or abuse with religious or spiritual practices

• Stalking
– includes monitoring, watching, following; outside home or workplace 

https://www.dvconnect.org/mensline/what-is-domestic-family-violence/

https://www.dvconnect.org/mensline/what-is-domestic-family-violence/


Management

• Organise a follow up appointment without 
partner if possible

• Indicate concerns on Maternity booking in 
referral



Mandatory reporting responsibilities

If a doctor or registered nurse forms:
• a reportable suspicion a child has suffered, is suffering, or is at 

unacceptable risk of suffering, significant harm caused by physical or 
sexual abuse and may not have a parent able and willing to protect 
the child from the harm. s13E Child Protection Act 1999

• a reasonable suspicion a child may be in need of protection; or an 
unborn child may be in need of protection after he or she is born. 
s13A Child Protection Act 1999

Child Safety Services’ Regional Intake Brisbane 1300 682 254 (business hours)
Child Safety After Hours Service Centre Queensland 1800 177 135
https://www.dcssds.qld.gov.au/our-work/child-safety/protecting-children/report-
child-abuse

https://www.dcssds.qld.gov.au/our-work/child-safety/protecting-children/report-child-abuse
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Department of Social Work Services, Allied Health RBWH  

Domestic Violence Services List – GP’s 
 

• Brisbane Domestic Violence Service (BDVS) – (07) 3217 2544  
o BDVS provides support to any adult (regardless of gender), young 

person or child to reach a stage where they are safe and free from fear 
of DFV in the Brisbane Local Government Area. BDVS provide a range 
of services including information and referral, crisis support, practical 
assistance, advocacy and counselling and emotional support 
https://www.bdvs.org.au  
 

• DVConnect (Womensline)  – 1800 811 811  
o 24/7 telephone crisis response for anyone identifying as a female, 

including the LGBTQ+ community. They provide emergency transport 
and safe accommodation (including for pets), safety planning, crisis 
counselling, information and referrals.                   
http://www.dvconnect.org/womensline/ 
 

• DVConnect (Mensline) – 1800 600 636  
o 9am – midnight, 7 days telephone crisis counselling and support for 

anyone identifying as male, including the LGBTQ+ community who may 
be experiencing or using domestic and family violence; information and 
referral to men’s behavioural change programs 
http://www.dvconnect.org/mensline/  
 

• 1800 RESPECT - 1800 737 732 
o Open 24 hours to support people impacted by sexual assault, domestic or 

family violence and abuse. 
https://www.1800respect.org.au 
  

• CADA Inc. – Centre for Domestic Abuse Inc. 
o Servicing Moreton Bay Region and surrounds 

https://www.cada.org.au  
o Caboolture (07) 5498 9533, Redcliffe (07) 3283 6930, Pine Rivers     

(07) 3205 5457 
 

• WWILD – (07) 3262 9877  
o Supports people with intellectual or learning disabilities who have 

experienced sexual abuse or have been victims of crime 
https://wwild.org.au  
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• Immigrant Women’s Support Service (IWSS) – (07) 3846 3490 
o Practical and emotional support to immigrant and refugee women from 

non-English speaking backgrounds who have experienced domestic 
and/or sexual violence 
http://www.iwss.org.au  

 

• Victim Assist Queensland (VAQ) – 1300 546 587  
o Access to support services and financial assistance to help victims of 

violent crime – including DFV – to recover 
https://www.qld.gov.au/law/crime-and-police/victims-and-witnesses-of-
crime  
 

• Q Life – 1800 184 527  
o Counselling and referrals focussed on the well-being of LGBTIQ people 

https://qlife.org.au  
 

• Men’s Information and Support Association Inc. (MISA) – (07) 3889 7312 
o Men’s information and support services https://misa.org.au  

 
• Women’s Legal Service – 1800 957 957  

o Free legal assistance for women in Queensland 
https://wlsq.org.au  
    

• Brisbane North Health Pathways has a localised Domestic and Family 
Violence Support Services health pathway  

o https://brisbanenorth.communityhealthpathways.org  
Username: Brisbane 
Password: North 

 
 
 
 
 
 

https://metronorth.health.qld.gov.au/refer-
your-patient-page/gp-events/education-
resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources


https://metronorth.health.qld.gov.au/refer-
your-patient-page/gp-events/education-
resources

https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-events/education-resources


Blue group - complex

• Kylie - age 32, presents anxiously for advice.  

Her 11 year old step-daughter, who stayed with 
her last weekend, has just been diagnosed with 
Chicken Pox.  Kylie is 17 weeks pregnant.

• Outline your approach

• What are current Australian recommendations 
for preconception, antenatal and postnatal 
vaccinations, not just Varicella? 



https://asid.net.au/publications

https://asid.net.au/publications


Varicella – exposure in pregnancy

• ‘Exposure’ 
– sharing home

– face to face > 5 minutes

– same room > 1 hour

• Check serology if uncertain past history of 
chicken pox or VZV immunisation

• If negative IgG, and
– Exposure < 96hrs earlier, give ZIG (order through Red Cross 07 

3838 9010)

– Exposure > 96hrs but < 10 days, give ZIG

– Exposure > 10 days no ZIG; give aciclovir if risk factors for 
maternal complications (> 20/40, lung disease, 
immunocompromised, smoker)



Varicella in pregnancy

• At risk times for baby:
– 12-28 weeks 1.4% risk of Fetal Varicella Syndrome (scarring of 

skin, low birth weight, prematurity, problems affecting limbs, 
brain and eyes) 

– 7 days before birth to 2 days after delivery

– >2 – 28 days after delivery in infants < 28 week gestation or < 
1000g

• At risk times for mother:
– risk of maternal complications throughout pregnancy

– give aciclovir if seen within 24 hours of onset of rash

– Risk higher if > 20 weeks gestation



Varicella in pregnancy

• Refer all women with Varicella in pregnancy

• Liaise by phone with the GP Liaison Midwife  to 
reduce risk to other pregnant women (isolation 
will be required)



Vaccination before, during, after...
• Preconception

– MMR, Varicella, Influenza, COVID-19

– Pneumococcus (for at risk women including smokers)

• During pregnancy
– Influenza, COVID-19

– dTpa at 20 - 32 weeks in each pregnancy

– Other inactivated vaccines if benefits of protection from 
vaccination outweigh the risks; avoid fever

– Only absolute C/I = smallpox, although all live attenuated 
vaccines are C/I because of hypothetical risk of harm

• Post partum
- MMR as required

- dTpa, Influenza, COVID-19 if not vaccinated during pregnancy

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

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


Cytomegalovirus (CMV)

• May be transmitted to baby and can have serious 
consequences 

• Limited evidence to support screening for CMV 
during pregnancy 

• Advise hygiene measures that reduce risk of 
infection including avoiding contact with 
children’s saliva or urine and hand washing after 
such exposure

https://www.health.gov.au/resources/publications/pregnancy-care-guidelines

https://www.health.gov.au/resources/publications/pregnancy-care-guidelines


Cytomegalovirus (CMV)

• Offer screening to pregnant women who have 
frequent contact with large numbers of very 
young children (e.g., childcare workers) – CMV 
IgG

• Offer testing to pregnant women if they have 
symptoms suggestive of cytomegalovirus that are 
not attributable to another specific infection or 
when imaging findings suggest fetal infection

https://www.health.gov.au/resources/pregnancy-care-guidelines

https://www.health.gov.au/resources/pregnancy-care-guidelines


Zika Virus

• Management of pregnant women

– inquire about travel history

– if history of travel to a Zika virus affected country 
during/immediately prior to pregnancy → evaluate

• Remind travellers to all areas where mosquito 
borne diseases are present to use mosquito bite 
prevention measures 

https://www.health.gov.au/diseases/flavivirus-infection-including-zika-virus
https://www.healthdirect.gov.au/zika-virus

https://www.health.gov.au/diseases/flavivirus-infection-including-zika-virus
https://www.healthdirect.gov.au/zika-virus


Zika Virus - Preventing sexual 
transmission

• Men who have travelled to Zika virus affected 
areas whose partner is pregnant:

– avoid unprotected sex for duration of pregnancy

• Men who have travelled to a high or moderate risk 
country whose partner is not pregnant:

– avoid pregnancy and unprotected sex for at  least six 
months

https://www.health.gov.au/diseases/flavivirus-infection-including-zika-virus
https://www.healthdirect.gov.au/zika-virus

https://www.health.gov.au/diseases/flavivirus-infection-including-zika-virus
https://www.healthdirect.gov.au/zika-virus


COVID-19

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

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




Green group – complex

• Amanda suffered postnatal depression in her first 
pregnancy which responded well to sertraline

• Despite several attempts at weaning her 
antidepressant medication, she copes much 
better when she is on it

• She has delayed having a second child due to fear 
of a return of depression

• Does she need to stop the sertraline? 
• Outline your care during and after pregnancy
• What resources are available to assist in care 

planning? 



Perinatal Mental Illness 

• Perinatal mental illness is a significant cause of 
morbidity and mortality, affecting maternal and 
neonatal outcomes, health of families and the 
community

• Early identification & appropriate intervention 
essential

• Suicide is a leading cause of maternal death in 
the developed world

In Qld in 2018 and 2019, suicide was the leading cause of death of women 
during pregnancy and within a year of the end of pregnancy
Source: Queensland Maternal and Perinatal Quality Council Report 2021





Perinatal depression and anxiety

• affects 1 in 5 mothers in Australia

• depression & anxiety comorbidity common

• may be associated with nicotine, alcohol 
and substance use and poorer engagement 
in antenatal care 



Severe Mental Illness

• schizophrenia & bipolar disorder prevalence in 
general population: 1 in 100

• post-partum psychosis prevalence: 1 in 1000 
pregnancies

• increased risk of new onset psychosis post 
partum

• risk of relapse of pre-existing mood disorders 
increases across the perinatal period



Borderline personality disorder 
(and emotional dysregulation)

• estimated prevalence in women ≥ 25 years: 2.7%

• often associated with history of childhood trauma 
(including sexual abuse), &/or experience of 
dysfunctional parenting

• comorbidity with substance use common



Perinatal Mental Illness

Risk factors
• PHx/FHx mental illness/perinatal mental illness
• psychosocial risk factors
• Aboriginal and/or Torres Strait Islander peoples, 

migrants, refugees, asylum seekers, LGBTIQA+, rural 
and remote, adolescents

• isolation
• lack of support
• life stressors
• DFV
• trauma
• advanced maternal age, IVF, body image & obesity, 

hyperemesis gravidarum, birth trauma, IUFD



Perinatal Mental Illness
Consequences - Mother

• smoking, alcohol, unhealthy eating
• increased pregnancy symptoms e.g., nausea & 

vomiting
• gestational diabetes
• gestational hypertension
• pre-eclampsia
• intrauterine fetal growth restriction
• antepartum haemorrhage
• preterm labour
• Caesarian section
• postnatal depression & mood disorders
• maternal death



Perinatal Mental Illness

Consequences – Baby
• preterm birth

• low birth weight

• fetal distress

• decreased Apgars

• increased NICU admission

• decreased breast feeding

• failure to thrive

• adverse neurodevelopmental outcomes

• perinatal death



Perinatal Mental Illness

• Perinatal mental illness in non-birthing parents 
more prevalent than in general population

• Birthing and non-birthing parents may 
experience psychological birth trauma



Perinatal Mental Illness

• Screen for depression – EPDS 

o as early as practical in pregnancy

o repeat at least once later in pregnancy 

o 6 – 12 weeks post partum and again in the first 
postnatal year

o arrange further assessment if EPDS score 13 or 
more

o arrange immediate further assessment if positive 
score Q10



Perinatal Mental Illness

• Offer non-birthing parents mental health and 
psychosocial screening in the perinatal period

o EPDS (with a lower cut-off score of 10 or more) or 
K10

o original or amended ANRQ



Perinatal Mental Illness

• Screen for anxiety

o use anxiety items from other screening tools e.g., EPDS, DASS, 
K10, ANRQ

• Assess psychosocial risk factors

o as early as practical in pregnancy and 6-12 weeks postpartum

o SAFE Start Tool

o ANRQ with domestic and family violence items

• Consider language and cultural appropriateness of tools 
in Aboriginal and/or Torres Strait Islander women and 
women from culturally diverse backgrounds



Management of perinatal depressive and 
anxiety disorders

• Individual structured psychological 
interventions

o cognitive behavioural therapy (CBT)

o interpersonal psychotherapy (IPT)



Medication for perinatal depressive and 
anxiety disorders

• SSRIs first line 
• consider short-term use benzodiazepines while 

awaiting onset of action of SSRI
• use caution with long-acting benzodiazepines around 

time of birth
• use caution with “z-drugs” for insomnia
• Doxylamine first line hypnotic for insomnia
• St John’s Wort and Ginkgo biloba not recommended
• omega-3 fatty acids may be used in pregnancy but not 

as sole treatment for depression



Medication for severe mental illness

• use caution with antipsychotics with metabolic 
effects – consider earlier screening and 
monitoring for GDM 

• clozapine - seek Psychiatrist advice

• clozapine in breast feeding - monitor infant’s WCC 
weekly for first 6 mo.



Medication for severe mental illness

• use caution with anticonvulsants as mood 
stabilisers in pregnancy and breast feeding

• sodium valproate associated with major & cardiac    
malformations and adverse cognitive outcomes 

• do not prescribe sodium valproate in pregnancy

• carbamazepine & lamotrogine may be associated 
with major malformations

• avoid lamotrogine in breast feeding



Medication for severe mental illness

• lithium may be associated with increased risk 
of malformations

• closely monitor blood levels

• adjust individual dose prior to and after birth

• avoid lithium in breast feeding



Medication for Perinatal Mental Illness

• choose medication with lowest risk profile for 
woman, fetus and baby

• consider previous response to medication

• lowest effective dose

• single drug if possible

• dosages may need to be adjusted due to changes in 
pharmacodynamics in pregnancy



Medication for Perinatal Mental Illness

• detailed morphology USS at 13 and 18 - 20 weeks if 
exposure to psychoactive medications in first 
trimester

• pharmacological review early post partum in women 
who cease psychoactive medications during 
pregnancy 

• observe infants exposed to psychoactive medications 
for first 3 days post partum



Medication for Perinatal Mental Illness

• Antenatal Pharmacists

– RBWH

– P: 3647 0810 Monday - Friday

– F: 3646 3544

– E: pharmacy-maternityoutpatients-
RBWH@health.qld.gov.au

– Redcliffe Hospital

– P: 3883 7464 Monday - Friday

– F: 3883 7908

– E: redh-pharmacy@health.qld.gov.au

mailto:pharmacy-maternityoutpatients-RBWH@health.qld.gov.au
mailto:redh-pharmacy@health.qld.gov.au


Medication for Perinatal Mental Illness

• Queensland Medicines Advice & Information 
Service (QMAIS) for Health Professionals

P: 07 3646 7599 or 07 3646 7098

E: QMAIS@health.qld.gov.au

• LactMed - U.S. National Library of Medicine   
https://www.ncbi.nlm.nih.gov/books/NBK501922/

• Drugs in Pregnancy and Lactation Gerald Briggs et al

• Medications and Mothers' Milk Online

https://www.halesmeds.com

• The Women's Pregnancy and Breastfeeding 
Medicines Guide (PBMG) - subscription required

https://thewomenspbmg.org.au/

Source: Google images

Source: Google images

mailto:QMAIS@health.qld.gov.au
https://www.ncbi.nlm.nih.gov/books/NBK501922/
https://www.halesmeds.com/
https://thewomenspbmg.org.au/


Management of Perinatal Mental Illness 

• Pregnancy support counselling
- No Mental Health Treatment Plan required

- 3 Medicare funded visits.  

- Search for eligible psychologists https://psychology.org.au/find-a-psychologist

• Mental health treatment plan (Better 
Access/Brisbane Mind)

https://psychology.org.au/find-a-psychologist


Metro North Perinatal Mental Health 
Service 

• Metro North HHS Perinatal Mental Health Service  -
Non-Acute
– https://metronorth.health.qld.gov.au/rbwh/healthcare-

services/perinatal-mental-health

– P: 07 3146 2525

– F: 07 3146 2314

– E: Perinatal-Mental-Health@health.qld.gov.au

– Perinatal Psychiatrist – Dr Anastasia Braun – fax referral 
07 3646 1821

• 1300 MH CALL (1300 64 2255) - Acute

https://metronorth.health.qld.gov.au/rbwh/healthcare-services/perinatal-mental-health
mailto:Perinatal-Mental-Health@health.qld.gov.au




 

 
 
 
 
 
 
 

Other helpful supports 

• Lifeline 13 11 14 – 24 hours 

• Beyond Blue 1300 22 46 36 https://healthfamilies.beyondblue.org.au 

• PANDA www.panda.org.au or 1300 72 63 06 – mobile app 

• Peach Tree Perinatal Wellness1800 732 249  www.peachtree.org.au 

• Mum Space www.mumspace.com.au 

• Mums mood booster https://mummoodbooster.com/public/au 

• iCOPE www.cope.org.au  

• SMS 4 Dads www.sms4dads.com.au  or text 0437 281 215 

• DV Connect www.dvconnect.org.au or 1800 81 18 11 
 

 

   
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Metro North Mental Health Service 

        
 

 
MH CALL 1300 64 22 55 

If life is in danger call 000 
 

When and how should I urgently seek medical 
attention? If you have acute concerns about your own or another person’s 
mental health and need urgent support - please contact the 
mental health access team available 24 hours.   
 

Intake Officer: Mon-Fri 0800-1630 

P:  07 3146 2525 

F:  07 3146 2314 

A: Nundah Community Health Centre, 10 Nellie Street, Nundah Q 4012 

E:  perinatal-mental-health@health.qld.gov.au 

 

 

 

 

 

 

Perinatal Wellbeing Team 

      

 

 

 
Antenatal Clinics are offered at Caboolture, Royal Brisbane and 

Women’s, Redcliffe Hospital’s and the Nundah Community 

Health Centre. 

Postnatal appointments are available at Nundah Community 

Health Centre or at other community locations.   

Telehealth is also available. 

 



 
  
 

 

 
 
 
 
 
 
 
 
 
 
 
 

Have you considered if?  

• Your baby is sleeping but you can’t? 
• You avoid going out or have withdrawn from friends/family? 
• You worry constantly about harm coming to your baby through 

everyday activities? 
• You or others notice that you are more irritable and/or 

frustrated/angry?  
• You think about your birth and get sad/distressed? 
• You have stopped looking forward to things or enjoying activities 

that you used to? 
• That you can’t put your baby down, or let others help you, or that 

you need to check the baby more than what is needed? 
• You stopped medication before or in early pregnancy and have 

noticed your mood or anxiety symptoms have got worse? 
• You wake up with dread or anxiety? 
• You are unable to relax despite being exhausted? 
• You are overwhelmed by your usual day to day activities or routine? 
• Your pregnancy/body changes have triggered you? 

 
 

About the Perinatal Wellbeing Team  

What do we offer?  

• Pre-conception medication advice clinic – treatment options 
• Specialist perinatal mental health assessment, liaison and 

education – during the antenatal and postnatal period 
including telehealth appointments 

• Referral to Psychiatry or Nurse Practitioner clinic to review 
medication in the perinatal period 

• Telephone consultation to support GP around medication 
use in pregnancy and breastfeeding 

• Works with you, your family, GP and other services to ensure 
you have support 

Who can use our service? 

• Women 18 years or older 
• Antenatal women birthing at a hospital in Metro North Health area 
• Postnatal women living in the Metro North Health area 
• Partners of perinatal women as above 

 

Referral process 

• Self-Referral 
• GP or other health care professional involved in your 

pregnancy or postpartum care 

Who are we?  

We are a nurse led service that supports emotional health and 
wellbeing of women, their partners and families during the 
perinatal period, conception to a year after the birth of a baby 

• Non urgent  
• Monday-Friday service 8am-4.30pm 

 
What is perinatal wellbeing?  

The perinatal period is a time of great change in a women’s life.  
Adjusting to pregnancy and parenthood can bring both joy and 
stress to families. It is not uncommon to feel scared and 
overwhelmed; focussing on all aspects of your physical, social, 
emotional and mental health is essential for your overall 
wellbeing.   
 
Getting support early is key for you, your infant and your 
family. 





ForWhen is a navigation 
service to support parents 
in fin

d
i ng the ri g ht perinatal 

mental health service at the 
right time, for the right care 
and treatment
Pregnancy and parenthood is a t ime of big change for new 
parents. But what ’s of ten not spoken about are the mental 
health challenges that come with it . The personal struggles 
that can come in the wake of a pregnancy, or when raising an 
infant are more common than many people realise—and too 
of ten, these aspects of parent ing can be overlooked.

It ’s est imated that  1 in every 5 new 
and expect ing mothers, and 1 in 
every 10 fathers, experience perinatal 
depression and/ or anxiety.

Giving parents access to critical 
mental health support when they 
need it most
ForWhen is a stepped care support  service for parents and 
families experiencing perinatal mental health concerns and 
challenges. It ’s designed to provide new parents—mothers, 
fathers, and carers—with a caring, suppor t ing, and t imely 
mental health navigat ion service in their local area.

Operat ing in partnership with local organisat ions and service 
providers, we connect parents to the support  they need at the 
right t ime, in the right place, to improve new and expect ing 
parents experiencing any form of mental health challenges, 
from concept ion up unt il your child is 12 months old.

 Parents experience seamless service delivery, feel heard and 
supported, and are connected to services that best match 
their needs.

Our goal is t o improve access and connect ion to vital perinatal 
mental health suppor t  services, by providing parents with a 
support  service for when they need it .

National perinatal 
mental health support for 
expecting and new parents.

ForWhen is a new nat ional 
service that connects parents 
experiencing moderate to 
severe perinatal mental health 
issues navigat ing the complex 
waters of pregnancy and new 
parenthood to the crit ical 
services they need most .

1300 24 23 22



Mother Baby Units and Parenting 
Support

• Catherine’s House for Mothers, Babies and Families 
https://www.mater.org.au/health/services/catherine-s-house-for-mothers-babies-
and-families/catherine-s-house-for-health-professionals

• Belmont Private Hospital 
https://belmontprivate.cms.healthecare.net.au/specialties/perinatal-disorders

• Lavender Mother and Baby Unit Gold Cost University Hospital 
https://www.goldcoast.health.qld.gov.au/our-services/lavender-mother-and-baby-
unit

• Ellen Barron Family Centre 
https://www.childrens.health.qld.gov.au/chq/our-services/community-health-
services/ellen-barron-family-centre/

• Brisbane Early Parenting Centre 
https://www.northwestprivatehospital.com.au/Early-Parenting-Centre/

https://www.mater.org.au/health/services/catherine-s-house-for-mothers-babies-and-families/catherine-s-house-for-health-professionals
https://belmontprivate.cms.healthecare.net.au/specialties/perinatal-disorders
https://www.goldcoast.health.qld.gov.au/our-services/lavender-mother-and-baby-unit
https://www.childrens.health.qld.gov.au/chq/our-services/community-health-services/ellen-barron-family-centre/
https://www.northwestprivatehospital.com.au/Early-Parenting-Centre/


Useful resources

• Centre of Perinatal Excellence
cope.org.au

• beyond blue 
https://www.beyondblue.org.au/

• Massachusetts General Hospital Center for Women’s Mental Health 
https://womensmentalhealth.org/?doing_wp_cron=1482262772.06498599052429
19921875

• Black Dog Institute
blackdoginstitute.org.au

• Panda Perinatal Anxiety & Depression Australia
panda.org.au

• Queensland Centre for Perinatal and Infant Mental Health Library Service
http://qcpimh.libguides.com/Library/home

• Victorian Government – Better Health Channel 
https://www.betterhealth.vic.gov.au/health/healthyliving/postnatal-depression-
pnd

http://www.cope.org.au/
https://www.beyondblue.org.au/
https://womensmentalhealth.org/?doing_wp_cron=1482262772.0649859905242919921875
http://www.blackdoginstitute.org.au/
http://www.panda.org.au/
http://qcpimh.libguides.com/Library/home
https://www.betterhealth.vic.gov.au/health/healthyliving/postnatal-depression-pnd


Useful resources

• Just speak up 

https://healthyfamilies.beyondblue.org.au/pregnancy-and-new-parents

• MoodGYM Training Program

https://moodgym.com.au

• White Cloud Foundation

http://whitecloudfoundation.org

• AMEND 

http://betterrelationships.org.au/services/counselling/amend/

• Smiling Mind App

https://www.smilingmind.com.au/smiling-mind-app/

• Encircle Young Parents Program

http://encircle.org.au/young-parents-program/

• Assistance to Survivors of Torture & Trauma

http://qpastt.org.au

• CALD Mental Health Care & Support 

https://metrosouth.health.qld.gov.au/qtmhc

https://healthyfamilies.beyondblue.org.au/pregnancy-and-new-parents
https://moodgym.com.au/
http://whitecloudfoundation.org/
http://betterrelationships.org.au/services/counselling/amend/
https://www.smilingmind.com.au/smiling-mind-app/
http://encircle.org.au/young-parents-program/
http://qpastt.org.au/
https://metrosouth.health.qld.gov.au/qtmhc


Useful resources
• Pregnancy Counselling Link Women talk, we listen… 

http://www.pcl.org.au/

• Women’s Health and Equality Queensland 

https://wheq.org.au/

• Lifeline 13 11 44

https://www.lifeline.org.au

• Parentline Queensland 

https://parentline.com.au/

• Peach Tree

http://peachtree.org.au/

• Mum Space  

https://www.mumspace.com.au

• SMS for Dads

www.sms4dads.com.au

http://www.pcl.org.au/
https://wheq.org.au/
https://www.lifeline.org.au/
https://parentline.com.au/
http://peachtree.org.au/
https://www.mumspace.com.au/
http://www.sms4dads.com.au/


Australian Perinatal Psychology/Mental 
Health Professional Facebook group

• closed group for AHPRA registered health 
professionals interested in perinatal health 
treatment, prevention, research and training



Orange group - complex

• Nicole - G1P0 K28, GDM, is stressed - running late for 
appointment (caught in traffic), discovers you are running 
late anyway; she must leave ASAP to get back to work in 
time for important meeting

• She's had a “stinker” of a headache all week and is not 
surprised that her BP is elevated at 162/97. She is certain it 
will settle once she calms down

• Despite her protests, you take her BP again after 5 minutes 
and the best you can get is 153/92

• Outline your approach



Hypertension and pregnancy

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

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


Hypertension of pregnancy

https://www.somanz.org/approval-of-written-guidelines-by-somanz/

 

Guideline for the 
Management of 

Hypertensive Disorders  
of Pregnancy 

2014 
 

Lowe SA, Bowyer L, Lust K, McMahon LP, Morton MR, North RA, Paech MJ. Said JM. 

 

 

 

 

  

These are the recommendations of a multidisciplinary working party convened by the Society 

of Obstetric Medicine of Australia and New Zealand. They reflect current medical literature 

and the clinical experience of members of the working party. 

https://www.somanz.org/approval-of-written-guidelines-by-somanz/


Hypertension in pregnancy

https://www.nice.org.uk/guidance/ng133

https://www.nice.org.uk/guidance/ng133


Hypertension

• Most common medical problem in 
pregnancy

• A leading cause of perinatal and maternal 
morbidity & mortality

• sBP ≥ 140 &/or dBP ≥ 90 = mild - moderate

• sBP ≥ 160 &/or dBP ≥ 110 = severe

• sBP ≥ 170 = medical emergency



Classification of hypertension in 
pregnancy

• Chronic hypertension occurring in pregnancy

• White coat hypertension

• Masked hypertension

• Transient gestational hypertension

• Gestational hypertension

• Pre-eclampsia

• Pre-eclampsia superimposed on chronic 
hypertension



Oral antihypertensives



Pre-eclampsia

• Multisystem disorder

• Hypertension & involvement of 1 or more 
other organ systems and/or fetus

• Resolves within 3 mo. postpartum

• Hypertension may not be the first 
manifestation

• Proteinuria common but not mandatory to 
make the clinical diagnosis



Risk factors for pre-eclampsia

Queensland Clinical Guideline: Hypertension and pregnancy 
 

Refer to online version, destroy printed copies after use  Page 12 of 36 

4 Risk assessment 
Assess women presenting with new hypertension after 20 weeks gestation for signs and symptoms 
of pre-eclampsia18 [refer to Section 3.4 Initial investigations for new onset hypertension after 20 
weeks]. The earlier the gestation at presentation and the more severe the hypertension, the higher 
the likelihood that the woman will progress to develop pre-eclampsia or an adverse pregnancy 
outcome.6 

4.1 Risk factors for pre-eclampsia 

The risk of pre-eclampsia for an individual woman has been associated with the presence or absence 
of clinical, sonographic and biochemical markers. However,  there is currently no adequate predictive 
tool or marker that can be used in isolation.6  
 
The presence of multiple risk factors may have additive or synergistic effects, but the combinations 
with the greatest risk are uncertain. 

Table 7. Clinical risk factors for pre-eclampsia 

Risk factor  Relative risk [95% CI] 

Previous history of pre-eclampsia20 8.40 [7.10 to 9.90] 
*Adolescent pregnancy (10–19 years)21 6.70 [5.80 to 7.60] 
Systemic lupus erythematosus22 5.50 [4.50 to 6.80] 
Chronic hypertension20 5.10 [4.00 to 6.50] 
Assisted reproductive technology (donor oocytes)20 4.34 [3.10 to 6.06] 
Pre-existing diabetes20 3.70 [3.10 to 4.30] 
Family history of pre-eclampsia23 2.90 [1.70 to 4.93] 
Twin pregnancy (increased risk with multiples)24  2.93 [2.04 to 4.21] 
Body mass index (BMI) before pregnancy (> 30 kg/m2)20 2.80 [2.60 to 3.60] 
Antiphospholipid syndrome20 2.80 [1.80 to 4.30] 
Nulliparity20 2.10 [1.90 to 2.40] 
Pre-existing kidney disease20 1.80 [1.50 to 2.10] 
Assisted reproductive technology (donor sperm)20 1.63 [1.36 to 1.95] 
Maternal congenital heart defects25 1.50 [1.30 to 1.70] 
Maternal anxiety or depression26 1.27 [1.07 to 1.50] 
Inter-pregnancy interval greater than 10 years20 1.10 [1.02 to 1.19] 
Gestational trophoblastic disease27 Unavailable 
Fetal triploidy28  Unavailable 
Fetal aneuploidy2 Unavailable 

*Limited data (primarily from low resourced countries) may suggest higher incidence in adolescent pregnancies 
  



First Trimester Screening for 
pre-eclampsia

• Maternal risk factors

• Mean arterial pressure

• Sonographic markers
– uterine artery pulsatility index (UTPI) measured 

between 11+0 – 13+6 weeks

• Biochemical markers
– placental growth factor (PIGF)
– pregnancy associated plasma protein-A (PAPP-A)



Pre-eclampsia risk reduction

• Aspirin 100 – 150 mg at night - commence 
before 16+0 weeks

• 1200 – 2500 mg calcium if intake 
< 600mg/day



Symptoms of pre-eclampsia

• Severe headache

• Visual disturbance

• Severe upper abdominal pain (epigastric or 
RUQ)

• Nausea and vomiting

• Sudden or progressive peripheral oedema



Diagnosis of pre-eclampsia

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

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


Pink group - complex

• Kate presents at 35 weeks for an unscheduled 
appointment

• Her pregnancy has been progressing smoothly, but 
she is clearly anxious.  Her baby, who usually “kicks 
like a world cup soccer player”, has been noticeably 
quiet since yesterday afternoon. She asks “Is 
something wrong with my baby?”

• What do you say to her?

• What do you do if you can hear the fetal heart?

• What do you do if you cannot hear the fetal heart?



Decreased fetal movements

• Perceived changed or decreased fetal movements

–sensitive non-specific indicator of fetal compromise

–associated with impaired placental function 

• Adverse pregnancy outcomes reported after 
altered fetal movements

–threatened preterm labour; preterm birth

–fetal growth restriction (FGR); small for gestational age 
(SGA)

–stillbirth and neonatal death; congenital abnormalities, 
neonatal stroke 

–feto-maternal haemorrhage



Maternal concern about altered fetal
movements

• Advise woman to present for assessment 

• If ≥ 28 weeks advise urgent presentation 

–do not wait until next day

• Assess woman as soon as possible within 2 
hours of presentation 

–perform FHR monitoring/CTG 
• < 24 weeks – hand-held Doppler 

• 24–27+6 weeks – hand-held Doppler/CTG as per local protocols

• ≥ 28 weeks – CTG 

–consider obstetric USS



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

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




• may provide false reassurance about baby’s well-
being

• caution expectant parents about the potential 
risks of using home fetal dopplers

• advise expectant parents to present immediately 
to a maternity facility if they are concerned about 
their baby’s well- being 

Home fetal dopplers



https://stillbirthcre.org.au/wp-content/uploads/2021/03/Element-
3_DFM-Clinical-Practice-Guideline-1.pdf

https://stillbirthcre.org.au/wp-content/uploads/2021/03/Element-3_DFM-Clinical-Practice-Guideline-1.pdf


Safer Baby Bundle – reducing 
preventable stillbirth

• Smoking cessation
• Fetal growth restriction (FGR)
• Decreased fetal movement 

(DFM)
• Side sleeping
• Timing of birth

https://stillbirthcre.org.au/researchers-clinicians/download-
resources/safer-baby-bundle-resources/

https://stillbirthcre.org.au/researchers-clinicians/download-resources/safer-baby-bundle-resources/


https://learn.stillbirthcre.org.au/

https://learn.stillbirthcre.org.au/


Pre-term birth prevention

Routine transabdominal (TA) cervical length 
measurement at 20 week morphology scan

• < 35mm (TA) or cannot be clearly seen TA, 
transvaginal (TV) assessment recommended

• < 25mm TV - commence natural vaginal 
progesterone pessaries 200mg nocte 

• Encourage smoking cessation

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

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


Stillbirth and preterm birth prevention 
GP education

 

 

Saturday 9 March - Brisbane 

Time Session and Speaker 

8:30 am  
5 mins 

Welcome & housekeeping  
Facilitator: Michael Rice & Meg Cairns 

8:35 am 
5 mins 

Acknowledgement of country 
Presenter: TBC  

8:40 am 
10 mins 

Consumer lived experience 

Presenter: TBC  

8:50 am 
45 mins 

National and Queensland Preterm Birth Prevention Program 

o Background & evidence 
o Introduction to program  

Presenter: Christoph Lehner 

09:35 am 

25 mins 

 

Morning tea  

10:00 am 
30 mins 

Partnerships in stillbirth & preterm birth prevention 

Presenter: David Ellwood 

10:30 am 
30 mins 

The GP’s role in preterm birth prevention (Routine CL-screening, Progesterone PV if 

cervix short, smoking cessation etc.), Referral pathways for the woman at risk of PTB 

Facilitators: Meg Cairns & Christoph Lehner 

11:00 am 
30 mins 

Case-based discussion: Managing the pregnancy at risk for preterm birth 

Facilitator: Christoph Lehner 

11:30 am 
30 mins 

Case based discussion: Timing of birth and risk factors for stillbirth 

Facilitator: David Ellwood 

12:00 pm 
20 mins 

Panel discussion   

Facilitator: Meg Cairns, Christoph Lehner, David Ellwood 

12:20 pm 
10 mins 

Wrap up and Close 

Facilitator: Michael Rice & Meg Cairns  

12:30 – 
1:00 pm 

Lunch  

 

Queensland Preterm Birth     
Prevention Program 

Roadshow Agenda   

Saturday 9 March 2024 Education Centre 
Royal Brisbane and Women’s Hospital



Obstetric Review Centre (ORC)

• Common presentations include:

– Labour/preterm labour

– Uncertainty about term or preterm pre-labour
rupture of membranes

– Decreased or no fetal movements 

– Review of hypertensive women referred by their 
GP, obstetrician or midwife

– Bleeding after 14 weeks

– Headaches

– Feeling unwell


