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CASE STUDY: JESSICA
FIRST TRIMESTER

• Jessica – a 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

• 15 min appointment booked

• 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

Iodine supplementation for Pregnant and Breastfeeding Women | NHMRC

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 

Iodine and pregnancy | Food Standards Australia New Zealand

https://www.foodstandards.gov.au/consumer/nutrition/pregnancy/iodine-and-pregnancy


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 Queensland but no MBS rebate and result may be 
difficult to interpret

Pregnancy Care Guidelines
SAHMRI | Information for Health Professionals

https://app.magicapp.org/?language=en#/guideline/jm83REa
https://sahmri.org.au/information-for-health-professionals


Health Professionals | Nutrition Education Materials Online (NEMO) | Queensland Health

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


Specific STI testing - chlamydia

• National guidelines recommend routinely offering chlamydia testing at 
the first antenatal visit to pregnant women younger than 30 years

• Urine sample or self-collected vaginal sample

Pregnancy Care Guidelines

https://app.magicapp.org/?language=en#/guideline/jm83REa


Specific STI testing - syphilis
• Queensland guidelines recommend testing all women 
o Before 10 weeks (at confirmation of pregnancy or at first antenatal visit)

o At 26–28 weeks gestation

o At 36 weeks gestation 

• If lesions/chancre 
o Dry swab syphilis PCR and serology 

• Opportunistically repeat serology 
o If indicated following identification of risk 

o Upon request
Queensland Clinical Guidelines | Queensland Health

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


Specific STI testing - syphilis

• Test mother at birth if any of

o No serology at 36 weeks gestation 

o Preterm birth with most recent serology more than 4 weeks before birth

o Indicated following identification of risk 

• Test mother and baby in parallel at birth if 

o Syphilis treated in this pregnancy (irrespective of treatment history)

Queensland Clinical Guidelines | Queensland Health

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


Queensland Clinical Guidelines | Queensland Health

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


Queensland Clinical Guidelines | Queensland Health

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


True | Professional Learning

https://www.true.org.au/professional-learning


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

The Australian Immunisation Handbook

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


Influenza

• pregnant women are recommended to receive influenza vaccine each 
pregnancy

• can be given during any stage of pregnancy

• can be given in breast feeding

The Australian Immunisation Handbook

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


COVID-19

• Unvaccinated pregnant women are recommended to receive a primary 
course of COVID-19 vaccine

• Vaccinated pregnant women may consider a further dose during 
pregnancy based on an individual risk-benefit assessment

• Women who are breastfeeding can receive COVID-19 vaccine at any time

The Australian Immunisation Handbook

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


RSV vaccination for pregnant women

• A single dose of RSV vaccine Abrysvo is recommended for pregnant 
women at 28–36 weeks gestation - funded through the NIP 

• Reduces risk of severe RSV in infants < 6 mo. by about 70% as the result 
of passive protection by transplacental transfer of antibodies 

• Can be given at the same time as, or separate to, dTpa, influenza and 
COVID-19 vaccines

The Australian Immunisation Handbook
Queensland Paediatric Respiratory Syncytial Virus Prevention Program | Queensland Health

https://immunisationhandbook.health.gov.au/
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/diseases-infection/immunisation/paediatric-rsv-prevention-program


RSV for infants < 8 months

Nirsevimab (long-acting RSV-specific monoclonal antibody) 
recommended for all infants where
o Abrysvo was not administered during pregnancy or

o Infant was delivered within 14 days of Abrysvo administration or

o where Abrysvo immunisation status is unknown or

o the infant has a condition associated with increased risk of severe RSV disease or

o the infant may have suboptimal RSV antibodies

The Australian Immunisation Handbook
Queensland Paediatric Respiratory Syncytial Virus Prevention Program | Queensland Health

https://immunisationhandbook.health.gov.au/
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/diseases-infection/immunisation/paediatric-rsv-prevention-program


Pregnancy Health Record

Pregnancy Health Record

https://clinicalexcellence.qld.gov.au/sites/default/files/docs/clinical-pathways/pregnancy-health-record.pdf
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CASE STUDY: NICOLE
FIRST TRIMESTER

• Nicole – a healthy 39-year-old has a positive home pregnancy test
• Nicole is unsure when she fell pregnant as her periods are irregular and 

her LNMP was 7 weeks ago
• Her first child, now 20 years old was born at term weighing 4500g
• 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

• 30 min appointment booked
• Outline your approach 



Women >35 y.o.

• Risks include:
o GDM
o Preeclampsia
o VTE
o Miscarriage
o Multiple pregnancy
o Chromosomal abnormality
o Preterm birth
o Low birth weight
o Caesarean birth



Antenatal and Maternity | Metro North Health Maternal Fetal Medicine | Metro North Health

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/maternal-fetal-medicine


Maternal Fetal Medicine | Metro North Health
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https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/maternal-fetal-medicine


Queensland Clinical Guidelines | Queensland Health

Obesity guidelines

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


Queensland Clinical Guidelines | Queensland Health

Obesity guidelines

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 a8 PHR)
• Refer all women with BMI ≥ 25 to a dietician

Pregnancy Health Record

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


RBWH Maternity Dietitian Referral 

Antenatal and Maternity | Metro North Health

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


RBWH | Maternity | Available Programs

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


Healthy Pregnancy Healthy Baby | Metro North Health

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


First visit to GP
• Women with a BMI > 30 

o Include BMI in referral
o Routine antenatal bloods plus ELFTs, OGTT or HbA1c, urine 

protein/creatinine ratio, ferritin, B12, folate, vitamin D, Mg
o 2.5 - 5 mg folic acid daily 
o First trimester OGTT/HbA1c – if negative, repeat OGTT at 24 – 28/40 
o Early dating USS – confirm gestational age
o Aneuploidy screening – CFTS, NIPT
o Detailed anomaly scan & growth and well-being scan
o Assess risk factors for pre-eclampsia, VTE, OSA
o Advise on healthy gestational weight gain



Surveillance for co-morbidities





First visit to GP
• Consider low dose aspirin 100 - 150mg/day, if obese and 

additional risk factors for pre-eclampsia 
• Antenatal thromboprophylaxis if obese and  additional risk 

factors for VTE
• Queensland Clinical Guidelines 

o Guideline: Venous thromboembolism (VTE) in pregnancy and the 
puerperium

o Guideline: Hypertension and pregnancy

https://www.health.qld.gov.au/__data/assets/pdf_file/0011/140024/g-vte.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0011/140024/g-vte.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0034/139948/g-hdp.pdf


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

Guideline: Venous thromboembolism (VTE) in pregnancy and the puerperium

https://www.health.qld.gov.au/__data/assets/pdf_file/0011/140024/g-vte.pdf


Queensland Clinical Guidelines |  Queensland Health

https://www.health.qld.gov.au/qcg/publications#maternity


Queensland Clinical Guidelines |  Queensland Health

VTE assessment 

https://www.health.qld.gov.au/qcg/publications#maternity


Queensland Clinical Guidelines |  Queensland Health

https://www.health.qld.gov.au/qcg/publications#maternity


Queensland Clinical Guidelines |  Queensland Health

https://www.health.qld.gov.au/qcg/publications#maternity
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CASE STUDY: KYLIE
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 
• Birthing in Our Community (BiOC) - Strathpine and Caboolture

https://www.iuih.org.au/our-services/health-and-wellbeing-services/birthing-in-our-community/


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

https://brisbanenorthphn.org.au/our-programs/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

Thyroid disorders in pregnancy, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital

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


Pre-gestational hyperthyroidism – 
management in pregnancy

Thyroid disorders in pregnancy, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital

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

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


Thyroid Tips

• Routine TSH in pregnancy is not recommended

• Check TSH if
o current or previous treatment for or symptoms of thyroid dysfunction &/or goitre
o known positive antithyroid antibodies
o > 30yo
o BMI > 40
o FHx thyroid disease
o T1 DM, coeliac disease, Addison’s disease, pernicious anaemia
o history of miscarriage, infertility or pre-term delivery
o recent use amiodarone, lithium, IV contrast for CT scan

Thyroid disorders in pregnancy, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital

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


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

Thyroid disorders in pregnancy, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital

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


Subclinical hyperthyroidism diagnosed in pregnancy

• Prior to 20 weeks
o TSH < 0.1, repeat TSH, measure fT4, fT3, TRAb, &/or TSH receptor 

stimulating immunoglobulin (TSI) 

• From 20 weeks - term
o TSH < 0.4, repeat TSH, measure fT4, fT3, TRAb, &/or TSH receptor 

stimulating immunoglobulin (TSI) 

• Refer all patients with positive TRAb and/or TSI

Thyroid disorders in pregnancy, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital

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

Thyroid disorders in pregnancy, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital

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


Vitamin D

Australian Pregnancy Care Guidelines
Statements and guidelines directory – RANZCOG

Vitamin D and health in adults in Australia and New Zealand: a position statement | The Medical Journal of Australia

•Routine Vitamin D testing not recommended 
in the absence of a specific indication

•Evidence on the harms and benefits of 
vitamin D supplementation in 
pregnancy remains unclear and guidelines 
differ

https://app.magicapp.org/#/guideline/jm83RE/rec/Evwd5a
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


• Australian Pregnancy Care Guidelines recommend, if 
Vitamin D testing performed, supplementation only in 
women with vitamin D <50nmol/L

• RANZCOG recommends 400 IU Vitamin D daily for all women 
as part of a pregnancy multivitamin (RANZCOG) 

oPregnancy multivitamins currently available in Australia contain 
between 200-1000IU daily

Vitamin D



Vitamin D deficiency

MBS Online - MBS Online

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 

https://www.mbsonline.gov.au/


Vitamin D deficiency

Vitamin D and health in adults in Australia and New Zealand: a position statement | The Medical Journal of Australia

• Vitamin D adequacy: ≥ 50 nmol/L at the end of winter (level 
may need to be 10–20 nmol/L higher at the end of summer, to 
allow for seasonal decrease)

• Mild deficiency: 30 - 49 nmol/L - 1000 IU daily

• Moderate – severe deficiency: < 30 nmol/L - 3000 – 5000 IU 
daily for 6 -12 weeks then check vitamin D; continue 1000 – 
2000 IU daily maintenance dose

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



Queensland Clinical Guidelines | Queensland Health

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


EPAU flow chart for referral and admission

https://metronorth.health.qld.gov.au/wp-content/uploads/2023/12/epau-ref-ad-flowchart.pdf


Queensland Clinical Guidelines | Queensland Health

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 
o Repeat  B-hCG day 8

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

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

o 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
o Misoprostol for incomplete miscarriage < 13 weeks

o Administered PV, oral or sublingual Day 1 and repeated Day 2 or 3

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

o Bleeding heavier than menses likely

o Pain, diarrhoea, vomiting may occur

o B-hCG Day 1 and day 8

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

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

o 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 
o Follow up B-hCG not routinely indicated
o Follow up USS not routinely recommended
o Check histology
o Rh D negative 

▪ 12+6 weeks or less 250 IU
▪ > 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 



Queensland Clinical Guidelines | Queensland Health

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 
o does not differentiate between viable and nonviable pregnancy 
o cannot be used to exclude IUP



Queensland Clinical Guidelines | Queensland Health

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


Threatened miscarriage and 
progesterone

• Progesterone supplementation in an unselected population does not 
reduce the incidence of miscarriage

• Progesterone may improve live birth outcome in women with one or 
more previous miscarriages and early pregnancy bleeding

• Offer vaginal micronised progesterone 400 mg twice daily to women 
with an intrauterine pregnancy confirmed by a scan, if they have 
vaginal bleeding and have previously had a miscarriage

• Continue progesterone until 16 completed weeks of pregnancy
Progesterone Support of the Luteal Phase and in the First Trimester (C-Obs 29a)

Recommendations | Ectopic pregnancy and miscarriage: diagnosis and initial management | Guidance | NICE

https://ranzcog.edu.au/wp-content/uploads/Progesterone-Support-Luteal-Phase-First-Trimester.pdf
https://www.nice.org.uk/guidance/ng126/chapter/Recommendations#diagnosis-of-viable-intrauterine-pregnancy-and-of-tubal-ectopic-pregnancy


Termination of Pregnancy (ToP)

• In Queensland, as of 3 December 2018:
o Women may request ToP up to a gestational limit of 22 weeks

o 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

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



Queensland Clinical Guidelines | Queensland Health

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


HealthPathways Brisbane North

https://brisbanenorth.communityhealthpathways.org/LoginFiles/Logon.aspx?ReturnUrl=%2f


ms2step

• There is no longer a 
requirement for 
doctors to undertake 
additional 
certification, or for 
pharmacists to be 
specifically 
registered to 
dispense

• Australian general 
practitioners can still 
complete the online 
training

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


Termination of pregnancy | Metro North Health

https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/termination-of-pregnancy


Metro North ToP Nurse Navigator

• Via the Clinical Advice Line (GPs only) 
oMonday – Friday  08:30 – 16:00
oPhone: 1800 569 099
oEmail: metronorthtop@health.qld.gov.au
ohttps://metronorth.health.qld.gov.au/refer-your-patient/clinic-

advice-line

mailto:metronorthtop@health.qld.gov.au
https://metronorth.health.qld.gov.au/refer-your-patient/clinic-advice-line
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 Gynaecology - Termination of pregnancy (Gynaecology) (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: 
othose with Anti-D antibodies
othose without Anti-D antibodies

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



Queensland Clinical Guidelines | Queensland Health

https://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

Queensland Clinical Guidelines | Queensland Health
Non-Invasive Prenatal Analysis (NIPA) for RhD now available | Lifeblood

https://www.health.qld.gov.au/qcg
https://www.lifeblood.com.au/news-and-stories/health-professionals-news/non-invasive-prenatal-analysis-nipa-rhd-now-available


Fetal RHD Non-invasive prenatal test (NIPT)

• MBS funded for Rh D negative women who are non-alloimmunised 
• Gestational age for testing depends on the pathology provider

o Sullivan Nicolaides from 11 weeks
▪ Results within 4 weeks

o Australian Red Cross Lifeblood from 15 weeks 
▪ Results within 10 working days

• False negative rate ~ 0.2%
• Patient has the option to continue with universal Anti-D administration 

irrespective of the result
• Requires medical practitioner to order the test

Non-Invasive Prenatal Analysis (NIPA) for RhD now available | Lifeblood | NIPT for Fetal RHD Lifeblood Form
Sonic Genetics – Fetal Rhesus Screening | Sonic Genetics Request Form 

https://www.lifeblood.com.au/news-and-stories/health-professionals-news/non-invasive-prenatal-analysis-nipa-rhd-now-available
https://www.lifeblood.com.au/sites/default/files/resource-library/2025-01/NIPT_for_fetal_RHD_FRM-02742_v2.pdf
https://www.sonicgenetics.com.au/media/ujnn42gu/fetalrhesus_drbrief_dec2024.pdf
https://www.sonicgenetics.com.au/media/ckydtfd3/fetalrhesus_requestform_2024.pdf


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

o 625 IU (125μg) IM

• Sensitising events – within 72 hours
o First 12+6 weeks 250 IU (50μg) IM
o From 13+0 weeks 625 IU (125μg) IM
o 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 
o Mother - quantify fetomaternal haemorrhage (FMH)
o 625 IU (125μg) IM 
o if FMH ≥ 6 mL, give additional anti-D as advised by laboratory/Obstetrician/MFM Specialist
o Baby – Direct Antiglobulin Test (DAT)



Routine anti-D prophylaxis

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.

Pregnancy Health Record

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

o Miscarriage
o ToP (mToP after 10/40 or sToP)
o Ectopic pregnancy
o Molar pregnancy
o CVS, amniocentesis, cordocentesis
o External cephalic version
o Abdominal trauma
o 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

Guideline for the prophylactic use of Rh D immunoglobulin in pregnancy care | National Blood Authority
Statements and guidelines directory - RANZCOG

https://www.blood.gov.au/guideline-prophylactic-use-rh-d-immunoglobulin-pregnancy-care
https://ranzcog.edu.au/resources/statements-and-guidelines-directory/


Anti-D administration

• Order via QML blood bank
oComplete the online order form
ohttps://www.qml.com.au/clinicians/anti-d-immunoglobulin
oNeeds to be ordered in advance
oEnquiries: 07 3146 5122

https://www.qml.com.au/clinicians/anti-d-immunoglobulin


Anti-D administration



Anti-D administration

• If you don’t have access to anti–D, please contact and refer the 
woman to:

o Hospital ED for early pregnancy bleeding
o 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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