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BETTER SYSTEM, BETTER HEALTH

Baugull nyungai
Gurumba bigi
Maroomba biggee
We acknowledge the Traditional Custodians of the land 
on which we live and work, and of the many different 
nations across the wider Brisbane south region.
We pay our respects to the Elders, past, present and 
emerging, as the holders of the memories, the 
traditions, the culture and the spiritual wellbeing of 
the Aboriginal and Torres Strait Islander peoples across 
the nation. We acknowledge any Sorry Business that 
may be affecting the communities as a whole.
In the spirit of reconciliation, partnership and mutual 
respect, we will continue to work together with 
Aboriginal and Torres Strait Islander peoples to shape a 
health system which responds to the needs and 
aspirations of the community. 
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We acknowledge the Traditional Owners of country on which we live and work, and recognise their continuing connection to land, waters and culture. We pay our respects to their Elders past, present and emerging
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Introducing today’s team...
Dr Kim Nolan, MBBS, FRACGP, DRANZCOG, DCH – General Practitioner
Dr Sabaratnam Ganeshananthan MBBS, MD(O&G), FRANZCOG  

Senior Staff Specialist Department of Obstetrics and Gynaecology; 
Senior lecturer –Griffith University; Private Gynaecology Practice 

Dr Jens Odendahl  MBBS, BN,FRANZCOG – Acting Director of Obstetrics 
and Gynecology, Logan Hospital 
Dr Glenn Gardener, MBBS (Qld), DipRACOG, FRANZCOG, CMFM Director, 

Centre for Maternal Fetal Medicine, MMH
Kerry Rushton, Bachelor of Science (Hons), Registered Midwife –

Midwifery Unit Manager – Antenatal Clinic, Logan Hospital
Brittany Ruffin, Bach Midwifery/Bach Nursing – Clinical Midwife/Registered 

Nurse, Midwifery Group Practice, Logan Hospital 
Marita Hales Advanced Physiotherapist, Women’s, Men’s and Pelvic 

Health Physiotherapy Team , Logan Hospital 



From Logan Hospital:
Dr Hasthika Ellepola
Dr Leela Sharma 
Dr Margaret Scanlon
Dr Yoga Gounden

From Beaudesert Hospital:
Dr Brendon Evans

and Beaudesert GP –
Dr Michael Rice 

Also joining us today ….



Good morning and welcome
Time Session Who

9:00 am Welcome, housekeeping, learning 
objectives

Dr Kim Nolan

9:10 Models of care, MGP Presentation Kerry Rushton, Brittany Ruffin

9:30 Case work: Task 1 Group Work

9:40 Present Task 1
Feedback/ discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

10:00 Gestational Diabetes Dr Kim Nolan
Dr Sabaratnam Ganeshananthan

10:30 Thyroid disease
Obesity Presentation

Dr Kim Nolan
Dr Jens Odendahl

11:00 Morning Tea All



Welcome back 

Time Session Who
11:20 Antenatal testing for fetal 

anomalies
Dr Sabaratnam 
Ganeshananthan

11:40 Recap Dr Kim Nolan
11:50 Pharmacology and pregnancy  –

general principals
Dr Treasure McGuire (Video)

12:00 Case work: Task 2 Group Work
12:10 Case Presentations Dr Kim Nolan

Dr Jens Odendahl
Dr Sabaratnam 
Ganeshananthan

1:20 Lunch All



Welcome back

Time Session Who

2:00 pm Physiotherapy in the Child 
Bearing Years

Marita Hales

2:20 Communication in 2019 Dr Kim Nolan

2:30 Case Work: Task 3 Group Work

2:40 Present task 3 
Feedback/discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

3:40 Summary Dr Kim Nolan

3:50 Afternoon Tea All
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Welcome back – last session

Time Session Who

4:00 pm Postpartum Case Work Group Work

4:10 Present Postpartum Cases-
Feedback/discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

4:50 Summary Dr Kim Nolan

5 pm Close All

Presenter
Presentation Notes




Mater Guideline 
Mater Brochures 
National pregnancy care guidelines 
RANZCOG education resources
Queensland Clinical Guidelines 
Australian Society of Infectious Diseases
GP Learning (RACGP)
Australasian Diabetes in Pregnancy Society 
Brisbane South PHN Maternity Resources
Brisbane North PHN Maternity Resources 
Maternity-Matters

Online resources

http://www.materonline.org.au/services/maternity/health-professional-information/guidelines-and-policies
http://brochures.mater.org.au/
http://www.health.gov.au/internet/main/publishing.nsf/Content/pregnancycareguidelines
https://beta.health.gov.au/resources/publications/pregnancy-care-guidelines-and-related-documents
http://www.health.gov.au/internet/main/publishing.nsf/Content/pregnancycareguidelines
https://www.ranzcog.edu.au/Statements-Guidelines/
http://www.health.qld.gov.au/qcg
https://www.asid.net.au/products/management-of-perinatal-infections
http://gplearning.racgp.org.au/
http://www.adips.org/
http://bsphn.org.au/programs/maternity-shared-care/
https://metronorth.health.qld.gov.au/wp-content/uploads/2017/10/part-1-gp-maternity.pdf
http://maternity-matters.com.au/


Beyond Blue 
Centre of Perinatal Excellence
Pregnancy, birth & baby
PANDA
Mind the bump
What Were We Thinking
Head to Health
The Marce Society

Online mental health resources 

http://www.beyondblue.org.au/
http://www.cope.org.au/
https://www.pregnancybirthbaby.org.au/
https://www.panda.org.au/
http://www.mindthebump.org.au/
http://www.whatwerewethinking.org.au/
https://headtohealth.gov.au/
https://www.marcesociety.com.au/


Goal

Educate 
Update 
Equip 
Empower

To encourage
Innovation
Integration 
Communication



Learning objectives

Increase familiarity with:
MSC Guideline
The lines of communication
Specialized antenatal and postnatal services
Antenatal screening recommendations
Management of common antenatal presentations and 

complications
Online resources



But what are we 
really trying to do?

Improve health 
outcomes for women 

and their children



2019 Mater Mothers' 
Hospital GP 

Maternity Shared Care 
Guidelines

This is a 52 page 
summary of the 

essential principles 
underlying GP 

maternity shared 
care.

https://www.materonline.org.au/MaterOnline/media/materonline/HOSP-002-06817_MM_Maternity_Shared_Care_Guidelines_Mar2019_V4.pdf
https://www.materonline.org.au/MaterOnline/media/materonline/HOSP-002-06817_MM_Maternity_Shared_Care_Guidelines_Mar2019_V4.pdf


Pregnancy Care 
Guidelines 

 33 pages of 
recommendations and 
practice points

 16 pages with clinical 
content

 Full document is 322 pages 
long but searchable! 

https://beta.health.gov.au/resources/publications/clinical-practice-guidelines-pregnancy-care-short-form-guidelines
https://beta.health.gov.au/resources/publications/pregnancy-care-guidelines


Queensland Clinical Guidelines

QHealth has 
evidence 
based 
guidelines, 
consumer 
and 
education 
resources

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


www.materonline.org.au

http://www.materonline.org.au/


Click through to Brisbane South PHN

This hyperlink takes 
you to the home 
page

http://bsphn.org.au/programs/child-youth-health-wellbeing/maternity-shared-care/


Women’s choices in pregnancy
Helen is a 27-year old healthy G1P0 who presents for advice with a LNMP 
5 weeks ago and three positive home pregnancy tests.  She has private 
health insurance, but thinks it is only singles cover.  She has done some 
online research, checked out the blogs and is a bit confused.  Some 
mothers prefer a private obstetrician (should she simply self insure if she’s 
not covered and how much will that cost?) others swear by midwifery 
care (but she’s read she needs to ask for the continuity of carer model, 
can she be sure she’ll get it and what does it mean?) and she found you 
on the Mater site for Aligned GPs – you are nice and close to where she 
lives and what is the difference between GP, midwife and obstetrician 
care anyway?

You have 15 minutes, what do you tell her?  What resources can you 
recommend?



Midwifery Models of Care at Logan 
Hospital

Logan Hospital, Maternity Services

Kerry Rushton
MUM, Antenatal Services



Logan Hospital Midwifery Antenatal Clinics

• Currently, midwives provide antenatal care and
education for women preparing to birth at Logan

• Midwives work regular clinic days so they can build a
rapport and provide some continuity for women.

• A Consultant is available to liaise with if necessary
• Midwives also see some of the women under consultant-

led care for midwifery input with regards to education,
birth planning etc

• Future state? Midwives provide midwife-led care for the
low to medium risk women, using the ACM Guidelines
for referral and consultation as needed.

• This frees up time for the O&G team to spend their time
with women who have high-risk pregnancies



Logan Midwifery Group Practice

• Midwives provide care to specified groups of women who fit their 
inclusion criteria

• This is a Continuity of Care model, and midwives have 3 or 4 
women each per month in their caseload 

• The care provided is largely community-based in the Hubs
• They have  their own dedicated MUM, Michelle O’Connor who 

oversees everything



Private Eligible Midwifery Care (Logan)

• Some women choose to have their own private midwife for
antenatal, intrapartum and postnatal care

• Women can birth at a hospital where the midwife is credentialed
to provide care

• Currently there are no private midwives credentialed for Logan
Hospital, but a new contract is under review, so this may be an
option at a later date



Current  LGH Midwifery Care Information
• Hospital Antenatal Midwife Clinics are held every day Monday to 

Saturday
• Evening Midwife review appointments are available to women on 

Tuesday evenings to facilitate working families and to give women 
more options

• Midwife “Booking- in” appointments are also available on Monday 
evenings and every Saturday

• Appointment availability is 08.00 – 16.00 for every daytime clinic, 
and 12.30 – 21.00 for the evening clinics

• Contact can be made with Antenatal Clinic on 3299 8527 to alter or 
change appointment times during working hours

• Any other queries can be directed either to the Team Leader on 
3089 2781, or to the MUM on 3089 6340

• SMS reminders are sent out to women 10 days and 2 days prior to 
their appointments to remind them of date and time



Models of Care at Beaudesert Hospital

• Their aim is to provide as much maternity care locally as possible
• Their clinical pathways are flexible to accommodate clinical needs
• Medical care is provided by Rural Generalist Obstetricians (RGO) or

shared with GPs
• All women have a case review by a visiting Obstetric Consultant (Dr

Wendy Dutton)
• Additional reviews may be carried out if requested by the Beaudesert

Maternity Team



Models of care at Beaudesert Hospital (cont..)
WOMEN WHO HAVE LOW OBSTETRIC COMPLEXITY
• May be cared for by either MGP and/or RGOs with antenatal care done locally,

birthing in the hospital, and Postnatal care locally
• Women may also choose to share care with their GP and hospital staff
• 50% of women birthing at Beaudesert in 2017/18 were cared for by MGP
• If complexity increases, the women may be referred to a higher level

organisation for birthing
• If referred to Logan to birth, the Beaudesert MGP midwife will be able to

continue midwifery care. 31 womens’ care was provided like this in 2017/18
• Postnatally woman and baby may be transferred back to BDH, if medically fit

and postnatal home visiting will be carried out by BDH midwives
• If women are referred to a hospital other than Logan, the BDH midwife will not

be involved in care, but the women can be transferred back postnatally
• Postnatal home visiting for these women MAY be performed by BDH MGP but

not always



Models of Care at Beaudesert Hospital (cont..)
WOMEN WHO ARE OBSTETRICALLY COMPLEX AT REFERRAL OR 
BOOKING
• Early referral will be made to a higher level facility
• Women from this group MAY be able to access MGP at Logan,

although this is unlikely
• Women not for MGP may still be able to have some antenatal care

provided locally , after negotiation with the obstetrician and RGO
• Postnatal transfer back to BDH is encouraged when the woman /

baby are deemed fit by attending physicians
• Postnatal home visiting may be performed by BDH core team

midwives following discharge from the birthing hospital. This service
is available 7 days per week



Antenatal Education Groups at Logan Hospital
GENERAL ANTENATAL EDUCATION
• Currently, a 4-week course of Antenatal education sessions

are run on Wednesday evenings from 6.30 – 9pm
• An all-day class also runs on alternate Saturdays. We

encourage this to be split into two half-day sessions
• Either of the group sessions include preparing for labour and

birth and first days of life, breastfeeding and a tour of the unit.
• The Wednesday class includes a session with the obstetric

physio (who is also available at other times)
• Please encourage women to book into classes by calling

Antenatal Clinic on 3299 8527, or in person when they attend
for appointments

• These classes are limited to 15 couples per session
• We advise women to attend in their third trimester



Antenatal Education Groups at Logan Hospital

DAD’S GROUP
• This group is intended as a “men only” space for dads-

to-be to discuss anything they wish to.
• It is run on the last Wednesday of every month by one of 

our midwives, who is also a dad, Nigel. It starts around 
6.30 pm and finishes when it is over!

• Bookings can be made, but he also welcomes “drop-ins”
• The group is really informal with no set agenda, it just 

depends on what the participants feel comfortable to talk 
about,  but will include some advice around support roles 
for dad during labour, birth and postnatally



Antenatal Education Groups at Logan Hospital

VBAC
• This group occurs every 8 weeks on a Tuesday evening from 

around 6pm
• This group is run by a midwife, and we encourage all women 

who have  had a previous LSCS and are wishing for a vaginal 
birth this time to attend.

• The group is usually small in  number so may just take place 
in a normal consulting room

• VBAC options are discussed, questions answered and 
worries addressed

• Women are encouraged to book into this by calling 3299 
8527, or in person when attending ANC for an appointment



Antenatal Education Groups at Logan Hospital

YOUNG PARENT’S GROUP 
• These are friendly and relaxed groups which are currently run in the

community in “The Family Place” in Woodridge and “The Wesley Mission”
in Eagleby.

• There is no firm rule around what age we will see women, but the group is
firmly aimed at our youngest clients

• These are very informal and can be accessed at the woman’s discretion
and at any gestation

• There is no formal education platform, but the midwife will answer any
questions or concerns the women may have, provide advice and facilitate
discussions



Antenatal Education Groups at Logan Hospital

LACTATION CONSULTANT GROUP
• Aimed at women who would like some breastfeeding advice and

support. Partners, mothers, support people are welcome.
• The support will be provided by a Lactation consultant Midwife either in

a group setting or in one-on-one sessions.
• This is particularly helpful for any GDM women
• An evening session runs every four weeks on a Wednesday evening

from 6.30pm to cater for women who cannot attend during the day
• Women can book into these groups by calling 3299 9590, or in person

when attending antenatal appointments
• Postnatal women in need of feeding help should be encouraged to

utilise the Child Health Drop-In clinics which are run every day in the
community by Child Health nurses with LC qualifications (Details in Red
Book)



Other Midwifery Services at Logan Hospital

COMMUNITY MIDWIFERY SERVICE

• The community home visiting service is run from Ward 2D and is staffed
by midwives who will visit the mums who birth at Logan until they are 7
days postnatal

• There is currently a body of work taking place to provide, in the near
future, home visiting up until 28 days postnatal for the more vulnerable
women in our community. This may include women who did not birth at
Logan, however, at present, it is still very much a work in progress.

• Any queries regarding the existing home visiting service should be
addressed to the MUM of Ward 2D on 3299 9565



Antenatal Education Groups at Beaudesert

ANTENATAL CLASSES
• Provided every second Saturday. Classes are led alternately  by 

core midwives and MGP

GDM EDUCATION
• Diabetes Nurse Practitioner attends weekly
• Dietitian  is available for review as needed



Speciality Obstetric Clinics at Logan Hospital
These clinics provide care for all women, however, some may require
more input in certain areas, so we consider women’s risk factors before
allocating their care.

am pm

Monday IDDM / GDMI

Tuesday High Risk Care
IDDM/ GDMI

Wednesday High Risk Care
IDDM/ GDMI

Thursday ADAPT (Midwife)
IDDM / GDMI

ADAPT (Midwife)
IDDM / GDMI

Friday Multiple Pregnancy



Other Services 
BEREAVEMENT SUPPORT MIDWIVES (Rachel or Carrie)
• Co-ordinate care for women and their families around times of miscarriage, IUFD, 

Stillbirth, Neonatal Death and TOP (under certain circumstances). 
• Contact on 0403 608 193, or 3299 8743.

MATERNITY ASSESSMENT UNIT (MAU / MAC)  from 7am to 10pm daily
• Provide antenatal care and support if any problems are identified 
• A pathway for referral of complex postnatal issues is under-development also
• Contact Midwife on 3299 8811, or  O&G Registrar on 3299 8027 if you are 

referring a patient

PARTNERSHIP WITH GRIFFITH UNI, ACU AND UQ & others
• Provide support and training to medical, midwifery and physiotherapy students 

from several universities
• Support research projects



Other Services and Useful Numbers 
HEALTHY HEARING  
• 7 days per week service running from 07.00 – 15.30
• For further information regarding this service please call 3299 9153

SOCIAL WORKER FOR WOMEN’S SERVICES
• Contact 3299 9188

A&TSI HEALTH WORKER
• Contact 3299 8296

CHILD PROTECTION UNIT (PANDA)
• Contact 3299 9102

ALLIED HEALTH DEPARTMENT
• Obstetric Physiotherapy Service and classes
• Contact 3299 8250



What’s New With Logan Hospital?
• A group of  midwives are currently redesigning all of the content and concept of 

antenatal group education with the intent to modernise and invigorate the groups
• We will shortly be providing community based Midwife clinics in Yarrabilba (watch this 

space)
• More midwife-led clinics are being introduced in the hospital setting
• The postnatal visiting service will be enhanced, as mentioned earlier
• The MGP hubs are expanding quickly
• Lots of work is being done by midwives around improving effective communication with 

women from CALD backgrounds who do not get MGP care, and caring for women with 
mental health issues

• Hopefully we will benefit from Midwife Navigators being employed to improve women’s 
experience of the services

• We are Planetree and Pathway to Excellence accredited (and  proud if it)
• We are applying for BFHI re-accreditation this year 



Thanks for listening! Any questions?



Midwifery Group 
Practice

Logan Hospital 



Midwife means

With Women

‘Being with woman = meeting emotional, physical, 
spiritual, and psychological needs through human 
presence and social support.” (Hunter 2002)



Midwifery Continuity of Care  = MCC

Midwifery 
Group Practice 

=    MGP



Midwifery Group Practice
⊗ Refers to a model where a midwife provides holistic, 

primary maternity care within a supported team
⊗ The midwife if known to the woman throughout 

pregnancy, during birth and early postpartum period
⊗ Assist in navigating our complex health care system 
⊗ Care for women of all  risk categories 
⊗ Work along side their GP, Obstetrician and specialised 

services as required
⊗ Refer to the multi-disciplinary team – Social and 

Community Support



Our MGP History in Australia 
⊗ Began in the early 1990’s 
⊗ Emergence of Continuity of Care / Team Midwifery across the 

country 



Cochrane Review
⊗ First Review 2004
⊗ Latest 2016
⊗ Included all Published and Unpublished 

trials or RCT’s on continuity 

24% less likely to experience preterm birth,

19% less likely to lose their baby before 24 weeks’ gestation

16% less likely to lose their baby at any gestation



Sandall et al (2016) 
⊗ Midwife-led versus other models of care for childbearing women
⊗ Selection Criteria:

⊚ All published and unpublished trials or RCT’s
⊗ Results

⊚ Less likely to experience hospitalisation
⊚ Less regional analgesia or intrapartum anaesthesia
⊚ Less episiotomy 
⊚ Less instrumental delivery
⊚ More likely to have spontaneous Vaginal birth 
⊚ Feel in control during labour and childbirth



Sandall et al (2016) 
⊗ More likely to have known midwife at birth
⊗ More likely to initiate breastfeeding
⊗ Experienced less foetal loss before 24 weeks gestation
⊗ Babies more likely to have shorter length of hospital stay 
⊗ Decreased neonatal stay
⊗ Decreased pre-term birth



All women should be offered 
midwife-lad models of care and 
women should be encouraged 
to ask for this option.

Sandall et all (2016)



Lancet Series (Renfrew et al, 2014)
Its Focus 

Meeting the essential needs of childbearing women in all 
countries 

Its Findings
⊗ Provides the framework of placing the needs of women and their 

newborns at it’s centre
⊗ Supports a shift from fragmented maternal and newborn care to 

holistic care models
⊗ Identifies the under and overuse of interventions contributing to 

acute and chronic clinical and psychological morbidity for approx. 
20 millions childbearing women 



Lancet Series – The Research & Findings
⊗ Analysis of 461 Cochrane 

systematic reviews used to 
develop the framework.  
122 effective practices 
relevant to QMNC

⊗ Midwifery is uniquely 
placed to contribute to the 
QMNC framework to offer 
this combination –
relationship-based care, 
appropriate to context and 
across the continuum

⊗ Analysis of women’s views 
and experiences found=

⊗ Women needed services to 
be respectful by staff 
engendered trust were 
empathic and personalized 
their individual needs



Lancet Series – The Findings
⊗ Maternal Mortality reduced
⊗ Serious morbidity reduced
⊗ Fewer maternal infections
⊗ Less anaemia
⊗ Less pain
⊗ Reduced risk of per-eclampsia and eclampsia



Lancet Conclusion 
Papers 2014 & 2106 Methods Findings and 

conclusions
1. Midwifery and quality care Defined midwifery, critical 

synthesis of quantitative and 
qualitative evidence, case 
studies

Could improve 50+outcomes.
Definition and framework for 
use in planning, monitoring, 
regulation education

2. Projected effect of scaling 
up midwifery

Modelled impact of 
implementation of midwifery

Universal provision of midwifery 
as defined in the series could 
reduce mortality by 80%

3. Country experience of 
strengthening health systems 
through midwifery

Analysis of four country case 
studies with high maternal 
mortality

Focus on coverage not 
enough.  Must include quality, 
respectful care that reduces 
over-medicalisation

4. Improvement of Maternal 
and Newborn Health through 
midwifery

Summary, analysis, call to 
action

Midwives are crucial to 
achievement of national and 
international goals and targets
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Midwifery was associated with improved efficient use of resources and outcomes when provided by midwives who were educated, trained, licensed, and regulated, and midwives were most effective when integrated into the health system in the context of effective teamwork, referral mechanisms, and sufficient resources.



Why we need MGP / COC!

⊗ The Women
⊚ Improved health outcomes
⊚ Reduced intervention 
⊚ Improved care satisfaction
⊚ Improved Mental Health stability

⊗ The Babies
⊚ Reduction in preterm births
⊚ Reduction of SCN & NICU admissions

⊗ The Families 



What are we doing in 
Logan to support the 

Lancet Framework 
and our women?



Logan MGP & Community Hubs

⊗ Modelled of Lancet framework 
⊗ 3 Community and 1 Hospital Based HUBS
⊗ Targeted Demographic criteria 
⊗ 18 Full-Time Clinical Midwives 

⊚ Ongoing and upcoming recruitment!
⊗ Midwifery Student preceptorship 



The HUB’s
Jajumbora Hub 
- Aboriginal and Torres Straight Island women and families
Benevolent Society
- Young Women, Vulnerable Families, Mental Health concerns & 

Overflow 
Access Gateway 
- Refugee Women and Families, Non-English Speaking 

Background/CALD
Hosanna 
- Maori and Pacific Island women and families  



Demographics
12

2

71

75

93

5

ATSI MPI CALD YP OTHER



Referral Source

ANC Logan Hospital 495

Perinatal Wellbeing Service 4

ATSICHS 31

The Benevolent Society 2

Access Gateway 17

GP 20





MGP Outcomes 2018-2019

Outcomes
Hubs/ caseload midwifery

N = 366
n (%)

Logan fragmented care
N = 3507

n (%)

Spontaneous vaginal birth 248 (68) 2129 (60)

Forceps/ vacuum 34 (9) 301 (8)

Total Vaginal Birth 282 (77) 2430 (68)

LSCS Elective 34 (9) 445 (13)

LSCS Emergency 50 (14) 632 (18)

Total Caesarean Section 84 (23) 1077 (31)



Breastfeeding Rates

⊗ From Hospital

Exclusive 
Breastfeeding 75%

Breastfeeding 90%

⊗ At 6 Weeks

Exclusive 
Breastfeeding 47%

Breastfeeding 60%



It takes a village!
⊗ Help us target the at risk women 
⊗ Early MGP care = better outcome 

On Referrals
⊗ Identify….

⊚ ATSI, Refugee, Young Parent, MPI
⊚ Language 
⊚ Social or Mental Health Concerns

⊗ Early MGP care = better outcome 



On your Referrals…
Please 
⊗ Identify….

⊚ ATSI, Refugee, Young Parent, MPI
⊚ Language 
⊚ Social or Mental Health Concerns

⊗ Directly refer to MGP
⊗ Get in touch! Ask the question!
⊗ Refer women to community groups



GP Referrals 



GP Referrals 
Bloods
⊗ Routine Bloods/ Urine Testing 
+/- extra tests for women of higher risk  e.g. STD checks, early OGTT
Ultrasounds
⊗ Dating Scan 
⊗ Nuchal Translucency (if clinically appropriate) 
⊗ Morphology Referral 
Other 
⊗ Relevant Medical History 
⊗ Previous Birth Details (if known) 
⊗ Interpreter Required 
⊗ Refer TO MGP!!!



Case Study 

“Destiny” 
⊗ 15 years old
⊗ G1 P0 
⊗ Identifies as Aboriginal 
⊗ Not with FOB 
⊗ Smoker and occasional drug use
⊗ Reports depression  



“Fionna”
⊗ G1 P0 
⊗ NESB – Refugee from Rwanda
⊗ Limited community support
⊗ Husband works long hours
⊗ Medically 

⊚ Severe Anaemia – Hb 72
⊚ Latent TB 
⊚ Infective Colitis Admission 2018 

requiring follow up 

Case Study 





Thank you for everything you 
do for our community!



Small Group Activity
Red Group – 24 year old, primiparous, uncomplicated
Yellow Group – 22 year old from Somalia, Hb 104, MCV 
low
Pink Group – 38 year old, history of macrosomic baby
Blue Group – 32 year old, BMI 40, on Levothyroxine,                                          
retinoblastoma
Green Group – 41 year old Torres Strait Islander, 
irregular cycles
Orange Group – 29 year old, unplanned pregnancy, 
Rh negative



Role of facilitator

Each group will have a facilitator
 To observe
 To assist GPs to stay on task
 To assist GPs to tease out the cases
These cases are deliberately short on detail.
Focus on the process not the particulars.  
Consider, as GPs do, the probable outcome but also the 

possible, more risky ones.



Task 1

You need a scribe and a presenter.
You have 15 minutes!
Good luck!



Red Group 
Task 1 - 1st trimester pregnancy

Megan is a healthy 24 year old whose LNMP was 4 
weeks ago and whose uHCG is positive.  This is her 
first pregnancy, she has no private health 
insurance and she wants to know what comes 
next.

She has a 15 min appointment.  Outline your 
approach.



NHMRC Iodine recommendation 2010

All women who are pregnant, 
breastfeeding or considering pregnancy, 
take an iodine supplement of 150 
micrograms (μg) each day.
Except women who are thyrotoxic, have 

Graves disease or a multinodular goitre!

Presenter
Presentation Notes
Thyroid uses iodine to produce hormones vital to ensure normal development of the brain and nervous system before birth, in babies and young children. The National Health and Medical Research Council recommends that 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 their medical practitioner prior to taking a supplement.  (Women who are thyrotoxic, have Graves disease or a multinodular goitre should not take supplemental iodine!)



Iodine supplementation
Mandatory iodine and folate fortification of 

bread since 09 
This is not enough for pregnancy
Most Pregnancy and Breastfeeding formulas 

contain Iodine 
I-Folic has 500 mcg of Folic Acid and 250 mcg of 

Iodine @ ~ $16-20 for 150 tablets
Women of child rearing age should use Iodinised

salt

Presenter
Presentation Notes
www.foodstandards.gov.au —Mandatory iodine fortification of bread since Oct 09 and folate from Sept 09 



Nutrition care by general 
practitioners: Enhancing 
women’s health during 
and after pregnancy

Australian Family 
Physician -Volume 45, 
No.8, August 2016
Pages 542-547

https://www.racgp.org.au/afp/2016/august/nutrition-care-by-general-practitioners-enhancing-women%E2%80%99s-health-during-and-after-pregnancy/
https://www.racgp.org.au/afp/2016/august/


Please cc ANC 
on all pathology and 

radiology



Specific STI testing
National guidelines: test all

women under the age of 25 for 
Chlamydia 
Statewide PHR: test all high-risk 

women for syphilis at 26-28 and 34 
weeks and post birth as well as 
with the first trimester bloods
Seven congenital syphilis deaths 

since January 2011
15 congenital syphilis cases since 

the outbreak began, among 
about 2700 cases in total.
11 deaths in 10 years from 

Pertussis

Presenter
Presentation Notes
QCG – New Syphilis in Pregnancy Guidelines- High risk -  Sexual contact with infectious syphilis case • Woman or partner identify as Aboriginal and/or Torres Strait Islander AND reside in an outbreak declared area  • Substance use – particularly methamphetamine (‘ice’) • Woman’s partner is MSM • Late, limited or no antenatal care • Engages in high risk sexual activity 



Syphilis is 
back

Source

https://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-infectious-syphilis-outbreak.htm


Preconception/early pregnancy
genetic testing

Prepair test (Victorian 
Clinical Genetics 
Service)
CF/SMA/Fragile X 

cost =  ~ $400 (no 
rebate) SNP/QML also 
offer
Combined incidence  

similar to T21

Preconception screen 
Tests for 590 

separate genetic 
conditions
$750 per person or 

$1400 for a couple 
(no rebate)

https://www.vcgs.org.au/tests/prepair
https://www.ivf.com.au/about-fertility/how-to-get-pregnant/preconception-screen


PREGNANCY 
CHECKLIST 

PDF available for 
downloading at 

Maternity-Matters
or page 48 of the 
Mater Guideline 

https://maternity-matters.com.au/for-clinicians-1/


Yellow Group
Task 1 - 1st trimester pregnancy

Amina is a 22-year-old from Somalia who wears the 
hijab and has lived in Brisbane for a year.  Her LNMP 
was 5 weeks ago, her uHCG is positive and she wants 
to know what to do next.
Her FBC from last year shows a Hb of 104 and a low 
MCV.  
She has a 15 min appointment - Outline your 

approach.



Communicating the Concept of Antenatal Care
Be culturally sensitive 
An on-site interpreter is preferred (usually need pre-booking 

as can take 2 weeks to organise)
TIS Ph. 13 14 50
Explain MOC ? MGP at Hub
Communicate clearly
Traditional beliefs?
Refugees usually have full Medicare access 
Asylum Seekers generally have limited health and financial 

support.   Asylum seekers can access free care via the Mater 
Refugee Complex Care Clinic.  Think about the price of 
medications as may have no access to PBS subsidies

Presenter
Presentation Notes
Cultural sensitivity is requiredMay need an interpreter.  An on-site interpreter is preferred (can take 2 weeks to organise).  The TIS is free and available 24/7 Ph. 13 14 50May have had minimal exposure to formal, hospital-based antenatal careOptions for antenatal care need to be communicated clearlyMay have beliefs about traditional foods and practices for her pregnancyRefugees usually have full Medicare access Asylum Seekers generally have limited health and financial support.   Asylum seekers can access free care via the Mater Refugee Complex Care Clinic.  They may need to pay full price for medications as they may not have access to the PBS subsidies and doctors should consider this when prescribing.



Assessment of Specific Risk Factors:

Obstetric History 
Multiple spontaneous or elective abortions
Previous stillbirth
Female Genital Cutting (FGM) 
Multigravida
Short spacing intervals between pregnancies
Cephalopelvic disproportion (higher incidence in 

women from Africa)
Neonatal death

https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women's%20Health/Statement%20and%20guidelines/Clinical%20-%20Gynaecology/Female-Genital-Mutilation-(C-Gyn-1)-Nov17.pdf?ext=.pdf


Assessment of Specific Risk Factors

Diseases
Vitamin D Deficiency (dark-skin, Hijab)
Anaemia:  Thalassaemia, sickle-cell
Pelvic infections (previous sexual assault, FGM)
Recurrent UTIs (FGM)

Infectious Diseases: Latent TB
Hepatitis B &C
HIV
Parasites (e.g. Schistosomiasis)
Rubella



Management of 
anaemia in pregnancy 

flowchart

Source: page 29,
Mater Shared Care 

Guideline

Presenter
Presentation Notes
When vitamin B12 deficiencies occur, methylmalonic acid levels increase, and can detect early B12 deficiency. 

https://www.materonline.org.au/MaterOnline/media/materonline/HOSP-002-06817_MM_Maternity_Shared_Care_Guidelines_Mar2019_V4.pdf


Toolkit for Maternity Blood Management
- Australian Red Cross

https://transfusion.com.au/maternity


Ethnicities at increased risk of 
thalassaemia or sickle cell 

anaemia

Middle Eastern
Southern European
Indian subcontinent
Central and Southeast Asian
African



Ethnicities at increased risk of thalassaemia or sickle cell anaemia

From “Genetic Counselling and Testing”
RACGP Redbook Guidelines for Preventive Activities in General Practice

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/red-book/genetic-counselling-and-testing


Mater brochures

http://brochures.mater.org.au/


Refugee maternity service

http://brochures.mater.org.au/brochures/mater-mothers-hospital/pregnancy%E2%80%94refugee-maternity-service


Vitamin D
Routine supplementation not recommended
Test or simply supplement high risk women
veiled women 
dark skinned women
obese women
those who use sunscreen regularly 
those who get little sunlight exposure



National Guideline

https://beta.health.gov.au/resources/pregnancy-care-guidelines/part-g-targeted-maternal-health-tests/vitamin-d-status


Presenter
Presentation Notes
Malabsorption – consider testing in those women who  have undergone Bariatric surgery + Some anticonvulsants (up to 45% are Vit D defic)



What to do with these recommendations?
RANZCOG statement (2017 – currently under review)
Pregnant women with Vitamin D level below 50nmol/L
levels 30–49 nmol/L, commence 1,000 IU/day
levels < 30 nmol/L, commence 2,000 IU /day
Repeat the Vitamin D level at 28 weeks gestation.

Pregnant women with Vitamin D level above 50nmol/L
These women should take 400 IU Vitamin D daily as part of 

a pregnancy multivitamin

2012 MJA Position statement on Vit D 
3000-5000 IU per day for at least 6-12 weeks is required to 

treat moderate to severe deficiency for most people.  
Check levels after 3 months, with ongoing treatment with 
1000-2000 IU per day and adequate calcium intake. 

Vit D comes in a 7 000 IU formulation, for once weekly use

https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women's%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Vitamin-and-mineral-supplementation-in-pregnancy-(C-Obs-25)-Review-Nov-2014,-Amended-May-2015_1.pdf?ext=.pdf
http://www.mja.com.au/journal/2012/196/11/vitamin-d-and-health-adults-australia-and-new-zealand-position-statement


RANZCOG education resources 

RANZCOG has a 
wealth of 

resources freely 
available online

https://www.ranzcog.edu.au/Statements-Guidelines/


Pink Group
Task 1 - 1st trimester pregnancy

Carol, a healthy 38-year old presents with a positive 
pregnancy test. Her first child, now 23 years old was born 
naturally at term weighing 10lb7oz (4734g).  Her BMI is 24, 
her blood tests from 2 years ago were all normal and her 
family are all well and healthy.  She would like to have an 
ultrasound scan, “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.



US/S costs—clinics compared
Accurate as of April 2018—not an exhaustive list, not MSH endorsed!

Practice NTS ($60 rebate) Morphology ($85 rebate) 
City Scan $200 $180 (HCC rebate at Acacia Ridge, BB 

viability, dating and follow up scans if HCC) 

Exact Radiology $180 (available at Sunnybank, Chapel Hill, Ipswich N and 
Underwood)*

$175*  

Oz Radiology $200 (Morningside and Carina)* $180*

Qld Xray $235 Women’s Diagnostic $215 at Wynnum, Cleveland, 
Coorparoo

$230/$215 BB viability, dating and single 
follow up scan if HCC

Qscan $220 $245 ($151 - rebate $51 for all other 
pregnancy scans, even HCC)

QDI $200 not available at all sites (book well in advance, prefer 
12.5-13.5 weeks)

$170* (20-22 weeks)

So + Gi (4D) $355 ($571 for NIPT + dating scan, $60 rebate, $865  NIPT + 
NTS rebate $102)

$355 ($90-$128 rebate) 

*viability, dating scans and a single third trimester/follow up scans BB



Eligibility
MEDICARE REQUIREMENTS
GP’s limited to one pregnancy ultrasound request for services performed from 17 

to 22 weeks

+ one request for scans performed on patients >  22 weeks gestation.

To attract a Medicare rebate any additional scans required must be referred by 
DRANZCOG holders or RANZCOG Fellows/Members (as clinically indicated).

 If ordered by a GP, a Medicare rebate is payable for  an ultrasound of the pelvis 
related to pregnancy or a complication thereof, for a gestational age of less than 
16 weeks (as determined by ultrasound), so long as one or more of the following 
conditions is present and noted on the referral:



Eligibility list



NTS/first trimester USS rebate list

Lots of clinical indications including
Maternal age > 35
Risk of miscarriage
Risk of fetal abnormality *
Uncertain dates 
Previous LSCS
Pregnancy after assisted reproduction



Some of the issues to consider for our patient “Carol”
Advanced maternal age 
Obstetric history 
Medical history 
Past history of macrosomia 
Expectations and the management of them 



Testing for Diabetes in Pregnancy

GDM Definition: Glucose intolerance of variable severity 
with onset, or first recognition, during pregnancy
There are two main issues:
1.Does a woman have undiagnosed diabetes? 

Preconception or first trimester testing is particularly 
important if high risk e.g. BMI > 30, past history of 
gestational diabetes (GDM), PCOS or previous 
macrosomic baby

2.How best to test for GDM?



Testing for Diabetes during Pregnancy 

First trimester HbA1c (or early OGTT if k>12) for 
women at high risk of GDM
No random or fasting BSLs
No glucose challenge testing
Routine OGTT (24 – 28 weeks) for all women not 

previously noted as abnormal (HbA1c NOT 
suitable)
OGTT diagnostic criteria changed in 2015



HbA1c
 HbA1c can be used as a diagnostic test for 

diabetes in first trimester 
HbA1c of ≥5.9% (41mmol/mol) required for a 

diagnosis of GDM 
>6.5% (48mmol/mol) to diagnose type 2 diabetes
This DOES NOT replace the GTT  for women after first 

trimester, or in the 6-8 weeks postpartum
HbA1c can be used for long term follow up of 

women with a past history of GDM, for early 
pregnancy or preconception testing in a high-risk 
woman.



Qld Clinical 
Guidelines

GDM Flowchart
(page 38 MMH 
MSC Guideline) 

http://www.materonline.org.au/MaterOnline/media/materonline/PDFs/Shared%20Care/Hosp-002-06817_Maternity_Shared_Care_Guidelines_2017__WEB.pdf


Qld Clinical Guidelines  Gestational Diabetes (page 3)

http://www.health.qld.gov.au/qcg/documents/g-gdm.pdf


Moderate Risk Factors: High Risk Factors:

Ethnicity:
-Asian/ SE Asian
-Indian sub-continent
-Aboriginal/TSI
-Maori
-Middle-Eastern
-African (non-
caucasian)

BMI: 25-35 kg/m2

Previous GDM

Maternal age ≥40yo

BMI >35kg/m2

Macrosomic baby
(≥4500g or >90th centile)

PCOS

FHx diabetes:
-1st ° relative w/ T1/2DM 
or                                   
-sister w/ GDM

Medications
(Corticosteroids, 
antipsychotics etc)

1. Women with ≥1 high 
risk or 2 moderate risk 
factors should undergo 
a 75g OGTT at 1st

opportunity after 
conception

2. Women considered 
moderate or high-risk 
with a normal early 
OGTT should have this 
repeated at K24-28/40



Why Bother testing? 
Pre-gestational  Diabetes 
Fetal / Neonatal  Considerations Greene MF et al Teratology 1989: 39; 224-231 
Major Malformations / Spontaneous miscarriage

0%

100%

7.7 > 9.3 - 7.7 11 - 9.4 12.7 - 11.1 14.4 - 12.8 14.4 <

First  Trimester  HbA1c  (%)

No  major malformation Major malformation Spontaneous miscarriage



GDM epidemic?



Diabetes in pregnancy-Logan  O&G data
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Patient diagnosis and management/treatment during antenatal care

Patients with diabetes during pregnancy delivered at Logan Hospital from 2014-2018 



A few facts about patient demographics 
and chronic diseases 

Logan Hospital patients approx.14.2% Pacific Islander and New Zealander
Samoans have 7x higher hospitalisation rates for diabetes complications 

than the rest of Queenslanders
A&TSI women are 10x more likely to have T2D in pregnancy and 1.5x more 

likely to have GDM
There were 7779 registered cases of gestational diabetes in Queensland in 

2018—11-12% of women who gave birth and of these, about 25% required 
insulin. Key Facts - Diabetes in Queensland - Chief Health Officer Report 
2018
"Women diagnosed with GDM were over 20 X more likely to develop type 2 

diabetes, had almost twice the risk of developing hypertension and were 
2.5X more likely to develop ischaemic heart disease following delivery 
compared with control women." Diabetes Queesland - Diabetes in the 
News - January 2018

https://www.health.qld.gov.au/__data/assets/pdf_file/0028/732790/diabetes-in-queensland.pdf
https://www.diabetesqld.org.au/media-centre/2018/january/ground-breaking-study-shows-gestational-diabetes-link-to-heart-disease.aspx


Medical conditions in pregnancy

So what if…

Carol presents for her regular visit at 28 weeks 

Her OGTT is positive



Gestational Diabetes Mellitus – Logan 
Hospital MOC 

Notify ANC ASAP once a diagnosis is made - send a referral to the 
obstetrician at ANC noting (in big, bold letters) “New diagnosis of 
GDM” and include a copy of the OGTT (or HBA1C)
Send back to ANC directly (not the HUB) – FAX:3299 8202
Please note if women need an interpreter or would not be suitable 

for a group presentation
Women attend a single group session with a nurse practitioner (NP) 

in diabetes within a week or so of the referral coming in (Thurs am 
session)
Women with gestational diabetes currently require obstetric care in 

the antenatal clinic
Endocrinologists work with the antenatal clinic team so a separate 

referral is not required 



Gestational Diabetes Mellitus –
Logan Hospital MOC 

Women are advised to use a glucometer and to measure their BSLs 
regularly and dietary control is commenced
Within a week they will have a one-on-one review with a dietitian 
They will be seen by an obstetrician the following week for review of 

their BSL readings
At present, women with GDM are transferred to an obstetric MOC 

where they are seen every 2/52 
Lifestyle modifications are the primary therapy, with Metformin used 

prn. If insulin is required, women will be managed with physician input, 
and the Diabetes NP  helps adjust insulin dosing
NDSS referral 



Practice points
Women with pre-existing Type 1 or 2 Diabetes (or other medical 

problems e.g. Renal disease/ Autoimmune disease)
Can be referred to PREPREGNANCY ASSESSMENT CLINIC (via 

OPD) for Obstetrician management 
Diabetics can also be referred pre-conception to the Nurse 

Practitioner (NP), Jill, and to the dietitian
Early ANC Referral is ESSENTIAL for these women once they are 

pregnant (Obstetrician will liaise with relevant Medical Specialist 
as required)
Diabetics can also be referred back to the NP ASAP once they 

conceive –address a separate referral to the “Nurse Practitioner 
Diabetes c/o ANC, Logan Hospital”
Notes will be made in the woman’s PHR regarding her progress 

and recommendations



Practice points
GPs are welcome to refer the following women 
directly to the dietitian  (Helen or Shannan)

Women birthing at Logan with BMI > 40
Women birthing at Logan with BMI < 18
Women birthing at Logan who are Vegans

Send referrals to “Dietitian, ANC, Logan Hospital”



Potential Adverse Pregnancy Outcomes

Maternal
Trauma – related to macrosomia
Increased caesarean section rate
Preterm delivery
Pre-eclampsia
Polyhydramnios



Potential Adverse Pregnancy Outcomes
Fetal
Congenital Malformations
Spontaneous abortion
Macrosomia (birth weight > 4500g)
Shoulder dystocia
Preterm birth
Respiratory distress
Hypoglycaemia of neonate
Polycythemia
Hyperbilirubinemia
Cardiomyopathy 



Gestational Diabetes Mellitus 
Tight sugar control is recommended:

Fasting BSL’s of < 5.0
1 hour post prandial of < 8.0
2 hour post prandial of < 7.0


Insufficient evidence to recommend or advise 
against at present



Gestational Diabetes Mellitus
Women with GDM have a very high risk of developing 

Type 2 DM in the next 10 years, hence 
 OGTT 6-12/52 postpartum
 HbA1c every 1-3 years
 Repeat HbA1c prior to or early in next pregnancy
 Follow up other risk factors for macrovascular 

disease



Education Resources

Booklets /Pamphlets
Demonstrations (e.g. food models, glucometer)
Useful websites 
Diabetes Australia
Australian Diabetes Educators Association
Australasian Diabetes in Pregnancy Society
Queensland Clinical Guidelines 

Videoconference

http://www.diabetesaustralia.com.au/
http://www.adea.com.au/
https://www.adea.com.au/resources-2/postition-statements-for-health-professionals/
http://www.adea.com.au/
http://www.adips.org/
https://vimeo.com/171531571/bc81a16258




QHealth GDM booklet

http://www.health.qld.gov.au/caru/networks/docs/sdcn-gdmbooklet.pdf


QHealth Healthy 
Eating booklet 

http://www.health.qld.gov.au/caru/networks/docs/sdcn-healthyeating.pdf


Dietary Management

All women are seen by a qualified 
dietitian

Glycaemic index information given
Food diary may be recommended
Dietary advice needs to be culturally appropriate
Avoid ketosis starvation (low carb diet is not recommended in 

pregnancy)
Trial and Learning
Meet the nutritional needs of pregnant women



To find, go to 
‘Your Journey’ 
on the Mater 
Mothers page 
or Google ‘nine 
months of 
nutrition’ and 
‘GDM’

http://www.matermothers.org.au/journey/pregnancy/nine-months-of-nutrition-an-introduction-to-gestat


GDM Management –Pharmacological Agents
Oral anti-hyperglycaemic agents:
Metformin: the safety + efficacy of Metformin was confirmed in the 

Metformin In Gestational Diabetes study (MIG 2008)
• Long -term effects on offspring are being followed up –but data so 

far is reassuring
• Many institutions are using Metformin as 1st line agent for GDM
• Metformin may be of particular use in women who are obese or 

reluctant to take insulin
Glibenclamide: studies suggest it is safe to use in pregnancy
• Main concern arises from potential effects on overburdened 

maternal + fetal B-cells, which tends to limit its use



GDM Management –Pharmacological Agents
Metformin + Glibenclamide are not currently approved for use in 

pregnancy in Australia
Other oral agents are contraindicated in pregnancy
Insulin:
• Insulin has long been considered safe + effective in the treatment of 

GDM 
• Usual regimen combines short-acting insulin pre-meals (e.g. 

Novorapid) and a medium-acting insulin at night (such as Lantus)
• Both of these agents have well established safety profiles in 

pregnancy
• NB: Insulin treatment for GDM is rarely associated w/ hypoglycaemia



Digital preconception tool
Mater are working on the development of a digital preconception tool for 

women with diabetes.
Testing has begun on a platform which collates patient data and generates a 

digital referral. Treatment guidelines, graphic representation for patients and 
alerts for clinicians are included. The aim of this "platform" will be to provide 
GPs with tools to prepare/track and refer patients, digitally, for specialist 
review.

The initial beta testing will occur in the Mater preconception clinic
 If you are interested in doing some beta testing (with dummy or de-identified 

data) from the referrers perspective, please contact Dr Jo Laurie on 
Josephine.Laurie@mater.org.au There would be some remuneration for your 
time.

 The eventual aim is to pair the Auxita system with MMH electronic medical 
records to allow automated population of data fields.

Presenter
Presentation Notes
MMH Slide  - leave in for interest, but only if GP’s have patients in the  Mater Catchment 

mailto:Josephine.Laurie@mater.org.au


Progress!
Time Session Who

9:00 am Welcome, housekeeping, learning 
objectives

Dr Kim Nolan

9:10 Models of care, MGP Presentation Kerry Rushton, Brittany Ruffin

9:30 Case work: Task 1 Group Work

9:40 Present Task 1
Feedback/ discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

10:00 Gestational Diabetes Dr Kim Nolan
Dr Sabaratnam Ganeshananthan

10:30 Thyroid disease
Obesity Presentation

Dr Kim Nolan
Dr Jens Odendahl

11:00 Morning Tea All



Blue Group 
Task 1 - 1st trimester pregnancy

Anna is a generally healthy 32-year-old with a BMI of 
40 who is very pleased as her period is overdue and 
her home pregnancy test is positive!  She has been 
stable on 100 mcg of thyroxine o.d. for several years 
and is taking no other medication.  Her medical 
history is otherwise unremarkable, except for a 
personal history of retinoblastoma.

She has a 15 min appointment. Outline your 
approach. 



Why is thyroid disease important?

Hyperthyroidism
Fetal / neonatal 
hyperthyroidism
Increased perinatal mortality
Pulmonary Hypertension 
(uncontrolled)
Preeclampsia
Miscarriage
Premature labour
Placental abruption
Infection

Hypothyroidism
Infertility
Risk miscarriage
Reduced IQ children
Increased risk of hypertensive 
disorders of pregnancy
Placental abruption
Preterm delivery
Perinatal morbidity and 
mortality
PPH



Hypothyroidism
Overt hypothyroidism – increase thyroxine dose by 30% at 

conception (= extra 2 doses/ week)
TSH >10? Commence thyroxine & refer urgently
Measure TSH at first visit; 6/52 later; then end 2nd and 3rd trimester 

if normal
Reduce back to preconception dose postpartum
Aiming for TSH < 2.5 first trimester, < 3 second trimester, < 3.5 third 

trimester
24 % of Australian women are positive for thyroid antibodies
Studies regarding treatment of euthyroid anti-TPO antibody 

women with thyroxine are inconclusive with respect to reduction 
in  miscarriage and adverse pregnancy outcomes – so don’t 
routinely test!



PDF available for 
downloading at 
Brisbane South 

PHN or page 28 of 
the Mater 
Guideline

http://bsphn.org.au/programs/maternity-shared-care/


Thyroid tips
Don’t routinely test for TFT in pregnancy in 

low risk women! 
Most common cause suppressed TSH in first 

trimester is hCG mediated hyperthyroidism  ~ 
10% women
Occasionally Free T4 and Free T3 mildly 

elevated 
Differentiate from Grave’s disease by 

presence TSH receptor antibody and 
increased colour flow Doppler sonography 
on US 
Don’t treat – will resolve in 2nd trimester
RANZCOG guideline 



TSH levels are gestational age (and lab) specific: 

Thyroid disease in the perinatal period

https://www.racgp.org.au/afp/2012/august/thyroid-disease-in-the-perinatal-period/


Hyperthyroidism
Graves disease is most common cause throughout 

pregnancy
Rx with propylthiouracil  1st trimester; carbimazole 2nd and 

3rd trimester
~ 60 % women able to have medications weaned by 

end 2nd trimester – need to watch for postpartum flare
Check TFTs every 4-6 weeks
TSH receptor antibody titre predicts risk fetal / neonatal 

thyrotoxicosis
Our Obstetric Medicine/Endocrinology colleagues will 

sort this out!



Obesity in pregnancy
For women with a BMI > 30
Routine scheduled bloods are recommended plus E/LFT, HbA1c 

(or early OGTT if k>12), and urine protein/creatinine ratio. 
Advise women to take 5 mg of Folate daily preconception and in 

the first trimester as they have a higher risk of impaired glucose 
tolerance.
Advise the hospital of the woman’s BMI so they can organise 

appropriate internal referrals, such as referral to an anaesthetist; 
consider her suitability for a modified model of care.
U/A with each visit
If the first trimester diabetes testing is negative, an OGTT is to be 

performed at 26-28 weeks



Obesity in pregnancy
• It is recommended that all women are weighed each visit
• Advise women of their target weight gain (see page 6 PHR) or use a  

weight tracker 

Presenter
Presentation Notes
Weight tracker examples in your folders today -  weight gain recommended dependent on starting BMI. Also available for multiple pregnancies – on Maternity Matters website (for Clinicians section)BMI –  not very accurate measurement of adiposityEthnicity Dependent Risk – People of Asian background have higher DMII/CVS risk at lower BMI i.e. BMI >25 -OBESE 

https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf


Available to download from - Maternity Matters

Presenter
Presentation Notes
WEIGHT TRACKERS – Copies in your packs TODAY + Available to download from -   Maternity Matters

https://maternity-matters.com.au/for-clinicians-1/


Obesity guidelines - http://www.health.qld.gov.au/qcg/

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


Principle

Maternal obesity is associated with a 
range of complications which can have a 
negative impact on both the mother and 
her baby

These include an increased incidence of 
the following:



Maternal Obesity –Risks For the Mother

Type 2 diabetes and it’s associated sequelae
Hypertensive related disorders 
Thromboembolism
Obstructive sleep apnoea
Conditions which lead to induction of labour
Complications in labour resulting in operative birth
Anaesthetic complications
Post operative complications
Postnatal complications i.e. Lactation, thromboembolism, postnatal 

depression
Maternal death rate higher

Presenter
Presentation Notes
One study showed a positive correlation with BMI and PP depression and in class III obesity (BMI >40) it is thought to be as high as 40%!More Endomyometritis/ wound infections/ VTE’s etc  Good practice point : Given the increasing rates of older maternal age and obesity in pregnant women, it remains very important to consider malignancy in the differential diagnosis in a range of symptoms presenting in pregnancy.



Queensland Maternal and 
Perinatal Mortality and 

Morbidity Council Report 
2015

https://www.health.qld.gov.au/__data/assets/pdf_file/0021/438024/qmpqc-report-2015-brief.pdf


The frequency of adverse outcome increases with increasing BMI.
The following charts are based on analysis of 75,432 women birthing at Mater Mothers Hospital Brisbane 1998-2009

McIntyre HD, Gibbons KS, Flenady VJ, Callaway LK. Overweight and obesity in Australian 
mothers: epidemic or endemic? Med J Aust. 2012; 196(3):184-8.
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The frequency of adverse outcome increases with increasing BMI.
The following charts are based on analysis of 75,432 women birthing at Mater Mothers Hospital Brisbane 1998-2009

McIntyre HD, Gibbons KS, Flenady VJ, Callaway LK. Overweight and obesity in Australian 
mothers: epidemic or endemic? Med J Aust. 2012; 196(3):184-8.
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Maternal Obesity –Risks For the Baby

Congenital anomaly
Undiagnosed anomaly 

antenatally
Undiagnosed small for 

gestational age
Macrosomia
Shoulder dystocia/        

Birth injury
Stillbirth



The frequency of adverse outcome increases with increasing BMI.
The following charts are based on analysis of 75,432 women birthing at Mater Mothers Hospital Brisbane 1998-2009

McIntyre HD, Gibbons KS, Flenady VJ, Callaway LK. Overweight and obesity in Australian 
mothers: epidemic or endemic? Med J Aust. 2012; 196(3):184-8.
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Neonatal death

Stillbirth



The frequency of adverse outcome increases with increasing BMI.
The following charts are based on analysis of 75,432 women birthing at Mater Mothers Hospital Brisbane 1998-2009

McIntyre HD, Gibbons KS, Flenady VJ, Callaway LK. Overweight and obesity in Australian 
mothers: epidemic or endemic? Med J Aust. 2012; 196(3):184-8.

Macrosomia

SGA

LGA

Preterm < 37 weeks



The frequency of adverse outcome increases with increasing BMI.
The following charts are based on analysis of 75,432 women birthing at Mater Mothers Hospital Brisbane 1998-2009

McIntyre HD, Gibbons KS, Flenady VJ, Callaway LK. Overweight and obesity in Australian 
mothers: epidemic or endemic? Med J Aust. 2012; 196(3):184-8.

Mechanical ventilation

Jaundice

Resp. distress syndrome

Hypoglycaemia



At Booking-in visit 
•Measure weight and height –work out Body Mass Index (BMI) 
•BMI ≥ 35 is considered high risk and should prompt the following 
considerations:



Talk to women about their weight and 
increased associated risks

Preconception/Inter-conception
 ↑ chances of conception by reducing BMI to <30 (5-10% 

reduction if obese)
 prepregnant weight excess may be more of a risk than excess 

weight gain in pregnancy
Antenatally
 Increased risk of miscarriage/recurrent miscarriage/foetal 

anomaly 
 Limitations on ultrasound screening for fetal anomaly and growth
 Increased risk of diabetes, hypertension 
 Increased risk pregnancy complications/ stillbirth
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AUS Doc Article -10% age of women already gaining excess in first TM – before seen by ANC. In reality, GP’s can start talking about weight excess in PRECONCEPTION counselling – New work suggesting prepregnant weight excess may be more of a risk than excess weight gain in pregnancy



Talk to women about their weight and 
increased associated risks

Intrapartum
 Difficulty with monitoring fetal wellbeing in labour
 Increased likelihood operative birth
 Increased risk of anaesthetic difficulties
Postpartum
 Increased risk of thromboembolism
 Problems with establishing effective lactation - Less likely to initiate 

with reduced duration and exclusivity 
Treat as opportunity for long term behaviour modification and offer 

dietitian referral
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Practical Problems
BP measurement – BIG (or extra BIG) cuff
Bed weight capacity
Theatre trolley movement and patient shifting – staff 

injury risks
Ultrasonography – less reliable and risk of workplace 

wrist/upper limb injuries for sonographers
Listening to fetal heart/CTG
Venous access

Image source: Donna Traves 
Sonographer, RBWH 



SFH? Lie, presentation? 



First visit with GP should include

Early referral to 
• Antenatal clinic for obstetrician review 
• Dietitian to optimise weight in pregnancy

 General Practitioner can initiate the following:
• HbA1c in first trimester ? Type 2 DM 
• High dose folic acid 5 mg daily
• Screen for cardiovascular disease
• Early dating scan is important to confirm EDC as post dates 

pregnancy is more common/clinical assessment difficult
• Recommend detailed anomaly scan and screening for 

congenital anomaly for all obese women

Presenter
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Give same emphasis to obesity as you do other disorders such as diabetes and hypertension 



First visit with GP 

Consider initiation of the following
Low dose aspirin 75- 100 mg/day, 

• if obese and additional risk factor for 
hypertension 

Antenatal thromboprophylaxis
• if obese and additional risk factor for DVT



Each antenatal visit
Throughout antenatal care perform regular:

Weight estimation
Urinary protein estimation 
BP measurements with the (?extra) big cuff



What will the Obstetrician be doing? 

Shared antenatal visits with GP if otherwise low risk 
Recommend OGTT repeat at 26-28 weeks if initial 

one negative 
Consider anaesthetic referral BMI >40 
Serial scans if required (BMI > 50) to monitor fetal

growth 
 Risk unrecognised IUGR - USS 4 weekly intervals from 28          

weeks until birth
Facilitate discussion about timing and mode of birth
VBAC/IOL/anaesthetic risks in labour 



Mater’s changing maternity population 
Overweight Obese 1 Obese 2 Obese 3

BMI 25-29.9 30-34.9 35-39.9 ≥ 40

2000 16.5% 6% 2% 1.1%

2012 19.7% 7.6% 3.1% 1.9%

Percentage overweight or obese in
- 2000 was 25%
- 2012 was 32.3%
? Logan Hospital in 2019  > 50% with BMI over 35

and 8% - BMI > 50  (NOT PUBLISHED DATA)

Presenter
Presentation Notes
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Rates of Overweight 
and  Obesity in Logan 
Hospital Maternity Unit 
are well in excess of 
those seen at MMH, 
and increasing more 
rapidly with time.



Why is this an issue ongoing? 

http://www.beginbeforebirth.org/
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Future?
Prenatal advice the key

CONSIDER: 
Bariatric surgery
Metformin
Inter-pregnancy weight 

reduction 

Behold the benefits of seeing 
an enthusiastic dietitian….



Early discharge for suitable women 
post caesarean section

Enhanced recovery from caesarean section project has commenced
Public women will be able to transfer home 24 hours post Caesarean
Eligibility criteria 

maternal interest
women who don’t need an interpreter
PHx of previous Caesarean birth
no history of diabetes
BMI < 40
homecare eligible
adult support at home. 

Differences in routine postpartum care for these women include earlier intake of 
fluids and discontinuation of IV, earlier mobilisation and removal of IDC when full 
return of sensitivity and movement to legs. 



Retinoblastoma 
40% of cases have a germinal defect in their faulty RB1 

gene
Potential for autosomal dominant inheritance pattern
2/3 are unilateral, 1/3 bilateral
If diagnosed early, they are often treatable
When germinal, often associated with other cancers 
These families need genetic counselling and close follow 

up 
Good history + good handover (both ways) 

= better outcomes

https://ghr.nlm.nih.gov/condition/retinoblastoma#diagnosis


So MSH expects GPs to be geneticists?

No!
The point of the retinoblastoma history is to 

encourage all of the maternity team to take a 
thorough history and to be inclusive in 
referrals/communication with other team members
If in doubt, look it up or phone a friend….



Green Group
Task 1 - 1st trimester pregnancy

Nicole is a healthy 41-year old Torres Strait Islander woman 
who presents for review after having done a home 
pregnancy test which was positive. She did a pregnancy 
test 3 weeks ago, but this was negative. She is not sure 
when she fell pregnant though, as her periods have been 
irregular and the last one was 7 weeks ago. Nicole 
mentions that she has been taking Folic Acid 0.5 mg daily 
and she wants to know what to do next.  

She has a 15 min appointment. Outline your approach. 



Aboriginal and/or Torres Strait Islander services
Please complete the indigenous status of the woman and 

her partner on referral to ANC .
Referrals are triaged to the Central Referral Hub.  It is 

important to indicate ATSIIC status/ Maori Pacific Island 
status, culturally and linguistically diverse(CALD) women.  
They are eligible for Midwifery Group practice community 
hub care(MGP Hub) if that is their preferred MOC.
If patients want referral to MGP Hub, please indicate this 

in the referral.
Care is supported by the Indigenous Liaison service and 

indigenous health workers



Aboriginal and/or Torres Strait Islander 
services

Nicole can be linked to appropriate allied and social health 
services e.g.
mums and bubs centres
 healthy eating
 counselling or culturally appropriate mental health services

Transport can be arranged for appointments
Dads can access support and services also
If the mum is not of Aboriginal and/or Torres Strait Islander origin, 
but her child will identify as Aboriginal and/or Torres Strait 
Islander origin, the family are also able to access culturally 
appropriate services and eligible for MGP Hub care.



Women over 40 years of age
Have an earlier obstetric booking appointment = 

K14 
Please send the referral in before the FTCS/NT result 
Women 40 and over see obstetrician/registrar at 

K36 to discuss/plan induction at K39 (-40)



Orange Group
Task 1 - 1st trimester pregnancy

Kate is a 34 year old who has an unplanned 
pregnancy.  It is 11 weeks since her LNMP.  She is not 
sure how she will proceed and wants to rule out any 
possible pregnancy complication or abnormality in this 
child.  She is a regular blood donor and upon asking, 
informs you that her blood group is A Rh neg.

She has a 15 min appointment.  Outline your approach. 



To congratulate or not?
51% of pregnancies are unplanned
Unplanned ≠ unwanted
4001 non directive pregnancy support counselling (at 

least 20 min)
If TOP is chosen – local options?
mTOP < 9 weeks/63 days
STOP



Pages 21-23, Mater Guideline
13. Care for women who are Rh D negative
Pregnant women who are Rh D negative fall into two 

categories: those with and those without Anti-D 
antibodies.

Women with Rh D antibodies are not suitable for shared 
care.

https://www.materonline.org.au/getattachment/Services/Maternity/Health-Professional-Information/Guidelines-and-Policies/MMH-GP-Maternity-Shared-Care-Guidelines.pdf


Rh negative women
Anti D for: 
miscarriage at any gestation
threatened miscarriage after 12 weeks (unless 

worried about compliance)
antepartum haemorrhage
abdominal trauma sufficient to cause bleeding
interventions such as ECV, amniocentesis, CVS
postpartum if baby Rh positive



Anti-D administration
Give within 72 hours 
Dose: 250 IU before, 625 IU after 12 weeks
Routine Anti D (625 IU) at 28 and 34-36 weeks
Can be ordered for women and stocks held 

in general practice
If sending women into the hospital for Anti D, 

please send with a letter with a copy of the 
result confirming their blood group. 
Appointments preferred/phone ahead 



Anti-D administration
If you don’t have access to anti–D, please send the 

woman to 
 Logan Hospital’s A & E if it is for early pregnancy 

bleeding
 EPAU if under 20 weeks with recurrent or heavier 

bleeding
 If it is for routine prophylaxis or bleeding later in 

pregnancy send to the Maternity Assessment Unit 

If she is bleeding or it is her 28 week injection, send with a 
copy of her recent blood group and antibody result
No blood group and antibody test is required for the 34 

week injection if it has been done at 28 weeks



Routine Anti-D prophylaxis
Anti-D can be ordered from the Red Cross and QML or Mater will deliver it to surgeries.  Please record 
the routine administration at 28 and 34-36 weeks on page 1 of the women’s section of the PHR.

625 IU (125 μg) is recommended for ALL Rh negative women unless they are antibody positive.



Routine Anti-D prophylaxis QHealth
Please record the routine administration on page 7 of the clinician’s section of the PHR.



Administration of Anti-D
Rh D immunoglobulin should be given by slow, 

deep IMI
Document in the Pregnancy Health Record
RhD immunoglobulin can be obtained from QML 

and Mater upon receipt of a signed and 
completed request form. It will be delivered by 
their routine courier service.
Mater Blood Bank Fax 07 3163 8179
QML Blood Bank Fax 07 3371 9029

If your practice has an immunization fridge you may 
be able to order and keep a small supply.



From “The Management of Women with Red Cell Antibodies during Pregnancy” RCOG Green Top Guidelines (May 2014)

 ALL women – test for blood group antibodies at the first antenatal visit, and at 28 
weeks

 Rh negative women with no Rh (D) antibodies in early pregnancy – test AGAIN for 
the presence of antibodies before administration of Anti-D at K28

 Antibody testing should be performed EVEN if the woman is Rh (D) positive as 
Other red cell antibodies can be of clinical significance 

(Netherlands study *  - positive antibody screen incidence 1:80, with 1:300 incidence of antibodies other than 
anti-D)
 Risks to foetus -

 Risks to mother – Haemolytic transfusion reactions 
 HDFN risk greatest with anti D, anti c, anti Kell, but many others can be 

implicated ….

Red cell Antibodies other than anti-D (Rhesus)

• Foetal anaemia • Hydrops foetalis
• Haemolytic disease of the 

newborn/hyperbilirubinemia/ 
jaundice 

• Premature birth
• Perinatal death

https://www.rcog.org.uk/globalassets/documents/guidelines/rbc_gtg65.pdf


Morning  Tea



Welcome back 
Time Session Who
11:20 Antenatal testing for fetal 

anomalies
Dr Sabaratnam 
Ganeshananthan

11:40 Recap Dr Kim Nolan
11:50 Pharmacology and pregnancy  –

general principals
Dr Treasure McGuire (Video)

12:00 Case work: Task 2 Group Work
12:10 Case Presentations Dr Kim Nolan

Dr Jens Odendahl
Dr Sabaratnam 
Ganeshananthan

1:20 Lunch All



Antenatal Testing for Foetal Abnormalities 
S.Ganeshananthan

MBBS, MD (Obstetrics & Gynaecology), FRANZCOG



Chromosome Risk by Maternal Age
(at term)

Age-Maternal Downs Syndrome All chromosomal risks

25 1 in 1350 1 in 476

30 1 in 940 1 in 385

35 1 in 350 1 in 179

36 1 in 270 1 in 149

37 1 in 200 1 in 123

38 1 in 150 1 in 105

39 1 in 110 1 in 81

40 1 in 85 1 in 63

45 1 in 35 1 in 19



Risk of Down syndrome in live births (%)



Is it genetic or by chance?
Many congenital abnormalities e.g. trisomy 21 may occur by 

chance. 

Some -autosomal recessive inheritance e.g. CF

Many structural abnormalities e.g. spina bifida, cardiac 

malformations have an increased risk of recurrence

If previously affected fetus, child or family member consider 

genetics referral 



Screening vs Diagnosis
Screening tests:
i. Non-invasive prenatal testing (NIPT)
ii. First trimester combined screen (FTCS)
iii. 2nd trimester triple test
iv. Morphology scan 

Diagnostic tests –Mater MFM:
i. Chorionic villus sampling (CVS)
ii. Amniocentesis



Screening vs Diagnosis
Screening tests applied to wider population to establish those 

‘high risk’ for specific condition

First trimester combined screen (FTCS), NIPT for trisomy 21
20 week morphology scan screens for a broad range of 

structural abnormalities
Diagnostic test may be CVS, amniocentesis or tertiary ultrasound 

and/or fetal MRI



Screening tests compared
Test Down Syndrome 

Detection Rate
Screen 
positive rate

Nuchal translucency scan (NTS) 70% 5%

FTCS - NTS + free BHCG +PAPP-
A*

85-90% 5%

Second trimester serum test 
(Free BHCG + oestriol + AFP** )

70% 5%

Morphology scan 20-50% 10-15% 

Non-Invasive Prenatal Testing 
(NIPT)

99% 0.1% 

*Pregnancy-associated plasma protein A
** Alpha-fetoprotein 



What else could be wrong?

Increased nuchal translucency (>3.5mm) associated with 
cardiac malformations, genetic syndromes and skeletal 
dysplasia
 Tertiary morphology scan 18-20 weeks gestation 
 If chromosomes are normal consider microarray testing looking 

for smaller chromosomal deletions and duplications

Low Papp-A (<0.4 MoM) associated with pre-eclampsia, 
growth restriction and stillbirth
 Fetal growth and uterine artery Doppler assessment at 22-24 

weeks gestation + third trimester growth scan



NIPT - Problems and pitfalls 
False positive results
False negative results
High risk versus low risk population
‘No call’ results
High maternal BMI and low fetal fraction
Maternal cancer interfering with test
Placental mosaicism
Maternal mosaicism

Refer any no-call/abnormal/unusual NIPT results to 
Mater Maternal Fetal Medicine
Confirm any high risk NIPT with invasive testing



First Trimester Combined Screen

 Current ‘gold standard’ screen for common trisomies

 Added benefits – dating, viability, twins, other anomalies

 View the fetus – maternal attachment 

 Early gestation for considering  pregnancy options



NIPT

Most accurate screening test for common trisomy's

Reduces need for invasive testing 

Maternal blood test can be sent to lab from anywhere 

in Australia 

Can be done at any gestation after 10 weeks 



18-20 week vs. 12 week scan 18-20 week 
morphology scan

12 week scan

Confirm viability

Assess multiples and chorionicity

Confirm gestational age

Assess placental site

Assess amniotic fluid/ renal 
function

Assess fetal anatomy



Detection rates for fetal abnormalities
at 18-20 week morphology scan

Neural tube defects (>90%)

Cardiac abnormalities (major 20-75%)

Cleft lip (>75%)

Trisomy 21 (20-50%)

Trisomy 13 (>90%)

Trisomy 18  (>90%)



Clinical Applications of Cell free fetal DNA
 Fetal RhD blood group typing

Screening for RH(D) DNA in  maternal circulation

Currently antenatal anti-D prophylaxis to all RhD –ve 

pregnant women

One third reduction of anti-D use if use maternal 

blood test to determine fetal RhD type 

Presenter
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Take home messages
Inform and offer screening and diagnostic tests for chromosomal 

abnormality to ALL pregnant women

NIPT is the best screening test for Down syndrome but $$

FTCS offers additional information to NIPT

Triple test remains a valid option for late presentation

NIPT, FTCS or triple test are better screening tests for Down syndrome 

than using maternal age risk alone or 18-20 wk morphology scan

Morphology scan has poor screening performance for Down 

syndrome but good for trisomy's 18 and 13. 



Take home messages 
If ordering NIPT from 10 weeks request FTCS but discard the T21, 

18 and 13 result (risk assessment for trisomies 21,18,13 not 
required after NIPT) 

Papp-A <0.4 MoM - risk of pre-eclampsia, growth restriction, 
stillbirth - refer to Mater MFM (they will do fetal growth scan 
and uterine artery Dopplers at 24 weeks)

Triple test - needs EDC by dating scan, maternal weight, 
ethnicity, smoking status, diabetes, parity for improved risk 
evaluation



“High risk” FTCS or NIPT results 
If after discussions, women wish to have further testing, refer ASAP to Logan Hospital 

(or private provider)

Phone “On Call” Obstetrician ASAP (Ph: 30896967) to let them know of the result and 

then send the referral in as consultant advises

Usually seen in the EPAU but organized through  the Consultant

NIPT result takes 2-3 weeks to come back and the earliest diagnostic testing via a CVS 

can only be done between 11- and 14-weeks gestation

Logan Hospital currently has no Maternofetal Medicine (MFM) Specialist capacity to 

offer Amniocentesis or CVS, so referral to MMH Maternal Foetal Medicine Centre is 

likely, but organised by Obstetric team at the hospital.



Assess knowledge and provide information
Variable understanding within the community of 

congenital abnormalities and their risks in 
pregnancy
Much less known about trisomies 18 (Edward 

syndrome) and 13 (Patau syndrome) – both life 
limiting conditions 
Cultural and language barriers
Provide verbal and written information 
Document the giving of information *
Document offer of test/s *
Document response *
* Use QHealth or MMH templates to facilitate this



Appropriate referrals
All women should be offered first trimester screening
order privately – insufficient public capacity

Low risk women are not seen in antenatal clinic until 
16-20 weeks
GPs to lead the discussions and provide referrals

Women need to be made aware of their options
including limitations of screening Vs diagnostic 

tests

Presenter
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Patient information resources

https://www.health.qld.gov.au/__data/assets/pdf_file/0022/423931/prenatal-brochure.pdf


Mater 
Brochures 

http://brochures.mater.org.au/brochures/mater-mothers-private-brisbane/pregnancy%E2%80%94testing-for-down-syndrome-and-other-chro


The Termination Dilemma
Women with complications or foetal abnormalities may request 

termination services 
The MMH DOES NOT provide TOP
QHealth capacity is limited – RBWH can do TOP past 22 weeks, but this 

takes time (?Ethics Committee/Two medical opinions))
Redland and Logan Hospitals can do terminations up to 20-21 weeks if 

there is a clear foetal anomaly OR Mum is at risk AND the referral is 
accepted by a consultant (PHONE “On Call” Obstetrician” - don’t fax)
Significant Psychosocial risk is now considered 
Priority appointments for terminations given to women with complex 

health care needs and no ability to have a termination in the private 
sector (where most terminations are performed) 
Private facilities include Greenslopes Clinic and Marie Stopes 

(Woolloongabba, Bowen Hills, Southport)
Information about the range of options for women and termination 

providers is available at www.childrenbychoice.org.au
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Support organisation for families  
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Pharmacology and pregnancy 
Dr Treasure McGuire, Pharmacologist

General principles
Video

http://www.materonline.org.au/whats-on/professional-development/gp-maternity-shared-care-alignment/realignment-registration/realignment-resources
https://youtu.be/T7gyW09FqBg







Small Group Activity –Task 2 

• Red Group –24 year old, vomiting
• Yellow Group – 22 year old unplanned pregnancy, DOCS
• Pink Group – Primiparous, hypertension, headache
• Blue Group – 32 year old, Varicella
• Green Group – 32 year old, PND, SSRI
• Orange Group – 28 year old, hypertension, ACE



Task 2

You need a scribe and a presenter
You have 10 minutes!



Dr Lyndall White

Perinatal Mental Health slides – included courtesy of Dr Lyndall White, 
Psychiatrist

Presenter
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Green Group
Task 2 - Medications in pregnancy

Kathy, age 31, presents in her second pregnancy.  You provided 
shared ANC for her first pregnancy and diagnosed her post natal 
depression, which responded very well to medication (an SSRI).  After 
reading online blogs, she ceased her medication and is confident 
she’ll be ok.  Upon enquiring about her mother, who has been unwell, 
Kathy informs you that her mother has recently been diagnosed with 
bipolar disorder.   
Did she need to stop the SSRI? 
Is there a “best” medication for anxiety or depression in pregnancy?
Outline your approach to her care during and after pregnancy.
What resources are available to assist in planning her management? 
Is the family history relevant?



 Stop medication before & during pregnancy
 Stop medication & reintroduce if symptoms 

recur
 Reduce dose
 Change to alternate medication / Rx
 Continue current medication

Preconception Medication:  
Choices to consider



 Either low mood or serious loss of interest 
(or both)

Problems with sleep, appetite, 
concentration

Psychomotor ↑ or ↓       

Guilt, suicidal ideation

Most days 2/52

Major Depressive Episode (DSMV)



Prevalence of Perinatal Depression

Antenatal Depression: (new cases)
 1st Trimester   - 7.5%
 2nd Trimester  - 13%
 3rd Trimester   - 12%

Recurrences of major depressive disorders 
occur rapidly

 50% 1st Trimester
 90% 2nd Trimester



Postnatal Depression

 Mean prevalence – 13%
 May be as high as 20%
 DSMV definition – within 4 weeks of delivery
 Clinically – up to 12 months following birth
 Need to consider Bipolar Disorder if severe



SUICIDE

 One of leading causes of maternal death in 
the postpartum period

 Often violent
 Highest risk period 6 weeks - 12 months post 

diagnosis
 73% victims have serious mental illness
 High incidence of perinatal complications



Biological Risk Factors for Perinatal Mood Disorders
 Past history

 Mental illness
 Significant medical/obstetric complications
 Complicated delivery
 Discontinuation of medication
 Abrupt cessation of lactation/other 

hormonal change
 Substance use/abuse/OTC use
 Comorbidities, especially anxiety
 Use of corticosteroids – high dose, long 

course

 Family history
 Mental illness
 ↑ risk with 1o relative
 ↑ risk with perinatal onset in relative



Perinatal depression consequences
For mother For baby

Uterine irritability
Pregnancy induced Hypertension
Pre-eclampsia
Antepartum haemorrhage
Decreased uterine arterial flow
Pre-term delivery
Increased LSCS rate
Post natal depression

Decreased Apgars
Decreased breastfeeding
Low birth weight
Failure to thrive
Increased NICU admissions
Fetal distress
Prematurity
Developmental delay



Preconception
 Early discussions of risks & management 

strategies

 Reduce general risks
 Cigarettes, ETOH
 Weight, nutrition
 Exercise
 Other substances

 Other
 Counselling – CBT, IPT

 Involve partner where possible



During Pregnancy

 NO DRUG “SAFE”
 Need clear indication for medication
 “Dance with the one that brung you”
 Medication considerations

 Dose (lowest effective, evidence based)
 Time
 Interactions
 Complicating factors
 Tolerability



Medication in Pregnancy 
General principles

 Avoid 1st trimester if possible
 Lowest effective dose for shortest time
 Chose best evidence based medication
 Avoid polypharmacy
 Use an effective medication in an effective 

dose, treat to remission and continue 
treatment past vulnerable times



Medication in Pregnancy cont..

 Collaborate with O&G team
 Communicate with carers / treaters
 Early USS & echocardiography
 Consider dose changes as necessary

Mid trimester increase
 Late trimester reduction no longer 

recommended
 Metabolic changes in pregnancy



? Late Term Reduction in Dose

 Drug may clear maternal compartment
 Unlikely to clear fetal brain
 May predispose to relapse at most 

vulnerable time



Antidepressants in Lactation

 <10% maternal dose in EBM
 Side effects in infants rare
 Maternal monitoring best
 NB substance and OTC use
 Other medications



General Management Principles

 In pregnancy and the postnatal period –
severity of illness drives the risk – benefit analysis

 Treatment should be individualised 

 If in doubt refer



Antidepressant medication in pregnancy

http://brochures.mater.org.au/brochures/mater-mothers-hospital/antidepressant-medication-during-pregnancy-and-bre


Online Mater 
resources

http://www.materonline.org.au/whats-on/professional-development/gp-maternity-shared-care-alignment/bridging-registration/bridging-resources


Management of mental illness 
in the perinatal period

Consider all options including lifestyle and 
facilitating appropriate supports
Options include:
Pregnancy support counseling—no 

Mental Health Plan required, 3 Medicare 
funded visits
Search for eligible psychologists at 

www.psychology.org.au

http://www.psychology.org.au/




Pregnancy Support Counselling

http://www.health.gov.au/internet/main/publishing.nsf/Content/health-pcd-pregnancy-support.htm


Perinatal Wellbeing 
Service

Perinatal Wellbeing 
Fact Sheet

Presenter
Presentation Notes
Service – for women aged 18 years or older who are pregnant or have a baby aged up to one year and their families, living in Logan, Beaudesert or Redlands suburbs who are having trouble coping. 

https://metrosouth.health.qld.gov.au/sites/default/files/content/perinatal_wellbeing_brochure_3.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/perinatal_lbws_a4_fact_sheet.pdf


Perinatal Wellbeing 
Referral Form

Presenter
Presentation Notes
Non-urgent, voluntary services over one to six community-based appointments with experienced perinatal mental health nurses while supporting and educating GPs, midwives, child health nurses and obstetricians to provide evidence based care + Nurse prescriber as required

https://metrosouth.health.qld.gov.au/sites/default/files/msh074_perinatal_wellbeing_service_referral_v2_fillable_pdf.pdf


Presenter
Presentation Notes
Users listen to Mindfulness Meditations that directly address the different stages of the pregnancy and the postnatal period to reflect changing emotional needs, from first stages of pregnancy through to when the child is 24 months old.



Ready to cope

http://cope.org.au/readytocope/


PANDA

https://www.panda.org.au/


Management of mental illness 
in the perinatal period

If public specialist assessment is required:
Metro South Acute Care Services 
(1300 MH CALL = 1300 64 22 55) offer initial triage 

and assessment for severe or complex presentations 
- 24hr/ 7 days

They can also provide expert advice on 
management and advice around medications.



Management of mental illness 
in the perinatal period

Options continued..
Mental health assessment and plan if required and 

manage/refer as appropriate
medication
psychologist
psychiatrist

Mater has a public outpatient service for women 
with complex mental health issues
Belmont Private Hospital 
There is a public mother-and-baby inpatient unit at 

the Gold Coast University Hospital



Take home message
Women have an EPDS at their booking in appointment

GPs to repeat EPDS (or K10 or DASS21 or ANRQ) again by 34 
weeks, at 6 weeks post partum and prn

Identify and treat appropriately

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

In the Queensland Maternal and Perinatal Quality Council 2017
Report, suicide remains a leading cause of maternal mortality 
within a year of the end of pregnancy

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

http://cope.org.au/health-professionals-3/perinatal-mental-health-disorders/identifying-risk/


Queensland Mothers and Babies 2014 and 2015
Report -

Queensland Maternal and Perinatal Quality Council 2017 -of 
Queensland Maternal and Perinatal Quality Council 2017

https://clinicalexcellence.qld.gov.au/sites/default/files/docs/qmpqc-report-2017.pdf


Every woman, every time….

Are you ok?



The 2017 National Perinatal Mental Health Guideline
“Obstetric practice – Obstetricians in public or private practice 
are responsible for ensuring that screening with the EPDS and 
psychosocial assessment take place. Regardless of who 
conducts the assessments (e.g. the obstetrician or a practice 
midwife), the woman’s GP and the hospital at which the 
woman will give birth need to be notified if there are any 
concerns and relevant information included in the woman’s 
discharge summary.”

May we suggest we all modify our obstetric templates or 
write to the obstetricians or midwives we regularly refer to, 
to let them know we are able to assist with further 
assessments and planning for women whose mental health 
is at risk.  

http://www.cope.org.au/wp-content/uploads/2018/05/COPE-Perinatal-MH-Guideline_Final-2018.pdf


Yellow Group
Task 2 – Complicated pregnancies

Jade is a 22-year old G4P2T1 who presents with an 
unplanned pregnancy. You have seen Jade and her 
children on various occasions. Her home life is disorganised, 
you know she abuses alcohol, is a heavy smoker and you 
suspect that she also uses illicit drugs. The Department of 
Child Safety contacted the practice around the time of the 
birth of the first baby, but you are not aware of any ongoing 
involvement. As you take her BP, you notice a suspicious 
bruise on her arm and the smell of alcohol on her breath.  
Her toddlers are more fractious than usual and could do with 
a bath and some clean clothes.     
Outline your approach to her care 



Mandatory Reporting

The Child Protection Act 1999 requires certain 
professionals, referred to as ‘mandatory reporters’, to 
make a report to Child Safety, if they form a reasonable
suspicion that a child has suffered, is suffering or is at an 
unacceptable risk of suffering significant harm caused by 
physical or sexual abuse, and may not have a parent able 
and willing to protect them.
Mandatory reporters should also report to Child Safety a 

reasonable suspicion that a child is in need of protection 
caused by any other form of abuse or neglect.

https://www.legislation.qld.gov.au/view/html/inforce/current/act-1999-010
https://www.communities.qld.gov.au/childsafety/protecting-children/about-child-protection/mandatory-reporting


Mandatory Reporting
Doctors and nurses have a legal responsibility to notify the Department of 

Child Safety if you have formed a reasonable suspicion that 
a child may be in need of protection, or
that an unborn child may be in need of protection after they are born.
This suspicion may arise if health professionals are presented with information 

to suggest that the child:
has suffered, is suffering, or is at an unacceptable risk of suffering significant 

harm caused by physical or  sexual abuse
and may not have a parent able and willing to protect them from harm.
Mandatory notifiers and reporting - Dept. Communities, Child Safety & 

Disability Services Child Protection Act 1999 (Section E)

Note: For mandatory reporting, emotional abuse/exploitation/neglect not 
included

(although may be clinically and ethically important to report)

Presenter
Presentation Notes
Child has suffered, is suffering or is at an unacceptable risk of suffering significant harm caused by physical or sexual abuse, and may not have a parent able and willing to protect them.

http://www.communities.qld.gov.au/childsafety/protecting-children/about-child-protection/mandatory-notifiers-and-reporting


Last reviewed  13 February 2019
Last modified 13 February 2019

Dept. Communities, 
Child Protection and 

Disability Services 

Presenter
Presentation Notes
Once notified, Dept responsible for providing feedback to mandatory reporters 

https://www.communities.qld.gov.au/childsafety/protecting-children/about-child-protection/mandatory-notifiers-and-reporting


Making a report

https://secure.communities.qld.gov.au/CBIR/ChildSafety


If you have a reason to 
suspect a child in Queensland 
is experiencing harm, or is at 

risk of experiencing harm, you 
need to contact 

Child Safety Services
If you aren't sure who to call, 
or for assistance to locate your 
nearest child safety service 
centre, contact Child Safety 
Services' Enquiries Unit on

1800 811 810.

Who do I call?

Presenter
Presentation Notes
South EastPhone:1300 679 849 Fax: 07 3884 8802Not sure who to call?If you aren't sure who to call, or for assistance to locate your nearest child safety service centre, contact Child Safety Services' Enquiries Unit on 1800 811 810.Child Safety Service Centres and Regional Intake Services have professionally trained child protection staff who are skilled in dealing with information about harm or risk of harm to children.

https://www.communities.qld.gov.au/childsafety/about-us/contact-us/child-safety-service-centres


www.familychildconnect.org.au

http://www.familychildconnect.org.au/


Information for professionals 

http://www.familychildconnect.org.au/profindex.asp


RACGP White Book

Presenter
Presentation Notes
Pregnancy = risk factor for DVIncidence ~ 4-5/100Incidence high enough to warrant screening in perinatal periodPregnancy and post partum period = increased riskIncreased risk of miscarriage, missed appointments, late presentations

http://www.racgp.org.au/your-practice/guidelines/whitebook/chapter-2-intimate-partner-abuse-identification-and-initial-validation/


How do you ask women about DV?

“In addition to the blood tests and ultrasound scans 
we recommend in pregnancy; we ask every woman 
questions about how she is feeling and if she is safe. 
Anxiety, depression and domestic violence are 
common conditions and they may occur for the first 
time or get worse in pregnancy.”

“Are you safe?”



Recognising Domestic Violence
Physical
Pushing, shoving, punching, injuring 

Verbal
Constant put downs, name calling

Sexual
Forced or unwanted sexual contact

Social
Controlling where you go; what you do

Financial
Being denied/refused access to money



Recognising Domestic Violence
Damage to property
Kicking holes in walls, breaking property
Psychological
Behaviour or comments that undermine sense of self
Religion
Not allowing practise of chosen religion or cultural 

beliefs, misusing traditions to justify abuse 
Stalking
Constant worrying or frightening by following, watching, 

phoning or messaging and waiting outside home or 
workplace 



Management
Organise a 2nd appointment
Without partner if possible

Resources
Domestic Violence Hotline

1800 811 811
1800Respect 1800 737 732

Facilitate early referral to hospital
Flag concerns/suspicions
Enable social worker support

http://www.dvconnect.org/
https://www.1800respect.org.au/


Please use the resources and the tools
Notify the Social Workers
Alert ANC to the risks so that they can triage most 

effectively
Please communicate with other care providers
On page 3 (QHealth a10) of the Pregnancy 

Health Record (PHR) is the Tobacco Screening 
Tool. Use it.
On page 4 (QHealth a11) of the PHR are the 

Alcohol and Drug Screening Tools. Use them.



The State 
of Logan’s 
Children 

and 
Families v3 
– Feb 2017
Report  -
Logan 

Together 
Project 

http://logantogether.org.au/wp-content/uploads/2017/09/The-State-of-Logans-Children-Families-V3-reduced.pdf


www.quit4baby.com

Quit for You - Quit for Two

http://www.quit4baby.com/
https://itunes.apple.com/au/app/quit-for-you-quit-for-two/id549772042?mt=8


Women want to know campaign 

http://www.alcohol.gov.au/internet/alcohol/publishing.nsf/Content/wwtk


Information for health professionals on pregnancy and  alcohol

Presenter
Presentation Notes
Foundation for Alcohol Research and Education – FARE 

http://www.alcohol.gov.au/internet/alcohol/publishing.nsf/Content/wwtk/$File/HealthPro.pdf


Red Group
Task 2 – Medications in pregnancy

Megan is now 9 weeks pregnant and is looking decidedly 
pale and ill at ease as she walks into the consulting room.  
Her partner is with her, looking worried.  “She’s been spewing 
her guts out Doc, you’ve got to help her!” Indeed, her BP is 
90/60 sitting, 80/55 standing, her PR is 104 and she reports 
that her urine output is down.  The chemist has given her 
some vitamin preparation, which did not help at all.  

Outline your approach to her care.



Nausea and vomiting in pregnancy

Presenter
Presentation Notes
Nausea is the most common GI symptom of pregnancy, occurring in 80-85% of women in the first trimester.Vomiting occurs in about 52% of women.94% of affected women report nausea or vomiting within 8 weeks of their LNMP, with 34% reporting it within 4 weeks of their LNMP87-91% of women will have their symptoms settle by 16-20 weeks



Nausea and vomiting in pregnancy

Only 11-18% of women have symptoms limited to the 
morning…
Hyperemesis gravidarum is not common
 0.3-1.5% of women
 symptoms starting between 5-10 weeks of pregnancy
 >90% of affected women feel better by 20 weeks
 The hospitalisation rate falls from 8 weeks onwards

Decreasing iron supplementation can ease symptoms of 
severe nausea

Statistics source: National Antenatal Guidelines page 275

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


Managing nausea 
and vomiting in 
pregnancy in a 
primary care setting 
[online] - from  AFP 
VOL.45, NO.8, 
AUGUST 2016

Presenter
Presentation Notes
Taking prenatal vitamins for three months before conception is recommended as this may reduce the severity of NVP.Doxylamine – Restavit + Pyridoxine - lack of pyridoxine in the body may also be a factor in causing nausea and vomiting during pregnancy.Diphenhydramine – Benadryl Dose of ginger that has been studied for nausea and vomiting in pregnancy is 1 gram per day

http://www.racgp.org.au/afp/2016/august/managing-nausea-and-vomiting-in-pregnancy-in-a-primary-care-setting/




Orange Group
Task 2 - Medications in pregnancy

Jane, aged 28 years, has essential hypertension for 
which she was commenced on an ACE inhibitor some 
years ago following a full work up by yourself.  Her BP 
control has been excellent over the years.  She now 
presents flushed and excited as she has recently fallen 
pregnant!
Outline your approach to her care.

Presenter
Presentation Notes
Treasure: 4



Pregnancy—high blood pressure

Presenter
Presentation Notes
Women with Gestational Hypertension have a 30-50 % chance of progressing to pre-eclampsia

http://brochures.mater.org.au/brochures/mater-mothers-hospital/pregnancy%E2%80%94high-blood-pressure


Page 4 of  QCG
Hypertension 

Guideline

Presenter
Presentation Notes
Risk Factors for Pre-Eclampsia 

https://www.health.qld.gov.au/qcg/documents/g-hdp.pdf


Blue Group
Task 2 - Medications in pregnancy

Anna, 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.  Anna is 17 weeks pregnant.

Outline your approach.

What are the current Australian recommendations for preconception, 
antenatal and postnatal vaccination? (all vaccines, not just Varicella)

Presenter
Presentation Notes
Treasure 1:18



Varicella issues
Varicella exposure (= sharing home/face to face > 5 minutes) in 

pregnancy (chicken pox or shingles):
Good clinical history of varicella or known to be IgG positive – no action 

required
Poor clinical history or no history of varicella and no history of 

immunisation – check IgG levels
 If positive, no action required
 If negative, notify the obstetric team, ZIG if within 96 hours of 

exposure, Acyclovir after 96 hours and/or ASAP after the rash has 
emerged if the woman is >20 weeks, a smoker or asthmatic

History of x 2 doses of varicella vaccine – no action required
History of x 1 dose of varicella vaccine – phone a friend!  i.e. contact 

Public Health for advice Ph. (07) 3176 4000.
Serology will not help in an immunised woman

Presenter
Presentation Notes
Clinical History of  Varicella infection or 2 x immunisations is the key



Varicella in pregnancy 
At risk times for baby:
Between 12-20 weeks 
2% risk of Varicella Zoster syndrome (scarring of skin, low 

birth weight, problems affecting the arms, legs, brain and 
eyes) 

Five or less days before birth
 high risk as baby develops infection without maternal 

antibodies

 At risk times for mum:
Risk of maternal compromise throughout pregnancy e.g. 

pneumonitis.  
Give Acyclovir if seen within 24 hours of the onset of symptoms
Risk to mum is higher if > 20 weeks gestation or if mum is a 

smoker or asthmatic



Varicella in pregnancy 
Varicella is a Category B condition for pregnancy 

(page 13 Mater Guideline) – i.e. CONSULT 

Discuss with or refer all woman with varicella in 
pregnancy to her obstetrician but liaise by phone in 
the first instance before referring a woman to ANC to 
reduce risk to other pregnant women (they will want 
to isolate her!)

Mater Shared Care Guidelines Page 39 
ASID Algorithms pages 82-87

https://www.materonline.org.au/MaterOnline/media/materonline/HOSP-002-06817_MM_Maternity_Shared_Care_Guidelines_Mar2019_V4.pdf
http://www.asid.net.au/documents/item/368


Australian Society of 
Infectious diseases

http://www.asid.net.au/documents/item/368


Australian Society of 
Infectious diseases

http://www.asid.net.au/documents/item/368


Pertussis immunisation

Due to the rapid decline in antibody titres, vaccination is 
recommended with each pregnancy including 
pregnancies which are closely spaced (e.g. < 2 years)
10 babies died in Australia from pertussis from 2006-2012 

and another died in 2015
The Australian Technical Advisory Group on Immunisation 

recommends vaccination every 10 years for fathers, 
extended family members, household contacts and 
medical staff.  
What do you recommend?



Pertussis immunisation
Australian Immunisation Guidelines and State Health 

Department protocols updated
Recommend women be immunised from 20—32 weeks 

gestation, rather than from 28 weeks.
Women can continue to receive a funded vaccine up 

until birth; however it takes 2/52  for antibodies to peak, 
hence the recommendation for earlier immunisation.
If a woman has received a pertussis before 20 weeks, it 

does not have to be repeated in the current 
pregnancy.  The data shows transfer of antibodies as 
early as 13 weeks

Presenter
Presentation Notes
Vaccination during pregnancy shown to reduce pertussis in infants <3/12 by 91%, and much more effective than immunising those in contact with babies.

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


Pertussis immunisation
Reasons for the change are simple:
It provides protection for premature babies.
There is evidence of similar antibody levels in cord blood 

from 2nd and 3rd TM vaccination, with perhaps even higher 
levels from the 2nd TM immunisation. Although there is lower 
transfer initially, there is a longer time to transfer, with the 
most efficient transfer being from 30 weeks gestation.
Research confirms it is safe for mum and baby.
It will broaden the target audience.

Presenter
Presentation Notes
Vaccination during pregnancy shown to reduce pertussis in infants <3/12 by 91%, and much more effective than immunising those in contact with babies.



Vaccination before, during, after...
Preconception: MMR, Influenza, Varicella (check status 

prn) and Pneumococcus for at risk women (including 
smokers)
Antenatally: Influenza, DTPa + as clinically indicated (avoid 

fever)  The only absolute C/I = smallpox, although live 
vaccines are not recommended due to the altered 
immune responses in pregnant women
Post partum: DTPa (not funded), MMR prn

Source: Australian Immunisation Handbook, 10th Edition

https://beta.health.gov.au/health-topics/immunisation/immunisation-throughout-life/immunisation-for-pregnancy

Presenter
Presentation Notes
Influenza Vaccination rates – MJA Article (published early June 2019) documented to be lower than in other countries – only 38% in Victoria (2015-2017 figures)Better in women doing GP Shared Care than those under care of Obstetricians, but poor in ATSI women, women born overseas & smokers 

http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home
https://beta.health.gov.au/health-topics/immunisation/immunisation-throughout-life/immunisation-for-pregnancy


Patient Fact Sheet

National Centre for 
Immunisation Research 

and Surveillance 

Presenter
Presentation Notes
Pregnant women with flu - higher risk of hospitalisation, and even death, than non-pregnant women. Risk of stillbirth- reduced by 51% in pregnant women who are immunised against flu. Babies are 25% less likely to be hospitalised from flu-related illness if their mums are immunised against flu while pregnant. Breastfeed infants have benefit of Ab passed in breast milk and provide additional protection to newborn.

http://ncirs.org.au/sites/default/files/2019-04/Pregnancy-fact-sheet_April%202019_Final.pdf


Influenza hospitalisations and 
deaths (AIHW data)

https://www.aihw.gov.au/getmedia/2623df7f-794f-4712-94e4-65442323784e/aihw-phe-236_Influenza.pdf.aspx


UK pertussis deaths in infants

Antenatal 
pertussis 
vaccination 
introduced 
Oct 1 2012



Pink Group
Task 2 - Pregnancy complications

Janice, a G1P0 is stressed.  She was running late for 
your appointment (caught in traffic) and you were 
late anyway and now she has to leave shortly to get 
back to work in time for an important meeting.  
She’s “had a stinker of a headache all week” and is 

not surprised when her BP is elevated at 162/97—but 
she’s sure it will settle once she calms down.  K = 28.  
Despite her protests (she has to get to her meeting) 

you repeat her BP reading after 5 minutes and the 
best you can get is 153/92.
Outline your approach.



Pre-eclampsia
Pre-eclampsia (PE) is the most common serious 

medical disorder of human pregnancy. 
Most common in primiparous women
Signs and symptoms include
Hypertension
Renal dysfunction
Proteinuria
Oedema – hands, feet, face
in severe cases dizziness, headaches and 

visual disturbances.



Untreated, it can lead to convulsions and 
other life-threatening problems for both 
mother and baby. 

Pre-eclampsia only occurs when a woman 
is pregnant, and currently, the only cure 
for it is to end the pregnancy, even if the 
baby premature.

Pre-eclampsia



Pre-eclampsia
In Australia 
mild pre-eclampsia occurs in 5-10% of pregnancies
severe pre-eclampsia in 1-2% of pregnancies
pre-eclampsia and complications associated with this 

condition account for 15% of direct maternal mortality 
and 10% of perinatal mortality
Pre-eclampsia is the indication for 20% of labour 

inductions and 15% of Caesarean sections.
It accounts for 5-10% of preterm deliveries. 
Worldwide, pre-eclampsia and its complications kill many 
tens of thousands of women and their babies each year
Source: The Women's Hospital

https://www.thewomens.org.au/research/research-centres/womens-pregnancy-research-centre/prc-themes/pre-eclampsia/


Pre-eclampsia 
– a multisystem 

disease 

Presenter
Presentation Notes
Post partum monitoring – immediate risks + long term sequelae/ risks to these women i.e. hypertension/IHD/CVA  with Dyslipidaemia/ IGT/Endothelial dysfunction



Prophylactic aspirin use in pregnancy to 
reduce PE and IUGR

High Risk Factors
Women with any of the following:

Hypertension
Renal disease
Auto-immune diseases such as SLE or anti-phospholipid 

syndrome 
Diabetes (Type 1 or Type 2)
Past history of pre-eclampsia

Moderate Risk Factors
Women with any of the following:

Primiparous
BMI > 35
Age > 40
Multiple pregnancy
Family history of pre-eclampsia (mother or sister)

What about calcium?
Calcium has been shown to reduce BP, relax smooth muscle, 

lower resistance in uterine and umbilical arteries.  If a woman has 
deficient intake, 1.5 g/day is recommended.

Consider starting high risk 
women on 150 mg aspirin 
nocte BEFORE 16 weeks 
gestation as it has been 

shown to reduce the 
incidence of placental 
disorders such as PE & 

intrauterine growth 
restriction (IUGR).



www.health.qld.gov.au/qcg

Hypertensive 
Disorders of 
Pregnancy

Guideline – Page 3

Presenter
Presentation Notes
? Methyldopa – increased post partum depression (not recommended European Guidelines)

http://www.health.qld.gov.au/qcg
https://www.health.qld.gov.au/qcg/documents/g-hdp.pdf


Implementation resources 

In addition to the 
guidelines, QHealth 
has a wealth of 
education resources, 
including flowcharts, 
power points, videos 
and videoconferences 
available online

https://www.health.qld.gov.au/qcg/education#present


Antenatal Appointment Schedule
18-20 week visit
Review morphology scan and follow up/referrals prn
Organise follow up of placental position prn
Confirm EDC, if not already done
24 weeks
Routine AN assessment ? Additional care required
Fundal height and health promotion/parent education
28 weeks
As above + FBC, Blood group antibodies, GTT +/- antiD
EPDS, DV, drug and alcohol screening 
Discuss infant feeding, Vit K and Hep B
Discuss and commence birth plan
Consider discharge planning

http://www.materonline.org.au/MaterOnline/media/materonline/PDFs/Antenatal-appointment-schedule-for-normal-healthy-women-with-singleton-pregnancies.pdf


Don’t forget…
31 weeks
As above, review results and follow up prn
Confirm consent for Vit K, Hep B

34 weeks
AntiD prn
Repeat USS if low lying placenta on morphology scan
Routine assessment, reassess schedule
Discuss birth preferences

38 & 40 weeks
Routine assessment
Confirm understanding of the signs of labour and 

indications for admission to hospital



Please enquire or 
inform women 
about….

Breastfeeding intentions and 
availability of support e.g. ABA, 
Mater Breastfeeding Support Centre, 
brochures
Vit K
Hep B
Birthing preferences
When to come to hospital/ring 

labour ward 
Post natal checks



Labour and birth

http://brochures.mater.org.au/brochures/mater-mothers-hospital/labour-and-birth%E2%80%94information-for-women-and-familie


dPHR

Presenter
Presentation Notes
Initiative will develop a digital shared care pregnancy plan accessible by pregnant women and their healthcare providers. Queensland and South Australia are leading this work.

https://www.childrenscollaborative.gov.au/digital-pregnancy-record


Lunch



Welcome back
Time Session Who

2:00 pm Physiotherapy in the Child 
Bearing Years

Marita Hales

2:20 Communication in 2019 Dr Kim Nolan

2:30 Case Work: Task 3 Group Work

2:40 Present task 3 
Feedback/discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

3:40 Summary Dr Kim Nolan

3:50 Afternoon Tea All

Presenter
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1st TM bleed YellowDecreased FM OrangeSGA RedPreconception PHome Births BMOC Green



Physiotherapy Services

Women’s, Men’s and Pelvic Health Physiotherapy
Metro South 
Logan and Beaudesert Hospitals

Ph 3299 8858
Fax 3299 8280

Marita Hales
Senior Physiotherapist, Logan Hospital 



How many of you have referred a 
patient to Women’s, Men’s or Pelvic 
Health Physiotherapy? 

How many of you know exactly what 
Women’s, Men’s or Pelvic Health 
Physiotherapy does? 



Presenter
Presentation Notes
Today my goal is for you to understand what happens when your patient attends WMPH physiotherapy, 



Our Service

• Inpatients
• Maternity ward
• Post Surgical 

• Outpatients
• AN/PN Classes
• AN/PN individual 

appointments
• Pelvic floor 

dysfunction
• Men's health
• Pelvic health clinic 



Inpatient 
Services 

Maternity
Each weekday morning

Prevent PFM dysfunction

Limited weekend service 
available. 

Post surgical 
Gynaecology/Colorectal 



Maternity ward:

• Education/training provided to 
mothers:

• Education regarding pelvic floor 
function Prevention of strain

• Posture care
• Good bladder and bowel habits
• Return to exercise and ADL’s
• Baby handling and development

Although all women are not able to be seen face to face, each 
woman who delivers their child at Logan and Beaudesert 
Hospitals will receive the physiotherapy educational 
handout. This invites the women to attend the postnatal 
classes.



Post surgical ward:
• Education provided for:

• Gynaecological surgery
• Education regarding pelvic floor function and 

prevention of strain
• Pelvic floor muscle and deep abdominal 

muscle activation
• Good bladder and bowel habits
• Posture care
• Return to work and exercise
• Follow up in outpatients 

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwjDrNP-
sb_iAhWOXisKHYLmDMsQjRx6BAgBEAU&url=https%3A%2F%2Fmedium.com%2F%40cuspsurgeons%2Fwhat-you-should-know-about-laparoscopic-gynaecology-surgery-cusp-
surgeons-ea91a9945bca&psig=AOvVaw1vte2-Qi4JjjglGZAskJ3R&ust=1559172929997535



Outpatient 
Services 

Women's Health Services

Antenatal

Postnatal

Pelvic Floor Dysfunction

Men's Health Services Pelvic Health Clinic

Primary Contact Clinic



Outpatient services (Antenatal & Postnatal):

•Physiotherapy Antenatal Workshop

•Physiotherapy Antenatal Pain Class

•Physiotherapy Postnatal Education and 
Exercise Classes

* Please note: referrals can be made to the service 
outlining the individual requests. The senior 
physiotherapist will triage into the most appropriate area 
within the service



Physiotherapy Antenatal Workshop:
• Education and practice of:

– Body changes and posture
– Back and pelvic care
– Pelvic floor and abdominal muscles
– Good bladder and bowel habits
– Comfort positions
– Labour positions and massage
– Recovery after delivery
– Returning to exercise
– Baby Handling



Physiotherapy Antenatal Pain Class:

• Assist with streamlining referrals into the service
• Compulsory before being offered an individual assessment
• Discharged once they have delivered their baby

The Class: 
•Body changes and posture care
•Pelvic floor and deep abdominal muscle activation
•Ideal movement patterns
•Prevention of aggravating activity
•Strategies to relieve pain
•Stretches

Presenter
Presentation Notes
This class was developed to assist with streamlining referrals into the serviceCompulsory for the patient to attend before being offered an individual assessment for lower back and pelvic pain in pregnancyThe patient will be discharged from the service once they have delivered their baby



Physiotherapy Postnatal classes:

• Education and exercise
• 12 week program
• Babies welcome
• Posture and general strengthening focus
• Pelvic floor and deep abdominal training

Great for patients with postnatal 
complaints of back pain!



Perineal clinic

Patients following 
obstetric anal 

sphincter trauma –
3rd and 4th degree 
classification; and 
identified complex 

tears.

Physiotherapist -
Maternity ward 

review -Monday-
Friday

Physiotherapist - 2-
3 week - Telephone 

call

Physiotherapist - 6-
8 weeks - Face to 

face physiotherapy 
individual 

appointment

Perineal Clinic appt 
- 12 weeks – O+G 

Consultant & 
Advanced 

Physiotherapist



• Urinary/Bladder dysfunction
• Ano-rectal dysfunction
• Pelvic organ prolapse
• Pelvic pain syndromes
• Acute postnatal conditions incl. ob

• This includes post Gynaecology patients & Perinatal patients 
with these symptoms

Pelvic Floor Dysfunction



Urinary/Bladder dysfunction

• Stress urinary incontinence
• Overactive bladder
• Urinary urgency
• Urinary frequency
• Urinary urgency incontinence
• Nocturia
• Voiding dysfunction

Management can include:

• Pelvic floor muscle training
• incl. electrical stimulation, 

EMG biofeedback
• Bladder retraining / drills
• Bladder diary assessments
• Voiding strategies
• Neuromodulation e.g. 

posterior tibial nerve / sacral 
TENs



Anorectal Dysfunction

• Faecal urgency
• Faecal & flatal incontinence

• Post def smearing, faecal
urgency incontinence Etc.

• Obstructed Defecation
• Associated haemorrhoids

• Post bowel/rectal surgery

Management can include:

• Pelvic floor muscle training
• incl. electrical stimulation
• EMG biofeedback

• Bowel routine
• Stool type management
• Defecation position & dynamics
• Bowel diary assessments
• Balloon assessments/therapy
• Neuromodulation e.g. 

posterior tibial nerve / sacral TENs



Pain

• Persistent Pelvic Pain
• Endometriosis

• Genitopelvic pain/penetration
• Dysparuenia
• Vaginismus

• Vulvodynia
• Puedendal Neuralgia
• Postnatal

• Scar hypersensitivity

Management can include:

• Multi-disciplinary approach 
• Pelvic floor muscle training

• EMG biofeedback
• Lifestyle education
• Vaginal trainers
• Neuromodulation eg. TENS 

therapy external or internal



Prolapse

• Anterior
• Posterior
• Uterine/Vault
• Associated incontinence

Management can include:

• Lifestyle modifcation
• Pelvic floor muscle training

• incl. electrical 
stimulation, EMGbiofeedback

• Pessary
• Cube
• Ring
• Ring with knob
• Marland



Mens Health

• Post prostatectomy
• Urinary incontinence
• Overactive bladder
• Anorectal dysfunction



Pelvic Health Clinic (PHC)

• Improved patient flow
• Improving the patient journey

• Improve patient access to services
• Closer to home
• Access to conservative management

• Early symptom management
• Conservative work up to support the specialist waiting list



Pelvic Health Clinic (PHC)

• Primary contact with lead physiotherapist
• Females and males with pelvic floor dysfunction
• Patients referred to specialist outpatient 

departments (SOPD)
• Gynaecology / Urogynaecology 
• Colorectal (general surgery)
• Urology

• Patients triaged as category 2 or 3





Pelvic Health Classes:
• Both education and exercise 

components
• Pelvic Optimisation

– General strengthening and balance class 
with focus on pelvic floor muscle 
awareness and strength

• Pelvic Wellbeing
– Overall relaxation and pelvic floor muscle 

downtraining (for patient’s with pelvic 
floor overactivity or pelvic pain)



Referral

• GP Referral through central referral hub
• Internal Referral through E-Blue Slip or paper blueslip

• Perinatal services
• Pelvic floor muscle dysfunction 
• Men's Health

• Pelvic Health Clinic
• Refer to specialist and the referral will automatically be sent through to the 

PHC (as appropriate)



Thank You
Marita Hales
Senior Physiotherapist, Logan Hospital
Women’s, Men’s and Pelvic Health Physiotherapy
Metro South, Logan and Beaudesert Hospitals
Ph 3299 8858
Fax 3299 8280



Communication in 2019
Dr Kim Nolan



The
Template

ANC receives 60-80 referrals a week
Information = safe, effective and 

efficient triage
Medical, social risk factors
Indications for early appointment

Need advice? Contact the GPLM
The use of the QH referral template is 

preferred 
cc ANC on all investigations 

Presenter
Presentation Notes
Antenatal clinic receives 200-400 referrals each weekInformation provided is critical to a safe, effective and efficient triage processIdentify  medical and social risk factors and any indications for early appointmentContact the GP Liaison Midwife if you need advice The use of the MMH referral template is mandatory. If you send a referral in that is not on the MMH template, the referral will returned to you for completionPlease cc MMH ANC on all investigations Please use the most current template, as decision support is  included and regularly updated e.g. HbA1c testing



QHealth referral 
template

This is a helpful document, 
with decision support built 
in. An electronic version is 
available for MD on 
www.bsphn.org.au and is a 
supplied template on BP 
(QHealth Maternity). You 
can download a paper 
copy.

https://bsphn.org.au/primary-care-support/forms-and-referrals/
http://www.health.qld.gov.au/caru/pathways/docs/mater_refer.pdf


Please attach copy 
AND cc Logan/
Beaudesert ANC

Copy of results in referral = helpful for triage
cc results to Logan/Beaudesert ANC 

Printed copy of reports in the PHR = immediate access to clinical information
Press print!

Presenter
Presentation Notes
Having a copy of the results (if available) in the referral helps to triage a woman; copying results to MMH and providing the woman with a printed copy of ultrasound results and pathology reports allows clinicians immediate access to information wherever she presents.  Oh, and the midwives prefer printed copies of our notes!



Logan ANC 
Referral   
Example 



ANC Midwives and Obstetricians are 
amazing
but not clairvoyant…

Presenter
Presentation Notes
Please nominate risk and reason for early assessment



Please help 
your 

Obstetric 
colleagues 
by making 

any 
IMPORTANT 
information 

easy to 
find! 



The referral pathway
All women, regardless of their medical or obstetric risk, 

are to be referred to Logan Hospital.  A comprehensive 
referral will allow Logan Hospital to triage appropriately 
and where necessary, women will be referred onto MMH.
Women with chronic medical problems should be 

referred to the Obstetrician/ANC as soon as possible after 
pregnancy is diagnosed, and the Obstetric Team will 
liaise with the woman’s other specialists if required. 
Identify  medical and social risk factors and any 

indications for an early appointment, so their specialist 
staff can assess, liaise and if necessary, refer further. 
Aboriginal and Torres Strait Islander women will be 

accepted from outside of the MMH catchment, however 
you will need to make this clear on the referral.



 If a GP identifies that a woman needs to be seen for high 
medical or obstetric risk within the following 10-14 days, 
there may be an indication for an extra early 
appointment (before the antenatal referral has 
negotiated the usual Referral Hub processes) e.g.         
Pre-pregnancy hypertension with poor control

Complete the Antenatal referral noting the higher risk
 BUT also consider phoning the Obstetricians to discuss the 

risk (and they may offer to review the woman even 
before the ANC appt – usually through the EPAU).

For more URGENT Antenatal patients needing 
immediate EARLY Obstetric Review  

Presenter
Presentation Notes
 Future development and expansion would include a multi-disciplinary team and allied health members (i.e. doctors, midwifes, dietician and diabetic educators).



Referral 
process

Should a woman develop a complication during 
pregnancy, please refer her back to Logan ANC
If a woman develops a medical condition after 

referral, FAX a new referral to ANC with results 
attached
OGTT positive?  REFER her back to  ANC i.e. NOT the 

Hub
URGENT medical condition e.g. Escalating BP –

Contact the relevant Obstetrician 
/Registrar/Maternity Assessment Unit 

Medical condition develops after referral

Presenter
Presentation Notes
Endocrinologists and obstetric medicine specialists work with the Obstetric teams Separate referral to Medical Specialist Clinics is not required from the GP for women with pre-existing medical conditions identified in the antenatal referral. The obstetrician will assess the woman at the first appointment and refer if necessaryIf a woman develops a medical condition after referral to antenatal clinic, a new referral (using a standard referral letter, not an antenatal referral) should be faxed to Antenatal clinic (3299      ) including a copy of the results



Pre-pregnancy Assessment Clinic 
Women considered to be of high  medical or obstetric 

risk can now be referred to a Preconception Clinic 
when planning a pregnancy – Tuesday PM (Ambulatory 
Building 2) 

 Purpose of this clinic is to provide comprehensive 
assessment, counselling and optimisation of conditions 
prior to future pregnancies.

May be referred from 6-8/52 post a pregnancy to 
discuss planning for a subsequent pregnancy.

Clinic not intended for examinations or procedures 



Patients with the following conditions meet the criteria for referral to the 
Clinic. The conditions may be pre-existing or new onset during a recent 
pregnancy. 
 Poorly controlled GDM patients on Metformin (>2.5grams/day) need 

internal referral.
 Type 1 or 2 Diabetes
 Thyroid conditions and other endocrine disorders
 Haematological/Respiratory/Cardiology/Renal/Hepatic and 

Gastrointestinal/Connective tissue/Neurological Disorders 
 Infectious diseases
 Genetic conditions
 Previous poor Obstetric outcomes
Please ensure that appropriate investigations are completed prior to review in the clinic. 
For example, if the patient has a renal condition it is expected that a FBC, Chem 20, Urine 
M/C/S and Cytology +/- renal ultrasound would have been organised and results ready to 
be discussed at the review appointment.

Pre-pregnancy Assessment Clinic 

Presenter
Presentation Notes
 Future development and expansion would include a multi-disciplinary team and allied health members (i.e. doctors, midwifes, dietician and diabetic educators).



Antenatal Referrals
Prompts within template to assist with appropriate 

screening.  Information requested assists with 
appropriate triage of women
Please cc the hospital ANC on ALL pathology and 

radiology requests and print a copy of the results for 
the PHR
Please include copies of any available results with your 

referral as this helps with triage
Electronic versions available within BP or from BSPHN for 

MD Please indicate if you are wanting to provide 
shared antenatal care (this can go into the free text 
“other” section)
Referrals beyond the local maternity hospitals – when is 

it appropriate to refer to MMH or RBWH?



The Logan catchment map



Beaudesert catchment area



The MMH catchment map

Women living within the 
catchment area will be 

accepted, however proof of 
address is required.  These maps 

are approximations only.



Pregnancy Health Record

Please become familiar with and use this well crafted 
document

http://www.health.qld.gov.au/caru/pathways/docs/pregancy_rec.pdf


Who is responsible for abnormal results?
The clinician who orders the test is responsible for follow 

up and prompt referrals when appropriate.

 Even if a copy of the result is sent to ANC, there can be delays in 
the processing and hence review of a result by a clinician 

 Please make prompt contact to arrange follow up of abnormal 
results 

 Logan Hospital will endeavour to contact women also, if they   
have a copy of the results.  MMH does not have this capacity at 
present. 

 What to do with what you have found can be guided by the 
MMH GP Maternity Shared Care Guideline.

 Unsure?  Phone a friend



Where are you entering 
your observations? 

Use the obstetric tabs 
*easy to enter data 
*print a copy for PHR
*ready for dPHR

Presenter
Presentation Notes
WB’s slides



www.materonline.org.au

Presenter
Presentation Notes
WB’s slides 

http://www.materonline.org.au/


www.materonline.org.au/services/maternity/
health-professional-information/guidelines-and-policies

Presenter
Presentation Notes
WB’s slides 

http://www.materonline.org.au/services/maternity/health-professional-information/guidelines-and-policies


MMH 
catchment 
area

Private hospital, public births 
Local hospital, tertiary referral centre
High demand = no routine low risk 

referrals outside catchment
Except indigenous women
Perhaps women requiring a 

specialist drug and alcohol service
Refer all women to their local service 
If you are uncertain, or if time is critical = 

contact GPLM
Mater Mothers Private? No catchment 

restrictions

Presenter
Presentation Notes
Mater Mothers Hospital is a private hospital contracted by QHealth to conduct an agreed number of public births per yearMater Mothers is both a local hospital and a tertiary referral centreDue to high demand Mater Mothers is unable to accept routine low risk referrals from outside the catchment areaConsideration is made for indigenous women and women requiring a specialist drug and alcohol serviceWomen who may require tertiary care should be referred GP to their local health servicePlease communicate with the MMH GP Liaison if you are uncertain, or if time is criticalCatchment restrictions do not apply to insured women choosing to birth at Mater Mothers Private



Please consider signing up

Mater has a consumer website 
www.matermothers.org.au with  models 
of care information

Women who do not have a GP can use 
this list to locate an aligned GP 

Presenter
Presentation Notes
WB’s slides

http://www.matermothers.org.au/
https://www.matermothers.org.au/hospitals/mater-mothers-hospital/choosing-your-maternity-care/shared-care-gps


Presenter
Presentation Notes
WB’s slides



Please watch out 
for AOTC We will keep you 

updated e.g. about 
changes to the GDM 
pathway, guideline 
changes, 
immunisations, 
education events.

 AOTC, including past 
editions, is available 
online

http://www.materonline.org.au/whats-on/professional-development/gp-education/resources
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Not nap time yet….
Time Session Who

2:00 pm Physiotherapy in the Child 
Bearing Years

Marita Hales

2:20 Communication in 2019 Dr Kim Nolan

2:30 Case Work: Task 3 Group Work

2:40 Present task 3 
Feedback/discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

3:40 Summary Dr Kim Nolan

3:50 Afternoon Tea All

Presenter
Presentation Notes
1st TM bleed YellowDecreased FM OrangeSGA RedPreconception PHome Births BMOC Green



Small Group Activity –Task 3
• Red Group –24 year old, small for dates
• Yellow Group – 22 year old first trimester bleeding
• Pink Group – 28 year old, pregnancy planning, on 

warfarin
• Blue Group – 29 year old, home birth
• Green Group – 27 year old, Generalised Itchiness
• Orange Group – 32 year old, Reduced Foetal 

Movements



Task 3

You need a scribe and a presenter
You have 10 minutes!



Yellow Group
Task 3 - Pregnancy complications

Amina, a 22-year old from Somalia who wears the hijab and has lived 
in Brisbane for a year, is now 6 weeks since her LNMP.  Amina’s uHCG 
was positive a week ago.  She informs you she has been bleeding 
since yesterday—“sort of like the beginning of a period.” Her blood 
group is O neg

Outline your approach to her care. 



EPAU - Early Pregnancy Assessment Unit 
Early Pregnancy Assessment Unit (EPAU) - specialist 

area in Logan Hospital that deals specifically with 
problems in early (< 20/52) pregnancy.
Most  common problems are vaginal bleeding or 

pain.
Manage threatened and incomplete miscarriages 

and investigate causes of pain.
Haemodynamically unstable women should be 

directed to A & E.
Open on weekdays from 8am – 4pm, by 

appointment only.
Phone: 3299 9309 / FAX – 3089 2016

Presenter
Presentation Notes
Phone & FAX Number checked 9.5.2019



EPAU
In addition to surgical management of 

miscarriages and ectopic pregnancies, the EPAU 
is able to offer medical management to suitable 
women
The EPAU does not look after women with 

hyperemesis (refer to ED if IV fluids etc required)



Diagnosing an early pregnancy loss
Don’t just read USS scan reports, get used to looking at the 
measurements on the scan pictures
Once crown rump length (CRL) is 7mm, there should be a 

heartbeat, if there is not, then it is a miscarriage  
If CRL is < 7mm (even if report says it is a missed miscarriage) it is 

too early to call, repeat USS in a week
If there is no CRL yet, then go by sac size 
Once sac size is 25mm, there should be a fetal pole, if there is 

not then this is an anembryonic pregnancy (old term blighted 
ovum)  
If the mean sac diameter (MSD) < 25mm, repeat scan in a week



Diagnosing an early pregnancy loss

If CRL or MSD grows over a week then repeat scan in 
a week, even if it has only grown by 1mm, any 
growth is growth and you can't diagnose an early 
pregnancy loss while there is growth
If CRL or MSD gets smaller over 2 scans a week apart 

or fails to grow at all, then you can diagnose a 
missed miscarriage
If CRL or MSD growing slowly, then a drop in HCG 

level (done at same lab) is enough to diagnose a 
missed miscarriage



Pregnancy of unknown location (PUL)

An Intrauterine pregnancy (IUP) is one 
where a yolk sac is seen 
NO yolk sac = a PUL
If you have no yolk sac, especially if the 

HCG is > 800-1000, be cautious 
Be very cautious…..
CONSIDER EARLY REFERRAL



Classic ectopic symptoms & risk factors
Triad of: 

– Amenorrhoea, 6-8 weeks post LNMP
– Abdominal pain (and especially 

shoulder/rectal)
– Bleeding

Most significant risk factors:
– Previous ectopic pregnancy
– Pregnancy associated with emergency 

contraception/POP/IUDs
– Tubal surgery/infection/PID



Ultrasound: Correlation with B-HCG
IUP can usually be seen with B-HCG levels above 800

A threshold of 1500 will detect 98% of IUPs
• Pitfall; multiple pregnancy

Higher thresholds will result in more missed ectopics

B-HCG >10 000, should be a fetal heart beat

An IUP almost always excludes ectopic (heterotopic 
awareness when risk factors)



Appropriate rise in 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 (99% accuracy)

 Consider multiple or molar pregnancy in rapidly 
rising levels

 Single isolated level is less useful for uncertain 
clinical scenarios



Incomplete miscarriage treatment options
Expectant 
 follow up USS if still bleeding after 2 weeks OR if painful, heavy 

bleeding
Medical management (initiated usually by hospital) 
Misoprostol has proven effective in 80 – 85% of miscarriages < 13/52
x 2 doses administered sublingual on consecutive days as an 

outpatient
bleeding and pain occur ~ 2-4 hours after the first dose and lasts up to 

24-72 hours before the miscarriage is completed
period-like bleeding will then occur over the next week or so
~ 10% of women have excessive pain or bleeding—medical review 

and possibly D & C may be required
hospitalisation for heavy bleeding or infection occurs in < 1% of 

women
not TGA registered for use in pregnancy.  Use supported by QHealth 

and RANZCOG
Surgical management



Recurrent Miscarriage 
(from Green Top Guidelines RCOG 2011) 

Recurrent Miscarriage - loss of  3 or more consecutive 
pregnancies  

 Affects 1% couples, increasing with maternal age

 Gynaecology referral  - assess for treatable causes 
and further management 

 Causes:
 Antiphospholipid syndrome – check Abs
 Genetic Factors – karyotype POC from 3rd or 

subsequent Mc & karyotype parents (if 
unbalanced structural chromosomal abnormality 
detected in POC)

 Congenital Uterine Malformations – consider USS/ 
hysterosalpingogram

 Endocrine causes – Hypothyroidism, Poor 
Diabetic control, PCOS

 Immune factors
 Inherited Thrombophilias including Factor V 

Leiden, Factor II (prothrombin) gene defects, 
Protein S Deficiency  

Second Trimester Miscarriage - loss of   pregnancy 
in 2nd TM (before viability)

 Affects 1-2% of 2nd TM pregnancies 

 Require early referral and close specialist 
monitoring in subsequent pregnancies, especially 
if cervical incompetence suspected i.e. 2nd TM 
Mc preceded by SROM or painless cervical 
dilatation, or previous history of cervical surgery

 Ideally GP to organise early Dating USS and 
request assessment of cervical length and shape

 Review of these parameters again at time of 
Nuchal Translucency USS

 Early Obstetric Referral clearly marked with 
“PREVIOUS 2ND TRIMESTER MISCARRIAGE”, so serial 
monitoring and treatment can be instituted as 
required e.g. cervical stitch 

https://www.rcog.org.uk/globalassets/documents/guidelines/gtg_17.pdf


Green Group
Task 3 – Pregnancy Complications

Melissa, aged 27 years presents ten days after you saw her for her 
31-week visit.  Her pregnancy has been uncomplicated, but she 
has developed persistently itchy skin over the last few weeks. She 
did not mention it when she last saw you as she thought it was a 
change in washing powder used that was irritating her skin, but 
the itch is now “driving her crazy”.  

She wants to know if what she can safely use on her skin, and 
whether the itch or creams used can affect the baby? 



Itch

Mild itching is 
common in 
pregnancy

Check for the 
obvious e.g. rashes, 
scabies, varicella etc

Look for scratching, 
ask about lack of 
sleep

Presenter
Presentation Notes
Antihistamines, e.g. cetirizine (Zyrtec) 10 mg 1-2.times/day or promethazine 25 mg nocte  may be useful in relieving pruritus. Vitamin K 10 mg daily orally if prolonged prothrombin time. Consider plain sorbelene lotion, Pinetarsol solution, aqueous cream with menthol, or bicarbonate of soda baths for symptomatic relief 



Itch
Don’t forget cholestasis! 

Classic symptoms: 

itch without rash 

usually hands and feet (palms and soles)

may be more extensive

Typically 

persistent

unbearable

worse nocte 

Presenter
Presentation Notes
Higher risk – Multiple pregnancy/gallstones or FHX of same/ GDM/ Hep C (may see earlier)/ previous affected pregnancyRelated to oestrogen levels – increases in 3rd TM 



Cholestasis

Ask about dark urine, pale stools and check for jaundice

Tests: LFTs and fasting bile acids

Refer if positive ? Rx with ursodeoxycholic acid and consideration of early 
IOL (increased risk of stillbirth)

Increased risk with next pregnancy

Low dose COCP with LFT/bile acid monitoring may be ok post partum

Presenter
Presentation Notes
In those with persistent unexplained pruritus and normal biochemistry, LFTs should be measured every 1–2 weeks. For transaminases,gamma-glutamyl transferase and bilirubin, the upper limit of normal throughout pregnancy is 20% lower than the non-pregnant range. Increased incidence in women who are seropositive for hepatitis C, which may be associated with early onset diseaseIf there is a family history of autoimmune disorder (thyroid, rheumatoid, etc). Antismooth muscle and anti-LKM antibodies (chronic hepatitis), and anti-mitochondrial antibodies (primary biliary cirrhosis), may be checked



Orange Group
Task 3 - Pregnancy complications

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? 



Clinical Practice Guideline for the Care of 
Women with Decreased Fetal Movements 

https://psanz.com.au/guidelines/


Decreased fetal movements

Out

• Kick charts
• Cold water
• Reassurance without 

review

In
• Watch for a change in the 

pattern, frequency or strength 
of fetal movement

• Third trimester – sleep on the 
side

• Apps (My baby’s movements)
• DFM? CTG 
• Awareness of risk factors 



Risk factors 
for Stillbirth

Source: Stillbirth 
foundation

Age >35 years 

Obesity

Smoking, drug-taking, and alcohol consumption

Gestational diabetes

Hypertension

Congenital anomalies

Prematurity

Placenta or cord problems

First pregnancy

Fetal growth restriction

Maternal medical conditions e.g. Asthma

Hypertension/pre-eclampsia

Congenitally acquired infections

Multiple gestation

https://stillbirthfoundation.org.au/risks/


MAC - Maternity Assessment Clinic 
The Maternity Assessment Clinic is for the 

review of urgent pregnancy related concerns 
>20 weeks 
MAC is located near to Birth Suites (tell the 

women to go Birth Suites)
GP’s should contact the MAC before sending 

a woman in for assessment. 
Team leader 3299 8811 
Women can self refer by calling 3299 8811



MAC

Common presentations would include:
Preterm labour
Uncertainty about or premature rupture of 

membranes
Reduced fetal movements
Review of hypertensive women referred by their 

GP, obstetrician or midwife
Bleeding after 20 weeks



Red Group
Task 3 - Pregnancy complications

Megan presents for her 34-week visit. Colleagues at her work have 
been commenting about how small the baby is going to be. Her 
symphysio-fundal height (SFH) measures 30 cm and you note that at 30 
weeks gestation her SFH was 28 cm. Her hairdresser thinks there is 
something really wrong and she will need to see an obstetrician or 
otherwise her baby might die. 

Outline your approach including your advice to Julie.

Presenter
Presentation Notes
If the fundal height is > 3 cm under the expected - refer  for USS request: • fetal size/growth compared with previous ultrasound (BPD, abdominal circumference) • doppler of umbilical artery flow • Amniotic fluid volume – deepest vertical pocket.



Fetal size concerns
If you are worried that the fetus is too big, too little (3 or more cm 
outside gestational age in weeks) or if you are unsure due to 
mum’s BMI, please order an ultrasound scan and follow up the 
result. 
If the scan is normal, i.e. the fetus is an appropriate size for 

dates, no further action is required  
If the scan confirms the fetus is small for gestational age, refer 

promptly back to ANC (Phone Registrar/Obstetrician + FAX)
If the scan confirms the fetus is large for gestational age, refer 

promptly to the obstetric team
Not diagnosing, and therefore not following up on suspected 

IUGR or macrosomia, can lead to adverse outcomes



Pink Group
Task 3 - Medical conditions in pregnancy

Michelle, age 28, is a new patient who moved to Brisbane earlier 
this year.  Her past medical history includes a strong family history 
of DVT and she is Heterozygous for the Factor V Leiden mutation 
and she also has Protein S deficiency. Michelle has had 2 DVTs 
and is requiring a script for Warfarin and a new INR form.  She is 
not planning a pregnancy just yet but is interested in any advice 
you can give her.

What do you advise her ?



Thrombophilia in Pregnancy 
- South Australian Perinatal Practice Guidelines
VTE complicates approximately 1 in 1,000 pregnancies with 

approximately half due to inherited and acquired 
thrombophilias
Adverse Pregnancy Outcomes associated –

Severe early-onset IUGR requiring birth < 34 weeks' gestation
Stillbirth
Severe early onset preeclampsia requiring birth < 34 weeks' gestation 
Placental abruption

Use of Subcutaneous Heparin (low molecular weight heparin) 
in pregnancy may reduce the risk of adverse outcomes
Low dose aspirin +/- low molecular weight heparin - mainstay 

of treatment for acquired thrombophilias (e.g. 
antiphospholipid syndrome) in pregnancy

https://www.sahealth.sa.gov.au/wps/wcm/connect/401258004eedee7eb666b76a7ac0d6e4/Thrombophilia-pregnancy-WCHN-PPG-21062004.pdf?MOD=AJPERES&CACHEID=ROOTWORKSPACE-401258004eedee7eb666b76a7ac0d6e4-mHV7Ixt


Thrombophilia in Pregnancy 
- South Australian Perinatal Practice Guidelines

Pre-pregnancy Assessment Clinic Referral  
Early presentation once pregnant and referral to HIGH 

RISK CLINIC 
Early dating scan in the first trimester 
Aspirin commencement 100mg daily
Close surveillance with regular blood pressure checks and 

urinalysis to detect early onset preeclampsia
Anticoagulation post partum if past history of VTE – 6/52

https://www.sahealth.sa.gov.au/wps/wcm/connect/401258004eedee7eb666b76a7ac0d6e4/Thrombophilia-pregnancy-WCHN-PPG-21062004.pdf?MOD=AJPERES&CACHEID=ROOTWORKSPACE-401258004eedee7eb666b76a7ac0d6e4-mHV7Ixt


Blue Group 
Task 3 - Current controversies 

Jasmine, age 29, is a G1P0 whose LNMP was 5 weeks ago.  She is 
interested in a home birth, with a private practice midwife.  Can 
you recommend one?  Will the MMH provide backup?  She has 
heard that Medicare is funding this model of care.

What do you advise?

Where can you get advice?



Please consider 

What is it Jasmine is looking for and why?
Would existing models of care (e.g. MGP) be a suitable 

alternative to a home birth? – if in target group for this option 
How best to support her to achieve the birth outcome she is 

looking for while being mindful of the issues
Ultimately, the choice is hers 



Home births
Home births accounted for 0.28% of all Qld births from 1988-

2007 = 2 672 singleton births.  
22.4% of all planned home births from 2001-2007 resulted in 

transfer for birth elsewhere. (Source: Qld Maternal and Perinatal 
Quality Council, 2010)
In 2015,115/61 903 (0.18%) of births were home births  
Logan Hospital does provide back up care with independent 

midwives, however if a woman is transferred in labour, her care 
will transfer to the hospital staff and her independent midwife 
will become a support person. 
Visiting rights are granted to participating private practice 

midwives.

https://www.health.qld.gov.au/__data/assets/pdf_file/0027/628362/1-sumstat2015.pdf


Home births
• http://www.homebirth.org.au/find-a-midwife-or-birth-support/

provides a list of independent midwives providing home births

http://www.homebirth.org.au/find-a-midwife-or-birth-support/


Private Practice Midwives

MBS rebates for participating midwives in private practice are 
available for a range of antenatal, intrapartum and postnatal MBS 
items. The intrapartum items will only be payable for births occurring in 
a hospital. 

GPs may be asked to refer women to Private Practice Midwives for 
antenatal or postnatal/lactation services and advised that this will 
enable women to receive a Medicare rebate.  This applies if they are 
already in a collaborative arrangement with a GP obstetrician, an 
obstetrician or obstetric hospital.



www.bsphn.org.au

http://www.bsphn.org.au/


Maternity Shared Care 

http://bsphn.org.au/programs/child-youth-family/maternity-shared-care/


Fix Link to updated 
PHN Online  version

South Brisbane 
Antenatal Shared Care 

Summary 

https://bsphn.org.au/wp-content/uploads/2018/02/South-Brisbane-Antenatal-Shared-Care-maternity.pdf


Spot On Health 
Pathways

https://spotonhealth.healthpathwayscommunity.org/index.htm


Antenatal - First Consult
Page in DRAFT



Afternoon 
Tea



Welcome back – last session
Time Session Who

4:00 pm Postpartum Case Work Group Work

4:10 Present Postpartum Cases-
Feedback/discussion

Dr Kim Nolan
Dr Jens Odendahl
Dr Sabaratnam Ganeshananthan

4:50 Summary Dr Kim Nolan

5 pm Close All

Presenter
Presentation Notes
1st TM bleed YellowDecreased FM OrangeSGA RedPreconception PHome Births BMOC Green



Post Partum Care
You have 10 min for case work
Each table will need a scribe and a presenter
Your time starts now



Post Partum Care

• Pink Group – 5-7day visit post SVD
• Red Group – 6 week visit post GDM
• Blue Group – 12 day visit post precipitous SVD - 3rd

degree tear 
• Green Group – 5 weeks post natal, excess bleeding 
• Orange Group – 8 days post C/S – febrile/toxic
• Yellow Group – 3 weeks post complicated delivery, 

teary, breastfeeding issues



Pink group - Post Partum Care

Julia is a G1P1 who had uncomplicated 
pregnancy, a straightforward delivery and post 
partum course.  She is now 6 days post partum 
and presents for her routine visit, along with baby 
Jack. They have booked two appointments, 15 
min for Julia and 30 min for Jack.  
What do you complete for Julia’s checkup?



Systems based approach to Post Partum Care
Post Partum check at 5-10/7
History:
Adacel/Boostrix
Breasts
Complications, calves, contraception
Delivery
EPDS prn
Feeding



Examination:
Abdominal examination to monitor uterine 

involution; wound check if LSCS
Breasts +/- BP
Careful inspection of perineum if vaginal 

delivery

Systems based approach to Post Partum Care



Contraception options at 5-10/7 pp
 Abstinence
 Condoms
 Minipill
 Depo/ Implanon
 NOT COCP, even if not planning to 

breastfeed
 NOT IUCD

Presenter
Presentation Notes
Ovulation can occur as early as 25 days post partum in women who are not breastfeeding. (Terri Foran –Expert Monograph for Health Ed)Australian Research – 41% of couples had resumed intercourse by 6/52 postpartum? COC pill safe post 3/52 post partum (if not B/F) – Cat 2 risk – benefits outweigh risks (Faculty Sexual Reproductive Health – UK Guidelines 2016



Red group, Post partum care

Megan is a G1P1 who had well controlled GDM, a 
normal delivery and normal post partum course.  She 
is now 6 weeks post partum and presents for her 
routine visit.  Baby Jasmine has the following 
appointment for her 6-week review  and 
immunisations.
What do you complete for Megan’s checkup?

Presenter
Presentation Notes
Ovulation can occur as early as 25 days post partum in women who are not breastfeeding. Australian Research – 41% of couples had resumed intercourse by 6/52 postpartum



Systems based approach to Post Partum Care
Post Partum check at 6/52
History:
Adacel/Boostrix
Bladder, bowels, breasts
Calves, contraception
Delivery debrief prn
EPDS 
Feeding
Gestational Diabetes follow up prn
Hypertension follow up prn



Examination:
Abdomen 
Breasts, BP
Consider Cervical Screening Test, inspect 

perineum if tear/episiotomy

Systems based approach to Post Partum Care



Blue group, Post partum care

 Anna is a G3P2TOP1 who had an uncomplicated 
pregnancy, but a precipitous delivery, and a 3rd

degree perineal tear. She is now 12 days postpartum  
and presents as the Home Visiting Community Midwife 
asked to have her wound checked. She also requests 
advice regarding some constipation.
What do you complete for Anna’s checkup?

Presenter
Presentation Notes
Ovulation can occur as early as 25 days post partum in women who are not breastfeeding. Australian Research – 41% of couples had resumed intercourse by 6/52 postpartum



Perineal care
After 6 weeks postpartum for women with anal sphincter 
injury and those reporting symptoms of anal sphincter 
dysfunction:
Refer to gynaecologist or uro-gynaecologist or 

colorectal surgeon
Care considerations may include:

Endoanal ultrasound
Anorectal manometry
Consideration of secondary sphincter repair

Refer to physiotherapist for assessment and 
individualised PFMT to help manage pelvic floor 
dysfunction

Source: Queensland Maternity and Neonatal Clinical Guidelines Program 
http://www.health.qld.gov.au/qcg/

Presenter
Presentation Notes
LOGAN  - Anal sphincter injuries (3rd – 4th degree perineal injuries) have an Specialised OPD appt at 6/52 – DR Ellepola Decision made re further assessment needed e.g. Endoanal USS +/- Colorectal input  - liaise with QEII Colorectal Clinic 

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


Perineal Care
Queensland Clinical 

Guidelines -
Maternity 

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




Green group, Post partum care

• Nicole is a G1P1 who had a normal pregnancy and 
uncomplicated vaginal delivery.  She presents at 5 
weeks requesting a checkup, looking pale and 
tired, reporting that she is still bleeding very heavily, 
with pain, blood clots and regular flooding.  

• What do you check?



Orange Group - Post partum care
Carol, a G2P2 whose GTT was positive at 28 weeks 

and who you have not seen since you referred her 
back to ANC, had a LSCS, delivering a bonny babe 
weighing an impressive 4 900 g (10 lb 12 oz).  She is 8 
days post partum and presents looking flushed and 
moving slowly.  Her mother is looking after the baby 
and her husband has brought her into your rooms.  
Your preliminary observations reveal a temp of 39.2, 
BP 105/68 and PR of 112 bpm.  
What is your approach?   



SOMANZ guidelines for 
the investigation and 

management sepsis in 
pregnancy

SOMANZ (Society of 
Obstetric Medicine 
Australia and New 

Zealand) - published in
Aust NZ J Obstet

Gynaecol 2017 Jul 3

http://onlinelibrary.wiley.com/doi/10.1111/ajo.12646/epdf
http://onlinelibrary.wiley.com/doi/10.1111/ajo.12646/epdf


SOMANZ guidelines for 
the investigation and management sepsis in pregnancy

SOMANZ (Society of Obstetric Medicine Australia and New Zealand) - published in
Aust NZ J Obstet Gynaecol 2017 Jul 3

Conditions that mimic sepsis in pregnancy (and postpartum)

http://onlinelibrary.wiley.com/doi/10.1111/ajo.12646/epdf
http://onlinelibrary.wiley.com/doi/10.1111/ajo.12646/epdf


Yellow group - Post partum care
Michelle, age 38 years, is a G1P1 who delivered privately 3 

weeks ago by LSCS following failure to progress and fetal 
distress.  Her baby, Oliver, had Apgars of 7 and 9 and they 
were discharged on day 4.  
Michelle has presented for a checkup of herself and Oliver 

as he is crying and fussy and she is unsure what she should 
do. She has been breastfeeding ,but this morning gave 
Oliver a formula top up. Her husband Bob has 2 more days 
of paternal leave and then he returns to work.  As she 
gives you her history, she starts to tear up and looks to Bob 
for reassurance.  
What do you do?



Beyond Blue –
Pregnancy and 

New Parents

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


Bringing Baby Home 
Workshops  

“RESEARCH shows that the majority 
of couples invest time in pregnancy,  
birthing care and information and 
setting up the nursery etc. – but do 

little if any preparation, for the 
changes that come when BABY 
comes home to live with them”

“Dad's the Word"

https://dadstheword.com/




Australian Family Physician - August 2016

http://www.racgp.org.au/afp/2016/august/overcoming-challenges-faced-by-breastfeeding-mothers/


 Community Midwifery 
Service being extended 
and  strengthened with 
visits up to 28 days for 
women/ families who need 
extra support

 Improved co-ordination 
and integration planned 
with Child Health Services

 GP’s soon to be able to 
refer back into this service  
if required



Additional services for 
families

Community Child Health 
Drop-in Clinics

http://www.childrens.health.qld.gov.au/community-health/child-health-service/early-feeding-support-drop-clinics/
http://www.childrens.health.qld.gov.au/community-health/child-health-service/early-feeding-support-drop-clinics/




Mater on line breastfeeding advice
Go to Mater Patient Brochures to access the 

Mater Mothers Hospital link and you will find the 
following topics:
Antenatal breastfeeding advice
A guide to breastfeeding
Breastfeeding support centre
Breastfeeding support centre – equipment 
Breastfeeding, expressing and taking your preterm 

baby home

http://www.brochures.mater.org.au/




 Logan  & Beaudesert Hospital Lactation Consultant Midwives
 ABA – Ph: 1800 686 268   www.breastfeeding.asn.au
 Lactation consultants: LCANZ - Find a Lactation Consultant

 Mater Breastfeeding Support Centre Ph: 31638200
 Possums Clinic Ph: 3036 4081 or Website -

www.possumsonline.com/

Private face to face or telephone services

http://www.breastfeeding.asn.au/
http://www.lcanz.org/find-a-lactation-consultant/
http://www.possumsonline.com/


The Period of Purple Crying

Presenter
Presentation Notes
Dr. Ronald G. Barr, a developmental pediatrician and world expert on infant crying/   Registered trademark of the National Center on Shaken Baby Syndrome

http://purplecrying.info/what-is-the-period-of-purple-crying.php


Summary of routine bloods

Routine first trimester ANS = FBC, Blood group and antibodies, 
Rubella, Hep B, Hep C, HIV, Syphilis and MSU m/c/s. (CST if due)

Women with BMI > 35 to have first trimester HbA1c or early OGTT if 
K>12 , E/LFTs urinary protein/creatinine ratio as well as the above

26-28 week bloods = FBC, OGTT and Blood group antibodies

36 week bloods = FBC



Contact details
If you are uncertain about the best approach to take in 

caring for or referring a woman, or if she requires urgent 
review, phone the: 
on call consultant 
registrar 
Soon to be …… Dedicated GP Liaision Midwife



GPs referring to MSHHS

Online resources including power points with information on local 
referral pathways are hosted at Brisbane South PHN

http://bsphn.org.au/programs/child-youth-family/maternity-shared-care/


GPs referring to MNHHS

Contact information for the MNHHS Alignment:  
Brigid Wheaton Program Coordinator Metro North 
Maternity GP Alignment Program
Phone: (07) 3646 4421
Email: mngpalign@health.qld.gov.au

Online resources are available under Metro North GP 
Alignment Program on the Education resources page

mailto:mngpalign@health.qld.gov.au
https://metronorth.health.qld.gov.au/refer-your-patient-page/gp-education-events#education


Take home messages from this update:
Communicate, communicate, communicate.
When you have assembled your exhaustive 

history and have completed your examination 
and investigations, promptly send your referral 

to the ANC so that the booking can 
commence, and triage can be most effectively 

and efficiently done. Use the template!
Copy the Logan/ Beaudesert ANC on ALL 

investigations.



If an adverse event occurs, such as a 
miscarriage, let the ANC  know.

If an adverse event occurs at the Hospital 
and you are NOT notified, please give this 

feedback to the Obstetric Services. 
Communication is a two-way street and 

gaps can only be closed if they are 
identified.



Consultation with women and care givers

I am sure that we are all aiming to provide high 
quality clinical care.  This involves ongoing 

education on our part and seeking advice from 
others. We are able to access physiotherapists, 
dietitians, social workers, pharmacists, lactation 

consultants, physicians, midwives and 
obstetricians, giving our patients a very broad 

range of advice and assistance from these 
professionals. 

USE THEM!



IF IN DOUBT, PHONE A FRIEND!!!



Item numbers for MSC
16500 Rebate $40.10 Antenatal Attendance
16591 Rebate $121.30  “Planning and management, 
by a practitioner, of a pregnancy if:
(a) the pregnancy has progressed beyond 28 weeks 
gestation; and
(b) the service includes a mental health assessment 
(including screening for drug and alcohol use and 
domestic violence) of the patient; and
(c) a service to which item 16590* applies is not 
provided in relation to the same pregnancy
Payable once only for a pregnancy” 
(16590 = planning to undertake the delivery for a privately 
admitted patient)



Item numbers for MSC
16500 or 16591 can be combined with
◦ 3, 23, 36 or 44 (so long as each item number 

requirements are met)  
◦ 2713 (Mental health visit, at least 20 min duration)
◦ 2700, 2701, 2715, 2717 (MHAP with or without 

training)
◦ 2712 (MHAP Review)
Must be for separate issues and noted as such 
when billing
For auditing purposes, suggest you itemise the 
consultation e.g. Issue 1 xyz; Issue 2 antenatal care 
AND, if possible, time stamp them



Postnatal item numbers
16407
Postnatal professional attendance (other than a service to which any other item applies) if the 
attendance:

(a) is by an obstetrician or general practitioner; and

(b) is in hospital or at consulting rooms; and

(c) is between 4 and 8 weeks after the birth; and

(d) lasts at least 20 minutes; and

(e) includes a mental health assessment (including screening for drug and alcohol use and domestic 
violence) of the patient; and

(f) is for a pregnancy in relation to which a service to which item 82140 applies is not provided 
(participating RM)

Payable once only for a pregnancy

Fee: $71.70 Benefit: 75% = $53.80 85% = $60.95

16408
Home visit for woman who was admitted privately for the birth.  Midwife (on behalf of and under the 
supervision of the medical practitioner who attended the birth) Obstetrician or GP can claim.  1-4 
weeks post partum, at least 20 min duration

Fee: $53.40 Benefit: 85% = $45.40



To apply the best practice share care models in 
antenatal and postnatal care, we all need to be 

Clinically competent

Up to date

Following the Guidelines

Thinking

Communicating



What about the MMH Alignment?
If you have women you wish to provide maternity share 

care with at MMH, alignment is a Mater requirement.   
Your certificate* from today’s event together with 

completion of an online bridging process (this takes ~ 30 
min) will meet the requirements for alignment or for 
realignment with MMH.  
The online bridging process is available at 

www.materonline.org.au
*the pass mark required for MMH Alignment is 8/10 

http://www.materonline.org.au/


When it arrives, please forward your certificate* by one 
of the following methods
Scan and email to: mscadmin@mater.org.au
Fax: (07) 3163 1969 FAO Sarah Renals
Post: Sarah Renals, Centre for Primary Health Care 

Innovation, Level 2 Potter Building Annex, Raymond 
Terrace, South Brisbane, Qld 4101
You can complete the online bridge before or after the 

certificate arrives. 
*the pass mark required for MMH Alignment is 8/10 

What about the MMH Alignment?

mailto:MSCAlignmentAdmin@mater.org.au


YOU ARE NOT YET ALIGNED!!
You still have to get an 80% pass in the questionnaire and complete 

paperwork, this may take up to 8 weeks.  
Complete the questionnaire within 4 weeks, otherwise we’ll have to ask 

you to submit the points application to the RACGP directly. 
Please provide your email address
To maintain your alignment in the next triennium, you must either:

 repeat one Alignment Seminar (you can repeat this Alignment, 
attend Alignment 2, 3 or an affiliated Alignment + complete the 
online bridge) including Q&A; OR

attend three relevant antenatal or postnatal/neonatal CPD events 
and complete online Q & A. The CPD events DO NOT need to be 
with the Mater Health Services OR

Complete a RANZCOG Diploma or Certificate in Women’s Health 
or the RACGP’s Antenatal and postnatal ALM  + complete the 
online bridge OR

Complete a 2 hour online update.



Available now!

Online options to realign
Bridging option (or refresher!) for GPs who complete an Alignment 

event at an allied hospital (Redland, Logan, Beaudesert, RBWH and 
Redcliffe/Caboolture, Ipswich and Nambour!)
VOPP of MFM and infections in pregnancy presentations from 

Alignment 1 and 2
Video clips with Dr Treasure McGuire, pharmacologist



MSH ALIGNMENT CHANGES
Mandatory Alignment is coming to MSH

Metro South Health  is transitioning to a mandatory GP Maternity 
Alignment requirement during late 2020
Bridging courses will be developed such that Alignment completion 

on a three yearly cycle will ensure GP’s are able to offer their 
patients Maternity Shared Care across all Metro South Hospitals.
Online education and resources will become available through a 

MSH based online platform, and women will also have access to a 
online listing of Aligned GP’s (similar to the current MMH listing) 
New Maternity GPLO roles be appointed to strengthen the 

partnerships between primary, community and hospital maternity 
care, and the Brisbane South PHN.



Contact details
Alignment status, contact details, evaluation training & RACGP 
enquiries? 
FOR MMH Alignment Enquiries -
Phone Mater Education on 3163 1500
Fax 3163 8344
Email mscadmin@mater.org.au
FOR MSH Enquiries –
Currently information held by BSPHN, with planned transition to 

partnership arrangement with MSH.

mailto:mscadmin@mater.org.au


Good afternoon and would you please?

Complete the evaluation and give us feedback—let 
us know what we did well and what we could do 
better
Let us know if you would be happy to have your 

contact information available for pregnant women 
who don’t have a regular GP  
Let us know if you would be happy to have Brisbane 

South PHN hold your contact details also
Give us an email address that we will be able to 

contact/update you on



The End!

GOOD AFTERNOON AND THANK 
YOU!



First floor, Building 20, Garden City Office Park,
2404 Logan Road, Eight Mile Plains QLD 4113
PO Box 6435, Upper Mt Gravatt QLD 4122

T 3864 7555 F 3864 7599 or 1300 467 265
Brisbane South PHN.org.au
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