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11.40 am Quick Quiz/Slido Dr Kim Nolan ALL

11:50 pm Gestational Diabetes + Early 

Pregnancy Bleeding/PUL/EPAU 

(Case 3)

Dr Kim Nolan + Dr Wendy 

Dutton

Case Discussion – ALL

PowerPoint presentation

12:15 pm Physiotherapy Services Kate Lanning VOPP

12:25 am Obesity in pregnancy including 

Dietitian Presentation

/Hypertension and MAC (Case 4)

Dr Kim Nolan + Obstetrician

Naomi Scolari –

Dietitian (VOPP)

Case Discussion – ALL

PowerPoint presentation

12:45pm Postnatal Care/Postnatal Midwifery 

Service

Clinical Midwife 

Consultant

12.50 –

1.00pm

Close – Alignment requirements 

and certification

Questions

Instruction re completion of quiz 

online + evaluation

Dr Kim Nolan



Red Group: Task 2 - Moana

• Moana is 38 and happy to be pregnant again with her second baby (new 

partner)

• Positive pregnancy test at home yesterday

• Did pregnancy test 3/52 ago, which was negative. Not sure when she fell 

pregnant, as periods irregular with the last one 9 weeks ago.

• First baby was 4.7kg at birth – 15 years ago

• Her BMI is now just over 35 - she never lost the weight she gained in her first 

pregnancy. No personal or family history of GDM.

Outline your assessment, considerations and next steps



Red Group: Task 2 - Moana

• If Moana had presented with vomiting & pinky PV bleeding at ? 9 weeks of 

amenorrhoea

• Pale pink coloured ? PV discharge for 1/7 with lower abdominal pain since 

the weekend

• BP 90/60, PR 104.

• Known Rh neg blood group

Outline your initial assessment, considerations and referrals 



Gestational Diabetes



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?



GDM Diagnosis – Oral Glucose Tolerance Test (75g)

• Time Plasma glucose level (one or more) 

• Fasting ≥ 5.1 mmol/L 

• 1 hour ≥ 10.0 mmol/L 

• 2 hour ≥ 8.5 mmol/L 

• Hb1Ac > 5.9% (> 41 mmol/mol) 

https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-gdm.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-gdm.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf


Screening and diagnosis of GDM: 

Queensland Clinical Guidelines. 

Qld Clinical Guidelines

https://www.health.qld.gov.au/__data/assets/

pdf_file/0023/950504/f-gdm-diagnosis.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0027/145728/f-gdm-diagnosis.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0023/950504/f-gdm-diagnosis.pdf


https://www.health.qld.gov.au/__data/assets/

pdf_file/0031/951457/o-gdm-covid-faq.pdf

Why are there changes to screening for 

gestational diabetes mellitus?

• AIM:  reducing the need for women to 

undergo the full oral glucose tolerance 

test (OGTT) when the local risk for 

COVID-19 is elevated. 

• The gold standard for screening and 

diagnosis of GDM remains the OGTT.

https://www.health.qld.gov.au/__data/assets/pdf_file/0031/951457/o-gdm-covid-faq.pdf


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



Risk factors for GDM* 

• BMI >30 (pre-pregnancy or on entry to care)

• Ethnicity (Aboriginal and Torres Strait Islander, Pacific or South Sea 

Islander, Indian subcontinent, South East Asia, Middle Eastern or African)

• Previous GDM

• Previous elevated BGL

• Maternal age > 40 years

• Family history DM (1st degree relative or sister with GDM)

• Previous macrosomia (birth weight >4500g or > 90th percentile)

• Previous perinatal loss

• Polycystic ovarian syndrome

• Medications (corticosteroids, antipsychotics)

• Multiple pregnancy

*Queensland Clinical Guideline: Gestational Diabetes Mellitus, February 2021

https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-gdm.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0022/950503/g-gdm.pdf


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 OGTT  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.

https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf


Previous Bariatric Surgery – GDM Diagnosis  

If previous bariatric surgery, OGTT not 

suitable

• 1st trimester - fasting BGL and HbA1c

• 2nd trimester  - 24–28 weeks

◦ If 4.6–5 mmol/L,  fasting and postprandial 

self-monitoring BGL for 1–2 weeks

• 3rd trimester - If clinical suspicion or  

evidence of fetal hyperinsulinaemia on 

USS,  commence BGL testing



Practice Points

• Approx. 15% of women birthing at Redland are diagnosed with GDM (28+%

incidence in last 18/12 at Logan Hospital)

• 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 incidenceT2D 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 2.5 X 

more likely to develop ischaemic heart disease following delivery compared 

with control women." Diabetes Queensland - 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


Logan Hospital 

GDM incidence compared to 

peer services - 2019-2020

1200+ women a year 

diagnosed with GDM



Why are we testing?
Fetal and neonatal considerations, Major malformations/ Spontaneous 

miscarriages

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



Potential adverse pregnancy outcomes 
Maternal

• Trauma related to macrosomia

• Increased caesarean section rate

• Pre term delivery

• Pre eclampsia

• Polyhydramnios

Fetal 

• Congenital Malformations                           Respiratory distress

• Spontaneous miscarriage                           Hypoglycaemia

• Macrosomia                                                Stillbirth 

• Shoulder dystocia                                       Polycythaemia

• Preterm birth and ongoing health issues     Hyperbilirubinemia

• Cardiomyopathy



What if …..

• Moana has been undertaking GP Shared Care with you, 

and has been progressing well

• Her initial screening for was negative, but at 26 weeks 

the repeat OGTT confirms GDM.

What is your next step, and how do you counsel Moana 

about what happens from here?



GDM – Redland Hospital Model of Care

• 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: 3488 3436 Telephone: 3488 

3434

• 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

• As woman is no longer low risk, her care will transfer back to the hospital 

obstetric team for care, with multidisciplinary input.

• Endocrinologist input may be sought to advise the antenatal clinic team, so a 

separate referral is not required



GDM - Redland Hospital Model of Care

• Women are advised to use a glucometer and to measure their BSLs regularly 

and dietary control is commenced

• They will be seen by an obstetrician the following week for review of their BSL 

readings/Pregnancy assessment

• Further review of readings will be undertaken via the M THer app or hospital 

appointments as required

• At present, women with GDM are transferred to an obstetric MOC where they 

are reviewed every 2/52

• Dietitian input is available where required (one day/week at present)

• 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 by GP or hospital team



M THer-APP video:

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

news/redland-hospital-mother-app-

takes-out-the-gold

https://metrosouth.health.qld.gov.au/news/redland-hospital-mother-app-takes-out-the-gold


Gestational Diabetes Mellitus

Tight sugar control is recommended – TARGET BSL’s 

• Fasting BSL’s of <5.1

• 1 hour post prandial of <7.5

• 2 hour post prandial of <6.8

Be aware that Glycaemic targets are different than the RACGP targets. 

Targets are consistent with the ADIPS (Australian Diabetes in Pregnancy 

Society) Consensus Guideline and Queensland Health guideline (viewed at 

https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf) 

http://adips.org/downloads/2014ADIPSGDMGuidelinesV18.11.2014_000.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf


Key points for GDM screening and management

• Early identification of risk of GDM and screen as per 

Queensland Health Guidelines for GDM (& alternative  

COVID 19 recommendations and risk stratification 

advice). 

• Early referral to Antenatal clinic if at risk and has an 

abnormal OGTT or HbA1c

• GDM education within first week of diagnosis 

• Dietetic review 

• Smoking cessation as required



Resources
For Patients:

Booklets /Pamphlets/Webpages

Useful websites

• Diabetes Australia - Gestational Diabetes

• NDSS – Fact Sheets/Patient Videos

• Diabetes Queensland – information/ &support 

service

• NEMO Nutritional education materials 

For Clinicians:

• Australian Diabetes Educators Association

• Australasian Diabetes in Pregnancy Society

• Queensland Clinical Guidelines Videoconference

• GDM Queensland guidelines: presentation 

https://www.health.qld.gov.au/__data/assets/pdf_file

/0024/140874/ed-gdm.pdf
Gestational diabetes mellitus 

booklet (health.qld.gov.au)

https://www.health.qld.gov.au/news-events/news/what-is-gestational-diabetes-diagnosis-risk-factors-treatment-pregnancy-glucose-tolerance-test
https://www.diabetesaustralia.com.au/about-diabetes/gestational-diabetes/
https://www.ndss.com.au/about-diabetes/gestational-diabetes/understanding-gestational-diabetes/?xl
https://www.diabetesqld.org.au/gestational-diabetes/
https://www.health.qld.gov.au/nutrition/patients
https://www.adea.com.au/
http://www.adips.org/
https://vimeo.com/171531571/bc81a16258
https://www.health.qld.gov.au/__data/assets/pdf_file/0024/140874/ed-gdm.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/621588/sdcn-gdmbooklet.pdf


Postnatal follow up – GP

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

• NDSS reminder once registered

• Follow up other risk factors for macrovascular 

disease

• Patient Resource : Gestational diabetes mellitus 

- Important postnatal information 

(health.qld.gov.au)

https://www.health.qld.gov.au/__data/assets/pdf_file/0025/621592/sdcn-gdmbrochure.pdf


Red Group: Task 2 - Moana

• If Moana had presented with vomiting & pinky PV bleeding at ? 

9 weeks of amenorrhoea

• Pale pink coloured ? PV discharge for 1/7 with lower 

abdominal pain since the weekend

• BP 90/60, PR 104.

• Known Rh neg blood group

Outline your initial assessment, considerations and referrals 



• 20 to 40% of women experience vaginal bleeding in the 1st TM of pregnancy

• Most common diagnoses are threatened miscarriage and ectopic pregnancy

• Often not the case that a diagnosis can be made at onset of the symptoms 

… singular or serial scans and /or bloods may be required

Alternative diagnosis of vaginal bleeding in early pregnancy

• Endometrial implantation ( very early gestational bleeding)

• Cervical , vaginal lesions- polyps, ectropion, malignancy

• Uterine infection

• Gestational trophoblastic disease in the setting of unusually high bHCG and 

USS findings

• Ectopic pregnancy - diagnosis is vital as it can be life threatening condition



GP assessment
• History:    

o expected gestation

o blood loss/pain assessment,

o contraceptive use

o assisted reproduction status

o pelvic infections/STD’s

o previous ectopic

• Serious clinical symptoms of syncope, chest pain, shortness of breath

• ? Shoulder tip pain i.e. rupturing or ruptured ectopic

• Cervical screening history

• Rh negative blood group 

• Any condition that may increase risk of miscarriage



GP assessment

• Abdominal examination for rigidity, rebound, guarding, distension

• Fundal height

• Consider Speculum examination and inspection of vagina and cervix

• Bimanual examination for uterine size, dilatation of cervical os, pelvic 

tenderness, cervical motion tenderness, presence of tissue in open cervix

• Send for TVS/ USS 

or to EPAU service 

and/or ED if unstable and suspicion of ectopic (rising βHCG in serial    

testing can still be seen in an ectopic in 21% of cases)

• Counselling/ refer for support if suspected miscarriage



Haemodynamic instability

• Initial clinical assessment is vital to establish existing 

haemodynamic instability, and anaemia

• Immediate transfer to ED via QAS for significant vaginal blood loss 

and/or abdominal pain as haemodynamically instability may not be 

clinically evident in young women even after significant blood loss

• Look for

– Hypotension

– Tachycardia or arrythmia

– Peripheral cyanosis

– Confusion



Miscarriage definitions

• Is defined as bleeding that occurs before the 20th week 

of pregnancy, usually with no pain. Cervix remains 

closed, and pregnancy continues

• No specific treatment for a threatened miscarriage

Threatened 

miscarriage

Incomplete 

miscarriage

Inevitable miscarriage Complete miscarriage

Is defined as bleeding that 

occurs before the 20th 

week of pregnancy, 

usually with no pain. 

Cervix remains closed, 

and pregnancy continues

Incomplete passage of 

products of conception

Cervix will be open -

Miscarriage or expulsion 

of products is imminent or 

in the process of 

happening.

Pregnancy is diagnosed 

as having ended -

further management by 

medical or surgical 

intervention is not 

required.

No specific treatment for a 

threatened miscarriage

Risk of infection Increased bleeding USS will confirm an empty 

uterus

Abstain from sexual 

intercourse/"take it easy"

Risk of increased bleeding Increased pain Dropping βHCG levels

From Queensland Clinical Guidelines – Early Pregnancy Loss https://www.health.qld.gov.au/__data/assets/pdf_file/0033/139947/g-epl.pdf

Patient information re Miscarriage –

https://www.health.qld.gov.au/__data/assets/pdf_file/0026/621197/ed-miscarriage.pdf

http://qhttps/www.health.qld.gov.au/__data/assets/pdf_file/0033/139947/g-epl.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/621197/ed-miscarriage.pdf


Ectopic pregnancy - Qld Clinical Guideline: Early Pregnancy Loss 

Classic ectopic symptoms include:

• Amenorrhea 6-8 weeks post LNMP

• Shoulder tip pain and or rectal pain

• Abdominal pain

• PV bleeding

• βhCG >2000 IU/L and TVS with no IUP, complex adnexal mass and/or free 

fluid- High probability of ectopic pregnancy (stable women only)

Risk factors:

• Previous ectopic

• Past PID/endometriosis/tubal surgery/IUD use > 2 yrs

• Infertility (increased risk with length of)

• Age 40 yrs +

• Smokers

https://www.health.qld.gov.au/__data/assets/pdf_file/0033/139947/g-epl.pdf


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 HCG is> 800-1000, 

be cautious

• Consider referral as a potential for ectopic pregnancy



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 VERY 

CAUTIOUS

• IUP can usually be seen with B-HCG levels above 800

• Threshold of 1500 will detect 98% of IUPs (Pitfall: multiple pregnancy)

• B-HCG >10 000, should be a fetal heartbeat

• An IUP almost always excludes ectopic (heterotopic awareness when risk 

factors)



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

• B-HCG usually doubles every 48hrs between 5-10 weeks gestation in a viable IUP

• If B-HCG is slowly rising by < 50%, usually non-viable IUP, or ectopic (99% 

accuracy)

• Rapidly rising levels - consider multiple or molar pregnancy 

• Single isolated level is less useful for uncertain clinical scenarios



Assessment of location 

and viability in suspected 

early pregnancy loss

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

data/assets/pdf_file/0032/65157

8/f-epl-location.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0032/651578/f-epl-location.pdf


Early Pregnancy Review Clinic – Redland Hospital

Women with early pregnancy complications seeing their GP and living in 

the Redland Hospital catchment may be directed to the next Early 

Pregnancy Review Clinic if clinically stable, 

but 

• ONLY after discussion between the GP and the Obstetrician/Registrar. 

• This clinic does not accept direct GP referrals.

Redland Hospital contact details:

• Phone On-Call Registrar 3488 3758 or Obstetrician 3488 3111

• Or refer to the Emergency Department



Early Pregnancy Service can:
• Assist GPs with management of 

o threatened/ incomplete miscarriages & investigate causes of pain

o non-viable pregnancies that have opted for conservative/medical management.

o confirmed stable ectopic pregnancies that are to be medically/conservatively treated or 

pregnancies of unknown location that are stable but require follow up.

o women with high risk combined first trimester screen or NIPT – referral for follow up 

may be directed to MMH Materno-Fetal Medicine Service or alternatively be seen in 

ANC or an early pregnancy clinic dependent on the abnormality. (Consider contacting 

the on-call Obstetrician to discuss the next step if uncertain, and please copy hospital 

into obtain results of any tests ordered).

• Does NOT look after women with Hyperemesis requiring IV fluids (send to ED), or if 

narcotic pain relief is required.

• Women with clinically suspected unstable ectopic (shoulder tip pain, rebound tenderness, 

abdominal rigidity, tachycardia, unstable BP) - direct urgently to ED (via QAS prn) 

Most common problems are vaginal bleeding or pain.

Hemodynamically unstable women should be directed to ED. 



Early Pregnancy Assessment – other MSHHS Services 

Logan Hospital EPAU – Early Pregnancy Assessment Unit 

Specialist area in Logan Hospital - deals specifically with problems in early (< 20/40) 

pregnancy.

Open on weekdays from 8am – 4pm, by appointment only.

Contact EPAU Nurse/Midwife or Obstetric Registrar to arrange review

Phone: 3299 8456 / FAX – 3089 2016

Beaudesert Hospital

Does not have a dedicated EPAU

Phone On-Call GP Obstetrician 5541 9174 OR refer to the Emergency Department



Early Pregnancy Assessment Services: 

All referrals made initially by phone should be followed up with: 

• a detailed referral stating reason for referral and indicate current 

gestation/LMP, EDD, Past Obstetric (and Medical History if relevant), 

and clinical findings. 

• Please include results of antenatal bloods (especially blood group and 

antibody screen), any quantitative HCG levels and ultrasound reports, 

if available. 

• Referrals may be faxed to the hospital directly (as directed by the 

Obstetrician or Registrar), or forwarded to the Central Referral Hub (if 

not time critical). 



Incomplete miscarriage treatment options 

Type Treatment Effectiveness

Expectant Follow up required within 7/7 with 

repeat β-hCG day 8.

USS if PV bleeding persisting after 

2/52 OR if painful, heavy bleeding 

OR if β-hCG level has not fallen 

more than 90%.

May be managed by GP, with O & G 

input/advice if required - Phone On 

call Consultant O&G/Registrar

Proportion who subsequently require surgery 

varies widely between 2% - 44% (may be 

explained by management bias).

Timeframe to complete miscarriage is 

unpredictable and often more overall bleeding than 

surgical management.

Less successful and longer duration of bleeding in 

missed miscarriage.

Medical 

management
– Misoprostol

Initiated by the hospital or by 
approved GP prescribers (Training 

available at www.ms2step.com.au)

80-85% for incomplete miscarriage <13/40

10% c/o excessive pain/bleeding ? May need D & 

C

1% hospitalisation - heavy bleeding/infection

Surgical 

management

Available at Logan, Redland and 

Beaudesert Hospital.

More immediate outcome with less follow-up

Usual risks of procedure and anaesthesia

All women should be counselled and offered all options from the time of early pregnancy loss diagnosis, with 

ALL options being valid choices, guided by the woman's preference and any acute clinical considerations.

Early Pregnancy Loss - Queensland Clinical Guideline

http://www.ms2step.com.au/
https://www.health.qld.gov.au/__data/assets/pdf_file/0033/139947/g-epl.pdf


Early pregnancy loss -

Queensland Clinical Guidelines 

In all circumstances, but especially 

expectant and medical management, 

consider the woman’s psychological 

needs and offer access to support.

https://www.health.qld.gov.au/__data/assets/pdf_file/0033/139947/g-epl.pdf


? Place of Vaginal Progesterone in Luteal Phase 
• May be indicated in the support of the luteal phase in women with 

recurrent bleeding/threatened miscarriage

• Continued until second TM

• Not indicated routinely in women with recurrent spontaneous 

miscarriage

• Progesterone support of the luteal phase and in the first trimester (C-

Obs 29a) (ranzcog.edu.au) - "for some women who experience 

bleeding in early pregnancy, the use of progesterone supplements 

may reduce the risk of miscarriage. For women who become 

pregnant with in-vitro fertilisation (IVF), the use of progesterone 

supplements is beneficial and improves pregnancy outcomes" -

Consensus based recommendation

• Cost of pessary – not PBS subsidized yet for this indication.

https://ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Progesterone-support-of-the.pdf?ext=.pdf


Anti-D administration in pregnancy

• 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 

• Parent Information re Rh Neg Blood Type 

https://www.health.qld.gov.au/__data/assets/pdf_file/0017/140

804/c-epl-rhdnegative.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0017/140804/c-epl-rhdnegative.pdf


Rhesus D negative women

Anti D for: 

• completed miscarriage at any gestation

• threatened miscarriage after 12 weeks (unless worried about 

compliance, when may give at < 12/40)

• antepartum hemorrhage

• abdominal trauma sufficient to cause bleeding

• interventions such as ECV, amniocentesis, CVS

• postpartum if baby Rh positive

• Not given with threatened miscarriage under 12/40, but required if 

miscarriage completes 



What's coming?

• Fetal Rhesus D status tested via non-invasive pregnancy testing of 

maternal blood sample from 11 weeks

• Benefit of not requiring antiD immunoprophylaxis if all fetuses

predicted to be Rh D negative

• New Guideline based on scientific evidence & consensus among 

clinical experts but is not a policy statement on funding and supply 

arrangements for the national provision of NIPT.

• N.B. Lifeblood has not been approved to provide NIPT for Rh D for 

the purpose of targeted antenatal Rh D immunoprophylaxis



Current care pathway - for the 

prophylactic use of RhD

immunoglobulin in pregnancy 

(excluding non-invasive prenatal 

testing)

https://www.blood.gov.au/system/

files/D21-16029-Care-pathway-

excluding-NIPT.pdf

https://www.blood.gov.au/system/files/D21-16029-Care-pathway-excluding-NIPT.pdf


Administration of Anti- D

• Rh D immunoglobulin should be given by slow, deep IMI

• Document in the Pregnancy Health Record

• Rh D 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

• You may choose to order and keep a small supply in your immunization 

fridge.



Where can a women get her Anti-D?

• If you don’t have access to anti–D, please send the woman to

• Redland Hospital’s ED if it is for early pregnancy 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



Other red cell antibodies… 
• 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 the fetus Risks to the mother

Fetal anaemia Haemolytic transfusion reactions

Haemolytic disease of the 

newborn/ hyperbilirubinemia HDFN risk is greatest with anti D, 

anti C, anti kell
Hydrops fetalis

Premature birth

Premature death



On the PHR 2 ……routine anti D prophylaxis
Please record the routine administration on page 7 of the clinician’s section of the PHR.





Green group: Task 2 - Kate 

• Kate is 31 year old. G6P4 (+1) at 14 weeks gestation

• Identifies as an Aboriginal and Torres Strait Islander woman.

• Her BMI is 40.

What are the next steps?

What changes if her BMI is now 32 after having undergone bariatric surgery last year?

• Now 28/40 after fairly uneventful pregnancy – has been seeing MGP midwife but 

presents today with her partner for both to have their Pertussis vaccination.

• She has a mild headache and a blood pressure of 138/88.

• Her BP was previously noted at 105/65. 

• Quite stressed when seen as you are running late and has children to collect at 

school shortly. 

Outline your approach 

What is different if her BP was 152/97?



Obesity in pregnancy



Redland maternity population:

• ? 50+ % of people in Redland area are obese

• (68% in Logan Catchment) 

• Around 30% of women who are pregnant are obese (across Qld)

• Past bariatric surgery - growing incidence (0.5% in Qld 2014-19 -

from new QCG)

• “BMI greater than 25 kg/m2 or excessive Gestational Weight Gain 

(GWG) is implicated in up to 30 % of pregnancy complications” 

(new Qld Clinical Guidelines – Obesity and Pregnancy)



The first GP visit ……
• Early referral - Maternity Services including relevant information

- Dietitian (if available)

• And initiate the following

➢ HbA1c (if K<12)/early OGTT

➢ 5mg folic acid daily (preconception/first TM) - increased congenital anomaly 

risk (esp neural tube defects) and higher incidence folate deficiency

➢ Baseline Urinary protein: Creatine ratio

➢ Dating scan - Early USS best for calculating EDB. Ongoing clinical assessment 

can be difficult!

➢ Arrange detailed anomaly scan - increased congenital anomaly risk

➢ Commence discussion re appropriate weight gain in pregnancy for BMI 

(chart, if possible, on weight tracker)



The first GP visit should……

Consider the following

• Aspirin 150mg OD

- if also has the additional risk factor of hypertension

• Antenatal thromboprophylaxis 

- if has additional risk factor for DVT 



And throughout antenatal care visits
• Weight at each (counsel woman and chart on weight tracker for BMI)

• Urinary protein (if hypertension/pre-eclampsia risk)

• BP (with the right size cuff) 

• OGTT repeat at 26-28/40 if first one was negative

With the obstetrician….

• Anaesthetic referral if BMI >40 if available 

• Serial scans if BMI>50 for fetal growth

• If weight could impact transfer of care or birth decisions, recalculate 

BMI at approximately 36/40 or earlier (e.g. at 32/40)

• Discussion about timing of birth



Quick look information: 

Flowchart: From “Obesity and pregnancy 

(including post bariatric surgery)” -

Queensland Clinical Guidelines” (Aug 2021) 

https://www.health.qld.gov.au/__data/assets/

pdf_file/0019/142309/g-obesity.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0019/142309/g-obesity.pdf


Target gestational weight gain

Useful tools

• See page 6 of the PHR 

or use a weight tracker 

for BMI Weight Tracker 

for BMI  

• Use pre-pregnancy BMI if known as baseline or BMI at first Antenatal visit (or 

assume gain of 0.5-2kg in first TM)

• New table (next slide) in updated guidelines with GWG recommendations 

including variations added for women of Asian ethnicity. 
“Obesity and pregnancy (including post bariatric surgery)” - Queensland Clinical Guidelines” 

(August 2021) https://www.health.qld.gov.au/__data/assets/pdf_file/0019/142309/g-obesity.pdf

https://www.gethealthynsw.com.au/healthier-you/healthy-in-pregnancy/pregnancy-weight-gain-calculator/
https://www.health.qld.gov.au/__data/assets/pdf_file/0019/142309/g-obesity.pdf


From “Obesity and pregnancy (including post bariatric surgery)” - Queensland 

Clinical Guidelines” (August 2021) 

https://www.health.qld.gov.au/__data/assets/pdf_file/0019/142309/g-obesity.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0019/142309/g-obesity.pdf


Available to download BMI < 25 Kg/m2 ; BMI > 25 kg/m2

https://www.health.qld.gov.au/__data/assets/pdf_file/0023/152393/pregnancy-wtchart-bmi-under25.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/153827/pregnancy-wtchart-bmi-over25.pdf


Maternal obesity is associated with a range of 

complications which can have a negative health 

impact on both the mother and her baby

Consider initiation of the following

Aspirin 150mg mg/day,

• if obese and additional risk factor for hypertension

Antenatal thromboprophylaxis

• if obese and additional risk factor for DVT



Maternal Obesity: Risks for the mother  

• Increased rate of subfertility 

• Type 2 diabetes and associated sequelae

• Hypertensive related disorders 

• Thromboembolism

• Obstructive sleep apnoea

• Higher incidence induction of labour and Caesarean section 

• Complications in labour resulting in birth trauma/ instrumental birth

• Anaesthetic complications

• Post operative complications

• Higher PPH incidence

• Postnatal complications i.e. Delayed lactogenesis/breastfeeding 

difficulties, thromboembolism, postnatal depression

• Maternal death rate higher



The frequency of adverse 
outcomes 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.



The frequency of adverse 
outcomes 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.



Maternal Obesity - Risks for the baby
• Increased risk of miscarriage/recurrent miscarriage/foetal anomaly

• Reduced reliability of cfDNA testing (NIPT). 

• Limitations on clinical assessment and ultrasound screening for fetal 

anomaly and growth – higher risk missed IUGR/anomalies

• Increased risk pregnancy complications e.g. Macrosomia, shoulder 

dystocia, birth trauma, stillbirth

• Increased risk perinatal complications e.g. 

respiratory distress, jaundice, hypoglycaemia 

and increased perinatal death.

• Delayed lactogenesis, reduced breastfeeding 

initiation & continuation 

• Childhood obesity and diabetes risk ongoing 



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.



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.



In an ideal world…..

The provision of preconception/inter-conception care 

would be gold standard because 

• ↑ 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

• Women gaining one to two BMI units from one pregnancy 

to the next increase their risk of gestational hypertension, 

GDM or LGA birth by 20–40%.



Why is this such an issue?

https://www.beginbeforebirth.org/

https://www.beginbeforebirth.org/


Get Healthy Queensland 
• Free confidential telephone service providing a health coach who will help 

with:

Eating healthy

Getting active

Gain or maintain a healthy amount of weight in pregnancy

Alcohol abstinence

Return to pre pregnancy weight

• It includes

personal health coach for pregnancy and postnatal period 

10 coaching calls over 6 months

options to re enrol or get 6 months free coaching texts 

https://www.gethealthyqld.com.au/

https://www.gethealthyqld.com.au/


So back to Kate…..

If she has undergone bariatric surgery and 

BMI is now 32 – what changes to our 

management and that at the hospital? 



Queensland Clinical Guidelines 

Obesity and pregnancy (including 

post bariatric surgery) - Queensland 

Clinical Guidelines” (August 2021) 

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

a/assets/pdf_file/0019/142309/g-

obesity.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0019/142309/g-obesity.pdf


Prenatal advice

CONSIDER: 
• Bariatric surgery

• Metformin

• Inter-pregnancy weight 

reduction 

Behold the benefits of 

seeing an enthusiastic 

dietitian….





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

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


Dietary needs and considerations



Green group: Task 2 - Kate PART 2

• Now 28/40 after fairly uneventful pregnancy – has been seeing 

MGP midwife but presents today with her partner for both to have 

their Pertussis vaccination.

• She has a mild headache and a blood pressure of 138/88.

• Her BP was previously noted at 105/65. 

• Quite stressed when seen as you are running late and has 

children to collect at school shortly. 

Outline your approach 

What is different if her BP was 152/97? 



Hypertensive disorders in pregnancy 



Hypertension in pregnancy 



Adverse perinatal outcomes with hypertension

• Cerebral injury; haemorrhage, encephalopathies

• Placental abruption

• Pre-eclampsia/ eclampsia : 64% maternal mortality 

attributed to cerebral event

• Premature birth, SGA, admission to NICU

• Perinatal death



Queensland Clinical Guidelines –
Hypertension in Pregnancy Guidelines –

February 2021 

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


Hypertension in pregnancy 

Management of hypertension in pregnancy – Flowchart (Qld Clinical Guidelines) 

https://www.health.qld.gov.au/__data/assets/pdf_file/0024/144168/f-hdp-summary.pdf


When should you seek further 
advice and assessment? 

• BP> 140/90 and/or 

• persistent and/or severe headache

• visual abnormalities (scotomata, 

photophobia, blurred vision, or 

temporary blindness)

• upper abdominal or epigastric pain

• nausea, vomiting

• dyspnoea, retrosternal chest pain

• altered mental status

• hyper-reflexia.



Pre-eclampsia
Pre-eclampsia (PE) is the most common serious medical disorder of human pregnancy.

• Most common in primiparous women

• Family and personal history of pre-eclampsia is important

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/other life-threatening problems for both mother 

and baby.

Pre-eclampsia occurs when a woman is pregnant, and currently, the only cure for it is 

to end the pregnancy, even if the baby is premature.

Some at risk women may develop or have worsening symptoms in the immediate post-

natal period – careful monitoring must extend into this period. 



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/


Long Term Consequences….
• Analysis of health data from almost 90,000 women (Nurses’ Health Study 

II) 1989 - 2017 suggests effects are long-lasting.

• Researchers found that one in seven women developed gestational 

hypertension or preeclampsia in one or more of their pregnancies.

• In the three-decade follow up, found those who developed gestational 

hypertension or preeclampsia during pregnancy had a 42% greater risk of 

dying before age 70 than those who didn’t.

• In particular, these women were more than 2 X as likely to die of cardiovascular 

disease than those who didn’t develop hypertensive disorders during 

pregnancy.

• Links remained, even if women did not report persistent hypertension after 

birth.

Hypertensive Disorders of Pregnancy and Subsequent Risk of Premature Mortality, Journal 

of the American College of Cardiology – March 2021 

https://doi.org/10.1016/j.jacc.2021.01.018

https://doi.org/10.1016/j.jacc.2021.01.018


Pre-eclampsia –

a multisystem disease



Prophylactic Aspirin use  in pregnancy to reduce PE and IUGR

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.

150 mg aspirin nocte 

BEFORE 16 weeks gestation

Ideally from 12 weeks until birth

High Risk Factors - Women with 

any of the following:

Moderate Risk Factors -

Women with more than one 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

•Primiparous

•BMI > 35

•Age > 40

•Multiple pregnancy

•Family history of pre-

eclampsia (mother or sister)

•More than 10 years since 

last pregnancy



Medical condition or complication develops after referral/booking

FAX a new referral/letter to ANC with results attached, and problem 

clearly identified

If advice required or URGENT - PHONE first:

• Redland – Phone (On-call Obstetric Registrar) – 3488 3758, FAX 3488 3436

• Logan - Phone: 32998811(Triage Midwife) or 3299 8027 (Obstetric Registrar 

on-call), FAX: 3299 8082

• Beaudesert – Phone:Triage Midwife – 5541 9144 or GP Obstetrician on-call –

5541 9174, FAX: 5541 9132

DO NOT REFER BACK THROUGH THE CENTRAL REFERRAL HUB.

CONTACT IS TO THE MATERNITY TEAM DIRECTLY



Just a reminder….

BP ≥ systolic BP 140 and/or diastolic BP ≥ 90

1. URGENT review is required in the Maternity Hospital

2. Call the obstetrician/registrar on call

3. Document and provide a handover via phone and via 

written documentation



Maternity Assessment Clinic (MAC) - Logan and Redland Hospital

• For pregnancy related 
conditions > 20 weeks 
gestation 

• You should contact the MAC 
before you send a woman 
for review

• How serious is the woman’s 
condition? Consider QAS 
transfer

Most common presentations: 

• Suspected preterm labour

• Uncertainty about or 

assessment for premature 

rupture of membranes 

• Change in fetal movements

• Review of hypertension 

• Bleeding after 20 weeks 

gestation

For Beaudesert Hospital: Contact Triage Midwife – 5541 9144 or 

GP Obstetrician on Call – 5541 9174 



Postnatal care



Reintroducing Kate…..

• Kate has gone on to have a healthy pregnancy and baby 

born by spontaneous vertex delivery. Placenta and 

membranes delivered complete with second

degree tear repaired according to the discharge 

summary. She is breast feeding her baby.

• Presented today with sudden increased heavy PV 

bleeding, clots and low cramping pain. She is apyrexial 

but reports waking in the night sweating. Her BP is 

105/67 and pulse 102. She looks pale and in pain

• What is your assessment and plan for Kate?



Postnatal Information 

Brochure - provided to all 

women at Logan at time of 

hospital discharge.

Brochure for post 

Caesarean birth also. 





Postnatal care by GP- Why is the GP so important?

• A most vulnerable time for women and their families

• The ability to provide regular review and collaborative 

care with specialist services

• Review at 5-10 days

• An opportunity for the woman and her baby to reconnect 

with the GP if maternity care has been provided 

elsewhere

• Ongoing care for medical issues such as 

hypertension, diabetes and anaemia



Postnatal care by the GP

• Breastfeeding support and referral to lactation services

• Immunisations

• Well baby checks and 6-week check

• Long term education and care to maximize achievement 

of long-term health goals

• Contraception and pregnancy spacing

• Pre pregnancy counselling and referral

• Re-engaging those in low socio-economic regions

https://www.racgp.org.au/afp/2012/may/the-6-week-check/

https://www.racgp.org.au/afp/2012/may/the-6-week-check/


Postpartum lochia



Secondary PPH = excessive bleeding occurring 

24/24 postpartum and up to 6/52 postnatal

• More than 500mls

• Deterioration in clinical presentation

• Regression to bright red lochia, heavy, clots

• Increase in pain to low abdomen or pelvic region

• May have rigors or pyrexia



In the GP surgery.....a presentation with abnormal 

bleeding postnatally

• Observations esp temp, PR, BP (?postural drop)

• Clinical assessment of blood loss, check fundal height ? 

tenderness

• ? Other discharge ? Malodour, – consider PVE/swabs

• Review birth history 

• Consider sepsis ……

Call QAS immediately for clinically instability and/or 

deteriorating clinical condition.



SOMANZ guidelines for 

the investigation and management sepsis in pregnancy

SOMANZ (Society of Obstetric Medicine Australia and New Zealand)

Conditions that mimic sepsis in pregnancy (and postpartum)

https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/ajo.12646
https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/ajo.12646


5–7-day check mum and baby check by GP

• Think ahead..... women need to be advised to make a double 

appointment and register the baby with the Medicare too! They 

may be shocked to find that as baby has no medicare yet, they 

may be privately billed.

• Remind to bring any records and the Child Health (red) book

• When they leave, ask them to book the 6-week check

• See your patients in response to individual need

• Refer to/or provide information about Child Health Services

• MMR required?– if non-immune and missed in hospital

• Pertussis booster required? - if missed during pregnancy 



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

Systems based approach to Post-Partum Care

Examination:

Abdomen

Breasts, BP

Consider Cervical Screening 

Test, inspect perineum if 

tear/episiotomy



The 6-week postnatal check- not just physicality

• Part of the lifelong journey of health

• Promoting and enhancing the family to GP partnership in 

health

• Looking at parental strengths to establish any emerging 

health deficits in the childhood years

• Identifying parental issues that may be of detriment to 

childhood development

• Understanding the social determinants within the family 

and the context of their family lives
https://www.racgp.org.au/download/documents/AFP/2012/May/201205fasher.pdf

https://www.racgp.org.au/download/documents/AFP/2012/May/201205fasher.pdf


Breastfeeding

• The cornerstone to child health, survival , nutrition and 

development (WHO 2017)

• Considerable evidence about the benefits of 

breastfeeding for both baby and mum

• 10 steps to breastfeeding

• https://www.evidentlycochrane.net/new-baby-new-

parents/:quick look at some research around the most 

common breastfeeding/ breast complaints and 

preventative measures/treatment

https://www.evidentlycochrane.net/new-baby-new-parents/


Breastfeeding

http://www.tensteps.org/

http://www.tensteps.org/


Referring to breastfeeding support services 

is one of the ten steps



Resources for the new parent

• 13 HEALTH (13 43 25 84). Ask for the Child Health Nurse

• Child Health Services-

https://www.childrens.health.qld.gov.au/chq/our-

services/community-health-services/child-health-service/

• Pregnancy Birth and Baby website -

https://www.pregnancybirthbaby.org.au/

• Postnatal Midwifery Service – Redland Hospital – Phone: 3488 

3444/3488 3759

• Community Midwifery Service for vulnerable women in 

Logan/Beaudesert Catchment

https://www.childrens.health.qld.gov.au/chq/our-services/community-health-services/child-health-service/
https://www.pregnancybirthbaby.org.au/


• Redland Hospital Lactation Consultant - Phone: 3488 3409

• 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/

Lactation Support: face to face or telephone 

services

http://www.breastfeeding.asn.au/
http://www.possumsonline.com/


Postnatal Midwifery Home Visiting Service – Redland Hospital

• Provide care to women in community for 3 to 5 days following birth 

for continuation of care from postnatal ward.

• Home visit to women in geographical boundary.

• Phone call to women outside geographical boundary.

• CONTACT: Phone number 3488 3444/3488 3759

• MGP Model - care up to 6 weeks- (care provided in the community 

or at the woman’s home)

• Do not see unwell babies/mothers – refer newborns that GP 

concerned about back to ED/dedicated Paediatric ED at Redland 

Hospital/Lamb Ward



Community Midwifery Service- Logan only 

• Support for vulnerable women and their babies up to 

twenty-eight days after birth

• For women who have birthed Logan/Beaudesert and 

reside in this catchment

• Women and babies must be medically stable to be 

eligible for referral

• Don’t forget the additional service of Child Health

• Other women may access the service dependent upon 

discretion and service capacity



Eligibility criteria 

Women and or neonates who require additional support that they are 

unable to access via mainstream services.

This may include:

• Complex feeding support

• Psycho-social support

• Birth counselling and debriefing

• Jaundice assessment

• Wound assessment

• Newborn check and weight assessment

• Safe relationship education and review



Ineligibility criteria 

• Women under the MGP model of care

• Women under the care of a Private Practicing Midwife

• Women or babies who are acutely unwell- GP need to 

refer as appropriate to meet clinical need

• Women who are known to have been identified as an “at 

risk ” by the safe home visiting criteria

• Women who are out of catchment



How to refer

Logan Community Midwifery Service

• Via Central Referral Hub – details as per “Refer Your 

Patient” website.

• State your referral is for CMS

• Phone 3089 2814. 8am-3pm. Mon to Sunday

Beaudesert Midwifery Service

• Phone 5541 9144



Child Health Services

Slides prepared by: Tracey Button, CNC, Child Health Bayside



Overview

• Our team, clients and services

• Supporting children’s development

• Who and how to refer

• Our feedback to you

• Questions?



Child Health Services
• Universal service for all children (0-5yrs) and their parents/carers. 

• Targeted services (0-8yrs) and their parents/carers

• Free for all, including those who are ineligible for Medicare rebates. 

• Interpreter services available. 

• Child Health Nurses

• Social Workers and Psychologists for  
parenting support

• Advanced Health Workers

Our Multidisciplinary Team
• Self weigh facilities

• Drop-in clinics for early feeding support (0-12 weeks)

• Day stay for feeding and parent support (0-6 months)

• Clinic appointments 

• Nurse home visiting 

• Key age child health checks

• Parenting groups

• Early referral to dental care (0-4 years)

Our Services



Supporting children’s development

• Child Health Nurses use the opportunity of completing key child health checks 
to provide specialist advice and build parents’ capacity as a carer and an 
educator. 

✓ 0-4 weeks

✓ 6 months

✓ 12 months

✓ 18 months

✓ 2.5 - 3.5 years

✓ 4 - 5 years 



Supporting children’s development
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Supporting children’s development
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Who to refer

• New babies, toddlers, and beyond!

• The Child Health Service is universal and free for 
everyone. 

• We’re part of the care team, with you as the 
lifelong carer. 

• Families with more need or who are 
experiencing vulnerability can be provided more 
intensive and sustained support. 

Specialist Child 
Health Nurse

Midwives

Early Childhood 
Educators

GP



How to refer
Families can also self-refer

t: 1300 366 039

Dedicated phone line for 
Southern Moreton Bay 

Islands (free call)
t: 07 3488 4350



Our feedback

• For your consideration and referral to secondary services. 

• Concerns re: children’s growth and development or anomalies noted 
during the assessment.

• Concerns noted re: parental wellbeing. 

• Developmental concerns raised by the parent/carer.



More information



Child Health Services https://youtu.be/R5bHvphAKNE

https://youtu.be/R5bHvphAKNE


Metro South Health Spot On Health Pathways 

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

spotonhealth-healthpathways

https://metrosouth.health.qld.gov.au/spotonhealth-healthpathways


https://bsphn.org.au/support/

for-your-practice/maternity-

shared-care/

https://bsphn.org.au/support/for-your-practice/maternity-shared-care/


https://metrosouth.health.qld.gov.au/referrals/antenatal

https://metrosouth.health.qld.gov.au/referrals/antenatal


Summary of routine investigations

• Routine first trimester Antenatal Screen = FBC, Blood group and 
antibodies, Ferritin, Rubella, Hep B, Hep C, HIV, Syphilis and MSU 
m/c/s (+ CST if due)

• Women with BMI > 30 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, Ferritin, OGTT and Blood group and 
antibodies (consider further syphilis serology) 

• 36 week bloods = FBC, consider repeat Ferritin (if previously low)



Brisbane South Antenatal Share Care Summary – August 2021 

Available at 

BSPHN “Maternity 

Shared Care” 

webpage

https://bsphn.org.au/wp-content/uploads/2020/10/BSPHN-Whole-of-region-summary-October-2020.pdf
https://bsphn.org.au/wp-content/uploads/2021/08/Brisbane-South-Antenatal-Shared-Care-Summary.pdf
https://bsphn.org.au/wp-content/uploads/2021/05/Brisbane-South-Antenatal-Shared-Care-Summary.pdf


Who can you call?
If you are uncertain about the best approach to take in caring for or referring a 

woman, phone the:

• On-call Obstetrician

• Registrar

• Dedicated MATERNITY GP Liaison Midwife Manager

• & Dr Kim Nolan –GPLO General Practitioner – Maternity

– Obstetrics & Gynaecology Department, Logan Hospital 

– PHONE: COMING!!!

– Email: GPLO_Maternity_Share_Care@health.qld.gov.au

If woman requires urgent review, call the On-call Obstetrician/Registrar (or 

Maternity Assessment Unit at Logan Hospital)

mailto:GPLO_Maternity_Share_Care@health.qld.gov.au


Who can you call at Redland Hospital?

• Antenatal Clinic Reception (8 am- 4 pm Mon to Fri) Telephone: 3488 3434 

Fax: 3488 3436

• Triage Midwife Telephone: 3488 3044

• Maternity Assessment Unit – Telephone: 3488 4075 (Mon-Fri 0930-1800) 

or by Fax: 3488 4432

• Women’s, Men’s and Pelvic Health Physiotherapy - Telephone: 3488 3222 

Fax: 3488 3223

• O & G Registrar – Telephone: 3488 3758 or via Switchboard

• Obstetrician on Call – Telephone: 3488 3111 or via Switchboard

• Pregnancy Complications: Contact On-Call Obstetrician – 3488 3111

• Perinatal Mental Health Service: 3825 6214



Who can you call at Logan Hospital?

• Antenatal Clinic Reception (8 am- 4 pm Mon to Fri) Telephone: 3299 8527 

Fax: 3299 8202

• Triage Midwife Telephone: 3299 8811

• Women’s, Men’s and Pelvic Health Physiotherapy Logan and Beaudesert 

Hospitals - Telephone: 3299 8858 Fax: 3299 8280

• O & G Registrar – Telephone: 3299 8027 or via Switchboard

• Obstetrician on Call – Telephone: 3089 6963 or via Switchboard

• Early Pregnancy Assessment Unit (K<20): Telephone: 3299 8456

• Maternity Assessment Clinic (Complications K>20):

Telephone: 3299 8811

• Postnatal Community Midwifery Service: Telephone: 07 3089 2814 



Who can you call at Beaudesert Hospital?

• Antenatal Clinic Reception (8 am- 4 pm Mon to Fri) Telephone: 5541 9144, 

FAX: 5541 9132

• Triage Midwife Telephone: 5541 9144

• Women’s, Men’s and Pelvic Health Physiotherapy

Logan and Beaudesert Hospitals

• Telephone: 3299 8858 Fax: 3299 8280

• GP Obstetrician/Rural Generalist on Call – Telephone: 5541 9174



Item numbers for MSC

16500 Rebate $41.70 Antenatal Attendance

91853 (video) 91858 (telephone) equivalent of 16500

16591 Rebate $126.15 “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 delivery for a privately 

admitted patient)



Item 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: $74.60 Benefit: 75% = $55.95 85% = $63.45

Item 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: $55.55 Benefit: 85% = $47.25

Postnatal item numbers



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



How to be aligned with MSHHS 

• ? Flowcharts 

• Ensure have sent in evidence that completed 

RACGP ALM – Certificate of Completion/ Dashboard 

Screenshot 

• Undertake Knowledge Assessment – link to be sent 

from BSPHN by email in next few days (80% pass 

mark) 

• Undertake Evaluation/Feedback – link to be 

forwarded – please let us know what we did well and 

what we could do better!

• RACGP CPD points are only allocated and MSHHS 

Alignment confirmed if all completed. 

• Alignment will need to be undertaken (or an 

alternative) every 3 years. 

https://bsphn.org.au/wp-content/uploads/2021/05/Metro-South-Health-Maternity-Shared-Care-Alignment-and-Realignment-Options.pdf

https://bsphn.org.au/wp-content/uploads/2021/05/Metro-South-Health-Maternity-Shared-Care-Alignment-and-Realignment-Options.pdf


Maintaining Alignment 
To maintain your alignment after the next 3 years, you must either:

• repeat an Alignment Seminar - you can repeat a MSHHS Alignment OR an 

affiliated Alignment (MMH/RBWH/Nambour/? soon to be Ipswich) + 

complete an online bridge including Q&A. 

OR

• attend three relevant antenatal or postnatal/neonatal CPD events & 

complete online bridge including Q & A. CPD events DO NOT need to be 

with the Metro South Health Services 

OR

• Complete a RANZCOG Diploma or Certificate in Women’s Health + 

complete the online bridge

Hoping to commence an Alignment 2 (and then 3) in next 12-18/12 

for MSHHS.



MSH Maternity Shared Care 

Online Bridging Program

• Program is delivered via an interactive online learning module including 

an exam/quiz to complete 

• Available to GPs who are currently aligned to Shared Care at MMH and 

wish to align with MSH.

• Takes approximately 1- 1 ½ hours to complete. 

• Once complete, GPs will receive notice of completion which can be 

claimed as Continuing Professional Development (CPD), logged through 

the RACGP member portal or other associations. 

• To access the MSH GP Maternity Shared Care Online Bridging Program, 

please complete the expression of interest form on the BSPHN Maternity 

Shared Care webpage. 

https://bsphn.org.au/discover-phn/expression-of-interest/


MMH Alignment 
• To become aligned with MMH you can 

participate in an Alignment event run by 

MMH (AM1/AM2/AM3 and soon to be 

AM4 + Online Realignment option)

OR

• after a MSHHS Alignment GPs will need 

to complete MMH’s online bridge 

including Q&A – accessed by contacting 

the MMH Alignment team and 

forwarding a copy of your certificate 

from completion of this event.

• MMH GP Liaison Midwife - Telephone 

07 3163 1861, mobile 0466 205 710 or 

email GPL@mater.org.au

• .

https://forms.matereducation.qld.edu.au/non-accredited-gp-no-dietary-require-course-details/?course_id=85072&course_type=w&_ga=2.83654102.159858121.1614582215-1436025089.1603409897
mailto:GPL@mater.org.au


Thank you …. and three more things...

• Let us know if you would be happy to have your contact 

information available for pregnant women who don’t have 

a regular GP

• MSHHS will hold your contact details as well as BSPHN 

– Alignment stays with the doctor, not the practice, but let 

us know if you move practice.

• Provide an updated email address that we will be able to 

contact/update you on in the future

GPLO_Maternity_Share_Care@health.qld.gov.au

mailto:Gplo_maternity_Share_care@health.qld.gov.au


Good afternoon and thank you!


