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Best Start RegnancyY Il ¢ Knfddules)provides tools which enable consistent comprehensibest practice
assessment of health and wellbeing needs &€ a LJn  “énd Wen LJT tdmughout the pregnancyutilising
appropriate enquiryinvestigationsmanagement and referrab support services

The Best Start Pregnantgol has beenconstructedby considering whiaconstitutes best practice care in
pregnancycarein Nev Zealandand consolidates thign one tool.The content has beerosrced from:

1 Nationalor international evidencebasedguidelines; Ministry of Health, Midwifery College,
Royal Australian and New Zealand College of Obstetricians and Gynassolog

1 Section 88 nosLMC first trimester careequirements

1 Recommendations of theationalPerinatal Morbidity and Mortality Revie@roup

1 Subject matér expert opinionwhere there is no guideline or consensus statement

The point of difference fortte BestStart Pregnancy Tod the built-in decision supportenablingidentification
of issuesand early intervention which ultimately will improve health and wellbeing outcomes fiirn LJA Y 'n Y'n
Iy RLI&JIT

The data inpuinto the Best Start Pregnancy Tooldsded consistent with theHISO 10050.2:2020 Maternity
Care Summary Standard, January 2020.

This standard is designed to ensuhat information related to maternity care is consistently recorded

and contributes to higiyuality care of women and babies. The @aet can be shared to support
O2ylGAydzaiGe 2F OFNB 0Si6SSy LINPJARSNE | yidda@2 YYdzy A O
coded information enables meaningful benchmarking of services and other angMiiustry of

Health 2020)

The Best Start @lical Decision Suppodocument summarisethe justification and evidence fanformation,
and triggers that set supporaind recommendationsand providesexpert opinion when there is an evidence

gap.

The decision support logicdésplayedas follows:

Legend

Grey i-field ¢ provides clinicalsupport informationfor the question

Blue Decision support information

Green Identified equity gairs

Red Areas which require careful implementation to avoid widening disparities
Purple HealthPathwayinks

Aqua Recommended best practiegtrigger for Action Summary

Blue and Red Medication

Hyperlinks Direct reader to reference table

Abbreviation | Description |
EDD Estimated Date of Delivery

Gen2040 Generation 20240 Equity Project

LMP Last Menstrual Period

NHC National Hauora Coalition

IUGR Intra uterine growthrestriction

SGA Small for Gestational Age

API Application Programming Interface

PMS Practice Management System

PHO Primary Healthcare Organisation
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Confirmation ofpregnancy
A positive pregnancy test is required to confirm eligibility 8ection 8&unding,and Gen 2040equires both a
LR AAGAGS GSad |y Ry 20HE indeftive@laiash 2y 2 F LITLJo a

Asssisted pregnancy

Assisted pregnancy is associated wipkedfic risks. For examplepoyte donation is associated with a high risk
of hypertension and preclampsa, perm donation is a riskactor for pre-eclampsiaand IVFincreasesisk of
premature birth.

The positive response to aisted pregnhancycontributes to decision supporfor PreEclampsiaWomenwho
fall into the assisted pregnancy categame likely b be under specialist carand may not present in the first
trimester of pregnancy

e.g. IVF, sperm donation, oocyte donation,ation induction

Decision support
Assisted pregnariesincrease riskor pre-eclampsia.

Pregnancy dates

Last menstrual period (LMP) is used to calculate expected date of de(ZBfy) LMP may not be known
because pregnhancy has occurred followipgevious pregnancywithout an interval menstrual periodor
pregnancy has occurred while on contraception, laVIP is potentially inaccuratebecause ofirregular
menstrualperiods.

Deciding he timing for Combined Serum Screening, anatomy scanning, decidiag a pregnancy is post
dates and induction is indicated, and deciding if-dedivery steroids are required foodtal lung maturation in
premature delivery arall examples of why reas@bly accurate pregnancy dates are importadit the same

time, it is important to avoid early pregnancy scanning without a clear clinical indication because it, does not
improve outcomes and creates unnecessary waste of resource.

The information from the pregnancy dates respoiséhe toolis used to determine th recommendation for

a scan for the purposes of determinirgccurate pregnancy dates. There is no national guideline for
determining when pregnancy dates are sufficienilycertain as to need an early pregnancy sclms is not
included in the New ZealanObstetric Ultrasound Guidelines Dec 2019, althoughghielelineclearly states
GKIG aaz2dzSy AN aol yMhisty 8fHealthRO2HrfWe hayyeSvorked @fittie Sukhors who
have provided advice on appropriate decision support for uncedaies.

Irregular menstruation is when theelngth of the menstrualcyclehas varied by more than 20 day:
in the last 12 months

Equity Gain
Inappropriate referral for ultrasound in early pregnancy is common and leads to unnecessary cost to the
health system.

Gen2040_Dev_Clinical Evidence Support Page|5



Decisionsupport

Indications for early pregnancy scans (less thanvilegeks)

Indications include:

bleeding or pain in early pregnancy, or concern about pregnancy losgi(se88 codesTA and EP
consderation of termination of pregnancy (section 88 codl)

unknown dates* (sectio 88 codeBA)

hyperemesis gravidarum

trauma

pregnancy with an intrauterine contraceptive device (IUGD}itu

previous ectopic pregnancy (section 88 cdd

complex medical conditions where a change of medication may be indicated such as warfarin.

= =) =) =) =) =) =5 =

*Please note: Confirmation of dates by ultrasound is not routinely veéed before the 12veek scan.

Required clinical detds
9 Last menstrual period (LMP)

1 22YFyQa ae&vyLlizyvya

9 .80 KdzYly OK2NA2yAO 3J2y I R2GNRLIAY 01 K/ DO A
91 Previous relevant history

1 Appropriate section 88 code

1 Previous caesarean section.

Figure 1shows a proposed algorithm to assist in recommending scanning when dates are uncertain. This has
been developed for the Best Start Pregnatmgl in consultation with subject matter experts

Figure 1:Proposed pregnancy scaing algorithm

Indications for early pregnancy scans (less than 12 weeks)

* bleeding or pain in early pregnancy, or concern about pregnancy loss (section 88
codes TA and EP)

« consideration of termination of pregnancy (section 88 code CT)

* unknown dates*® (secticn 88 code BA)

* hyperemesis gravidarum

* trauma

* pregnancy with an intrauterine contraceptive device (IUCD) in situ

« previous ectopic pregnancy (section 88 code EP)

« complex medical conditions where a change of medication may be indicated
such as warfarin.

Is a pregnancy dating scan required in the first trimester of pregnancy?

Menses regular OR Dates are adequate

4 Menses irregular* but usually — *  Ultrasound for date not required.

max 35 day cycles Request Combined Serum

Screening scan at 12-13+6 weeks
from LMP

v Yes

4 LMP <8 weeks ago

Known LMP 9 . / \
Menses irregular® and ,

dates certain or approximate Unknown dates
+/- 2 weeks, (or known date usually > 35 day cycles L .
of conception) Clinically assess progression of
- pregnancy (exam and BetaHCG)
and arrange a scan for dates
when clinically at least 6- weeks

‘4 LMP > 8 weeks ago

No -

(Can’t recall LMP, on
contraception, or no menses
since previous pregnancy)

*Irregular menstruation = variation of cycle > 20 days over previous 12 months
Fraser et.al. FIGO Recommendations on Menstrual Terminology. Seminars in Reproductive Medicine. 29(5), 2011 Sept.

pregnant, or Combined
Screening scan if estimated to

be approx. 12 weeks

- J

*There is propsed decision suppotb enable appropriate request for pregnancy dating scans in the first trimester




Response to pregnancy

AKn LJh  Ynespangedoher pregnancy newss important toset the priorities for the consultath, as her
immediate needs may require a modified approach arkntification of support pathways and
recommendatiors orinformationfor referral toother health professionals.

Woman's response to pregnancy news [ Positive B
[ Unsure
Considering Adoption or Whangai
] Considering Termination

HealthPathwaysinformation on adoptian and ToP

Pregnancy Status

Pregnancy status is used to determine if a pregnas@ngoing or, in the case of pregnancy discontinuing
(miscarriage or termination of pregnancyfe record can beompleted and the reason for discontinuation
documented

Pregnancy status O Active ® Discontinued

Dicontinuation reason O First trimester miscarriage

O Second trimester miscarriage
O Ectopic pregnancy

O Molar pregnancy

® Medical termination

O Surgical termination

Termination reason O Congenital anomaly O Chromosomal anomaly O Unplanned pregnancy ® Other

Ethnicity
TheBest Start Pregnagaool asks for theethnicity of theLJT .LAls’per MoH data standardpuo six ethnicities
can berecordedand, A ¥ O 2 y T XbbBy)3sk n 2 Ikddhree iwi can be recorded.

Decision support
alGSNYyItf an2NAXZ tFOAFTAOT ! FNROFYSI LYy Raclaypsia. S i Ky A (

Equity Gain
DSYSN} GA2Yy Hnnn FdzyRaA | a&BBAYSY(d F2N Y2GKSNAR 27

anzN



Early Pregnancy problems
Identification ofproblems which may require urgent attention and change phierities of the consultation

Early pregnancy problems []vaginal bleeding

[ Low abdominal pain
Ll NauseaM/omiting
Lum

[ Trauma

L1ueD In situ

Comments

Decision support

@&l IAYyLFE o0f SSRA Y Aways consider an ectopic pregnancy if positive pnagcy test, and
FOR2YAY LIl f LI Ay é| abdominal pain or bleeding. [Link to HealthPathway on miscarriage
and ectopic pregnancy.]

Gbl dza SI k=2 YA G A y| See HealthPathway foNausea and Vomiting in Pregnancy. [Link to
HealthPathway on Nausea and Vomiting and Pregnancy.]

G!lee GAO1SRY See HealthPathway for UTI in Pregnancy. [Link to HealthPathway U
in Pregnancy.]

G ¢ NI dzYl ¢ G A O1 S H Consider whether ultrasound is indicatédr trauma.

Request ultrasound for IUCD in | Request ultrasound for IUCD in situ
situ

Obstetric History
Gravida

i How many pregnancies have you had including this one (include stillbirth and miscarriage)

Parity

i Number of births >20 weeks gestation

Is this the first pregnancy you have had with your current partner?

i vdzSailiAz2y FaadzySa (KAatneAda GKS Y2GiKSNDRa OdzNNB



National

Hauora Coalition

.8

Gen2040

Details of previous miscarriage, tination of pregnancy and molar pregnancies arénafiortant and
relevant to the current pregnancy and may contribute to risk (e.g. preterm birth risk with history of surgical
termination or miscarriage) which requirssrveillance

Decision support

Had 3 or moreconsecutive first | Recurrent miscarage
trimester miscarriages with the

same partner or 2 or more 9 Increased risk of spontaneous preterm birth.

consecutive 2nd trimester 9 Consider testing for: Parental karyotype, Activateulotein C
miscarriages with the same resistance, Anticardiolipin antibodies, Lupus anticoagulant
partner prothrombin ratio, thyroid function tests.

Previous births
This section records the detailsf@reviousbirths and includesnformation which contributs to decision
support for gestational diabetes, preterm birth risk, and small for gestational age risk.

Disparity risk

There is a risk ofidparity created if the historyof previous birthss not completed wellfor example for
women who maynot recall details or for women of higher parityParticular attention is required to encourage
healthcare professionals to take a careful histoapndod G | Ay Ay F 2 NI | { & #asf obStéNR Mecotd
if required, to complete the full historyOncecompleted, thetool will retain the information for subsequent
pregnancies.

Small for Gestational e (SGA)

Infants aredefined assmall for gestational ag€f their birthweightis less than the 10thentile fortheir specific
ethnicity population growth standard Most SGA infants have not reached their biological growth potential
because of foetal growth restriction caused by placéutgsfunction. SGA infants account for28% of non
anomalous stillbirths and have a higher risk of sudden unexpected death imcynf{SUDI),
neurodevelopmental delay, childhood and adult obesity, and metabolic disease. The majority ofosmall
gestatbnalage babies are not recognised before bifihcCowaret al2017)

The maternal factorsthat contribute to an infant being borf8GA includesmoking, hypertension, pre
eclampsia, poorly controlled diabetes, obesity and poor nutrition.
1 The first vesion of Best Start Pregnancy Tool wébuire inputting information on previous SGA
births which will require maternakcall, and good review of past obstetric notes.
1 We plan to introduce th&SROW algorithnfgestation.net)which will enable the Best StaPregnancy
tool to calculate whether a previous baby was S#&8ording to ethnicity and maternal BNdee
Figure 2). Aaccess to GROW will be via Application Programming Interface (API)

Equity Gain

As a population group, pregnantM 2 NA 62 YSy K| @hée okiskIakt&rsNibr SIS larid S
accurate identification of previous birth of a SGA baby will éhaearly initiation of aspirin in pregnancy,
education and support around contributory risks, and planned survelliance of the growth of the foetusein
current pregnancy.

SGA waiht varies by ethnicity. It is necessary to know the ethnicity of the miféo determine birth weight
centile. Best Start Pregnancy Tool will eliminate system bias produced byeatbnicity specific growth
charts by incorporaibn of the GROW algorithm whkh will enable ethnicity specific calculation.

Gen2040_Dev_Clinical Evidence Support Pagel|9
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Any of: At increased risk of SGA
9 Chronic hypertension 9 Provide information on aspirin in
1 Renal Disease pregnancy
91 Previous still birth 1 Check for contraindication®r Aspirin.
If no contraindications start low dose
aspirin 100mg in the evening
1 Request obstetric spéalist review
1 LMC please consider Growth Scans
according to local guidelines
Any of: Current information isnsufficient to determine if
1 No outcome recording for any previous] risk factors for SGA
baby 1 Recommended further review of past
1 No weight recorded for ay previous obstetric and maternal medical history
baby by LMC
9 Parity >0 and no previous babies
9 And no other evidence of SGA
Algorithm & SGARisk Assessment Tool for New Zealand:
Screening and assessment of fetal growth in singleton pregnancies
Adapted from NHS England stillbirth ‘care bundle’ and based on NZ MFM SGA Guideline
Major Risk for SGA » Serial growth scans until birth

Recommend specialist referral a

= Plot estimated fetal weight (EFW) on customised chart
= Plot individual fetal measurements on population chart

[ 1 or more risk facto>

Consider low dose aspirin 100mg nocte

Referto SGA guideline
pathway

Maternal Risk Factors
O Waternal age =40 years
O Continued smoker after 16 weeks (>10/day) Abnormal growth:
O Recreational drugs EFW<10t centile
Previous Pregnancy History ’ Abdominal circumference (AC) <5" centile
0 Previous SGA baby (<10mcustcentile) 4 Serial measurements not following curve >30% @in AC or EFW
O Previous stillbith g,
Maternal Medical History
O Chronic hypertension ™ =
O Diabetes with vascular disease g
O Renal impairment s Reler!zl forulllzsou_nd: measure
O Anti-phospholipid syndrome a - Es1_|r_nated fetal weight (EFW)
Current Pregnancy Complications - = Individual fetal measurements
Early Pregnancy « Umbilical artery Doppler if reduced growth or SGA suspected
[ PAPP-A <0 4 Mol (if MSS1 performed) -
O Heavy bleeding <20 weeks
Late Pregnancy
O Pre-es ia /! i a Suspected reduced growth:
O Antepartum haemorrhage 0, = FH <10t centile
= FH crossing centiles by >30%

[CoWRIS o SGA oo s | | omprsfrs

Fundal height measurement likely to be unreliable:-
0O Large fibroids
Q BMI 35+ &

Third trimester scanning based on local guidelines and resources Updated April 2019

Preterm Birth

Being born early cdes significant immediate risk for survival and higher risk of lifelong impacts including
chronic health problems, developmental and behavioural problems.

9AIKG LISNODSyid 2F an2NR
in Aotearoa, New Zealand (Ministry of Health 2019b).

a2NB o0lFloASa 2F an2NRZ
groups are disproportionately affected byboptimal
CKAd A& O2YLRdzyRSR AT

A Y Fghef than thie NS fordagyNdier NI dfbufi dzNS f

e ¢

tF OAFAO YR LYRALFY Y20GKSNE&
care for mothers and babies at thesstggons.

GKSNBE FINB taz2 AySlidadAasSa A

are increasingly found in health care both in New Zealand and overseas and are assediated

implicit bias and racistPMMRC 2018 p.8).

Gen2040_Dev_Clinical Evidence Support
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The risks for preéerm delivery that are highly modifiable at the point of early pregnancy assessment and have
good preventative interventions are incorporated into the Best Start Pregnancy Tool:
1 Aspirin for foetal growth restriction (IUGR and SGA) @meeeclampsia risk
1 Cessation support for smoking and drug use
1 Treatment of urinary tract infection (UTI) and asymptomatic bacteriuria and ongoing testing and
treatment throughout pregnancy
1 Screeningnd treatment for chlamydia
91 Early identification and contl medical conditions such &ypertension and diabetes.

A history of previous preterm birth is an indication for specialist obstetric assessment, and importantly
interim early proactive management of conditions contributing to risk of prematurén l{ivtinistry of Health

2012).

Equity

Gain

Early poactive identification and management of modifiable risk for preterm delivery in early pregnancy is an

obvious

oppdNIidzy AGeé (2 aR2 o0SGGSNE G(KSNBoe O2yGNRodziAy3

an2zNXA AyTFlrydao

Decision support

Any of:

= = = = =l =] = =

= = =l =

Previous preterm birth <37 weeks
At risk of preeclampsia
At risk of small for gestational age

Previouscervix ntervention; LLETZ, cone biopsy

Diabetes
Multiple pregnancy (current)
Fibroid uterus

Previous surgical management of miscarriage (¢

TOP

UTI
Asymptomaticbacteriuria
Chlamydia infection
Smoking and drug use

At increased risk of preterm bint

1 Expain that she has past or
current issues which increase the
chance of this baby being born too
early. Getting the right help early
can prevet preterm birth.

9 Provide brief specific advice on the
risk of smoking and drug use on
preterm birth, suppat and
encourage engaging with smoking
and/or cessation support.

1 Actively manage presclampsia
and SGA risk.

1 Treat infection and make plan for
who and how further testing and
follow up will occur.

1 Consider requesting early obstetric
specialistadvice or assessant
depending on the issue. See
HealthPathway Antenatal First
Assessment.

Any of:

No outcome recorded for any previous baby
No gestationrecorded for any previous baby
And no other evidence of preterm birth risk
factor

Gen2040_Dev_Clinical Evidence Support

Current informaton is insufficiet to
determine if risk factors for preterm birth
1 Recommend further review of past
obstetric and maternal medical
history by LMC.

Pagel| 11
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Thetool auto-populatesexisting longterm condition classifications from the PMISIngREAD coek. Category
check boxesnable identification otonditions,free textfieldsenable capture ofletail.

A linkto the HealthPathway for Pregnancy Medi€dnditions provides guidance on specific health condition
related care and guidelines on specialist referral.

An advantage of completing the Best Start Pregnancy Assessment in Primary Care is the access to the PMS
record. Even if a woman is new to a praether record from her previous GP can be requested, and additional
information added once this electronic record is received. Health Practitioners should seek additional
information via theDHB electronic record

HealthPathwaysPregnancy Medical Conditions

Disparity risk

A potential risk of inequiy may be created through system bias favouring women for whom a thorough past
medical history is available. If a woman has moved through ieass DHBs and/or infrequently seen a GP (e.g.
used urgent care to seek healthcare) cliaidistory may be incompled.

Equiy Gain

The Best Start Pregnancy Tool seeks to minimise this system bias by ensuring that health information for
pregnancy is available and not dependant on whether the woman is enrolled in the practice or resident in the
DHB or health facility location Were sheaccesses care.

Personal or family genetic conditions

This section enables identification of any congenital conditions which are relevant touthent pregnancy

and may require specific prophylaxis (e.g. high dose folic acid for neural tube defect, sickieaeenia) or
surveillance (congenital dislocating hip, congenital hearing impairment). Additionally, there is decision support
to pick up &milial risk of preeclampsia.

Personal or family genetic conditions? (i)

[ | Thalassaemia

[] Sickle cell anaemia

[ congenital vision problems

[ congenital hearing problems

LI cleft palate

[ spina bifida

] cystic fibrosis

L] Congenital dislocation of hip

[ Family history of pre-eclampsia in mother or sister
(] Family history of pre-eclampsia in father's family
(| other

HealthPathways 4. Assessmenjersonal or family genetic disorders

i. Congential abnormalities (present since birth) or illnesses tinew family members including the father
YR FFUKSNRA FlLYAfted /KSO|l ftaz2 Fo2dzi RSOSI a



Mental Health
Significant physiological, social and psychological chaogers for women, their partners, and family/whanau
in the pregnancy and pogtartum period.

¢KS Hnmp bSé aHedltk SiQin Ne® Yenlarfd reported that betweenl&lpercent of
mothers develop depression, anxiety or other mental illness éghrinatal periodHealth Promotion Agency
2016) Women (and their partners) may experience mental health concerns foffitbietime during this
period. However, women who have ongoing or previous mental health problems or a family history of mental
illness are much more vulnerable to onset or exacerbation of mental health problems.

Perinatal mental distress or illness may negatively affect the mebladyy relationship and potentially harm

GKS o0lFlo&dQa RS@St2LIVSYy G o 9 NI-dabjrglaiidhdidspyoies QuidinesiadN] Ay 3 2
reduces the need for later interventiongviost women experiencing mild to moderate mental distress can be

managed by their GP andommunity support agenciesWomen with severe mental distress should be

referred ealy to specialisservices

Equity Gain

Maternal suicide is the lading cause of maternal mortality in New Zealand. The rate of maternal suicide is
seven times the rate in the UniteddKy 3 R2Y® an2NRA 62YSy | NB 2 @JSNND LN
Between 2006 and 2016, 16 (57 percent) of the 2&wem who died by suiciel in pregnancy, or within six weeks
2F LINB3IylyoOezs gSNBE an2NA O

In the absence ofrey validatedearly pregnancy mental healtbcreening tool the Best Start Pregnariogl

takesthe approach of prompting a careful assessment of mental health distress or illnesgihan has a
past a current mental health problem,and prompts brief screening with PHQ2 (Patient Health
Questionnairg¢ and GAD2 (Generalised Anxiety Disordescreeningools which primary care practitioners in
New Zealand are familiavith and are usingin other contexts. A positive response to brief screemngmpts

further assessment and managemeantd links to the HealthPathway.

Have you ever experienced mental ®ves (JNo
health problems? } ) @

Previous PND

Affirmativeresponseactivates a free text field.

i. Check personal and family history of mental illnepsyrticularly in the perinatal period and consider
risk factors for mental distress or illness. If there is a higthf perinatal psychosis see HealthPathway
for further information

Have you ever experienced mental ®ves ONo
health problems? ) i @

Mental health conditions in past

- Consider matemnal mental health concerns and manage or request
assessment as indicated. B
« Check suitability of medications in pregnancy.

HealthPathways:Pregnancy and Psi-Partum MentalHealth

Disparity risk

There is an evidence gap with respect to the use of #dl-2 and GABY brief screening tools in the context of
first trimester pregnancy care and with Ml 2 NXA & 2 Yéiohds reguiidd todtetermine the efficacy and
appropriateness of the use of the menthealth screening tools. PHQ and GAER in Best Start Pregnancy,

LI NI AOdzfE NI & Ay NBaLISOG (G2 dzaS 6A0GK an2NRA ¢2YSy
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Decisionsupport

' yag SNBER ( Mental health conditions in past

9 Assess for current mental distress/iliness [Link to
HealthPathway on Perinatal Mental Health]
Complete EPDS or PFQor GADY as appropriate
Consider maternal mentahealth concerngnanage and
request specialist assessment as indicated. [Link to
HealthPathway on Perinatal Mental Health.]

Check suitability of medications in pregnancy.

1
1

If positive response | Positive depression/anxiety screen

to PHQ2 or GAD2 1 Complete EPS or PHED or GADBY as appropriate.

1 Consider maternal mental health concerns manage and requi
specialist assessment as indicated

Depression and Anxiety seening
Positive response to GADard PHQ2 questionstriggersdecision support for best practice recommendations
appearing in an aqua box.

Positive depression and anxiety screen

- Complete EPDS or PHQ-9 or GAD-7 as appropriate
= Consider maternal mental health concemns and manage or request assessment as indicated.

HealthPathways:Pregnancy and PosPartum Mental Health

Support people
It helps thepractitionerto understand- ¢ 2 Ystrgh@resthrough herfamily/whnnau connectivity and
identify people whan she considergnportant in the decisions and choices she makes in her pregnancy and
beyond. Consideration should be taken whewa@man isrelatively isolated and or lacking in identifiable
supports to hae a low threshold for requémig addite y | £ & dzLJLJ2 NJi 4 KFamibAStart anil othéd dz  h
community agencies.
s el = e
apply) L Father (of baby)
[| Grandparent/s
[l Baby's brother/s or sister/s
[ Auntie/uncle/cousin/s
U Friend/s
[l other careqgiver
[l Pariner of Father
L1 Pariner of Mother

Gen2040_Dev_Clinical Evidence Support Pagel| 14
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Smoking

In pregnancy there are quite specifisks associated with smokig the short term and londerm healthand
wellbeing of a devdoping foetus. There is strong evidendbat if a woman smokes it is best that she quit
before becomingregnant orquit as early as possibieshe unexpectedly discovers she is pregnant

Smokingn pregnancycontributes to increased risk of;

Placental insufficiency and baby born small for gestational age
Preterm birth
Antepartum haemorrhage
Birth defectse.qg.cleft lip and palateclub foot
Sudda unexpected death in infancy (SUDI)
Long term effets on infant health
0 lung development; asthma
0 Increased risk of obesity and heart disease in adulthood
0 glue ear
0 impairedbrain development

=A =4 =4 -4 -4 =4

A womanis most likely to be successful quitting smokingif she engages with a smoking cessation service.
Expesure tosecondhandsmoke is associated with adverse pregnancy and irdattomes. Presencef other
household members who smoke will influence a pregnér (i K 8aNdRity to breathesmokefree air and
encumbersuccess of her attempt to quit smokiiglinistry of Health 2014a).

Equity Gain
an2NR ¢2YSy KI@S | Kgpgdgnahdy, ansl snilg céuse’ donsidelabl® waddn yh
morbidity and mortality.

Consistent early effective smoking behaviour change conversation and subsequent positive engagement \
smoking cessation services in early pregnancy is likely to be thglefiactor which prodices the greatest
STFSOG 2y StAYAYIGAY3 RA&ALI NAGE SELISNASYOSR oeé

Electronic cigarettes (eigarettes or vapes) are becoming increasingly popular andt@ared as asafer
alternative tosmoking tobacco in pregnancy. There iseavidence in thditerature which can guide us on the
sakty of ecigarette usein pregnancy therefore it is important that women are informed about this lack of
knowledge.

The Bes Start Pregnancy Assessment Tool takes wedl-established AB@pproach;Ask about smoking,
provide Brief clear personalised adéc and offer referral forGessation support. A link is provided to the
HealthPathway for smoking cessation ad\(igknistry of Health2014b.

Is there anyone in your house who ®ves O No
smokes tobacco? )

Household smoking

« Offer referral of household members to smoke free services B
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Do you smoke tobaccolcigarettes? ONo @ current Smoker O Ex Smoker (3] Doyou use e<igarsttasivape? @ves ONo
Current smoker E-cigarette/Vaping

+ Smoking in pregnancy is harmful to the development of your baby and
substantially increases the risk of your baby having health problems including - Give c\.ea.r p_ersnnal\sed advice. . . .
being bom too early, having chest and ear infections. + There is limited knowledge about the effects of vaping (e-cigarette) in

« Smoking Is a major risk for sudden unexpected death in Infancy (SUDI). pregnancy.

« Strongly recommend cessation and offer support to quit. - Vaping is likely to be: much less harmful than smoking in pregnancy and it can

« Encourage nicotine replacement therapy if mother would otherwise continue be an effective way of quitting smoking when accompanied by stop-smoking
to smoke and offer a prescription. support.

+ Strongly recommend using a stop-smoking service. Explain that you will - If the woman also smokes strongly encourage her fo switch to only vaping.
request the smokefree team contact the woman so that they can explain what + If she only vapes encourage her to cut down and quit.
they offer. (Opt off)

i. A current smoker has smoked at least 1 cigarette in the last month and more than 100 cigarettes in t
lifetime.

Decision support

Any household Household smoking
smoking Offer referral of household members to smoke free services.
Currentsmoker Current smoker

I Smoking in pregnancy is harmful to the development of your baby
and substantially increases the risk of your baby having health
problems including being born too early, having chest and ear
infections.

1 Smoking is a major risk foruslden unexpected death in Infancy

(SuDI).

Strongly recommend using a smoking cessation §sgv

Explain that you will request the smokefree service contact the

woman to explain what they can offer her, and she can choose at

that time whether she wants taontinue with them.

1 Encourage nicotine replacement therapy if she would otherwise
continue to smoke and offer a prescription.

Vaping E-cigarette/Vaping

1 Give clear personalised advice.

1 There no knowledge about the safety and effects of vaping (e
cigarette) use in pregnancy.

1 Vaping is likely to be much less harmful than smoking in pregnanc
and it can be an effective way of quitting smoking when
accompanied by stogmoking support.

9 If the woman also smokes strongly encourage her to switch to only
vaping.

1 If she only vapes encourage her to cut down and quit.

= =

Alcohol

The following information is summarised frotine Health Promotion Aged & r@port Drinking alcohol during
pregnancy: A literature revie@iHealth Promotion Agen014).

Healthcare providers are key sources of information on alcohol for pregnant women and can endorse
prevention messages. Howeyewomen may not recall recdivg advice a drinking during pregnancy
especially if it is given verbally. A lack of formal training of providers means that information may be given in
an unstructured way and providers may feel unsure of how to respond to a woman who is drinking aluhol
perceived as high risk.

The Best Start Pregnantgol puts alcohol consumption assessment as routine enquiry in early pregnancy
usingthe AUDITC Assessment Tqahs recommended since 2010 by the Miny of Health(Ministry of Health

Gen2040_Dev_Clinical Evidence Support Pagel| 16



National

Hauora Coalition

.8

Gen2040
2010 World Health Organization 200Based on the score of AUBCTthe tool then prompts the provider to
do further assessmentFoetal Alcohol Spectrum Disorder (FASD) describes a spectrunphgsical,

psychological rad behaviouraldisabilitieswhich result from exposure to alcohol during pregnariRgsearch
New Zealan@014). FASD is preventable if no alcohol is consumed during prggaadahis recommendation
is adhered to.

The following factorsnost consistentlypredict women who are more likely to consume alcohol in pregnancy;
1 Frequent and/or high alcohol consumption gpeegnancy

Alcohol problems

Being abused or exposed to vioten

Social or psychological factors (e.g. anxiety or depression)

Older age

Highersocioeconomic status

1 Smoking

How often do you have a drink M
containing alcohol? SVEr E]

=A =4 =4 4 -4

Monthly or less
* 2-4 times a month

2-3 times a week

4 or more times a week
How many standard drinks containing g

alcohol do you have on a typical day
when you are drinking?

How often do you have 6 or more drinks

; MNewver
on one occasion?

Less than maonthly
Moenthly

= Weekly
Daily or almost daily

Alechel

There is no safe level of alcohol use in pregnancy. Strongly advise to stop drinking all alcehel while pregnant.
Audit-C score of 7.

Complete Self-test Alcohol AUDIT screening tool

Request alcohol service support if indicated |

Ask about the past month or sindeowing she was pregnant, whichever is longer.

HealthPathwaysAlcohol Intervention

Decision support

Anydrinking There is no safe level of alcohol use in pregnancy.

Strongly advise to stop drinking all alcohol while pregnant.
Other factors may make it more difficult to quit alcohol; pre
pregnancy frequent or high alcohol consumptiosmoking,
exposure to abuse/violence, social or psychological factors.

Considereferral to alcohol support service.

= =] =

Audit-C score > 5
Audit-C score of x indicates high risk drinking
Complete Selfest Alcohol AUDIT screening tool
Otherfactors may make it more difficult to quit alcohol; pre
pregnancy frequent or high alcohol consumption, smoking,
exposure to abuse/violence, social or psychological factors.
1 Request alcohol service support if indicatfidnk to
HealthPathway on Alcohol lervention.]

= =] =
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Drugsuse in Pregnancy

Substance use in pregnancy is a common problem associated with adverse outcorbeshfonother and

baby, often leading to preterm birth and small for gestational age babisvell asabnormalities in physical,
cognitive and behavioural developmerit.is recommended that substance use is assegsaty in pregnancy

and if identified sensitive counselling and referral to an appropriate multidisciplinary drug and alcohol
managgement progamme should be undertake{The Royal Australian and New Zealand College of
Obsetricians and Gynaecologists 2018).

The Best Start Pregnancy Tool contains routine enquiry for drugs angresaribed medications and provides
advice based on aggitive respnseg and alink to the HealthPathway for Addictionsigort to enable rapid
access to further information on assessment and management of substance use and services for support.

Do you use or take any drugs or * Yeg Mo

medications not prescribed for you?

Which ones? Cannabis: marijuana, pot, weed
Synthetic cannabis: Syns, Spice, Chronic
Heroin: homebake, misty, smack, H, gear
Methamphetamine, P, meth, ice, tina
Cocaine: Coke, crack, snow
Benzodiazepine: benzos, downers, pills
LSO, acid, tabs, blotter
MDMA: Ecstasy, molly, pingers
HBOMe: 25I-nbome, n-bomb, smiles
Synthetic Cathinones: Bath salts, research chemicals, flakka
Other

’ It
lllicit Drug Use

« There iz no safe level of drug use during pregnancy for your developing baby.

» Dimug use in pregnancy can cause birth defects, miscarmage, poor grovwth,
stillbirth, prematurity and lifelong developmental and behavioural problengs

« Aszass zeverity of uze and dependency.

» Request community alcohel and drug service support. {

. A

HealthPathwaysAddictions

Healthy housing

A warm, dry stable and safe home is impogf & F2NJ GKS KSIFIfGiK FTyR 6StfoSAy3d
pregnancy is an opportune time to ask about healthy housing and offer support to create a healthy home in
preparation for a new baby.

The Healthy Homes Hhative programme has improved health arscial outcomes for families who have
taken part.Healthy Homes Initiative

As at December 2018, the Healthy Homes Initiative (HHI) programme has received 15,BBOrefigirals and
delivered over 40,000 intgentions to lowincome households. These are estimated to have resulted in 1,533
fewer hospitalisations, 9,443 fewer GP visits and 8,784 fewer filled prescriptions in the first year after the
LINE 3 NJ Y Y Snfich (Piergedt 81 19039.
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Do you have a stable, safe home with Yes ® No
enough room for everyone?

Family of 5 in one bedroom

Is your home warm and dry? Yes ® No

House is cold, mould on ceiling in bedroom|

Healthy Homes

« Consider requesting Healthy Homes Initiative. Check criteria in pathway

R

HealthPathwaysHealthy Homesnitiative

Decision support

Either question Healthy Homes
'yagSNBR 1 Consider requesting Healthy Homes Initiative. Check criteria in
pathway [Link to HealthPathway on Healthy Homes Initiative.

Famiy violence
Routine enquiry for Intimate Partner Violence (IPV) should occur at every prenatal and postpartum visit
(maximum three opportunities).

Routine enquiry should be current (past year) and lifetime experience of physical, sexual and/or psydhologica
partner buse. See the Family Violence Assessmenti@gedvention GuidelindFanslow andelly 2016)

Because family violence affects a lot of women and children, we ask about it in pregnancy. @ E
Is there anyone in your life whom you are afraid of, who hurts you in any way or ® Yes No

prevents you from doing what yout want to do?

Is there anyone at home who makes you feel you are no good or worthless? ® ves No

Have you ever had a relationship with someone who made you feel afraid, hurt Yes @ No

you, or made you have sex when you didn't want to or in a way you didn't want?

Are you afraid of your partner or ex-partner? ® Yes No

Have you been hit, kicked, punched, or hurt by someone in the last year? Yes ® No

Family Violence

» Determine risk category and decide on appropriate support.

HealthPathwaysfFamily Violence
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I. Ask about Family Violence when apropriate

Do not ask about abuse if patient

I Has urgentmedical needs

Is under the influence of drugs
Has cognitive disability
lis empotionally traummitised
Has language barriers
Has partner present, or has not chance to talk privately
Has a child aged > 2 years

= = = =] =] =l

Decision support

Any question answered] Family Violence

a, Sa¢ o 1 Determine risk category and decide on appropriate suppgkink to
HealthPathway on Family Violence]

Use the following to write to pdf document

SVF= screen family violence, then either Y (yes), U (unable to complete), then

positive screen); (if negative screen), PH (if past history but no longer a risle.

could get SFV + PH, or SFV U or SFV

Blood Pressure

initial assessmenthe tool enablesearly identification of risk factors, apprdpte referrals andprovides
recommendations focommencement of preventativéherapies.The Best Start Pregnantyol incorporates
best practice recommendations into the decision supd®finistry o Health 2018)

Major risk factors for deveping preeclampsia include

9 history of preeclampsia or HELLP (Haemolysis, Elevated Liver enzymes, Low Platelet count),
chronic hypertension,

pre-existing diabetes, renal disease,

autoimmune diseases,

family history of pre-eclampsia

1 oocyte donatia.

= =4 =4 =4

Women at high risk of developing peelampsia should begin taking ledose aspiriron or before 12 weeks of
pregnancyt Y R Ol f OA dzY op&gnandg reduce thield &k ¢f @eveloping peclampsia andhe
resultingadverse events s as preterm birth.

Equity Gain

Early proactive identification and management of modifiable risk including risk for-prtampsia and

preterm delivery in early pregna®@@ A a |y 20 @A 2dza 2 LILJ2 NI dzy A iitthg taitRe ¢
StAYAYLFLGAZ2Y 2F RAAGLI NAGE Ay LINBUGSNY O0ANIKa F2NJ
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Decision Support

Retrieves from PMS all blood pressures recorded 12 months prior and since the date of LMP/date
of conception (including any blood pressure recorded on the form itself).

Any BP recorded > 160/110. High Blood Pressure

»  BP of xoodxx recorded ddfmm/yyyy

»  Give medication immediately to lower blood pressure
[Link to HealthPathway on Hypertension in Pregnancy
and Postpartum]

s Request acute obstetric assessment.

Any BP recorded < 160/110 but | High Blood Pressure

> 140/90 and gestation < 20

weeks s Gestation < 20 weeks and maost recent BP > 140/90.
Repeat measurement and if confirmed, record chronic
pre-existing hypertension

s [f not previously investigated arrange investigation of
hypertension [Link to HealthPathway on Hypertension in
Pregnancy and Postpartum

»  Start or review antihypertensive medication
management suitable in pregnancy

Any BP recorded = 160/110 but | High Blood Pressure

= 140/90 and gestation 2 20

weeks s Gestation = 20 weeks and most recent BP > 140/90 -
possible pre-eclampsia.

*  Seek urgent advice from obstetrics [Link to
HealthPathway in Hypertension in Pregnancy and
Postpartum

Height/weight/BMI
Healthy weight change in pregnancy is impottéor maternal and infant health outcomeg&xcessiveveight
gah during pregnancy caincrease risk far

91 high blood pressure with complications in pregnancy {gcempsia)

diabetesduring pregnancy (gestational diabetes)

needing a caesarean section

having a large babwhichincreaseshe risk of obese weighin childhood and early adult life
maternal difficulty losing weight after the baby is boincreasel risk of develong diabetes, heart
disease and some cancers later in life.

= =4 =4 =4

Not gainirg enough weight during pregnandaycreases theaisk of having a premature (pretermbirth, or a
small for age bab{SGA)The Eest Practicé’regnancyool has inbuilt decision support to enable calculation of
BMI and incorporates the weight changezommendationsn accordance witta 2 | Quidance for Healthy
Weight Gain in Pregnandiinistry of Health 2014).

Pre-pregnancy Weight 64 Kg BML216
Weight today 70 Kg BMI:23.7
Height 172 Cm
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Decision spport

If pregnhancy <10
weeks gestation

Heart Sounds
Heart sounds; normal or abnormal, free text box to capture additional informatio

Decision support

Abdominal/Pelvic&Respiratory Exam
Free text box to capture information.

Abdominal/pelvic examination |

Respiratory

Cervical Screening

The NationaBcreening Unit provide the following advidéie NCSP encourages GPs, nurses and midwives to

NI AaS 62YSyQa gl NBySaa 2F GKS A gaanblilithé @@naigdue K gAy 3 N
for a smear buhas ascreening histoy of all result normal smears decision may be made to delay screening

dzy G A f (0 K NB partir(yatiokial SzredridgiUiit 2016).

Cervical screening up to date OvYes ®No E]

Cervical screening status © completed today O Declined O Recall set

i. Cervical smears are safe to perform in pregnancy and should be performed if the woman is overt

-4
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Decision support

Yes Information tab:
Cervical samples can be taken at any time during pregnancy particule
if the woman:

1 Has never been screened

91 Is overdue for a test

1 Has an abnormal screening history and is dur for a test,

i If the woman has a normal screening history, a decisionyniee

YIRS (2 RStlF& &ONBSYy Apadumdzy .

Set a recall.

NOTE: it is recommended to use a cervibroddo. not use a cytobrush

Sexually transmittednfection examination and testing

Sexually transmitted infections occurring during pregnancy can have a profound effect on the mother and
developingfoetusd { ¢ L Qa YI &  ocKonit éfechohdiohistoridalkibOt still relevane.g. genital
herpes,gental warts.

HIV, Hepatitis B, syphiltestingis routinely offered in the first antenatal blood tests and chlamydia testing
should be offered to all women in pregnancy. Other testing should be offered if indicated by her history or
symptoms

Sexually transmitted infection examination and testing E]l

Any symptoms suggestive of STI? [ INone

Il Vaginal discharge

[ Dysuria

[] Genital sores

(] Abnormal intermenstrual bleeding (before pregnancy)
] Lower abdominal pain

[ other

Examination

i. Itis recommended all women are tested for chlamydia in pregog . A seHest low vaginal swab
is satisfactory. Check history of vaginal discharge, dysugenital sores, abnormal
intermenstruation bleeding, lower abdominal pairf positive-see Health Pathways-emale Sexual
Health check for appropriate testopand managment. If no history suggestive of STI then provide
routine ascreening for syphillis and chlamydia

I. If no hisbory suggestive of STI then provide routine screening for Chlamydia and syphilis

HedthPathways:Female Sexual Health Check
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Routine Testing

TheMoH recommenda set ofroutine testing in earlypregnancy It is important that women know what is
being tested for, who will notify her of the resulsnd what she will be offered if she will requitgther
testingor treatment. Consider other testing indicated e.g. hepatiti€.

Routine gcreening

Complete blood count

Blood group. Rhesus factor and antibodies

Rubella anfibody status

Hepatifis B serclogy

Syphilis serology; for more information, see: BPAC informalion on syphilis

HIV (the Ministry of Health recommends that all pregnant women be routinely offered HIV testing)

Hb&lc

Ferritin
Chlamydia testing Completed Previcusly '® Ordered Today Declined
Routine antenatal blood tests Completed Previcusly '® Ordered Today Declined [i]
Midstream Urine Completed Previcusly '® Ordered Today Declined [i]

i. Routine antenatal bloods consider whether additionaddting is required based on medical
history.

i. Routine screening foasymptomatic bacteriuria

I P: Patient handout on antenatal blood tests l

First trimester combined screening and Second trimester maternal serum screening
Screening can provide infortian about the chance of the baby having Down syndrometber conditiors.
Thescreening options available provide a risk estimate for Down syndrome (trisonfy@4ards Syndrome
(trisomy 18, Patau Syndromérisomy 13 and other rare genetidisorders.

First trimester combined screenirlg available for women less than 14 weeksgwrant. This option combines
the results of a blood test and a nuchal translucency (NT) ultrasound scan with other information, such as
maternalage andweight, to gve a risk result.

Second trimester maternal serum screenilsgavailabldor women 14-20 weeks pregnant and combines the
results of amaternalblood testwith other information including maternalge and weight, to give a risk result.

First/Second Trimester Combined Screening B

Combined screening

(®) Accepted
O Declined
O Midwife to request

0y
S

i.  First trimester genetic screening should be offered at@ weeks if the patient does not have an LMC
generalpractice, as non LMC providers are required to offer screening. Optimal screetilogd test at
9-13 weeks and nuchal translucancy scan is13l5 weeks gestationtation. If a woman first presents in
her secondrimester offer second trimester screening.

HealthPathwaysAntenatal Genetic screening
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Equity Gain

an2zNA FyR tIFOAFAO 62YSy KI @S GKS t2¢Sad dzZdil |
after adjusting for age, deprivation and DHB. Cost may be a contributing factor to inequitynirinig of
completed prenatal screening uptake, disst trimed G SNJ A ONB Sy Ay 3 Ay OdzNE |
while second trimester screening is fully funded. Systemic factors within the NZ maternity model of ce
may also be contributory with a potential disconnect occurring for the woman betweeimary medcal
care and later registration with a Lead Maternity Carer in the first trimester.

Disparity Risk

Payne et. al. note that it is possible that a limitation to access to first trimester screening for Maori an
Pacific woman is the cpayment cost of urasound scanning. If cost is a major driver of disparity the
potential benefit of the Best StarPregnancyTool in prompting referral for screening will be diminished,
YR AYRSSR YI& ONBIFIGS I 6ARSYAY 3 cavefingkhk sgpaymedit (i &
cost,for specificpopulations,but this then creates a @parity based on location.

It is important that evaluation of the Best StafregnancyTool considers equity in access to ultrasound
scanning including first trimester combined serum screening.

The following is content from the National Screening Writchdescribes the clinical requirements around
offering screeningNational Screening Unit 2012).

The Ministry of Health recommends all pregnant wonaee offered antenatal screening for Down siyome
and other conditions in either the first or second trimester of pregnaiNational Screening Un014a).
The exception is women who have:

1 been pregnant with or had a child with a significant physic&aming disability

91 a family history of @enetic condition.

These women should be offered a referral for a discussion with a specialist obstetrician or geneticist prior to
being offered screenin@National Screeningnit 2014).

The maternity providereferring the woman for screening must:

1 provide written and verbal information about screening to the woman, and support her to obtain
further information if appropriate

9 discuss antenatal screening for Down syndrome and other conditions as early adepiostib
pregnancy, to allow women thepportunity to consider participation in screening, ask questions, and
seek further information

1 confirm and document informed consent (which may be verbal) prior to ordering screening
1 agree how results will be commiaated to the woman and by whom.
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Careful consideration and discussion of the risk and benefits of all medicines are required in the management
of pregnant women or women intending to become pregnaviedicines where possibleshould be used at
the lowest effective dose for the shortest possible durat{tedsafe 2013)

1 Medicines should be used with caution in pregnancy

1 Medicines should only be prescribed in pregnancy if the expected benefits to the mother are
greater than therisk to the motherand foetus

1 First trimester exposure to medicines presents the greatest risk of foetal malformations.

The Best Start Pregnantgol facilitates practitioners to consider the implications of prescribed and-non
prescribed nedications in pregancy, the tool sources prescribing information from the PMS and pre
populates the form.

Review Medications: (Long term or prescribed in last 6 months - unselect medications not required for care plan)

L 4
Select Date Drug Directions What it's for
[V 15/10/2019 Potassium lodate 256 microgram 1 tablet, Once Dally
- (equivalent to 150 microgram of iodine)
tablet potassium iodate 256 microgram
(equivalent to 150 microgram of iodine)
{ablet
The tool asks about neprescribed medicines e.g. over the counter medications, supplements etc.
Any supplements or alternative ®ves ON
medications? S e L 4
Specify:
Kawakawa

Rongoa or other cultural or traditional @ ves () No
healing practices?

Specify:
Romiromi

Tablet Community pharmacy guide on medicine safety in pregnancy.

-
Medications/supplements

- Review medications. See Medications in Pregnancy and Breastfeeding !

HealthPathway Medications in pregnancy and breast feeding.

Firsttrimester medicine exposure (particularhags 18 to 56 postonception) is associated with the highest
risk of malformation. Use of see medicines in the third trimester may be associated with withdrawal effects
in the foetus €.g.SSRIs).

All available information about the medicine, as wellaay circumstances unique to the patient, should be
considered. It is also worth consideriagy medicines the male partner of a pregnant woman is taking as

rarely these may also cause problemsy(efinasteride). Medicines should only be prescribed ingmancy

when the expected benefits to the mother outweigh any potential risks to the motier faetus.¢ KS WLIA f £ Q
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icon links to the Communitharmacy Guiden medicine safety in pregnan¢Best Practice Adcacy Centre
New Zealand 2019)

Folic Acid

A major cause of birth defects is timeural tube defects (NTDs)hich include spina bifida and anencephaly
occurat a rate of 3.4 per 10,000 live birtltsaround 20 babies each year in New &sa. Taking folic acid
supplement in early preghancy reduces NTD risk.

Women at low risk of a NTD affected pregnancy, who plan to become pregnant, are recommended to take a
800 g of folic acid daily for at least four weeks prior to conceptand for 2 weeks after conceiving to
reduce the risk of NTOMinistry of Health 21c).

Women who are themselves affected with a NTD, or who have had a child with a NTD, or a close family
member who has had a NTD, or whose partner is affected or had a famdyyhi§tNTD, are recommended to

take a higher dose of 5000 ug (5 mg) didacid dailyfor at least four weeks prior to conception and for 12
weeks after conceiving to reduce the risk of NTDs.

A daily folic acid tablet of 5 mg also recommended for women who are on insulin treatment for diabetes
with medical indications (coeliac disease, sickle cell anaeiniagt least four weeks prior to conception and
for 12 weeks after conception to reduce the risk of NTDs.

A daily fdic acid tablet of 5 mg is also recommended for women who are takingamedi known to affect
folate metabolism such as ardpileptics €.9.carbamazepine, sodium valproate). This tablet should be taken
for at least four weeks prior to conception and fi2 weeks after conception to reduce the risk of NTDs.

Already taking folic acid? O Not currently (i)
O Regular dose (0.8mg daily)
® High dose (5mg daily)
Reasons for high dose folic acid History of neural tube defect in mother, father or their children
| maternal diabetes mellitus
] coeliac disease (or other malabsorption state)
[ sickie cell anaemia
[ Taking antiepileptic medications
[] No reasons for high dose folic acid
Prescribed today ) Not required
O Regular dose (0.8mg daily)
® High dose (5mg daily)

i. Ideally should be started 4 weeks prior to conceptiand continued for first 12 weeksof pregnancy ,
througholut pregnancyif mother has sickle cell anaemia.

Decision support

Any of the following answered in the tool is auto filledy Recommend to take higher dose folic
checked manually from list, then recommended higher dos{ acid 5 mg daily from 4 weeks
folic acid: preconception unti 12 weeks
9 History of neural tube defect in mother, father or completed pregnancy (ongoing
their children throughout pregnancy for women
1 Maternal diabetes mellitus with sickle cell anaemia).
9 Coeliac diseaser other malabsorption state
1 Sickle cell anaemia
9 Taking anticonvulsant meidations
If no indications found for high dose folic acid, then
recommend regular dose folic acid Low risk for NTD
Regular dose folic acid 0.8 mg daily
indicated until the end of 12 weeks
pregnancy.




lodine

lodine is important in foetal growth and brain development; pregnant and breastfeeding mothers need more
lodine. lodine supplementation of a 0.15 mg tablet once daily through out pregrnamgybreastfeeding is
indicated for mostvomen(Ministry o Health 208b).

lodine lodine prescription provided B
Already taking
* Mot indicated
Declined

HealthPathwaysiodine supplementation in pregnant women

Aspirin

Preeclampsia is a syndrome caused by abnormal development and function of the placenta. Aspirin as an anti
platelet agent is thought to worky acting to prevent claéing and inflammatory pathological changes in the
placenta occurring in early pregnancy, which result in abnormal placental function, and therefore pre
eclampsia. Recommended treatment fprevention of preeclampsia isLov dose aspirin 100mg ente

coated tablet taken at night from ®eeksto 36-weeks of preghancy, provided there no contraindications for
use(Ministry of Health 2018).

In a Cochrane systematic review treatment of women at high risk of preeclampkitowidose aspirin befer

16 weeks of pregnancy achieved a relative risk RB)54(95%CI 0.4D.70). (A relative risk of 1.0 means that
there is no effect of the intervention on the outcome. A value less than one with confidence intervals that do
not cross 1.0, show an efféee intervention which lowers risk. A RR over 1.0 indicatesmereased risk of the
outcome.) There is still good effect low dose aspirin for women at moderate risk RR 0.86 (95% CI 0.79 to 0.98)
(Duley, Let al 20(r). There is minimal evidence of harm fnanitiating aspirin earlier than 12 weeks of

pregnancy, andt may improve compliance to initiate at the first consultatin McCowan, personal
communication 23 Aug 201%

Calcium

Calcium supplementation in pregnancy (R5 per dg of elemental calcium) started by 16 weeks of
pregnancyreduces the risk of preclampsia. For women at higher risk, calcium supplementation is highly
effective (RR 0.22, 95% CI 0.12 to 0.42) to preveneplempsia. Women should be encouraged to hawiga
calcium intake in pregnancy and be supplemented ifnaderate or high risk of preclampsiastarting on or
before 16weeks of pregnancy. Risk of small for gestational #§&A)is not reduced by calcium
supplementation alone and is therefore SGAr& is not an indication for treatment.

Equity Gain
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Pacific 1.21 95% CI9®-1.57) and are reported to receive midwifery care later in pregnancy than woman of

other ethnicities therefore missing the ophum time to start aspirin and calcium to reduce in the incidence

of pre-eclampsia. Systematically identifying women at higtskifor preeclampsia through the Best Start

Pregnancy Tool and starting treatment earlier in pregnan@articularly for aspirin)and referring early for

specialist assessment will overcome system bias contributing to disparity.

Disparity Risk

A potentia disparity may be induced by the Best Start Pregnancy Assessment Tool by identification of wc
who will benefit from medicatiors in pregnancy, but socieconomic and other factors are barriers for access
to medications. For example; folic acid and io@iare standard prescriptions in pregnapdowever, a

woman may also require vitamin D, aspirin and calcium, and possibly adewrses of antibiotics.
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lyed 2F GKS F2ftft 26Ay3 | Whenmajor risk factors are present preclampsia will occur in abol

9  Anti-phospholipid antibodies, 1in 5 women. With low dose aspirin treatment, the risk is reducec
scleroderma or SLE 1in 10 wome:

I Chronic hypertension

1 Diabetes Recommendations:

9 Renal disease il L_ow dose aspirin qnd calcium are indicatedreduce the

Family history of preeclampsia in fisk O pre e

mother or sister Actions:

Sperm donation . ' - N
o q ; 9  Provide information on aspirin and calcium in pregnancy
T ocyte pnatlon i . 9 If no contraindications start low dose aspirin 100mg in th
T Any prevllous b_aby W|t_h_ cor:;pl!lcatlon evening.
ﬁ];?orzezim%a:o:evsiﬁérlggeeillgargsia 9 If contraindications for Aspirin, request obstetric specialis
complication of HELLP(Haemolysis, s\/llgw. | . ibed and di :
clevated LE Q& | YRk 2 NJ ¢ 1 alcium spplementation (prescribed and dietary) is

indicated. Prescribe calcium to achieve intake of 1g
elemental calcium intake per day until birth.

No major risk factors but at least 2 dhe When 2 or more minor risk factors are present there isiaoreased
T2t 26Ay 3 aYAY2NE NR 3 risk for preeclampsia:
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ethnicity Recommendations:

1  Family history of presclampsia in 1  Low dose aspirin and calcium are indicated to reduce ths
oloeQa FTFrOKSNHA T risk of preeclampsia.

I Gravida = 1 (Nulliparity) .

{ BMI>35 Actions:

9 abGSNYFE 38 x nn I Seek obstetrics advice.

1 Most recent baby born > 10 years ag 9 Provide information on asjin and calcium in pregnancy.

9 5ALAG2EAO .t X yn 1 If nopontraindications start low dose aspirin 100mg in th

evening.

9 If contraindications for Aspirin, request obstetric speciali¢
review.

I Calcium supplementation (prescribed and dietary) is
indicated. Prescribe calciutio achieve intake of 1g
elemental calaim intake per day until birth

Vitamin D

Vitamin Ddeficiency has been associated wibversefoetal outcomes including; impaired growth and bone
development of thefoetus, neonatalhypocalcaemiaeizures, increased wheeze and asthmahildhood. In
pregnancy Vitamin D deficiency is associated with increased ridhypdértension and preclampsia in
pregnancy, low birth weight and impaired glucose tolerafMaistry of Health 2013).

While thete is mounting evidence for the role afigplementing Vitamin D in pregnancy for women who are at
risk of deficiencythere is a lack of evidence about the required dose and frequency.

MoH released a consensus statement for guidance on Vitamin D in pregima®@13. Please note that further
evidence in the literature since this guideline was published strengthens the case for supplementing women at
risk of Vitamin O{Ministry of Health 2013).

In general, testing of asymptomatic pregnant women and infant®igecommended. Supplements should be
prescribed based on risk of vitamin D deficiency. The standard subsidised monthly 1.25 mg (50,000
international units, 1U) cholecalciferol tablet prescribed in New Zealand may be appropriate for women who
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have, or ae at a higher risk of, vitamin D definigy. This dose is not recommended for widespread use in all
pregnant women due to a lack of evidence of its safety in pregnant women who may not be vitamin D
deficient

Women 4 risk of VitD deficiency
1 Have daker skin
1 Completely avoid sun exposure
1 Haveliver or kidney disease or are on certain medications
1 Live in southern regions of NZ

Equity Gain

Anecdotally Vitamin D deficiency in pregnancy is rarely thought about in early pregnancy by health

LIN} OGAGA2YSNE o0dzi YI& 06S A YLR NlnlwiolspeRdesd timii tHeystiny |
because of work or lifestyle. While the evidence is incomplete, actual and potential benefit from treating
vitamin D deficiency may contribute to outcorde ¥ 2 NJ 6 KA OK A y S |j dzeolapsi§, pratérm
birth, small for gestational age and respiratory illness in childhood.

The tool guidelines referenddinistry of Healthguidelines on immunisation for pregnant women (Minisbfy
Health 2019)

Influenza (flu)
Influenza imnunisation is safe given during any stage of pregnancy. There is no increased risk of reactions to
the vaccine for pregnant women and you cannot get influenza from being immunised.

Womenshould be offered inflanza immunisation at the first trimester visit,it is available. If the vaccine is
unavailable at the time of consultation a recall should be set for offering her vaccination as soon as possible in
the new season.

The influenza vaccine will not harmetldeveloping baby. The vaccine simply stimugatee maternal immune
system to make antibodies that can fight off the virus that protect the mother and also pass on immunity to
the baby naturally, which has been shown to decrease the chances of newbamsinjetting the flu.
Newborn and young infasthave higher rates of influenza and hospitalisation than other children, so the
protection they receive from maternal immunisation in pregnancy is important

Women who catch influenza during pregnancy havehéigrates of pregnancy complications, including
premature birth, stillbirthand SGA babiedNew Zealand research shows that healthy pregnant women are
nearly five times more likely to be admitted to hospital when suffering from influenza complications than
women who are not pregnant

Pertussis (Whoopig cough)

Maternal immunisation for pertussis stimulates maternal antibodies which she passes on to her baby thereby
providing some protection for the newborn baby until they are old enough to be immunised.eWshould

be offered pertussis immunisationdim 16 week of pregnancy, preferably in the second trimester of
pregnancy to provide maximum protection, but there is still some effect up until 2 weeks before birth

Whooping cough spreads very easily through coughing and sneezing. It can cause selegeg oughing

attacks and may lead to serious complications like pneumonia and brain damage. It is worse for babies under 1
year of age. They are often unable to feed or breathe properly so can become very ill and may need to be
cared for in hospitalln New Zekand, babies are immunised against whooping cough at ages 6 weeks, 3
months and 5 months, then again at ages 4 and 11 years. They are not well protected from whooping cough
until they have had their first three doses.
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Maternal immunisation for peussis simulates maternal antibodies which she passes on to her baby thereby
providing some protection for the newborn baby until they are old enough to be immunised. Woman should
be offered pertussis immunisation from 16 weeks of pregnancy, preferablthé secad trimester of
pregnancy to provide maximum protection, but there is still some effect up until 2 weeks before birth
(Immunisation Advisory Centre 201%®ertussis immunisation is free for all pregnant women. Immunity to
pertussis decreases ovéme. Sopeople who have had pertussis in the past or been immunised can still catch
pertussis and pass it on to babies. The Ministry of Health recommibad®ther adults in close contact with
babies should also be immunised against whooping cough.ekeny thisis not free (Ministry of Health
2019d).
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Figure 3Immunisation in pregnancy for influenza and pertussis

(Counties Manukau Heal®019).

Equity Gain

Disparity Risk
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create disparity for wmnau who cannot afford to pay for the imamisation, but who may be at higher risk of
pertussis because of sociodemograpléctors.
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