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Skills Development Centre, Royal Brisbane and Women’s Hospital 



Morning session 
Time Task Presenter/Facilitator 
8 am Tour I Registration Deann Rice I Jill Banks 

9 am Welcome address Tami Photinos 

9.05 am Introduction I Housekeeping 
I Useful resources 

Dr Meg Cairns 

9.15 am Referrals & models of care  Jann Langusch 

9.30 am Gynaecology Services Dr David Baartz 

9.45 am Case work 1: Antenatal All 

10.45 am Morning Tea (15 minutes) All 



Time Task Presenter 
11 am Diabetes in pregnancy Dr Amanda Love 

11.30 am Pharmacy Karen Whitfield 

11.40 am Case work 2: Complex All 

12.40 pm Antenatal testing for 
chromosomal abnormality 

 Pauline McGrath 
 

1.10 pm Lunch (30 minutes)  All 

Middle session 



Time Task Presenter 
1.40 pm Breakout All 

2.40 pm Physiotherapy  Cara Masterson 

2.50 pm Breastfeeding Jeanette Tyler 

3.10 pm Video – Newborn examination 
3.20 pm Paediatrics – First 6-8 weeks 
3.50 pm Case work 3: Postnatal  All 

4.50 pm Summary   Meg Cairns 
5 pm Close  All 

Afternoon session 
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This presentation is available 
online 

• https://www.health.qld.gov.au/metronorth/r
efer/ 

• Regularly updated 
• May vary  from presentation viewed when 

you attended alignment workshop 
 



National guidelines   
 

www.health.gov.au/antenatal  



Online resources 

• RANZCOG Statements & Guidelines 
www.ranzcog.edu.au/college-statements-
guidelines.html 

• RACGP gplearning  
gplearning.racgp.org.au 

• Queensland Clinical Guidelines  
www.health.qld.gov.au/qcg 
Metro North HHS 
https://www.health.qld.gov.au/metronorth/refer/ 

• Brisbane North PHN 
http://www.brisbanenorthphn.org.au/ 
 



Online resources 
• Beyond blue 

www.beyondblue.org.au 
• Australasian Society for Infectious Diseases 

www.asid.net.au 
• Australasian Diabetes in Pregnancy Society 

www.adips.org  
• Genetics in general practice 

http://www.racgp.org.au/afp/2014/july/genetics-in-
general-practice/ 

• Centre for Genetics education – NSW Health 
http://www.genetics.edu.au/ 
 
  

 
 
 

 



Metro North guidelines 

https://www.health.qld.gov.au/metronorth/refer/ 
 



Brisbane North PHN 

http://www.brisbanenorthphn.org.au/ 

Online resources for GPs, women and families 
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Referral processes & models of care  
Jann Langusch 
Midwife/GP Liaison Officer 
Maternity Outpatients Department (MOPD) RBWH 

Skills Development Centre, Royal Brisbane and Women’s Hospital 



Refer your patient 



Refer your patient 



Metro North eReferral Template 



Metro North Referral Template 

Source: Queensland Government https://www.health.qld.gov.au/__data/assets/pdf_file/0021/432093/mater_refer.pdf 
 



Antenatal referrals 

• Send referral to CPI  
– MNCPI_Referral@health.qld.gov.au  
or Fax: 1300 364 952 (enquiries: 1300 364 938) 

• Confirm Medicare eligibility 
• Indicate Model of Care (MOC) on referral 

– If requesting Birth Centre include on referral -
Birth Centre allocations are completed at 12 
weeks gestation 

http://www.health.qld.gov.au/rbwh/services/maternity-q2.asp 



• Include copies of available results with referral to 
assist with triaging 

• Website 
– Advise woman to visit RBWH website for more information 

regarding maternity services 
http://www.health.qld.gov.au/rbwh/services/maternity.asp 

• Booking Appointment 
– Initial‘booking’appointment will be completed prior to 18 weeks  

• Follow-up 
–  All pathology & USS results reviewed and actioned by requesting 

practitioner.  
– Advise woman to follow-up results with you and attend regularly for 

pregnancy health & wellbeing examinations (every 4 weeks in 1st 
trimester) or if concerns 

Antenatal referrals 



Pregnancy Health Record 

Source: Queensland Government Pregnancy Health Record 
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf 



Initial physical examination 
• Responsibility of referring GP regardless of 

woman's requested model of care 
 

Source: Queensland Government Pregnancy Health Record 
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf 



Screening 



Appointment schedule 

Source: Queensland Government Pregnancy Health Record 
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf 



Women and babies 

https://metronorth.health.qld.gov.au/rbwh/healthcare-services 
 





Caboolture + Redcliffe Hospitals 

https://metronorth.health.qld.gov.au/caboolture/healthcare-services/maternity-services/choosing-an-option-for-
maternity-care 
https://www.health.qld.gov.au/redcliffe/services/wns-maternity 



Other Women’s and Newborn 
services  

 Early Pregnancy Assessment Unit 
(EPAU) 

Obstetric Review Centre (ORC) 
 

Childbirth education GDM midwives 

Postnatal in-home visiting 
following discharge 

Complex Case Manager  
(Inc. obstetric medical team) 

Cardiac Clinic Endocrine clinic 

Social Work Inc. Child Protection 
Liaison Officer 

Lactation Service 

Allied Health Anaesthetics clinic 

Mental Health CAPC (MFM) 

Milk Bank Gynaecology (Breast and Continence) 

Grantley Stable Neonatal Unit 



• Online information for 
women planning to birth 
at RBWH 

• Women opt-in at 
booking-in visit 

• Provided access for 12 
months - 24/7 from home 
computer, tablet or 
smartphone 

Image source: Royal Brisbane and Women’s Hospital 
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Gynaecology Services 
Dr David Baartz 
Clinical lead - Gynaecology 
Royal Brisbane and Women’s Hospital 
 

 
 

Skills Development Centre, Royal Brisbane and Women’s Hospital 



Services 

30 
Metro North Hospital and Health Service website: 
https://www.health.qld.gov.au/__data/assets/pdf_file/0035/649079/mn-gynaecology-services.pdf 
 



How to refer 



32 







Saturday, 25 MARCH 2017 

Case work 1: First trimester care 

Skills Development Centre, Royal Brisbane and Women’s Hospital 



 

Red group – first trimester 

• Julie - healthy 24 year old 
• LNMP was 4 weeks ago & uHCG is positive 
• This is her first pregnancy, she has no 

private health insurance & she wants to 
know what comes next 

• She has a 15 min appointment   
• Outline your approach 



NHMRC Iodine 
recommendation 2010 

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

• Women with pre-existing thyroid conditions should 
seek advice from medical practitioner prior to 
taking a supplement 

• Women who are thyrotoxic, have Graves disease 
or a multinodular goitre should not take 
supplemental iodine 
 



Iodine supplementation 

• Iodine and folic acid fortification of bread 
mandatory since 2009 but not high enough 
levels for pregnancy - supplementation still 
recommended 

• Most pregnancy and breastfeeding 
multivitamins contain iodine 

• Iodised salt recommended for women of 
child bearing age  
 
 www.foodstandards.gov.au   





Specific STI testing 

• National guidelines recommend testing all 
women under the age of 25 for Chlamydia 
as part of antenatal screen 

• Statewide pregnancy health record 
recommends testing all high risk women 
for Syphilis in third trimester as well as 
first trimester 

 



Queensland dTpa vaccination 
program for pregnant women 

 • Vaccination during pregnancy more 
effective in reducing risk of Pertussis in 
young infants than vaccination of mother 
post partum 

• Due to direct passive protection of 
newborn by trans placental transfer of high 
levels of Pertussis antibodies from 
vaccinated woman to fetus 

 Source: The Australian Immunisation Handbook 10th edition (updated August 2017) 



Queensland dTpa vaccination 
program for pregnant women 

 
• Recommended as a single dose during 

the third trimester of each pregnancy 
(optimal time 28-32 weeks)  

• Funded by Queensland Health 
 

 

Source: The Australian Immunisation Handbook 10th edition (updated August 2017) 



dTpa recommendations for 
other household contacts 

• Not funded but recommended that adult 
household contacts and carers of infants 
<6 months of age receive a dTpa vaccine 
at least 2 weeks before beginning close 
contact with infant.  

• Booster dose of dTpa recommended if 10 
years have elapsed since previous dose 

 

 Source: The Australian Immunisation Handbook 10th edition (updated August 2017) 



Queensland dTpa vaccination 
program for pregnant women 

 

Source: Queensland Health https://www.health.qld.gov.au/clinical-practice/guidelines-
procedures/diseases-infection/immunisation/research 

 



Influenza 
 • Pregnant women (and women planning 

pregnancy) are recommended to be 
immunised against influenza 

• Can be given during any stage of 
pregnancy, timing of vaccination depends 
on time of year relative to Influenza 
season, vaccine availability, stage of 
pregnancy and anticipated duration of 
immunity 
 

Source: The Australian Immunisation Handbook 10th edition (updated August 2017) 



• In Australia, vaccination is predominantly 
undertaken in General Practices (Australian 
Immunisation Handbook 10th Edition) 

• *Women who received recommendation from 
their health care provider are 20-100 times more 
likely to receive the vaccine 

• Metro North HHS Antenatal Clinics and 
Hospitals do not routinely provide vaccinations 

• Midwives & Obstetricians may not be registered 
Vaccine Service Providers (VSPs) 
 

 

Why immunise pregnant women 
in General Practice? 

*Yuen C, Tarrant M. Determinants of uptake of influenza vaccination among pregnant women 
– A systematic review. Vaccine. 2014;32(36):4602-4613  



Referral for vaccination 

• You may see this form 
• Recommendation from obstetrician or hospital 

antenatal clinic for vaccinations in pregnancy 



Pregnancy Health Record 

Source: Queensland Government Pregnancy Health Record 
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf 



• Anna - healthy 32 year old aboriginal 
woman who is pleased as her period is 
overdue and her home pregnancy test is 
positive 

• She has been stable on 100 mcg of 
thyroxine o.d. for several years & is taking 
no other medication 

• She has a 15 min appointment 
• Outline your approach  

Blue group - first trimester 



 Aboriginal and/or Torres Strait 
Islander services 



 Working together to support 
Aboriginal and/or Torres Strait 

Islander families 
• Ngarrama birthing service 
• Brisbane North PHN Closing the Gap 



Thyroxine management in 
pregnancy 

• Women with hypothyroidism, TSH should be < 
2.5 before and during pregnancy 

• Thyroxine requirements increase in pregnancy – 
recommend well controlled women increase 
dose by 30% at time pregnancy is confirmed; 
which practically translates into taking an extra 
dose twice a week 

• Known hypo or hyper thyroidism, check TFT 
every 6 - 8 weeks  

• Thyroxine can generally be decreased after birth 



Thyroid tips 

• Routine testing of TFT in 
pregnancy in low risk women is 
not recommended 

 



Thyroid Tips – subclinical 
hypothyroidism 

• If TSH >4.0, commence thyroxine  
• If TSH 2.5 - 4.0, repeat TSH, Free T4, 

Free T3 & measure anti-thyroid antibody 
titres 

• https://www.health.qld.gov.au/__data/asset
s/pdf_file/0029/663536/thyroid-disorders-
pregnancy.pdf  
 
 



Thyroid Tips – subclinical 
hyperthyroidism 

• TSH generally drops in 1st trimester with 
rise in HCG; typically normalises in 2nd 
trimester 

• If TSH < 0.4, repeat TSH, Free T4, Free 
T3 

• If TSH < 0.05, also measure TRAb   
• https://www.health.qld.gov.au/__data/assets/

pdf_file/0029/663536/thyroid-disorders-
pregnancy.pdf  



Thyroid Management 

https://www.health.qld.gov.au/__data/assets/pdf_file/0029/663536/thyroid-
disorders-pregnancy.pdf 



Vitamin D deficiency 

• Recommended that pregnant women at risk 
for vitamin D deficiency be tested in early 
pregnancy OR provided with vitamin D 
supplementation 
 
www.ranzcog.edu.au/college-statements-
guidelines.html 
https://www.mja.com.au/journal/2012/196/11
/vitamin-d-and-health-adults-australia-and-
new-zealand-position-statement  



25-hydroxyvitamin D, quantification in serum, for the 
investigation of a patient who: 
(a) has signs or symptoms of osteoporosis or osteomalacia; or  
(b) has increased alkaline phosphatase and otherwise normal liver function tests; or  
(c) has hyperparathyroidism, hypo- or hypercalcaemia, or hypophosphataemia; or  
(d) is suffering from malabsorption (for example, because the patient has cystic fibrosis, 
short bowel syndrome, inflammatory bowel disease or untreated coeliac disease, or has had 
bariatric surgery); or  
(e) has deeply pigmented skin, or chronic and severe lack of sun exposure for 
cultural, medical, occupational or residential reasons; or  
(f) is taking medication known to decrease 25OH-D levels (for example, anticonvulsants); or  
(g) has chronic renal failure or is a renal transplant recipient; or  
(h) is less than 16 years of age and has signs or symptoms of rickets; or  
(i) is an infant whose mother has established vitamin D deficiency; or  
(j) is an exclusively breastfed baby and has at least one other risk factor mentioned in a 
paragraph in this item; or  
(k) has a sibling who is less than 16 years of age and has vitamin D deficiency  
 
 

Vitamin D deficiency 

http://www.mbsonline.gov.au 
 



Vitamin D deficiency 

• Supplements: containing vitamin 
D3 (cholecalciferol) 1000 IU 

• 3000-5000 IU/day for at least 6-12 weeks 
is required to treat moderate to severe 
deficiency for most people. 

• Check levels after 3 months, continue 1000-
2000 IU/ day with adequate calcium intake 

 



Orange group – first trimester 
• Nicole - healthy 37 year old with a BMI of 40, 

presents following a positive home pregnancy test 
• She states home pregnancy test performed 3/52 

earlier was negative 
• Nicole is unsure when she fell pregnant as periods 

irregular and LNMP was 7 weeks ago 
• Nicole has been taking Folic Acid 0.5 mg daily and 

wants to know what to do next 
• She has a positive family history of VTE 
• 15 min appointment booked 
• Outline your approach  



Obesity guidelines 

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



Risk of high pre-pregnancy BMI 

Maternal Risks 
• Maternal death or severe 

morbidity 
• Thromboembolism 
• Gestational diabetes 
• Hypertension & Pre-eclampsia 
• Macrosomia 
• Induction of labour 
• Instrumental delivery 
• Infection post CS 
• Post partum haemorrhage 
• Post partum weight retention 
• Anaesthetic challenges 
• Excess  gestational weight gain 
• Lactation failure 

Fetal/Baby Risks 
• Congenital abnormalities 
• Poor US visualisation/difficult 

foetal surveillance 
• Stillbirth 
• Large for gestational age 
• Shoulder dystocia 
• Prematurity 
• Neonatal death 
• NICU admissions 
• Less breastfeeding 
• Childhood obesity and chronic 

disease 
 
 
 



Practical problems 

• BP measurement 
• Bed weight capacity 
• Theatre trolley movement & patient shifting 
• Ultrasonography – less reliable and risk of 

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

Image source: Donna Traves Sonographer, RBWH 



Obesity in pregnancy 

• It is recommended that women with a BMI 
> 30 are weighed at each visit 

• Advise women of their target weight gain 
based on pre-pregnancy BMI (Refer to 
page a6 PHR) 
 

Source: Queensland Government Pregnancy Health Record 
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf 



Pregnancy weight gain chart 
• Two resources available 

depending on pre-pregnancy 
BMI (<25 kg/m2 vs. >25 
kg/m2)  

• Weight gain chart encourages 
self monitoring 

• Self monitoring with behaviour 
modification supports ongoing 
behaviour change 

 

Source: Nutrition Education Materials Online (NEMO) https://www.health.qld.gov.au/nutrition/nemo_antenatal 



Dietetic support at RBWH 
• Group workshop and individual appointments 

throughout pregnancy with maternal health dietitian  

• Women with BMI of 25kg/m2 or above to be offered 
referral and encouraged to attend  

• Focus is healthy lifestyle – not dieting or restricting 
particular foods 

• Uses behaviour change principles. Topics include: 
– Importance of eating well in pregnancy 
– What eating well looks like 
– Weight gain in pregnancy &    

          the right balance is important                                                      
– Physical activity 

 In 2016 an additional session commenced at Nundah Community Health 

    
balance is important                                                     

Source: Women’s and Newborn Services. Royal Brisbane and Women’s Hospital 



First visit to GP  
• Advise hospital of BMI so appropriate internal 

referrals can be made  
• For women with a BMI > 30   

– Routine scheduled bloods plus E/LFT, OGTT, and urine 
protein/creatinine ratio 

– 5 mg of folic acid daily  
– If 1st trimester OGTT is negative, OGTT  at 24-28 weeks  
– Early US – confirm gestational age 
– Detailed anomaly scan & screening for congenital 

anomaly for all obese women 
– Screen for cardiovascular disease 

 
 



First visit to GP 

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

• Antenatal thromboprophylaxis if obese and  
additional risk factors for VTE 

• Refer to Queensland Clinical Guidelines: 
Venous thromboembolism (VTE) prophylaxis 
in pregnancy and the puerperium & 
Hypertensive disorders of pregnancy  

 
 



Venous thromboembolism 
(VTE)  

 • Second leading cause of direct maternal 
death in Australia 

• Qld Clinical Guideline: VTE prophylaxis in 
Pregnancy and the Puerperium updated  
October 2014 

• All mothers both antenatal and postnatal are 
risk assessed for VTE at each visit 

• Consider prophylaxis for women with 3 or 
more risk factors 

 
 



VTE antenatal assessment  

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



Green group – first trimester 
• Carol - healthy 40 year old presenting with a 

positive pregnancy test. Her first child, now 23 
years old was born at term weighing 4734g 

• Her BMI is 24, blood tests (FBC, E/LFT, TFT, 
Iron studies) from 2 years ago were normal and 
her family is healthy 

• She requests an US “just to be sure” as she 
knows her risk of miscarriage is high and she 
wants to see the baby’s heart beat ASAP 

• She has a 30 min appointment 
• Outline your approach 



Nuchal translucency/ 
first trimester USS 

• Medicare rebate eligibility clinical 
indications include : 
– Maternal age > 35 
– Risk of miscarriage 
– Risk of fetal abnormality 
– Uncertain dates 
– Previous LSCS 
– Pregnancy after assisted reproduction 

http://www.mbsonline.gov.au 



Pink group – first trimester 
• Kate - 34 year old G3 P2 who has an 

unplanned pregnancy 
• It is 6 weeks since her LNMP and she 

presents with PV bleeding  
• She is a blood donor and upon asking, she 

informs you that her blood group is A Rh 
negative 

• She has a 15 min appointment   
• Outline your approach 



First trimester bleed 

• Is the woman haemodynamically stable? 
• What is her blood group? 
• Where is the fetus? 
• Is the fetus viable? 

 



Incomplete miscarriage 
treatment options 

• Expectant  
– Repeat  B-hCG day 8 
– Consider USS if clinically indicated (symptomatic), to 

assess for retained POC, or if B-hCG not fallen 
>90% over 7 days   

– Refer if heavy or prolonged bleeding, pain, or if 
infection suspected  

– Urine hCG at 3-6 weeks if no POC histopathology, 
failure to return to normal menstruation by 4-6 
weeks, ongoing abnormal bleeding 



Incomplete miscarriage 
treatment options 

 

• Medical management – refer to EPAU 
– Misoprostol reported 80-99% effective achieving complete 

miscarriage  
– Not TGA registered for use in pregnancy but use supported by QH & 

RANZCOG 
– X 2 doses administered PV on consecutive days 
– Bleeding heavier than menses & pain– provide analgesics & 

antiemetics  
– B-hCG Day 1 and day 8 
– Consider USS if clinically indicated (symptomatic), to assess for 

retained POC, or if B-hCG not fallen >90% over 7 days   
– Refer if heavy or prolonged bleeding, pain, or if infection suspected  
– Urine hCG at 3-6 weeks if no POC histopathology, failure to return to 

normal menstruation by 4-6 weeks, ongoing abnormal bleeding 
 



Incomplete miscarriage 
treatment options 

• Surgical management  



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       
B-hCG is > 800-1000, be cautious  
 
 



Classic ectopic symptoms & risk 
factors 

• Triad of:  
– Amenorrhea, 6-8 weeks post LNMP 
– Abdominal pain (especially shoulder/rectal) 
– Bleeding 

• Risk factors include: 
– Previous ectopic pregnancy 
– Pregnancy associated with emergency 

contraception/POP/IUDs 
– Tubal surgery/infection/PID 
– 1/3 women diagnosed with ectopic 

pregnancy will have no risk factors 
 



Ultrasound: Correlation with B-
hCG 

• IUP can usually be seen with B-hCG levels 
above 800 mIU/mL 

• A threshold of 1500 will detect 98% of 
IUPs 

• Pitfall - multiple pregnancy 
• Higher thresholds will result in more 

missed ectopics 
• An IUP almost always excludes ectopic 

(heterotopic awareness when risk factors) 
 



Appropriate rise in B-hCG 

• B-hCG usually doubles every 48hrs between 
5-8 weeks gestation in a viable IUP 

• If the B-hCG is slowly rising by < 50%, it is 
usually a non-viable IUP, or ectopic (99% 
accuracy) 

• Consider multiple or molar pregnancy in 
rapidly rising levels 

• Single B-hCG value does not differentiate 
between viable and nonviable pregnancy 



Termination of pregnancy (TOP) 

• Women with complications or fetal 
abnormalities may request termination  

• Qld Health capacity is limited, no dedicated 
service 

• RBWH can do TOP beyond 22 weeks, but 
ethics committee process may take several 
weeks 

• Private services are available  



Rh D negative women 

• Pregnant women who are Rh D negative 
fall into two categories: those with and 
those without Anti-D antibodies 

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

 



Routine Anti-D prophylaxis 

Anti-D can be ordered from Red Cross or QML Blood Bank.  Please record the 
routine administration at 28 and 34-36 weeks on page a4 of the Pregnancy 
Health Record (PHR). 625 IU (125 μg) is recommended for ALL Rh negative 
women unless they are antibody positive. 

Source: Queensland Government Pregnancy Health Record 
https://www.health.qld.gov.au/__data/assets/pdf_file/0030/433659/pregancy_rec.pdf 



Anti-D administration 
• Order via QML Blood Bank 

– Phone 07 3146 5122 & request order form   
– Fax completed form 07 3371 9029 
– Anti D delivered with first courier run of day, 

leaving QML at 6:30am  
• If you do not have a QML service, Anti D can 

be ordered via Red Cross 
– Phone 07 3838 9010 
– Sent by taxi or courier, for a fee 

• Anti D must be administered within 72 hours 
of the sensitising event   



Anti-D administration 

• If you don’t have access to anti–D, please 
contact and refer the woman to: 
– Hospital A & E for early pregnancy bleeding 
– Maternity Assessment Unit for routine 

prophylaxis 
• If bleeding or this is 28/40 injection, send 

with copy of recent blood group and 
antibody result 

• Blood group & antibody test not required for 
34/40 injection if done at 28/40 



Changes to Anti D use  

• Insufficient evidence to support use of Rh D 
immunoglobulin in bleeding prior to 12 weeks 
gestation in an ongoing pregnancy. However, if 
pregnancy requires curettage or spontaneous 
miscarriage occurs, 250 IU (50mcg) Rh D 
immunoglobulin should be given 

• If miscarriage or termination after 12 weeks 
gestation, 625 IU (125 μg) Rh D immunoglobulin 
should be offered 

http ://www.nba.gov.au/pubs/pdf/glines-anti-d.pdf 
http://www.ranzcog.edu.au/womens-health/statements-a-guidelines/college-
statements-and-guidelines.html?showall=&start=1 
  



Anti-D prophylaxis for potentially 
sensitising events 

• Potentially sensitising events defined as any situation in 
which there is increased likelihood of fetal RBC’s 
entering maternal circulation. Include: 
– uterine bleeding in pregnancy ranging from threatened* 

miscarriage to antepartum haemorrhage. However, evidence 
insufficient to suggest a threatened miscarriage before K12 
necessitates Anti-D 

– abdominal trauma in pregnancy  
– uterine or intra-uterine intervention (such as external cephalic 

version, amniocentesis). However, responsibility for prophylaxis 
rests with the hospital at which these interventions are performed. 

*Anti-D to be given for threatened miscarriage in 2nd trimester 




