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Acknowledgement of Country

North Western Melbourne Primary

Health Network would like to acknowledge the
Traditional Custodians of the land on which our
work takes place, The Wurundjeri Woi Wurrung
People, The Boon Wurrung People and The
Wathaurong People.

We pay respects to Elders past, present and
emerging as well as pay respects to any
Aboriginal and Torres Strait Islander people in
the session with us today.

il



Housekeeping — Zoom Webinar

All attendees are muted

Please ask questions via the Q&A box only
Q&A will be at the end of the presentation

Welcome to Q&A

This session is being recorded, you will receive a link to Lot el
this recording and copy of slides in post session correspondence.

Questions will be asked anonymously to protect your privacy

|Type your question here...




Housekeeping — Zoom Webinar

Please ensure you have joined the session using the
same hame as your event registration © Participants (2)
(or phone number, if you have dialled In) (3 ~wnvern Education (Host, me)

u Jane Example

NWMPHN uses Zoom’s participant list to mark
attendance and certificates and CPD will not be issued
if we cannot confirm your attendance.

If you are not sure if your name matches, please send
a Chat message to ‘NWMPHN Education’ to identify
yourself.
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Collaboration

Northern Health
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Shared Maternity Care Collaborative
<ﬂ;‘3 ) Mercy Health

primarycare@mercy.com.au
Mercy Health Primary Care Liaison Manager, Caitlin Shaw
Care first Primary Care Liaison Officer, Sharon Tjissen

Northern Health

Northern Hea|th nh-primarycareliaison@nh.org.au
GP Liaison Officer, Dr Richard Sia

Consultant Obstetrics and Gynaecology, Dr Arzoo Khalid

Royal Women’s Hospital
gp.liaison@thewomens.org.au

the royal womens hospital Head of GP Liaison Unit, A/Prof Ines Rio
Primary Care Liaison Officer, Emily Lawson

v Western Health
gp@wh.org.au

Western Health General Practice Integration Manager, Skye Spencer

GP Advisor, Dr Jo Silva
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Shared Maternity Care Workshop 2: Improving
Outcomes in Pregnancy: Preterm Birth, Growth
Restriction and Family Violence

23 September 2025
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Health Patl;.\;iiay

Melbourne

% Community

HealthPathways
\ Melbourne
Women's Health A
Breastfeeding v
Contraception and Sterilisation v
Gynaecology v
Obstetrics A

Preconception Assessment
\ Antenatal Care A
Antenatal Care - First Consult

Antenatal - Second and Third
Trimester Care

Anti-D Prophylaxis in Pregnancy
Decreased Fetal Movements (DFM)

Medications in Pregnancy and
Breastfeeding

Prenatal Screening and Diagnosis
of Fetal Anomalies

Use and Interpretation of
Pregnancy Ultrasound

Diabetes in Pregnancy v
Maternal Postnatal Check

Pregnancy and Postpartum Mental

Health
Pregnancy Medical Conditions v
Obstetric Referrals v
Termination of Pregnancy (TOP) v
Our Health System v

HealthPathways — Antenatal Care-First Consult

Q_ Antenatal care

Melbourne

HEA

Latest News

9 September
I Health.vic

Health alerts and advisories (2

9 September
I TGAalerts
TGA alerts:

« Safety Alerts [ (for health professionals)
« Recall Actions [ (for health professionals)
« TGA Medicine Shortages [Z (for health professionals)

2 July

¥ Victorian Government investigation of sexual assault
allegations

The Victorian Government is investigating sexual assault
allegations involving a former childcare worker [ linked to
multiple centres across Melbourne. See further information [4
including support for concerned families and a dedicated advice
line.

24 April

Pathway Updates

Updated - 10 September
Endometriosis

Updated — 10 September
Children’s Eye Problems

NEW - 9 September
ADHD Medications for Children and Youth

Updated — 9 September
ADHD in Children and Youth

Updated - 9 September
Preparing a General Practice for a Disaster

VIEW MORE UPDATES...

About HealthPathways
What is HealthPathways? >

How do | use HealthPathways? >

]
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ABOUT HEALTHPATHWAYS

BETTER HEALTH CHANNEL

RACGP RED BOOK

Click ‘Send Feedback’
to add comments and
guestions about this

pathway.

USEFUL WEBSITES & RESOURCE

MBS ONLINE

NPS MEDICINEWISE

PBS

NHSD




Health Pathways

Melbourne

Assessment
0eally. the fest arenatal consult shoukd cotur 8t « 10 weeks Qestation, and & longer consult Of mare than one consult is usually

1. Corflern pregnancy with & urme pregrancy test, If not alteady done
2. Consider the noeds of priosity populatons v

3 Duscuss whether this 15 & phanned or unplanned
a0 dicuss avallable OptONS IN & NON SEECHVE MANNe!
mmrcmovw(vmmnm

4 Caloutate the estimaled Oue date (100) v using last normal menstrusl peniod Conssder arranging 8 datryg urasound v if dates
e uncernan

S Toke a hestory

o Ask sbout symptoms v

o Review history redevant 10 pregrancy v
memhumhr

11 unplanned, assess how the patent i Teelng adout the
feforTing 10 & [YegNancy Options counseling service

~ Click on the drop-down arrc
- supplementary information

.................................................................

o Offered by s0me Uitrasound providers.

o A combmation of ultrasound Sndings and 8 blood test (placental growth factor (POF)) 1s used 10 determmine the
sk Of pre-eclampsia duing pregnancy

« Can be requestod when sefernng for the nuchal transiucency and frst Timester morphology ulrasound
« Needs 10 be specifically requested on the referral for combimed frst mimester 1051 Of non-Ewaive prenatal testing

o There is curtently no Medcare rebate
s /

o fenal growth restriction v

o family vickence v / /

? mumvmdhmvumumbmmmmv See also the Prenstal
Screereng and Diagr of Fewad + pathwiry

B Pertorm physical EXamInation INCAsng
o Daseline weight v, body mass ndes (BA1) v, blodd pressure, candiac suscultation, and oral Covity heslh,

o Dreast examination, partculary ¥ concems about recent changes.

HealthPathways — Antenatal Care - First Consult

« High risic
o Previous early (< 32 weeks) fetal growth restriction (FGR), small for gestational age (SGA), and/or pre-

« High risk first vimesser pre-eclampsia screening result in this pragnancy
« Previoys sulibirth with FGR/SGA
« Maemnsl medical conditions €.g., Antiphospholipid anibody syndrome, renal impainment, cheonic
hypenension, or kabetes with vascular disease
* Moderate risk
« Age> 40 years or age < 20 years
« IVF singheton pregnancy
* Substance use during pregnancy .g., smoking, drugs
*« BMI>350rBMI<18
« Previous late (> 32 weeks) FGR/SGA

« Papp A< 0.4 MoM
« Uimized antenatal care
In these crcumstances, addmonal 15 recormmended in pregnancy, and low dose aspirin
be considered. See Safer Baby m%m«wmmhswmw(

Ak all pregnant patients sbout farmdy wolence,
Explain 10 patients that asking about family viclence i 8 routine part of antenatal care and that they ane in a safe and
conficential snvircnimen.

= INGMAtE PAMTNET Vickence My increase during pregnancy and postnatally.

+ Studies show tha patients find it scoeptabile 10 be asked about family viclence

Questions could indlude: *

‘15 there anything else going on in your life that you'd liee 10 tallk about 7

‘e your friends and lemily sware of what's Qoing on, and afe they worried about you and/or the children?”
“Ase you leeling unsate™

“Aae you worried about your children's safety™

Sew also the Disclowre of Family Vickenos pathway.




Health Pathways

Melbourne

Management

1 1t any Dleedng or pan, follow the Bewdig Durng Pregrane'y pastway 4/

2 Provide information sbout the types of pregnancy core avallable in your area, Including Gacussion of costs, if relevont.
o This may include pubiic hospital care v, GP cbatetncaan v, privite cDatetrician v, shaved Cire Vv, Of Canelond midwifery v
o See also Pregnancy Booking

3 Nwzml::mumumnm Clearly docurment any reasons that identify the patient as

41 the patsentt has 3 pre- ensing medcal Condinon v, MTange review by he reating specialist or appropniate specialint referral a8
200N &% Pregnancy i confirmed

S, 1 the pasent wdentifies 83 Abongmnal and Torres Strait islander, understand thew specfic Cultursl and spitus needs v and offer

referral 10 specific Indgencus services v Ensure INGIgENous statius is Cleardy marked on ol referrals 1o both mainstream and
INAQENOUS services.

6 Coase medcanons with potential teratogensc effects. Discuss with the reating specialist first, if required. See also Medcations n
Pregrancy and freastfeedng

7. Offier nfluenza vaconanon v, Dermussls viccinaton v, and COVID- 19 vaccmanion v 10 il pregnant and breastfeeding patients.
See imyrarvsation - Pregrancy /

8 Manage patierts 8t ncreased ek of pre echyTpsa v

9. Provide smoking cessation sdvice v If relevant.

10. Advise the patens that there i3 no safe limit of slcohol consurmption In pregrancy &

11, Provide mental health Support 8% appropriate. Advise patient of online resources, € § Centre of Perinansd Excellence (COPE) (3,
Gidget Foundation (2, PANDA (2. See also Perinacal Mental Heolth Care, <

12. Provide genenyl nuarmional advice [ and INformanon about hand hyghene v and food safety 2 10 prevent infections such as
Esterions, salmoneliosss, and oxoplasmonsis.

13 Recommend supplements
o Folc oo v

o odine v
o WaminDwv
o Routine iron supplementation 1 Not Necessary
o Bay of vegan/vegetarian dhet
See 350 RANZCOG ~ Vitamin and Mineral Supplementaton and Pregrancy £
Price 12 prescritang, see [ At sian Mertives Hardtocs or s suthortative source —
14 BMI < 18 5 or » 25V follow the Weight Management n Pregnancy and Pre prograncy pathway
15 Advise Datients SDOUT safle exercise In DIOgRancy v
16 Refer panents with substance use and dependence 10 the Royll Wormen's Hospisl sleohol and drug service 1. Also seek adwice
from cbatewic care provider

HealthPathways — Antenatal Care - First Consult

This section apphies 10 any patient who has risk faciors for developing pre-eclampsia v and is pregnane.
1. Discuss with obsietnc care provder 10 arrange early pregnancy care and obstetnic assessment.
2. Recommend prevenaive Therapy.
» If the pavent has 2 1 hugh nisk factor (or 2 2 moderse nsk factors), consider aspinn v, uniess conwaindicated.
. mmmﬂmm&ma‘hﬂk!w.Mtﬂdzﬂnﬂmn
mwnmwmmmm the prevention of pre-eciampsia, preterm
birth, and gestanonal hypenension.
« Calculae pavenes dietary calcium intake using SOMAND Calowm Calcuiator 2
o Consider checking serum calcium in patients on calcium supplements 10 exclude pre-existing
hypercaicaemea.
« If ami-phospholipss syndrome, consider low molecular wesght hepann ammmm
from an obstetrician. Do not use heparin 10 prevent pre-eciampsia except !
3. Recommend moderate mtensity exercise Vv,

4. Provide patient infoemanion &2 /
S. Educate about signs and symptoms of pre-eclampsia v.
6. Complete the following checks at each visit. /

« ask about symproms ang signs of pre-eclampsia v

« check blood pressure (BP). W&mms< 135/85 mmkg. This has been shown 10 be maternally
beneficial without adverse effects 10 the fetus *




HealthPathways HealthPathways — Non-acute Obstetric Referral

Melbourne
Nor-acute Obstetric Referral (» 24 hours)

if advice about management is needed, page the public hospital on-call obstetnic regiszrar (usually via hospial switchboard V), o
CONACT & Privale SPEcIalist via thesir CONSURING rooms.

See also

o Acute Dbstennic Referral (Same-day)

o Early Pregnancy Assessment Service (EPAS)
o Obstetrics pathways

Public

- _—

1. Check the referral criteria v Including Stasewide Referral Criveria for referrals 10 Level 6 Matemity sérvices I

2. Confiern that the patient is aware of the need for referral and is wiiling for this 10 take place. If the patient is not competent 1o
consent, refer 10 the consent process v

3. Prepare the required referral informiation v and marik the referral as urgent or routine v
4. Refer 10 the service.

« [f the patient needs 10 be seen before the scheduled sppointment, comact the service where patient is booked 1o birth. Speak
with clinic medwifery or obstetric staff, who can organise urgent clinic review. Then send a referral marked as urgent

« Speciakst cinics may request referral to a named specialist or Head of Unit
« Consider:
+ Cenerd Pracoce Referral Template v
* Hospital GP Lisison v
° Wmmdlmo«:«v/
o See 8l50 Shared Care Guidelines [ referral information
Eastern Melboume v
North Western Melboumne v
Sunewide v
S Advise the patient

= that providers may charge fees v
« 10 adwvise of any change In crcumstance as this may affect the referral

North Westem Melbourne A

Mercy Health - Werree Mercy Hosgetal Antenatal Clinics.
Liewed 4 Maternty Service

Northern Health Antenatal Care
Leved 5 Maternay Service

The Royal Women's Hospital Maternity Care Clinics.

Leved § Maternity Service

Fax (03) 83453036

Refercat form(s)  Rwterrsl Foem (3

Service specific criteria
INCIUBOn Criera
o Parove

o WOmen with Ngh fisk Cregnancies feQuirnyg tertiary Care
DO e NOrTy west of Viciona

o Women who are regnant and 3l withen e WomesTs
OCH MEOO0MaN el
* Sananogham
o WOmen with low fisk Dregnancies who fal within the
SINEOgNET MOSDRA loCa es

o SINGNION Of GCHONONIC Twin DYegnancy

o Paty<S

o Body Mass inex (BM) » 17 3nd « 37.9 3t Gate of
reterral

Exciuson ciera
*  Sanarngham
o WOmen with g righ Dregnanced

G

Reterral a0vce PRore COSIOYC QTN via SWRCADONS
Mead of unt Or Jenny Ryan, Director of Matesnity Services
When 000enng teSts 10f @ DAtENT (Or @ DORENTA DADenT) of T
Women's. add RWH in the oc Box on your pathology request sip
Thes witl enalle etectron Yansfer of resuts 10 The Roya
Women's HOSORM SeCond MeSCal record system




Health Path;Nays

Melbourne

Management section of Family Violence Pathway
Ouachosare of Family Viekenos
Management
11 Vi SuIvivar o childien 00 I immediate danger, call 000 for posce Supean ane 1800.015.-188 for safe steps (7 family
VIOlonco ang support service

2 M suspocted child abuse or neglect, report 1 Victarian Chid Protecton Service

3 Croute 0 DUSIWOTY 30 Sale 0w ONTent 10¢ I VICTIT SUPVIVOL 30 DAACtcn Bauma mfonned cae (2 Use the LIVES
Tramewonk v In SDPOCTNgG VICm Suryiver Gaciosng empe of famity

4 Deacuns safoty and @ safety pan (4 each CONMIMION BCCOMNg to nak
o Mgh ruk of imimediste voleoce A

o A VICTIN SUrVIVIY B NGA 1SR OF STnO0ute VOMN0E May Nt De Sate 10 Q0 home

o ABSE 0 10 CAll DORCE Or the Nanonal Sexusl Assait, DOmestic Family VIoknce Counteing Service on
1800737732 or safe $1604 Lamily vioknCe ahd SUpport sanvics 00 1800015188, and 1o find 3 safe place 10 g
10 9, friend's house

o If evidence exxits Of Bevious PWeat 10 e, QeNeral DHOCETIONOrS Cam INBOIM POSCE without VICTHN. Survivel Consent
AT ANG @XFAIN yOur ECISION 10 Ihe RSO

o Ly ek of inmediate viclence v /

. Ilmmnmmmmmmmmu-.cmmmm

W ™o nsks W LeChnology abuse
o 1TEE DONON wikd Whes vVIence Gos NOL TV BICERE 10 N6 DOTSONS BIMANSN0NE, CCOUNT JeLals Of MeSSA0es, Lwee A0
My b Of aswstance

« VROORESPECT ~ Dany Apo (4
* Ak izzy 14 - Froe on Tetstra mobile network
Consider reponting Image sbuse 10 the eSalety Commissone
5 Consider the needs of diverse COMIMUNItes O QrOUps that expe
o Paents 0d sngs v
o Do suse
o LOOTWA peopie v
o ADOGNM a0 Torres Surat isander peoasie v B
o Mgrwit snd refuges popuietons v 18
o Poopie with Gasdilites v
6 Koop ACOurate and CONRSenial 10cOnes of COMMILETIONS AN Njures v
7 EMpaasse (he VICTIMm SUNIVOrs N9 30 coNBaentiality 3d 10 deCide 0N & COUrse Of ACTIon That i NG far them

. Provide support = He The VICH SUNiVe 00008 INfOrmation, services, and Sock! supports. See Demestic und Family Vickrnos
Communay Sppen

" o there e e Of & newd for information sharng via Famiy Violence information Shaong Scheme (FWSS) (4 ane
vl Informasion Shaeing Scheme (1S5 (4

10 Review If you are seong other memibers of (e Tamity Be aware & 1 recommenced It different geners practiboners provde
A0 1OF T VTN SUrviver W0 I DRO0Me Wi U Tarmily vissence

HealthPathways - Family Violence

Family Violence referral and community support services

[ S
Family Violence Referral and Community Support

The services ksted on this page are roviding assistance b0 people expenencng violenco, of Wil past expenience of viclence

I Wy st i ) o L, €0 OO0 IF IrrorToiededlsh I il ] rd (o el B val il i 1o, haive 1 004080, which
Pl Tl Bl viCR S v Db 2 ours, iy iy O Wi ol

Sec also

o Aoyl Montsl Heahn Borvico Rederaly

o ANSaul oF ADuse CEniCE pEthw s

s Creld and Youts Mental Hoath Referrais.
& [Fidor Abwite anad Neghso

o Houbng Buppon

& Legal and Evhical

v Fepoming so Cheld Profecticn

o Gewusl Ausaun Coumiing v Suppon

Crisis services /

ﬁlmﬂmlmtmwnmmmmr I gheaenineg ailualion I P patiend i§ o immedote
anger, Call

Contact e service
Laslesn Mebourne »
Warth Western Melboims v

Sisiewide ¥

After hours services 4/

Al ours. servces Opsiale outide of The usual busmess howrs Monday 1o Fridey, 9 00 am o § 00 pm, nciudng seskends and
pabisc Mo as

CONBRDY e Srvio

Vietim-survivor support services 4/

Pryone of orvimss Counaelling arnd SApRoD weraces v
Speraied Tamily ViDEenCe Seraies v
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Health Pathway

Melbourne

Antenatal Care

Antenatal Care - First Consult

Antenatal - Second and Third Trimester Care

Anti-D Prophylaxis in Pregnancy

Preconception Assessment

Prenatal Screening and Diagnosis of Fetal Anomalies
Use and Interpretation of Pregnancy Ultrasound

Pregnancy Medical Conditions

Anaemia in Pregnancy

Asthma in Pregnancy

Hypertension and Pre-eclampsia in Pregnancy
Hypertension in Pregnancy and Postpartum
Thyroid Disease in Pregnancy

Diabetes in Pregnancy
Hyperglycaemia in Pregnancy
Pre-pregnancy Planning for Type 1 and Type 2 Diabetes

Type 1 and Type 2 Diabetes and Pregnancy

Relevant and related pathways

Obstetrics
Maternal Postnatal Check
Pregnancy and Postpartum Mental Health

Related and relevant Family Violence pathways
Disclosure of Family Violence

Family Violence Referral and Community Support
People Who Use Family Violence

Obstetric Referrals

Acute Obstetric Referral or Admission (Same-day)
Non-acute Obstetric Referral (> 24 hours)

Early Pregnancy Assessment Service (EPAS)
Pregnancy Booking

Statewide Referral Criteria for Specialist Clinics

Other related Pathways

Consent
Syphilis
Notifiable Conditions in Victoria

CPD Hours for HealthPathways Use



https://melbourne.communityhealthpathways.org/87607.htm
https://melbourne.communityhealthpathways.org/37932.htm
https://melbourne.communityhealthpathways.org/37932.htm
https://melbourne.communityhealthpathways.org/37932.htm
https://melbourne.communityhealthpathways.org/411642.htm
https://melbourne.communityhealthpathways.org/411642.htm
https://melbourne.communityhealthpathways.org/411642.htm
https://melbourne.communityhealthpathways.org/14013.htm
https://melbourne.communityhealthpathways.org/14013.htm
https://melbourne.communityhealthpathways.org/14013.htm
https://melbourne.communityhealthpathways.org/43477_1.htm
https://melbourne.communityhealthpathways.org/24172_1.htm
https://melbourne.communityhealthpathways.org/24172_1.htm
https://melbourne.communityhealthpathways.org/24172_1.htm
https://melbourne.communityhealthpathways.org/707273.htm
https://melbourne.communityhealthpathways.org/87609.htm
https://melbourne.communityhealthpathways.org/24572.htm
https://melbourne.communityhealthpathways.org/24574.htm
https://melbourne.communityhealthpathways.org/28855.htm
https://melbourne.communityhealthpathways.org/28855.htm
https://melbourne.communityhealthpathways.org/28855.htm
https://melbourne.communityhealthpathways.org/28855.htm
https://melbourne.communityhealthpathways.org/24568.htm
https://melbourne.communityhealthpathways.org/79597_1.htm
https://melbourne.communityhealthpathways.org/24054_1.htm
https://melbourne.communityhealthpathways.org/79551_1.htm
https://melbourne.communityhealthpathways.org/79551_1.htm
https://melbourne.communityhealthpathways.org/79551_1.htm
https://melbourne.communityhealthpathways.org/79572_1.htm
https://melbourne.communityhealthpathways.org/86642.htm
https://melbourne.communityhealthpathways.org/86642.htm
https://melbourne.communityhealthpathways.org/69472_1.htm
https://melbourne.communityhealthpathways.org/39247.htm
https://melbourne.communityhealthpathways.org/17056.htm
https://melbourne.communityhealthpathways.org/123318.htm
https://melbourne.communityhealthpathways.org/225268.htm
https://melbourne.communityhealthpathways.org/135609.htm
https://melbourne.communityhealthpathways.org/172370.htm
https://melbourne.communityhealthpathways.org/172370.htm
https://melbourne.communityhealthpathways.org/172370.htm
https://melbourne.communityhealthpathways.org/139790.htm
https://melbourne.communityhealthpathways.org/139790.htm
https://melbourne.communityhealthpathways.org/139790.htm
https://melbourne.communityhealthpathways.org/13402.htm
https://melbourne.communityhealthpathways.org/568471.htm
https://melbourne.communityhealthpathways.org/32058.htm
https://melbourne.communityhealthpathways.org/671937.htm
https://melbourne.communityhealthpathways.org/547491.htm
https://melbourne.communityhealthpathways.org/21690.htm
https://melbourne.communityhealthpathways.org/77822.htm
https://melbourne.communityhealthpathways.org/145650.htm

Health Pathways

Melbourne

HealthPathways Melbourne has CPD hours for
HealthPathways Use to support clinicians in meeting
their CPD requirements through everyday use of the
platform

L *

I R ———

CPD Hours for HealthPathways Use
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Step 1: Access Pathway page

m!."' = - 2= B
Psychosis - Established
it P et
et (s | T »
o Ampeychett Msgubin
o Pagass o Cnende [ JETRee. >
e ° B s 0 my
P arariownt haem 40 a0l or sty /-’—\\\
P Sunpectnd srgwit seme o 5. e temos, deivien S o @
( 7 Al g ies >
00 Cwww a0 =1
Background \ =
i

Navigate to a clinical pathway (e.g., Psychosis —
Established).

Click “Add learning notes” or “Create a CPD report” to
begin tracking your CPD activity.

Step 2: Add Learning Notes

# Add learning notes

‘hat did you learn, and how will this impact your practice? What related follow-up activitees do
ol plan 1o do?

o Pl CoewenEnCE, nclude e 0P caiegeny (5. educebionsl erivney ) e the daie This will make & eaver i0 edd
el Cresyie & Sheorough repodt ket D reot include sy paem sdentriaiie nforTraon

For further information on the CPD reporting tool, please see these videos:

o How to create a CPD report

o How to add learning notes

CPD Hours for HealthPathways Use and the CPD Reporting Tool:

Create a report

Lewrng notes  CFD seporty

Al Fepecn ( Puythoss
B v

— Add your reflection
Diatal rarega

Wh derd et wrmy g boe mdl fuap rnperd s precioe We selyied hellos op s B
i ki 1 oo kT
Doz ol o by g v e e Pformeon

Add pages you've reviewed
including reflections for each

= Catugary
Paychases - Finst Episode Mot al Haakh

Hesvier
Ly TAE W

e Comimanty HealBPative 11 mim

- Save report as POF for
£kl sks submission

Step 3: Generate Your CPD Report

* Go to the CPD Reporting section.

* Add reflections, review pages, and confirm time
spent.

*  Export your report as a PDF for submission.


https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthpathways.cmail19.com%2Ft%2Ft-l-gljtytt-tijtjdirit-k%2F&data=05%7C02%7Ccrystal.barbedo%40emphn.org.au%7C002f1181963748d7633308dd7bda7aa9%7C64637d7cf140454aaf0853707c601785%7C0%7C0%7C638802900503279667%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=nZEK9C06YWW6CSiF71vnzx6ZzklAHFZwU%2BF6g%2FRlk5g%3D&reserved=0
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( AusCAPPS Network A free online network designed to support primary care clinicians to provide long-
Community of Practice acting reversible contraception (LARC) and early medical abortion (EMA) services.

Benefits of joining AusCAPPS

e Connect with GPs, practice nurses, nurse practitioners,
midwives, Aboriginal Health Practitioners and
community pharmacists who have an interest in
providing LARC and/or EMA services in Australia

D Join AusCAPPS

e Discuss case studies and chat with peers and expert
clinicians

The Australian Contraception and Abortion

Primary Care Practitioner SuBEon Network

A network for professionals working with women to optimise reproductive health.

, @.&.'I/"J

e Find providers near you and build local networks

e Get access to the latest evidence-based resources,

. . . Chat with peers aﬁ'd experts Providers near you Resource Library - . -
guidelines, webinars and podcasts , ?
e Keep up to date with education and training ‘m B s = . s
O p po I"tu n it i eS rel ated tO LARC a n d E MA Webinars and podcasts LARC & EMA trainilng Topic Library h— -
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Dr Bethany Sampson is a generalist Obstetrician and Gynaecologist working full-time for Western
Health. She is currently the clinical lead of maternity and gynaecology for Bacchus Marsh Hospital,
which provides low-risk obstetrics and gynaecology to outer western Melbourne. This role spans the full
continuum of women’s health—from antenatal care and childbirth to postnatal support, gynaecology
clinics, abortion care, and surgical services.

Professor Fabricio Costa, is a Consultant in Maternal Fetal Medicine at Gold Coast University Hospital
and Professor of Obstetrics and Gynaecology at Griffith University. His research spans early pregnancy
screening, pre-eclampsia prevention, and fetal DNA testing. He leads national efforts to implement a
Clinical Decision Tool in Australia and has published over 220 peer-reviewed papers. His work integrates
lab research, clinical trials, and health policy to improve perinatal outcomes.

Dr Tanya Ellis is a qualified clinical Social Worker with additional credentials in Management,
Leadership, and Workplace Training. She has extensive experience across health, government, and
community sectors, including roles as Training Officer, Team Leader, and Program Manager. Her work
focuses on supporting vulnerable individuals and families facing complex medical and social challenges.
Tanya has a strong interest in family violence practice and is passionate about trauma-informed care for
both children and adults.
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DEFINING
GROWTH

RESTRICTION:

SGAYVS IUGR

Small for gestational age (SGA) is any babe born below the
| 0% centile for their gestation

Not all babies who are SGA will be growth restricted, some
babies who are above the 10t centile will be growth
restricted

|0t centile cut offs don’t take into consideration genetic
considerations for fetal size (parental height and weight,
ethnicity, parity, fetal sex)

Babies who are constitutionally small are less likely to be at an
increased risk of perinatal mortality or morbidity though
without individualised growth charts it can be challenging to
distinguish between SGA and growth restriction

More than 50% of babies below the |0 centile for gestation
will be constitutionally small




DEFINING
GROWTH

RESTRICTION:
SGAYVS FGR

Fetal growth restriction or intrauterine growth restriction
(FGR or IUGR) is a pathological process wherein a fetus
does not reach its growth potential

Can be evidenced by:

Reduction in growth centiles throughout the pregnancy (fall of
more than 50 percentiles for AC or EFW between scans or
crossing quartiles on growth charts)

Reduced abdominal circumference on ultrasound compared
with head circumference

A change in Doppler studies demonstrating increased placental
blood flow restriction

Reduced amniotic fluid on ultrasound

Severe SGA (definitions may change depending on health
service) i.e. <3 centile EFW or AC



WHY DO WE CARE ABOUT FGR!?

= Antenatally
= Increase risk of still birth
= Preterm birth
= Caesarean section
= Neonatal period
= Feeding difficulties
= Jaundice
®  Late onset sepsis
=  Hypoglycaemia
= Bronchopulmonary dysplasia
= NEC

= Pulmonary hypertension

Long term consequences

Neurodevelopmental delay, ADHD
Asthma
Childhood and adult obesity

Metabolic disorders — hypertension, cardiovascular disease,
T2DM



TYPES OF FGR

= FEarly onset

m <32 weeks

= Warrants MFM referral, tertiary care in a facility with high level neonatal care, frequency of scans will depend on Doppler
findings

m  Consider early onset pre-eclampsia, infection, chromosomal abnormalities
m |ate onset
= >32 weeks

" Warrants obstetric led care, more frequent growth scans (every 2 weeks), Doppler and AFl every week, CTG monitoring



TYPES OF FGR

Table 1 Main clinical characteristics of early- and late-onset fetal growth restriction (FGR)

Characteristic

Early-onset FGR

Late-onset FGR

Main clinical challenge
Prevalence

Gestational age at manifestation
Ultrasound findings

Doppler velocimetry

Biophysical profile
Hypertensive disorders of pregnancy
Placental histopathological findings

Perinatal mortality
Maternal cardiovascular
hemodynamic status

Management

30%

< 32 weeks

Fetus may be very small

Spectrum of Doppler alterations that involves
umbilical artery, middle cerebral artery and
ductus venosus

May be abnormal

Frequent

Poor placental implantation, spiral artery
abnormalities, maternal vascular
malperfusion

High

Low cardiac output, high peripheral vascular
resistance

Detection

70%

> 32 weeks

Fetus not necessarily very small
Cerebral blood-flow redistribution

May be abnormal

Not frequent

Less specific placental findings, mainly
altered diffusion

Low
Less marked maternal cardiovascular
findings




m [sabelle is a 23 year old female in her first pregnancy. She is married to Jeremiah, her childhood
sweetheart. She has no medical history, a normal BMI, non-smoker, no drugs or alcohol. Negative
carrier screening pre-pregnancy. Taking pregnancy multivitamin.

® Booking bloods are normal, normal NIPT, dating scan and early anatomy scan

m Referred to local health service at 14 weeks and identified as low risk pathway and opts for shared
care with her GP

CASE STUDY: ISABELLE




RISK FACTORS

Table A: Available from history at booking (usually prior to 12 weeks)

Risk category Definition of risk Definition of outcome Estimate  Point estimate and
measure measure 95% Cl
Maternal Risk Factors
Age Maternal age = 35 years? BW < 1oth centile population OR 1.4 (1.1-1.8)
Maternal age > 4o yearanr BW < 10th centile population OR 3.2 (1.9-5.4)
Parity Nulliparity®® BW < 1oth centile population* OR 1.89 (1.82-1.96)
BMI BMI < 20%8 BW < 10th centile customised OR 1.2 (1.1-1.3)
BMI 25-29.9%8 BW < 10th centile customised RR 1.2 (1.1-1.3)
BMI = 30%° BW < 10th centile customised RR 1.5 (1.3-1.7)
Maternal substance Smoker*? BW < 10th centile customised AOR 1.4 (1.2-1.7)
Exposure Smoker 1-10 cigarettes per day®’ BW < g.gth centile population OR 1.54 (1.39-1.7)
Smoker = 11 cigarettes per day??t BW < g.9th centile population OR 2.21 (2.03-2.4)
Cocaine®8t BW < 1oth centile population OR 3.23 (2.43-4.3)
IVF IVF singleton pregnancy*! BW < 10th centile OR 1.6 (1.3-2.0)
Exercise Daily vigorous exercise32t BW < 1oth centile customised AOR 3.3 (1.5-7.2)
Diet Low fruit intake pre-pregnancy20 BW < 10th centile customised AOR 1.9 (1.3-2.8)



RISK FACTORS

Previous Pregnancy History

Previous SGA Previous SGA hahy’T BW < 10th centile customised OR 3.9 (2.14-7.12)
Previous Stillbirth Previous stillbirth®t BW < 10th centile customised OR 6.4 (0.78-52.56)
Previous pre-eclampsia Pre-eclampsia’ BW < 1oth centile population AOR 1.31 (1.19-1.44)
Pregnancy Interval Pregnancy interval < 6 months?> SGA not defined* AOR 1.26 (1.18-1.33)
Pregnancy interval = 60 months®> SGA not defined* AOR 1.29 (1.2-1.39)
Maternal Medical History
SGAY Maternal SGA31t BW < 10th centile population* OR 2.64 (2.28-3.05)
Hypertension Chronic hypertension”t BW < 10th centile population ARR 2.5 (2.1-2.9)
Diabetes Diabetes with vascular disease'4t BW < 10th centile population OR 6 (1.5-2.3)
Renal disease Renal impairment'3t BW < 10th centile population AOR 5.3 (2.8-10)
APLS Antiphospholipid syndrome'®t FGR no definition RR 6.22 (2.43-16.0)
Paternal Medical History¢
SGA Paternal SGA*3t BW < 10th centile population OR 3.47 (1.17-10.27)




RISK FACTORS

Table B: Current pregnancy complications/developments

Risk category Definition of risk Definition of outcome Estimate  Point estimate and
measure measure 95% Cl
Threatened miscarriage Heavy bleeding similar to menses**f BW < 10th centile population AOR 2.6 (1.2-5.6)
Ultrasound appearance Echogenic bowel®?1 BW < 10th centile population AOR 2.1 (1.5-2.9)
Pre-eclampsia Pre-eclampsia®t BW < 1oth centile customised AOR 2.26 (1.22-4.18)
Pregnancy induced Mild'’ BW <1oth centile population RR 1.3 (1.3-1.4)
hypertension Severe'’ 1 BW < 10th centile population RR 2.5 (2.3-2.8)
Placental abruption Placental abru pticnnEﬂ SGA not defined* OR range 1.3-4.1
Unexplained APH Unexplained APH*+ ‘IUGR’ not defined OR 5.6 (2.5-12.2)
Weight gain¢ Low maternal weight gain'3t BW < 10th centile population OR 4.9 (1.9-12.6)
Exposured Caffeine = 300 mg/day in BW < 10th centile population OR 1.9 (1.3-2.8)
third trimester®®
DS marker PAPP-A < 0.5 MoM**t BW < 10th centile population OR 2.6




m  [sabelle come to see you at 20 weeks for her morphology scan.The result is normal, placenta is anterior and clear,
EFW on the 60t centile

®  The pregnancy continues to progress well, she attends regularly, has seen the local health service at 28 weeks and
plans to see them again at 36 weeks

= You have an appointment at 34 weeks and notice the SFH has not changed over the last two appointments
= 24 weeks = 24cm
m 28 weeks = 28cm
= 3| weeks = 3lcm

m 34 weeks = 3lcm

CASE STUDY: ISABELLE




m You refer Isabelle the local health service for a review
m CTG is normal
® Urgent AFl and Doppler are conducted and normal

= A growth scan is organised ASAP which shows EFWV 40% centile, AC 20t centile, normal AFl
and Doppler

® She is seen by an obstetrician who repeats the SFH at 35 weeks and feels it is 35cm. They
recommend a growth scan at 36 weeks and ongoing care with yourself until 38 weeks when
they would like to review her again

CASE STUDY: ISABELLE




MONITORING
FOR FGR

All pregnancies will have their risks for FGR outlined in
their booking assessment by a midwife or obstetrician

This includes

Confirming EDD

Assessing for pre-existing risk factors (smoking,
maternal weight)

Reviewing previous pregnancy outcomes

Reviewing investigations to date which may be
associated with FGR (low PAPP-A, placental
abnormalities)

Antenatal screening for FGR will include SFH +/- additional
ultrasound between 28-36 weeks




SFH

MEASUREMENTS

Measurement in cm of distance between the symphysis
pubis and the uterine fundus

Measured from 24 weeks

Values on the tape measure should be faced away (no
cheating)

A typical fundal height should match gestation (i.e. 34cm at
34 weeks)

A SFH of less than or equal to 3cm warrants further
investigation for FGR (and greater than 3cm also warrants
investigation for LGA or polyhydramnios)

Should also investigate further where a fundal height
becomes static (e.g. 35cm at 34 weeks, then again 35cm at

36 weeks)

A static or reduced fundal height should trigger review with
CTG and an urgent ultrasound for fetal wellbeing or growth



® You see Isabelle as planned at 36 weeks

= Her growth scan shows an EFW on the 20t centile, AC |5% centile, normal AFI and Doppler

® SFH at this appointment is 33cm

= You refer her back again to the local health service, accentuating the drop in centiles and ongoing
reduced fundal height at this appointment

® The obstetrician who sees her this time agrees with you and plans for weekly monitoring and
induction of labour at 38-39 weeks

CASE STUDY: ISABELLE




LIMITATIONS OF MONITORING

m  SFH has a sensitivity of around 27%
= Maternal BMI
= Fibroids
m  User variation (reliability is improved with continuity of care)
®  Fetal presentation
®  Ultrasound reliability
= EFW can be discordant by up to 500g at term
®  Human error within scanning depending on skill level, experience, environment
= Cost of ultrasound

= Availability



m |sabelle has a safe induction of labour at 38+4 and delivers a healthy baby girl who she names
Susannah

= Susannah is on the 5% centile for her gestation. She is a well baby though has some challenges
with establishing breastfeeding which is resolved with support of the local lactation consultants

= At a 3 months post partum visit, Isabelle asks you about her pregnancy and wonders if there is
anything that should be managed differently in a future pregnancy or any steps to take in the
interim

CASE STUDY: ISABELLE




PREVENTATIVE MEASURES

= Pre-pregnancy
®  Reduction or quitting smoking
= Normalisation of weight
®  Good nutrition/exercise/stress management
" Interpregnancy interval > 6 months
= Antenatally
= No benefit for routine aspirin unless history of early onset pre-eclampsia
®  Smoking cessation or reduction
= Engagement in healthcare

= Continuity of care models may be more likely to identify FGR earlier



CAUSES OF FGR

= Placental
= Substance abuse (smoking, cocaine, alcohol)
= Medical conditions: hypertension/pre-eclampsia, diabetes, autoimmune disease, thrombophilias, renal disease
= Abnormal placentation, placental abruption, placental infarcts
= Umbilical cord abnormalities: velamentous, marginal cord insertion, single fetal umbilical artery
= Multiple gestation

=  Non-placental

Infection: HIV, CMV, malaria, rubella, syphilis, toxoplasmosis, TB, varicalla

Chromosomal: trisomy 13/18/21

= Major congenital abnormalities:anencephaly, congenital heart disease, diaphragmatic hernia, gastroschisis/omplalocoele, TOF

Metabolic



m |sabella comes to see you four years later

® She is pregnant again but is unsure of how far along she is this time

® She has separated from Jeremiah and taken up smoking 20 cigarettes per day
® The separation has placed financial strain on her and her family

®  You organise a dating scan and routine bloods and discover she is already 16 weeks pregnant.All
her bloods have returned normal.

" You place an urgent referral to the hospital for booking in and organise her morphology scan

® She does not want to pay for aneuploidy screening

CASE STUDY: ISABELLE




m |sabella is booked in at the hospital and again recommended for shared care

= [sabella told the hospital she is going to quit smoking and due to her last baby being above the 10®
centile, she is not flagged as increased risk for SGA. She has not yet quit smoking

= Her morphology scan shows a normal fetus, EFW 60t centile, but a marginal cord insertion — this
result was not yet back at the time of her booking in appointment

= You recommend to Isabella that she should have hospital based maternity care due to multiple risk
factors for FGR and request she is seen at 24 weeks for a management plan

CASE STUDY: ISABELLE




" The hospital corrects her pathway and she is recommended for growth scans at 32 and 36 weeks
for maternal smoking and marginal cord insertion

CASE STUDY: ISABELLE




INVESTIGATIONS
FOR FGR:
ULTRASOUND

Ultrasound is used to predict estimated fetal weight as well
as markers of fetal wellbeing

Fetal size is estimated using a combination of the
measurements of biparietal diameter, head circumference,
abdominal circumference and femur length

Ultrasound accuracy is limited — human factor, fetal
size/gestation, operator experience

The use of ultrasound is most reliable for predicting
growth when considered over multiple scans over several
weeks




INVESTIGATIONS

FOR FGR:
ULTRASOUND

Doppler studies

Umbilical artery Doppler

Increased umbilical artery Doppler indicate Flacental
insufficiency and maternal malperfusion of placenta

Progressive increase corresponds with reduced placenta
surface area and therefore loss of gas and nutrient exchange

May eventually show absent or reversed end diastolic flow

MCA Doppler

In a normal fetus the MCA would be a narrow vessel and

therefore have higher flow, vasodilatation is a response to

hypoxia associated with FGR which presents with a reduced
EA Pl, this is called cerebral redistribution

DV Doppler

Normal DV doppler demonstrate an ‘a-wave’

Absent or reversed a-wave is a sign of cardiac compromise
in response to severe FGR (either attempted increased
blood flow towards the heart or increased intra-atrial
pressure secondary to high cardiac afterload)



Biophysical profile
Fetal breathing (0/2)
INVESTIGATIONS Fetal tone (0/2)

FOR FGR: Fetal movements (0/2)
ULTRASOUND Amniotic fluid volume (0/2)

A score of <2 has a 100% sensitivity for fetal acidaemia

A score of <4 may indicate fetal acidaemia




INVESTIGATIONS

FOR FGR: CTG

CTG monitoring gives real time insight into fetal wellbeing

The presence of accelerations and normal variability on a
CTG are unlikely to be seen in a hypoxic fetus

Local guidelines for the frequency of CTG monitoring for
FGR will vary but typically not performed prior to 28 weeks

CTGs may also be indicated in the case of reduced fetal
movements (>28 weeks), antepartum haemorrhage,
hypertension or intrapartum



Growth restriction prior to 24 weeks has a higher
association with chromosomal abnormalities

INVESTIGATIONS Infection should be excluded in patients with early onset

growth restriction or polyhydramnios

FOR FGR

Consider pre-eclampsia at all gestations but especially with
early onset — pre-eclampsia bloods (FBE, LFT, UEC, coags,
urine P:CR) and BP




m |sabella continues her pregnancy care through the hospital

= Her growth scan at 32 weeks shows an EFW on the 60t centile, AC on the 55t centile, with
normal AFl and Doppler

= At 36 weeks the EFWV is on the 5% centile, AC on 8™ centile with normal AFl and Doppler

®  Again, she is recommended for weekly AFl and Doppler and a CTG and has an induction of labour
at 38 weeks after a period of reduced fetal movements

= She delivers a boy named Conrad who is on the 9t centile. He needs a brief period in the special
care nursery with TTN but then goes home with Isabella and is feeding well

CASE STUDY: ISABELLE




Doppler and cardiotocography examination in FGR fetus

— . =

< >
2440to25+6wks 2640 to 28 + 6 wks 2940 to 31+ 6 wks 3240 to 33+ 6wks* >34 + 0 wkst 36+0to 37+ 6wks 3840 to 39+ 0wks
AEDF or REDF in UA: monitor every 2-3 days unless delivery is indicated
l h 4 Y v A 4

Personalized
management

Deliver if DV
a-wave at or below
baseline or
STV <2.6 ms

Deliver if DV
a-wave at or below
baseline or
STV <3.0ms

Deliver if UA-REDF
or
STV <3.5ms

Deliver if UA-AEDF
or
STV <4.5ms

Deliver if UA-PI
> 95 percentile
or AC/EFW
< 3" percentile

Deliver if signs of
cerebral
redistribution
or any other

feature of FGR

Deliver if: - spontaneous repeated
unprovoked decelerations
- altered biophysical profile
(score <4)
-STV <4.5ms
- AEDF or REDF in UA

- maternal indication

Deliver if: - spontaneous repeated unprovoked decelerations
- altered biophysical profile (score <4)
- maternal indication

Figure 2 Recommended management of pregnancies with fetal growth restriction (FGR), based on computerized cardiotocography and
Doppler findings. *Permitted after 30 + 0 weeks. tPermitted after 32 + 0 weeks. AC, fetal abdominal circumference; AEDF, absent
end-diastolic flow; DV, ductus venosus; EFW, estimated fetal weight; PI, pulsatility index; REDF, reversed end-diastolic flow; STV,
short-term variation; UA, umbilical artery; wks, gestational weeks.



REFERENCES

m  |SUOG Practice Guidelines: diagnosis and management of small-for-gestational-age fetus and fetal growth
restriction. Ultrasound Obstet Gynecol 2020; 56:298-312

= Fetal Growth Restriction Before and After Birth ANDREA WESTBY, MD,AND LAURA MILLER, MD, MPH Am
Fam Physician. 2021;104(5):486-492

" The Investigation and Management of the Smallfor—Gestational-Age Fetus Green—top Guideline No. 31

m  South Australian Perinatal Practice Guideline Fetal Growth (Restricted) Department for Health and Wellbeing,
Government of South Australia.



W
Griffith

UNIVERSITY

Queensland, Australia

Prediction and
prevention of

Pre-eclampsia

Prof Fabricio Costa

Gold Coast Health

always care Slide 49 ueensland

overnment

o




Gold Coast Health

The problem statement Building a healthier community

Each year in Australia, more than 9,000 pregnancies are impacted by Pre-
eclampsia (PE), 27,000 babies are born preterm, and 2,200 babies are

stillborn; many of these are preventable. Despite strong evidence for risk
prediction models and effective interventions, rates vary significantly between

hospitals and prevalence has remained unchanged for several decades.
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There is a limitation with current pregnancy risk assessment and the lack of

translational tools impedes progress.




Simple, but:

Gold Coast Health . .
Building a healthier community - DR 40% SPR 10% RlSk SCOI'II‘Ig

- No personalized risk
meE guidelines 2010 '
High risk factors rllgn rlsu¢ flstors

e Previous pre-eclampsia
e Chronic renal disease

@ ACOG guidelines 2018 S OIM AN Z 2023

e Previous pre-eclampsia
e Chronic renal disease

. c h ron ic hy mrte nSio n Factors identified as ‘High Risk’ for developing preeclampsia

Previous hypertensive disorder during prior pregnancy

e Chronic hypertension

i i Chronic kidney disease or kidney impairment
« Diabetes mellitus * Diabetes mellitus

LE AP risk factors | Pre-existing chronic hypertension
s s . S o r S Pre-existing Type 1 or Type 2 diabetes mellitus
e SLE or AP ‘

Autoimmune disorders e.g. systemic lupus erythematosus, anti-phospholipid syndrome
3 Factors identified as ‘Moderate Risk’ for developing preeclampsia
. Moderate risk factors Advonced maternal age (540)
Moderate risk factors Obesty 31259

2 or more Nulliparity

() F i rst p re g nan cy taciary | Fmiy nistory of preecampsia

Interpregnancy interval of 10 or more years

e First pregnancy

Assisted reproduction technologies

® Ag e 2 3 5 yrs Systolic blood pressure >130mmHg and/or diastolic blood pressure >80

e Age > 40 yrs

e Body mass index > 35 kg/m?

e Inter-pregnancy interval > 10
yrs

e Family history of pre-eclampsia

« Body mass index > 30 kg/m? TP TS AT S p——
e Inter-pregnancy interval > 10
yrs

e Family history of pre-eclampsia
e Black or poor
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A model for a new pyramid of prenatal care based
on the 11 to 13 weeks’ assessment

12w

4

Personalised care
based on women's
individual risk status

Specialist
care 12-348w

28w ‘
36

Figure 1—Pyramid of prenatal care: past (left) and future (right)

Kypros H. Nicolaides
Prenat Diagn 2011; 31: 3-6.
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A parallel with aneuploidy screening

Detection rate for FPR 5%

100
%
90
Risk 1 in:
isk 1in 80
1
. 70
10 .o
e 60
° [ J
100 p." 50
° o* .I
1,000 ceeece®® ® 30% of fetuses 40
ceccesse with trisomy 21

in women >35 yrs 30

10,000 ! .
15 20 25 30 < :: ) 40 45 50 20

Maternal age (yrs) P B d h CG e N

- 10

2
3 0




Figure 1. Prenatal diagnostic tests and uptake as % total confinements

6000 10.0%
9.0%
5000
8.0%
=
7.0 S
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6.0% 7
=
n 3000 5.08 &
b
4.0% %
2000
3.0 +~
=
2.0%
1000
I 1.0%
0 0.0%
o o Q B o B D
SO0 P P B P 8 T T s s s
Year
mmmm Chorionic villus sampling  meem Amniocentesis =% Uptake
Gold Coast Health : o\ fi L :
always care Annual report on Prenatal Diagnosis in Victoria 2022, The Victorian Slide 54 il ‘Glg\'fgr“nsn‘;“n‘:

Prenatal Diagnosis Database, Murdoch Children's Research Institute 2022.



Early placental dysfunction algorithm - FMF

Digital Maternity Health program

Please record the following information and then press Calculate.

Pregnancy type
Singleton or twins
Pregnancy dating

Fetal crown-rump length

Examination date

Maternal characteristics

Date of birth

Height

Weight

Racial origin

Smoking during pregnancy
Mother of the patient had PE

Conception method

Biophysical measurements

Mean arterial pressure?
Mean uterine artery P

Date of measurement

Biochemical measurements

Includes serum PLGF

Includes serum PAPP-A

Calculate risk

Gold Coast Health

mm | (45-84 mm)

Oves ONo
Oves O No

mmHg E

dd-mm-yyyy

®no OMoM O Raw data
® nNo O MoM O Raw data

Medical history

Chronic hypertension
Diabetes type |

Diabetes type |l

Systemic lupus erythematosus

Anti-phospholipid syndrome

Obstetric history

Oves O No
O ves O No
O ves O No
Oves O No
Oves O No

O Mulliparous (no previous pregnancies at =24 weeks)

O Parous (at lzast one pregnancy at =24 weeks)

High risk > 1/100

Aspirin 150mg

Growth scans at

28w and 36w

AUSTRALIAN CLINICAL MATERNITY TOOL

Health -

Queensland
Government

always care

* Delivery at 39w




" The Fetal Medicine
Foundation

Prediction of pre-eclampsia
SPREE study

SCREENING METHOD
NICE

History

MAP

UTPI

PLGF

PAPP-A

PLGF, PAPP-A

MAP, UTPI

MAP, PLGF

MAP, PAPP-A

MAP, UTPI, PLGF
MAP, UTPI, PAPP-A
MAP, PLGF, PAPP-A
MAP, UTPI, PLGF, PAPP-A

47
48
65
73
67
o7
70
88
73
67
90
87
78
90

41
42
49
63
59
46
62
74
69
o4
82
77
69
82

<34w <37w >37w

26
30
40
33
34
30
35
44
40
38
44
43
39
44

Detection rate (%)

100
90

7 90%

82%
N 47% 219, 44%
?

80
70
60
50
40
30
20

10

NICE
History, MAP, UTPI, PLGF

<34w <37w >37w

Tan MY, et al. 2018
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SGA High risk > 1/50

Stillbirth

Preeclampsia

Preterm birth

RESEARCH ARTICLE

Adverse pregnancy outcomes in women at increased risk of preterm

pre-eclampsia on first-trimester combined screening

Monica Minopoli"? | LaureNoél® | Anna Meroni"* | Margaret Mascherpa™® |
Alex Frick' | Basky Thilaganathan™®




Gold Coast Health
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Digital Maternity Health program

Gold Coast Health

always care

FIGURE 3
Countries and regions with successful external validation of the first
trimester FMF preeclampsia prediction models

PEARLS
TRIAL

Am J Obstet Gynecol. 2020 Jul 16:S0002-9378(20)30741-9

2P Queensland

Government



' The Fetal Medicine
D Poungaton Prevention of pre-eclampsia
ASPRE 7 .
Project o ranEwoRe ASPRE trial

25 ) PE <34 w: 1.8% vs 0.4% 82% drop
£ 0 PE <37 w: 4.3% vs 1.6% 62% drop
= u
: PE >37w: 7.2% vs 6.6% 5% drop
Q _

'~=’ 15 7 100 e e T
(<)) 90 _
3 ‘E 80 - 95%
o 10 Placebo 70 |
ol
=2 -
g i __ﬁ—’_/_/_// g %0
© 30 38%
A . . N 20
N | Aspirin 20
24 26 28 30 32 34 36 38 40 42 0 <34w <37w >37Tw

Gestation at delivery (wk)

Rolnik DL et al, Aspirin versus Placebo in Pregnancies at High Risk of Preterm Preeclampsia. NEJM 2017
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Guidelines (2019-2021)

The hypertensive disorders of pregnancy: ISSHP classification, diagnosis & M) ' . | Fed : ¢
management recommendations for international practice e / \ nternational Federation . @
e ’ Gynecology and Obstetrics

Mark A. Brown™"", Laura A. Magee‘, Louise C. Kenny“, S. Ananth Karumanchi®, >

Fergus P McCarthy', Shigeru Saito?, David R. Hall”, Charlotte E. Warren', Gloria Adoyi, \ THE GIOBAL VOICE FOR WOMEN'S HEALTH
Salisu Ishaku’, on behalf of the International Society for the Study of Hypertension in Pregnancy ~— /

(ISSHP) F1Go COMMITTEE RepORT WHEN ASPIRIN ADMINISTRATION SHOULD

BE RECOMMENDED

No first or second trimester test or set of tests can reliably predict Considering that aspirin reduces the risk of preterm pre-eclampsia

the development of all cases of pre-eclampsia; however, a combi-
nation of maternal risk factors, blood pressure, Placental Growth

with no potential harm, and only when it is initiated before 16 weeks . . i . .
. . Prophylactic aspirin should be given to women identified by
of gestation and at a daily dose of 100 mg or more, FIGO recommends

. . . i screening as heing at high risk of developing pre-eclampsia, rather
Factor (PIGF) and uterine artery Doppler can select women who X the following (Box 2): than 6 the whol ation.Z The traditional b has b
may benefit from 150 mg/day of aspirin to prevent pre-term (be- an to the whole popuiation. Ihe traditional approach has been
fore 37 weeks gestation) but not term pre-eclampsia. ISSHP sup- HYPERTENSION 1. All pregnant women should undergo screening for preterm pre-ec- to define the high-risk group based on factors in maternal char-
ports first trimester screening for risk of pre-eclampsia when this N PREGNANCY lampsia by the combination of maternal factors with mean arterial acteristics and medical history.9‘24 However, evidence suggests
can be integrated into the local health system, although the cost pressure, measurement of uterine artery pulsatility index, and that the most effective way of identifying the high-risk group is
effectiveness of this approach remains to be established. e e e e B through a combination of maternal factors with biophysical and

biochemical markers'®'? as described in the ASPRE trial.?! Large
screening studies have shown that use of the approaches advo-
cated by NICE? and ACOG?* would only identify about 40% of

6 cases at a 10% false-positive rate and 5% at a 0.2% false-positive
“,—.\ I S u O g G U I D ELI N ES rate, respectively.

Recommendations

e A combination of maternal factors, maternal arte-
ISUOG Practice Guidelines: role of ultrasound in rial blood pressure, uterine artery Doppler and PIGF

screening for and follow-up of pre-eclampsia level at 11-13 weeks appears to be the most efficient
screening model for identification of women at risk of

PE (GRADE OF RECOMMENDATION: B).

e Given the superiority of combined screening, the use
of Doppler cut-offs as a standalone screening modality
should be avoided if combined screening is available Florence, 2019
(GRADE OF RECOMMENDATION: B).
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SOMANZ guideline 2023
RANZCOG gquideline April 2024

S ()>f\/l A N Z %RANZ[DG“

Excellence in Womens Health

Category: Clinical Guideline

Executive summary Of Recommendations Early pregnancy screening and prevention of
preterm preeclampsia and related complications

Chapter 2: Screening for women at risk of preeclampsia (C-O bs 61)
Clinical question Type of Recommendation Rating of Screening
Recommendation Recommendation

2. Screening for women Recommendation 1 Evidence based recommendation

at risk of developing

preeclampsia Strong: Offer routine screening in early pregnancy for preterm preeclampsia to all women.
Evidence based The use of maternal_ risk factors (maternal characteri;tics, . _ ) ) o ) ) .
2.1 recommendation medical and obstetric history) to screen all pregnancies for risk of 1A Screening algorithms that include clinical history, blood pressure (MAP), ultrasound with mean uterine
preeclampsia is strongly recommended (Table 2.1) artery pulsatility index (UtP1), and maternal serum biochemical markers (PAPP-A, and/or PIGF) are
The use of a combined first trimester screen (combined recommended as they more accurately predict which women are at risk for developing preterm

Evidence based maternal features, biomarkers and sonography) to identify
22 recommendation women at risk of developing preeclampsia is conditionally 2B
recommended based on local availability and access to the

required resources. GRADE of evidence: Moderate

preeclampsia compared to risk assessment by history alone.




FMF preterm pre-eclampsia screening External validation

Predictors

aas 8
Blood tests

Mean arterial  Doppler

Maternal o
factors blood pressure ultrasound Prediction performance
8
Clinical utility .
3
- DR =71(59-84)
g o
2 @
o
['4
e ;
[ 1% > s 9
D
o
Risk-based Universal No « 71% detection rate
intervention intervention intervention & 4 at 10% false positive rate.
» Calibration slope =0.87 (0.73-1.01)
Risk-based intervention is more beneficial - hiicLoarosL 08
than universal or no intervention. T T T T T T
0 20 40 60 80 100

False Positive Rate (%)

Acta Obstet Gynecol Scand. 2025;00:1-9

Event Rate (%)

Event Rates: Standard of Care vs FMF Screening

EE Standard of Care
E FMF Screening

Int J Gynaecol Obstet . 2022 Sep;158(3):634-642
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15t trimester screening for placental dysfunction in real clinical practice

Australian impact study: outcomes in screened population and in standard care population

Outcome Screened Standard care | Crude risk ratio (95% Cl) | Adjusted risk ratio (95% Cl)
(n=29,618) (n=301,566)

Preterm 132 (0.4) 2,096 (0.7) 0.64 (0.54-0.76) 0.70(0.58-0.84)

preeclampsia P <0.001 P <0.001

All preeclampsia 455 (1.5) 7,340 (2.4) 0.63 (0.57-0.89) 0.69 (0.63-0.76)
P <0.001 P <0.001

Birth <32 weeks 278 (0.9) 4,435 (1.5) 0.64 (0.57-0.72) 0.83 (0.74-0.95)
P <0.001 P =0.004

Birth <37 weeks 1736 (5.9) 21,283 (7.1) 0.83 (0.79-0.87) 0.92 (0.88-0.97)
P <0.001 P =0.001

Birthweight 1354 (4.6) 17,295 (5.7) 0.80(0.76-0.84) 0.89 (0.85-0.94)

<2500g P < 0.001 P < 0.001

Daniel Rolnik, Fabricio Costa, et al., Int J Gynecol Obstet. 2021,00:1-9.
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Bullcing a healthler community Prediction and prevention of PE
Validation - Australian experience

4

Routine first trimester combined screening for preterm '

preeclampsia in Australia: a multicenter clinical implementation °
cohort study

GYNECOLOGY

OBSTETRICS

=Z4 Daniel L. Rolnik & Roshan J. Selvaratnam, Dagmar Wertaschnigg, Simon Meagher, Euan Wallace, Jon
Hyett, Fabricio da Silva Costa, Andrew McLennan

Risk Ratio (95% Cl)
n
I
——

e

8

——

)

First published: 27 November 2021 | https://doi.org/10.1002/ijgo.14049 " J

0.85

jo2s 303

No combined screening Combined screening ﬁ}» A S A
\«S\Q S (\Jﬁb [Pb\@
n =301,566 n=29,618 & &
m No combined screening 21in 100 Relative Risk <1in 100 Relative Risk
n = 301,566 n = 4,068 95% Cl n = 25,550 95% CI

Pre-eclampsia<37 w 2096 (0.7) 86 (2.1) 3.04 (2.46-3.77) 46 (0.2) 0.26 (0.19-0.35)
Pre-eclampsia 7340 (2.4) 231 (5.7) 2.33 (2.05-2.65) 224 (0.9) 0.36 (0.32-0.41)
Preterm birth<32 w 4435 (1.5) 89 (2.2) 1.49 (1.21-1.83) 189 (0.7) 0.50 (0.44-0.58)
Preterm birth <37 w 21283 (7.1) 466 (11.5) 1.62 (1.49-1.77) 1270 (5.0) 0.70 (0.67-0.74)
Birth weight < 3rd centile 6466 (2.1) 183 (4.5) 2.10(1.82-2.42) 379 (1.5) 0.70(0.62-0.77)
Apgar < 4 at 5 minutes 3424 (1.1) 53 (1.3) 0.88—1.50 137 (0.5) 0.47 (0.40-0.56)
Stillbirth 1049 (3.5 /1,000) 18 (4.4 / 1,000) 1.27 (0.80-2.02) 58 (2.3 /1,000) 0.65 (0.50-0.85)
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Royal Prince '
Alfred Hospital il Medical :
AuslralianVG-m.rrnment ’ S e r\/l C e S
Wk JOHN HUNTER Department of Health and Aged Care Advisory Committee
Nsw TH AND INNOVA, N ECINCT
* About MSAC ~ MSAC Meetings ~ MSAC Processes ¥ Forms Templates Engaging with MSAC ~ MSAC Applications ~
& Guidelines v
$2,000
ADDITIONAL TOTAL COSTS Medical Services Advisory Committee < MSAC Applications ' Application Page
(THOUSANDS) $1,500
— 1705 - Structured prenatal risk assessment for preterm preeclampsia
! 9 Page last updated: 21 June 2023
$500
Net financial implications of structured prenatal risk assessment for preeclampsia to the
- - - - , 56 , - - , Commonwealth
50 -40 30 20 10 10 20 30 40 50
3500 - CASES OF PET
s ’ s 2024 2025 2026 2027 2028 2029
-$1,000 Incremental $6,930,299 $6,749,756 | $6,569,213 $6,388,670 | $6,208,128 | $6,296,694
. Y 30 o cost to MBS for
o Shee
-$1,500 - o o * preeclampsia
REDUCED TOTAL COSTS o Ryumugeel screening
(THOUSANDS) —_ .o
Incremental - - - - - -
hospital costs $11,658,113 | $11,702,166 | $11,746,219 | $11,790,273 | $11,834,326 | $11,878,379
Overall net -$4,727,815 | -$4,952,411 | -$5,177,006 | -$5,401,602 | -$5,626,198 | -$5,581,685
Park F, Deeming S, Bennett N, Hyett J. Cost effectiveness analysis of cost to
a model of first trimester prediction and prevention for preterm :°""“°"W°a't
preeclampsia against usual care. UOG 2020




External validation of the Fetal Medicine Foundation model
for preterm pre-eclampsia prediction at 11-14 weeks in an
Australian population

Sofonyas Abebaw Tiruneh!® | Daniel Lorber Rolnik?© | Roshan Selvaratnam® |

Fabricio da Silva Costa®* | Andrew McLennan®® | Jon Hyett’ ® | Helena Teede'® |

Joanne Enticott!

FIGURE 3 Decision curve analysis
(DCA) of the FMF competing risks

model utilizing maternal factors with

all biomarkers. The red line depicts the
‘treat all’ strategy where intervention

is provided for all women assuming all
women are at high risk of preterm PE. The
green line depicts the ‘treat none’ strategy
0.002 A where no interventions were undertaken,
considering that all women are at low risk
— TreatAll of preterm PE. The blue line indicates

the net benefit of limiting intervention to
those women deemed at high risk based
on the FMF competing risks model.

0.003 1

— Treat None

Net Benefit

= FMF model with all biomarkers
0.001

0.000 —_————

0% 5% 10% 15%

Threshold Probability

Acta Obstet Gynecol Scand. 2025;00:1-9.



External validation of the Fetal Medicine Foundation model
for preterm pre-eclampsia prediction at 11-14 weeks in an

Australian population

Sofonyas Abebaw Tiruneh!

| Daniel Lorber Rolnik?

Fabricio da Silva Costa®* | Andrew McLennan®® | Jon Hyett’

Joanne Enticott!

| Roshan Selvaratnam

°

| Helena Teede'® |

Supplementary Table 3. The screening performance of the preterm PE FMF models 1, 2, and 3 and detection rates was compared to the

existing FMF model at 5% and 10% false positive rates.

Current study Existing FMF model*
Calibration DR at fixed FPR DR at fixed FPR
. Sample size (intercept, slope) (95% CI) (95% CI)
Method of screcning (events)§ | AUC (95% CI) (95% CI) o 0% 5o, 0%

MF + MAP + UtA-PI -0.39 (-0.75 — -0.04),

(Model 1) 5,765 (33) | 0.82(0.75-0.88) | 0.68 (0.49—0.86) | 33 (18—52) | 48 (33—67) | 53 (47-59) | 70 (64 -75)
MF + MAP + UtA-PI + PAPP-A -0.17 (-0.52 — 0.18),

(Model 2) 5,425 (35) | 0.84 (0.79—0.89) | 0.69 (0.51—0.86) | 26 (12—-43) |40 (26—57)| 55(49-61) | 70 (65 - 75)
MF + MAP + UtA-PI + PAPP-A -0.73 (-1.02 — -0.44),

+ PIGF (Model 3) 14,789 (49) | 0.87 (0.79 - 0.92) 0.87 (0.73 - 1.01) 59(45-73) | 71(59—84) | 64 (58 -70) | 75 (70 - 80)

Note: Models 1 and 2 were partial versions of the FMF models. AUC, Area Under the Curve; DR, Detection Rate; FPR, False Positive Rate; MF, Maternal Factors; PIGF,

Placental Growth Factor; MAP, Mean Arterial Pressure; UtA-PI, Uterine Artery Pulsatility Index; PAPP-A, Pregnancy-Associated Plasma Protein A; CI, Confidence Interval;

§= The sample sizes included for each model had different sample characteristics.

Acta Obstet Gynecol Scand. 2025;00:1-9.
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Difference
in DR*

(% (95% CI)) P
Routine samples
<10 weeks
MEF + PAPP-A ® 0(-15.4to 15.4) 0.37
MEF + PIGF o _11.1 (~29.8 t0 6.7) '
MEF + MAP + UtA-PI + PAPP-A o 3.7 (-18.3 0 9.2)
0.99
MF + MAP + UtA-PI + PIGF -3.7 (-22.7 t0 15.0) g
Routine samples
10-14 weeks MF + PAPP-A o 9.4 (=23 to 24.2)
0.27
MF + PIGF ® 25.0 (4.3 t0 44.4)
MF + MAP + UtA-PI+ PAPP-A ° 3.1 (-12.9 to0 19.5)
0.37
MF + MAP + UtA-PI + PIGF ® 12.5 (-3.2 to0 29.5)
PRESIDE samples
11-14 weeks MEF + PAPP-A e ~1.8 (-10.8 t0 6.5) 004
MF + PIGF o 21.8 (8.6 to 35.6) '
MF + MAP + UtA-PI + PAPP-A S P 1.8 (-7.8 to 11.9) 0.04
MF + MAP + UtA-PI + PIGF — 16.4 (5.6 to 29.0) -
-30 -20 -10 0 10 20 30 40 50
Difference in DR* (% (95% CI))
Slide 68

Ultrasound Obstet Gynecol 2025
e
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Models PE total PE preterm PE term

PP 5% 10% 20% 5% 10% 20% 5% 10%  20%
MF 26% 38% 56% 33% 43% 48% 24% 44% 53%
MAP 20% 31% 40% 43% 43% 62% - - -

MAP+MF  22% 44% 53% 43% 67% T1% - - -

Rocha RS, Alves JAG, Maia E Holanda Moura SB, Araujo Junior E, Peixoto AB, Santana EFM, Martins WP, Vasconcelos CTM, Da Silva Costa F, Oria
MOB. J Perinat Med. 2017 Oct 26;45(7):843-849.



What will my result mean?

If you are low risk, it is very unlikely that you will develop early
severe pre-eclampsia in your pregnancy.

You will continue to receive normal antenatal care.

If you are high risk, it does not mean you definitely will get
pre-eclampsia, but the chances are higher.

By knowing this risk your healthcare team can tailor your
antenatal care. This gives your team the best chance of
diagnosing and treating pre-eclampsia early if you do develop
it.

You will have more scans to monitor your pregnancy

As well as this, your specialist may suggest that you
commence taking low dose aspirin to lower your chance of
getting pre-eclampsia. Aspirin is a safe and effective
treatment in pregnancy.

Pre-eclampsia is manageable

With regular and specialised antenatal care, pre-eclampsia can be
diagnosed early and well managed to give you and your baby the best
possible outcome.

Contact us:
P: (07) 5687 1149

E: MFMAdmin_gcuh@health.qld.gov.au

Gold Coast Health

aly

March, 2022

Maternal Fetal Medicine Unit, GCUH

Pre-eclampsia
Screening

Queensland
© Government




12-14 weeks

12-14 weeks 20-22 weeks 35-36 weeks
Early placental

function

assessment

\

asses:

NHMRC Partnership Grant 2024 APBPA Strategy 8 - Aspirin

\ i

1:Gold Coast Health  First trimester screening for preterm PE - FMF
2:Mater Mothers and Mothers Private Hospital e 9 Centres

3:John Hunter Hospital R Regional / Remote

4:Wrestmind Hospes « First Nations Communities

5:Liverpool Hospital . : :

6:Monash McHICRICEatTE » Pragmatic approach (sometimes uterine artery

7:King Edward Memorial Hospital Doppler and blood biomarkers not available)

8:Eastern Health

$5.3 Million for Avoiding Preterm
Births

The Australian Government is investing $5.3 million to help ensure

° A/Prof Chris L ehn er women carry their babies to full term, avoiding the dangers of premature
 Prof John Newnham
* Prof Jonathan Morris
 A/Prof Daniel Rolnik 8 queensiand

Bty - |
tillbirth CRE .. Slide 72 '
e Al e Prof Fabricio Costa e

Figure 2. Partner study sites

&2
Government




Gold Coast Health
Building a healthier community Take home messages

Prediction PE (and other complications) by history alone is not good enough

Combined screening — individualised risk assessment

In high-risk women
- Aspirin 150 mg, initiate before 16 weeks
- Reduces PE < 37w by more than 60% and PE < 32w by about 90%
- Reduces PTB < 37 by ~8% and PTB < 32w by ~17%

Screening program:
- Staff training and feedback
- Implementation of screening strategies already validated in Australia
- Validation of new screening strategies not yet validated in Australia

Personalised care improves maternal and perinatal outcomes and decreases unnecessary
interventions
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Strengthening Hospital
Responses to Family
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Presentation Overview:

« Define Family Violence
« Prevalence and Gendered Nature of Family Violence
 Victorian Family Violence Legal Reforms

« ANC Clinical Responsibilities: Family Violence Mandatory Screening
& Dedication Consultation Time (DCT)

S Northern Health




Defining Family Violence



What is Family Violence?

Behaviour by a person towards a family member that:
- is physically or sexually abusive

 is emotionally or psychologically abusive

 is economically abusive

* is threatening or coercive or dominating

« causes fear

Family Violence Protection Act 2008 (Vic)

Northern Health




Prevalence and Gendered Nature
of Family Violence



Since age 15:

iiiiii TYTTYYYY

1in 6 women 1in 16 men

Prevalence
have experienced physical and/or sexual and the
P8R ihiiid Gendered
1IiNn4 women 1iIin 6 Mmen Nature Of

have experienced emotional abuse

by a current or previous partner F a m i Iy
ibiié Violence

1in 5 women 1in 20 men

have been sexually assaulted
and/or threatened

Australian Institute of Health and Welfare. (2018). Family, domestic and sexual
violence in Australia 2018 Canberra: AIHW



Family Violence is a Health Issue

On average,

8 women a day

are hospitalised
after being assaulted

| :
'y’ by their
m spouse or partner
(AIHW, 2018)
In 2014-15

®1in 12 women o
hospitalised

for partner
violence
were
pregnant.

(AIHW, 2018)

Family and domestic violence is
a leading cause of homelessness:

& a
' & O‘ '
i
A
¥
72,000 34,000 9,000
women children men

sought homelessness services
due to family violence in 2016-17

Intimate partner violence is the
greatest health risk factor for women

aged
25-44

=
billion

was the estimated cost of violence
against women and children
in Australia in 2015-16

Northern Health



Women at Greater Risk of Family Violence

EXPERIENCE & RISK

Groups at greater risk of family,
domestic and sexual violence:

* INDIGENOUS WOMEN
i YOUNG WOMEN

i PREGNANT WOMEN

o0

4 WOMEN SEPARATING .4
FROM THEIR PARTNERS

/f WOMEN WITH DISABILITY

S \WOMEN EXPERIENCING
FINANCIAL HARDSHIP |,

(AIHW, 2018)

more than one
violent incident.

(ABS, 2017)

of women who
had experienced
current partner

experienced

Women who are about to,
or who have recently
ended a
relationship
are at
greater
risk of
experiencing
violence,

Baker et al. 2010; Fleury et al. 2000; Kim & Gray 2008)

Australian Institute of Health and Welfare. (2018). Family, domestic and sexual violence in

Australia 2018 Canberra: AIHW.

Compared with
non-Indigenous
Australians, Indigenous
Australians experience:

the rate of partner homicides

up to
-« hll 32X

the rate of hospitalisations

— W
- 7X

the rate of child abuse/neglect




Family Violence Legal Reforms



The MARAM Framework at Northern Health

The Multi-Agency Risk Assessment and Management Framework
(MARAM) guides effective responses to family violence across the
Victorian service system.

The MARAM Framework has three broad levels of response to
family violence:

1. ldentification and Screening (Screening Practice & Sensitive
Practice)

2. Intermediate Practice

3. Comprehensive Practice

Northern Health




Family Violence Screening
& Dedicated Consultation Time (DCT)



Family Violence Mandatory Screening

Family Violence Screening must occur a minimum of 3 times during
pregnancy:

* The booking appointment
* The 22-week
* The 32-week appointment

Family Violence Mandatory Screening is to occur during Dedicated
Consultation Time (DCT)

Northern Health




Dedicated Consultation Time (DCT)

Northern Health has introduced compulsory Dedicated Consultation Time
(DCT) in the antenatal clinics.

DCT is a brief period of time at the beginning of all antenatal appointments
where each patient is seen on her own. The clinician is required to inform
support people to wait in the waiting area during this time.

Family Violence Mandatory Screening is to occur during DCT when the patient
is on her own and not in the presence of others. DCT ensures that screening
occurs safely and that women have protected time to speak about any
sensitive health issues.

Northern Health




Family Violence -
Screening & Identification Questions (1-4)

1. Has anyone in your family done something, that made you or your

children feel unsafe or afraid?

2. Have they controlled your day-to-day activities (ie. who you see,

where you go, how you spend your money) or put you down?

3. Have they threatened to hurt you or your children in any way?

4. Have they ever physically hurt you in any way? If so, how?

Northern Health



Family Violence -
Immediate Risk Questions (5-7)

5. Do you have any immediate concerns about the safety of your

children or someone else in your family?
6. Do you feel safe to leave here today?

7. Would you engage with a trusted person/professional or police if

you felt unsafe or in danger?

Northern Health
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Referral Pathways

Internal Service:

-Social Work Department

External Services:

-Police Tel: 000
-Safe Steps: 24/7 Tel: 1800 015 188

-Orange Door Tel: 1800 319 355
-1800 RESPECT 24/7 Tel: 1800 737 732
-Child Protection (BH): 1300 598 521 (AH): 13 12 78

Northern Health




Questions?

Northern Health




You will receive a post session email within a week which
will include slides and resources discussed during this session.

Attendance certificate will be received within 4-6 weeks.
RACGP CPD hours will be uploaded within 30 days.

To attend further education sessions, visit,

https://nwmphn.org.au/resources-events/events/

This session was recorded, and you will be able to view the
recording at this link within the next week.

https://nwmphn.org.au/resources-events/resources/



https://nwmphn.org.au/resources-events/events/
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