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Learning Objectives

1. Develop a strategy for the first and second prenatal
visits: what care is urgent and time sensitive?

2. ldentify what tests should be ordered before referral
to a maternity provider.

3. Utilize the guidelines set out by Perinatal Services
BC

4. Engage the pregnant person in participating in their
care

5. Review workflow efficiencies, structural supports,
billing tips



What are your learning needs?




Case 1: Meera

Meera is a 35-year-old woman who presents to your
walk-in clinic thinking that she is pregnant. She has
regular periods and notes that her last menstrual period
(LMP) was March 13 (today is May 8). She is certain of
her LMP, which makes her gestational age approximately
8 weeks

What are her options regarding the pregnancy?



Case 1: Meera

» She has the option to continue the pregnancy or to pursue an
elective termination (medical or surgical abortion)

» In Canada, providers are not compelled to provide medical services
(such as abortion or medically assisted dying) that conflict with their
personal beliefs, but providers do have a duty to refer to another
provider who is able to provide those services

» Medical termination options can absolutely be provided in your family
practice office and there are great resources to help prescribers



Case 1: Meera

You discuss with Meera that her urine pregnancy test in your
office confirms she is pregnant. You ask Meera how she is
feeling about the pregnancy and she confides she is very
excited to be expecting a child. She and her partner had been
hoping to conceive and are thrilled with the news.

What are the next steps?



Case 1: Meera

» Timingis everything!

» WHAT MOTHER SAY SURVEY across Canada:

women said that the reason they did not get
prenatal care when they needed it was: 1) care
provider not available or 2) told them not to be
seen till later in pregnancy

» As many as 25% of women in some areas are not
accessing the best possible tests for PN genetic
screening

» 35% of women do not receive an early ultrasound



Early Pregnancy
must-do’s:

Estimate due date

—
.

I

Dating ultrasound

3. Lifestyle and risk assessment
1. Folic acid
2. Alcohol, substance use
3. Mood/anxiety disorders

4. Screening blood work
5. Prenatal genetic screening

6. Placental Risk Assessment
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STEP 1: Estimate Due Date from LMP

Estimated Date of Delivery
(EDD) Calculator

[-]1 Calculate Last Menstrual Period, Estimated Date of Conception,
or Estimated Due Date

Please enter one of the following dates:

O last menstrual period began: S w

Cycle length: o

O Date of conception: |:I ]

Cycle length: i

@® Date of first ultrasound: |:|

Weeks at US:
Days at US:

Estimated due date:

Estimated date of conception: I_l N K
Estimated date of last mentrual period:

[+] Calculate Gestational Age for a Given Date

[+] Calculate the Best Times for Prenatal Genetic Screening


http://www.perinatalservicesbc.ca/health-professionals/professional-resources/edd-calculator

Early Pregnancy
must-do’s:

Estimate due date

2. Dating ultrasound >

Lifestyle and risk assessment
1. Folic acid
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2. Alcohol, substance use
3. Mood/anxiety disorders

4. Screening blood work
5. Prenatal genetic screening

6. Placental Risk Assessment




STEP 2: Order First Ultrasound

» Confirm due date with first trimester ultrasound
**new provincial recommendations are to do US at 11-13 weeks

A first trimester dating ultrasound is recommended for all pregnant women/people, ideally timed between 11+0
and 13+0 weeks gestational age. Earlier ultrasounds should only be done if clinically indicated including where

there is clinical suspicion of early pregnancy loss or ectopic pregnancy, previous history of ectopic pregnancy, or
history of two or more early pregnancy losses.

» Current practice in British Columbia is to date the pregnancy according
to the earliest ultrasound performed where the crown rump length
(CRL) measurement measures at 10mm or greater, unless
conception date is known from timed ovulation induction (Ovulation
induction or in vitro fertilization -IVF), as per PSBC Ultrasound
standards and SOGC Guideline No 388.

» BCWH uses the Robinson’s chart



STEP 2: Dating Ultrasound

» Why dating ultrasound?

» Dating with ultrasound, even the detailed anatomy
ultrasound done at 20 weeks, is more accurate than sure
dates in aregular cycle

Only 10% of women ovulate on day 14 even with regular 28 day
cycles

25 % of women ovulate outside days 8-17
10% of women ovulate twice in a cycle
Sperm can live 3-6 days

» Key benefit - reduces inductions for post dates by up to
40%



STEP 2: Dating Ultirasound

Requisition for dating US:

» G2A1LO0
s ObstevicalMistory Gravila  Term  Prom  Aborus (Induced  Sportaneous ) Living
» LMP: Sept 10, 2024
» EDD by dates: June 17, 2024
» Current gestational age (GA): 6w0

» Please see for dating ultrasound between 11-13 wks
GA




Early Pregnancy
must-do’s:

Estimate due date

—
.

2. Dating ultrasound

ifestyle and risk assessmen
1. Folic acid
2. Alcohol, substance use
ood/anxiety disorders

4. Screening blood work
5. Prenatal genetic screening
6. Placental Risk Assessment




BC Antenatal Record

British Columbia Antenatal Record Part 1

1. Primary maternity care provider name

Family physician/nurse practiioner name

British Columbia Antenatal Record Part 2

12. Planned place of birth @ 20 wks Planned place of birth @ 36 wks
[ Copy to hospital [ Copy to haspital

‘ Referral hospital

Patient surname Patient given name(s) Date of birth (a/mn /vy |Age al EDD
Confirmed EDD (s /v vy by: (1US [ IVF
Surname at birth Preferred name/pronoun | Language preferred Relationship status™ 13. Investigations Date do/mm /vy Antibody Titre | Date Rhlg given (aa mm Hemoglobin (/1)
ABOD Rh factor 1. 1. ul
Highest level of education completed* ‘Occupation z Z 1
Test Results Results/Follow-up/Comments
Indigenous identity-* CJFirst Mations | () Status [ Live on reserve Ethnicity” Rubella CJimm- ] Non-imm | Value (/L) [ Postpartum vaccine required
Noresponse (] Méis [ on-status | ] Live off reserve
[ wone Clinuk (nuit) | [ Pending | ] Live on & off reserve AW Citeg ClPos T3 repeat if ign-risk
[Joutside Canada O O
Partner: Sumame, given name(s) "Deoupation Biological father /donor: Surname, given name(s) OR Age | Enicly” Syphills NR LR = & Other Imaging Investigations
Same as parter HBV DNA 10/ [ Anti-viraltherapy required " Date GA Comments
HBsAg ONR OR Newborn vaccine required | “€" s/ days
1 None [ Medications/OTC drugs/herbals /vitaming [ Precanception folic acid | Bellefs/practices e Jehovahs Witness) (0] Partner/household contact [ Newborn HBIg required D | TR
L1 T1 felic acid Gonorrhea CNeg [Pos [ T3 repeat f Pos
3. Contraceptives: Type | Lastused (#4/mm/ypyl | Pregnancy planned: [LMP (s mm /vy | EDD by LMP (46/mm.yyy)| Dating US e mm/y | GA by US fuke/ceys) | EDD by US fec/mm /sy
Cne [ Yes Chlamydia CINeg CIPos 173 repeat if Pos
4. Obstetrical History Gravida Term Preterm Abortus (Induced ) Living Urine G&S [JNeg [ Pes Culture
Date Place of GA Duration of | Mode Breastfed Child's GDM (52428 i) ] GDM test declined [ Diet controlled
ot | bifth | (wsider | labour s | of birth Perinatal complications/comments (r2:) | prasent heaith o Ohm Ores vaie @1 ] Insulin required 16. Perinatal Considerations & Referrals
o0 (mmalry)
Pregnancy type: [ singleton [ Twin [ Multiple (3+)
GTT(r5g) [INeg [JPos Value (/1) @ Fasting @1hr @2hr VBAC eligivle @ 36 wks: [INo [lves CIN/A
VBAC planned @ 36 wks: [INo  [lves [IN/A
GBS (55 <7 |INeg [IPos  [Date cormmivnny [ Gopy to hospital mm:mmm, O Clver O Unaeided
Other fe.g-Ferritn, TSH, HeaC) ety substance e
Pregnancy
Prenatal Genetic Investigations [ Declined Results
5. Present Pregnancy 7. Medical History 8. Lfstyle/SacialConcerns O sies 0 Ps 1 Quad 0 ovs Labour & birth
No Yes <oy Mo Yes (specify) 0 Ves (spocity i
oo ‘;R]; . oo Sum:y O [ Diet/nutrition [ NIPT (MSP) [ NIPT (seff-pay) L] Other [ Amnio
[ Ovarian stimulation anly O O Anesthetic complications 0 [ Exercise 14. Edinburgh Perinatal /Postnatal Depression Scale* [ Declined Postpartum
O [J Financial Date @/ iy GA
[ IUlen W '
o Dvarla?\snmnlaunn wul 0 O Newro oo g /food security Total score Anxiety subscore .- 5 Self-harm subscore (o plan
- 0 O Resp. oo Follow-up Newborn
B [0 O cv: [ Hypertension [] Prev. hypertension in preg. | O] [ Safety -
Other O O Gender-based violence: (] Partner (] Non-partner TLDate | A | e | Ure | Wt |Fundus| PR gy | Pres S Comments™ et | inials
O O Avdo./GI 0 O Relationships /support —_— - pesion
O [ Bieeding : O [ other
OO Neusea O O Gyne./6U
O [ Hematology (e.9. trnsfusien. thramboemaglic/ coag.) 9. Subelmnce Use 3 Mos Belore Preg During Preg
01 00 Travel (seit/ partner) Alcohol CINo Clves  CINa [l ves
[ [ Infection/ rash / fever - # Drinks per week
00 other 0 OO Endocrine g}:ﬂ"dﬂ T2OM CIPrew.GOM | o) oo rinks at on time. CINo ClYes  CINo 0] Vs
Domer Quit alcohol: [] No [] Ves, date ca/
Tobaceo CINo ClYes  [INo [1¥es
6. Family History D) O Mental health gﬁ:‘ﬁ?’m o p0 # Cigarettes per day
No Yes ooy o Elpliﬂar : Exposed to 2nd-hand smoke [INo [J¥es  [JNo [ Yes
00 Anesther 0 Esting disorcer Quit tobacco: [ No (] Ves, date /vy
oo [ Substance use disorder: Cannabis Cino Cives  [CINo [ Yes
O [ Thrombaembolic (] Methadone treatment CBD product(s) only CONo COYes  [ONo [ Yes
[ Suboxone treatment #Times used per i .
[ [ Diabetes O omer -
100 Mental hezith O [ Infectious diseases: [ Varicella Primary routs: E‘S[:'Dﬁe g\slampnn':‘\;ze
0 [J Substance use disorder CIHsv FlEdible/oral [ Ediblevoral
[ [ Inherited conditions./defects (e.. Tay-Sachs, Sickle Cel, (] Other ] Other [ Other
O O immunizations: [ Fluas mm ) Quit cannabis: [ No (7] Yes, date e mon vy
(] Tdap /oy Other(s) During Preg CINo 1 Yes: (heckal that
[ other [0 Cocaine [JOpioids ] Methamphetamines
O O other [ wdrugs [ Prescription drugs [] Other(s)
10. Initial Physical Examination Date (o/mm /vy Completed by (narme! 11. Comments /Follow-up (= detals from sections 5 10
BP HR fper Ht Pre-preg. WI* Pre-preg. BMI*
MNorm ABROFM (e Norm ABROTM (0| Piease see the next page, British Columbia Antenatal Record Part 2 (cont'd), to record additional visils.
O [J Head & neck o E g:;:fsmes 18. Sign-0ffs
[ L0 Breasts & nipples 00 peic 1. frarme E— Cmo Clam Clne
) Heat & s STHtost sa/mmi 2. farg p— CImMp CIRM CINP
0 O Abdomen Pap test (/o ) R
O [ Musculoskeletal O O Other Care provider (signsu) [IMD [JRM [CINP 3. rame signature) CImp C1RM CINP
* Please refer to Reference Page 1 on the back of this page for guidance and a list of discussion topics. * Please refer to Reference Page 2 on the back of this page for guidance and a list of discussion topics.
PSBC 1905 - July 2022 ©Perinatal Services BC psbc@phsa.ca Pagetof PSBC 1905 - January 2020 ©Perinatal Services BC  pshc@phsaca Page 2 of

BN . cpscinitiative



STEP 3: Lifestyle - Risk Assessment

- Exercise/Diet

Any dietary restrictions? Iron sources?
Food safety counselling

Food security

- Substance use
Screen for EtOH, substance use and connect to appropriate resources
Pregnancy is a key time to motivate behavioural changes
RACE line has Perinatal Addictions support

- Otherrisks

Exposures: second hand smoke

Medications — OTC and prescribed

IPV

Mood/anxiety disorders — can refer to Perinatal Psychiatry



STEP 3: Lifestyle - Folic Acid

. Woman who may or plans
Per Society for OBGYN (SOCG s
Gu ideli neS. No known NTD risk factor and no prior
pregnancy affected with folate sensitive
° NTD risk factort or prior pregnancy
Congestalarcmety p affected with other folate sensitive
! congenital anomaly (Box 1)$
- LOW RISK
If pregnancy does not occur after 1 year,
consider referral to fertility services
‘I m Other risk factors for NTD
O ° g/ d a y Pre-existing diabetesl

or folate inhibiting medication (Box 2)

+1st or 2nd degree relative of woman or her partner
with a history of NTD
Previous pregnancy affected with NTD or +Gl malabsorptive conditions, such as Celiac
° personal history of NTD disease, inflammatory bowel disease, or gastric
~daily multivitamin and a total intake of 4 bypass surgery
n acid§ 3 months prior to ~Advanced liver disease
hrough the first trimester *Kidney dialysis
. nultivitamin containing iay +Alcohol over-use
for the remaind g OR
mg/day unti weeks, then Py st s s
b congenital anomaly (Box 1)
= daily multivitamin containing 1

0.4mg/day
- HIGH RISK =

pregi 9 5,
and RBC folate testing to ensure level >300 nmol/L.

4dmg/day (practically can take [

to folate (see text for anomaly detail):

- Anticonvuisant phenyton, pi , pher
- ~ Oral facial cleft (and palate) carbamazepine, valproic acid
- Cenrtain cardiac defects ~  Metformin
5 I I I I l l fo r e a S e ) ~ Certain urinary tract anomalies - Methotrexate (a medication that is highly teratogenic to the fetus)
- Limb reduction defects ~ Sulfasatazine
- Tramterene

-~ Trimethoprim (as found in cotimoxazole)




Early Pregnancy
must-do’s:

Estimate due date

—
.

I

Dating ultrasound

@

Lifestyle and risk assessment
1. Folic acid
2. Alcohol, substance use
3. Mood/anxiety disorders

4. Screening blood work >

5. Prenatal genetic screening

6. Placental Risk Assessment




STEP 4: Labs

BLOOD AND URINE TESTING
Recommend to ALL Women:

- CBC
« Urine C&S
- Chlamydia and gonorrhea Nucleic Acid Amplification Test

(urine, cervical or vaginal self-collection if avail.)

- HBsAg, STS/RPR, HIV, Rubella titre
- Blood ABO Group, Rh factor, and antibody screen

Additional Tests to Recommend/offer to Women
with Risk Factors:

- HbAI1cf at risk for Type 2 Diabetes

- anti-HCV if at risk for Hepatitis C

- TSH if clinically indicated

- Varicella antibody if history uncertain

- Ferritin if at risk for anemia

« HPLC (high performance liquid chromatography) for
Thalassemia and Hemoglobinopathy carrier screening
for all women EXCEPT those who are:
— Japanese
- Korean
— Northern European Caucasian
— First Nations or Inuit

- Tay-Sachs screen if woman or partner is/may be Ashkenazi
Jewish (AKJ) descent; or AKJ carrier full screen if both are/
may be of AKJ descent. Special form required, see resources.



Case 1: Meera

You ask a few more questions to identify whether Meera
may require additional tests. Meera adheres to a vegetarian
diet. She does not recall whether she had chicken pox as a
child. She thinks she had all of her routine childhood
vaccines. She had a thorough medical review as part of the
immigration process and does not have any significant
medical conditions. She thinks there may have been a
grandparent with diabetes but both her parents are healthy.
All of her ancestors lived in India.

What additional tests would you order for Meera?



Case 1: Meera

URINE TESTS

CHEMISTRY

HEMATOLOGY
E Hematolagy profile On Anticoagulant? I:h‘ﬁ D Mo
[CJmr pranm Specify:

[zl Ferritin (query iron deficiencyh

HFE - Hemochromatosis (check ONE box only)
I:I-Cﬂnﬁrm diagnesis (ferritin first, + T5, &+ DNA testing)
DSibll ng/panent is C282Y/C282Y homozygote [DNA testing)

Dh‘l-a: roscopic -+ microscopic if dipstick positive
Dh‘l-acrosmpic —+ urine culture if pyuria or nitrite present
I:l Macroscopie (dipstick) I:I Microscopie ®

* Clinical informatian for microscopic required:

I:I Glucose - fasting (see reverse for patient instructions)

[ ] Glucose - random

D GTT - gestational diabetes screen |50 g koad, 1 hour post-load)
GTT - gestational diabetes confirmation (75 g load, fasting, 1 hour
& 2 hour test)
GTT - non-gestational diabetes

Hemoglobin Alc
MICROBIOLOGY - LABEL ALL SPECIMENS WITH PATIENT’S FIRST & LAST NAME, DOB, PHM & SITE Albsumin/ereatinine ratis (ACR] - Urine
ROUTINE CULTURE HEPATITIS SEROLOGY LIPIDS
[ Acute viral hepatitis undefined etiology W] one box anly

On Antibiotics? []Yes Mo Specify:

[CJeoat [ Jsputum [ ] Blosd [ ]Urine

[ superficial Wound, Site:
[] Deep Wound, Site:

[CJother.

VAGINITIS
Initial {smear for BV & yeast onlyl
Chronic/recurrent (smear, culture, trichomanas)
Trichomonas testing

GROUP B STREP SCREEN (Pregrancy enly)
[Jvagina-anorectal swab [Fenicilin alleray

Hepatitis A (anti-HAY gl
Hepatitis B (HBsAg + anti-HBc)
Hepatiﬁ;( [anti-HOV)

D Chronic viral hepatitis undefined eticlogy
Hepatitis B (HBsAg; anti-HBc; anti-HBs)
Hepatitis C [anti-HCV}

Investigation of hepatitis immune status
Hepatitis A (anti-HAY, totall
Hepatites B {anti-HBs)

itis marker(s)

HBsAg
{For ather hepatitis markers, please order specific test(s) below)

HIV Seralogy
[patient has the legal right to choose not to have their name and
acldress reported to public health = non-naminal reporting)

D Nen-mominal reporting

Mate: Fasting is not required for any of the panels but clinician may
specifically instruct patient to fast for 10 hours in select circumstances
le history of triglycerides » 4.5 mmal/L], mdependent of laboratory
requiraments.
D Full Lipsd Profile - Tatal, HDL, non-HDL, LDL cholesteral,
& triglycerides (Baseline or Follow-up of complex dyslipidemia)
Fallow-up Lipid Profile - Total, HDL & non-HDL cholesteral anly
Apo B (not available with lipid profiles unless diagnosis of
complex dyslipidemia is indicated)

THYROID FUNCTION
For other thyroid investigations, please order specific tests below and
provide diagnosis.

Manitor thyraid replacement therapy (TSH Only)

Suspected Hypathyroidiem (TSH first, T4 if indicated)

Suspected Hyperthyroddism (TSH first, T4 & T3 if indicated)

CHLAMYDIA (CT] & GONORRHEA [GC] by MAAT
Source/site: Urethra Cervix Urine
Vagina Throat Rectum
Other
GONORRHEA (GC) CULTURE
Sourcessite: [ Cervix [ Urethra [_] Throat [_] Rectum
Other
STOOL SPECIMENS

History of blondy stools? Yes
DCﬂ'fﬁiniIe testing Stovol culbure D Stocl ova & parasite exam

[ 5teo! ova & parasite (high risk, submit 2 semples)
DERMATOPHYTES

|:| Dermatophyte culture KOH prep [direct exam)
Specimen: [ Skin Nail [] Hair

OTHER TESTS - standing Orders include expiry & frequency

ECG
FIT (Age 50-74 asymptomatic qy) Copy to Colon Screening Program
FIT Mo copy to Colon Screening Program

ETHEI:CHEMIETR‘I"TEI’S

|| Sodium Creatinine / eGFR

| | Patassium Calcium

L {Albumin Creatine kinase (CK)

|| Alk phos P54 - Known or suspected prostate
ALT cancer (MSP billakle]

Ed ::Iz " |:| PSA screening (self-pay)

— GG"I'U n Fregnancy test

: T Protein B-HCG - quantitative

urine C&S (rfo asymtomatic bacteuria in pregnancy)

prenatal group and antibody screen

m::;ﬁ'r Rubella titre, HBsAg, syphilis, thalessemia screen, varicella IgG

[ veast [ fungus  site: SIGNATURE OF PRACTITIONER CATESIGNED
"Electronically signed" 2025-04-06 m|

DATE OF COLLECTION [ TWaF COF O | ECTIOR COEFCTOR [ T EPHOINE RECILISITION RECEIVET Rive iemnlowens/daterime



Case 1: Meera

Because Meera is only 8 weeks by dates, you provide her with some
resources to review her options for genetic screening and make a plan to
discuss at the next visit in two weeks.

If she decides she would like to pursue genetic screening, what
would her options be?

NIPT (non invasive prenatal test)
or

IPS (integrated prenatal screen) : because she is 35, she should have a
nuchal translucency (NT) ultrasound in addition to the serum screening



Early Pregnancy
must-do’s:

Estimate due date

—
.

I

Dating ultrasound

@

Lifestyle and risk assessment
1. Folic acid
2. Alcohol, substance use
3. Mood/anxiety disorders

4. Screening blood work
5. Prenatal genetic screening__>
6. Placental Risk Assessment




STEP 5: Prenatal Genetic Screening

- Considerations for

choice of test:

Access
Cost
Test performance

Available Tests for Prenatal Genetic Screening

- SIPS - Serum Integrated Prenatal Screen: Part | at 9-13*° wks;
Part 2 at 14-20%° wks.

- IPS - Integrated Prenatal Screen: SIPS + NT ultrasound at
11-13*° wks.

- Quad Screen - SIPS Part 2

« NIPT - Noninvasive Prenatal Screen / cell-free fetal DNA:
single serum test from 10 wks on.

Screening Options for Singleton Fetus at Time of First Visit

Maternal

Age

9-13*¢ weeks

14-20%° weeks > 21 weeks

<35yrs

SIPS and detailed US

Quad and detailed US | Detailed US

35-39 yrs
(& all twins)

IPS and detailed US

Quad and detailed US | Detailed US

404+ yrs

IPS and detailed US

Quad and detailed US | Detailed US

CVS or amniocentesis is available without prior serum screening

All ages

Private Pay: NIPT from 10 wks on; FTS or NT at 11-14 wks




Early Pregnancy
must-do’s:

Estimate due date

—
.

I

Dating ultrasound

@

Lifestyle and risk assessment
1. Folic acid
2. Alcohol, substance use
3. Mood/anxiety disorders

4. Screening blood work
5. Prenatal genetic screening
6. Placental Risk Assessment >




STEP 6: Pre-eclampsia prevention

Before 16 weeks

If maternity care provider referral delayed, do risk assessment and start ASA

Consult for assistance as needed (RACE, colleague)

Placental health clinic referral (if in Vancouver)

22 moderate risk factors:
OMAP>90 in first or second
trimester

ONulliparity

Q Maternal age >40

W BMI >30

O IVF conception

Family history of preeclampsia
(1= degree)

UPrevious term delivery with
preeclampsia®

Q Previous term delivery with
SGA/ growth restriction*®
QPrevious term delivery with
placental abruption*
QSmoking >5 cig/ day
QPregnancy interval >10 yrs

21 abnormal maternal
serum analyte

QPAPP-A  <0.15 MoM
QuE3 <0.40 MoM
QAFP 2 2.5-3.5 MoM
QhCG >4.0-4.5 MoM
Qinhibin A = 3.0-4.0 MoM

T

21 Major risk factor:
QChronic hypertension

QPrior preterm delivery
secondary to preeclampsia /FGR/
severe abruption

QPre gestational type 1 or 2
diabetes

QChronic Kidney disease

O Systemic lupus erythematous
or antiphospholipid syndrome
QPrevious stillbirth**

21 severely abnormal
maternal serum analyte
QAFP 2 3.5 MoM
QhcG >4.5 MoM
Uinhibin A 2 4.0 MoM

PRISM Ultrasound-based consultation only: F:604-875-3013

Send to BCW Ultrasound department:

*  BCW general Ultrasound requisition +PRISM referral with

completed checklist above

*  Completed Antenatal records Part 1 and 2 including booking BP

Refer to MFM for triage for
PRISM US based consult +/-
in person consultation:

F: 604-875-3255

Refer to MFM: F:604-875-3255




Case 1: Meera

Will you be the one to deliver my baby?

If you refer Meera to another maternity provider, what
iInformation would you send along with the referral?
Antenatal record 1 and 2
Blood and urine testing results
Genetic screening results
Dating ultrasound
Pap test and STl screening results



Landscape of Maternity Care in BC

» Patients can choose to be cared for by (depending on
availability):
Midwives - offer home or hospital births
FP-OBs
OB-GYNs

» Scope of community FPs depend on personal skill set
and needs of the area



Case 2: Kyra

Kyla is a 21 year old patient who presents for a visit in your family
practice because she is tired all the time and has been gaining
weight. She says her periods are always irregular and she doesn’t
remember when her last one was. She is sexually active with
male partners and does not use contraception. Her mother
Nancy is also a patient at your practice, who has been seeing you
regarding anxiety. Nancy has been worried about Kyla, who
dropped out of college this year. Urine pregnancy test in the
office is positive. Kyla is surprised and ambivalent about the
pregnancy. On examination, fundus is at the umbilicus.

What are her options regarding the pregnancy?



Case 2: Kyra

What are her next steps if she continues with pregnancy?

Urgent ultrasound for dating and anatomy
Blood work

Offer genetic screening — Quad screen or NIPT



Case 2: Kyra

You explain that as part of routine screening for pregnancy, you ask all
patients about medications and substances that they use. You begin by
asking her about any over the counter, traditional, or herbal
medications. Then you ask her about any alcohol, smoking, or
substance use. She initially says that she uses “pot once in a while, it
helps with anxiety”. You tell her you’re sorry to hear she’s been
experiencing anxiety, and that you’d like to help her with that. You let her
know that there are safer options in pregnancy if she chooses to
continue. She then confides that over the past year, she has also been
using stimulants, initially starting at parties, but becoming more regular
and often using “downers” to come down after a high.

She asks, “Are you going to report me to the government?”

Do you have any legal requirement to report Kyla’s pregnancy as a
child protection concern?



Substance use and Pregnancy

Caring for people using substances during pregnancy is less about the
“what” and more about the “how”

Relationship is the foundation of effective care
Harm reduction, patient centred philosophy
The initial encounter is crucial

Addictions research has shown that the client’s first impression of
welcome and acceptance by a treatment facility significantly increases
the likelihood that they will develop an effective relationship with the
facility

As a family physician who may already have a relationship with the
patient, you can have a significant impact on the patient’s engagement
and care



RACE - Urgent Consultation Resource

o ®, Monday to Friday 0800-1700
RQ C E RAPID ACCESS TO Local Calls: 604-696-2131

CONSULTATIVE EXPERTISE Toll Free: 1-877-696-2131

About RACE BC & YK Family Physicians / Nurse Practitioners Specialists eCASE Contact Us Links

Access RACEapp

on your Desktop

Perinatal Addictions, Perinatal Psychiatry, OBGYN



How do we get this all done?
Break it into multiple visits

First step: estimate due
date based on LMP

» Under 10 weeks, take a
breath (can schedule
multiple visits)

» 10+ weeks, get moving!




Summary of early visits

Time sensitive must do’s:

Case study:
Meera, 8 weeks

1. Labs,
ultrasound,
folic acid +
lifestyle,
resources for
genetic
screening

2. Genetic
counseling
visit

3. CPX, referrals

1st visit

2nd visit

3rd visit

<10 Weeks 10+ Weeks

Estimate due date
Lifestye (folic acid, vit D, alcohol, substance

Bliood and urine tests
Genetic screening - Genetic screening -

provide link to PSBC review options and
website/video timelines, requisition

Genetic screening -
follow up video and
counseling

Confirm due date (ultrasound)
Follow up tests
Complete history on Antenatal Record page 1

Complete physical exam
Early public health referral if needed

Refer to maternity care provider

1st visit

2nd visit

2nd or
3rd visit

Case study:
Kyla, 20+ weeks

1.

Engagement
, offer as
acceptable
to patient —
labs,
ultrasound,
lifestyle,
genetic
screening
CPX,
referrals,
complete
topics from
#1



Visit #1
Confirm pregnancy and initial tests

» Estimate due date based on LMP
» Lifestyle and risk assessment

» Placental Risk assessment

» Genetic screening resources

» ACTION: Reqgs for labs, dating US



Template Example Visit #1

S: 2Pregnant
No/Yes +'ve home test
Pregnancy is planned/unplanned, feels __

LMP: cycles regular g28d
GA: EDD: G_L_

No N/V, no bleeding or cramping
Last Pap/cervical ca screening:
Planning to attend __ for pregnancy care

O/E: Appears well, NAD, smiling
BP
Urine preg test: +ve

A/P:. Pregnancy

1. Pt plans to attend __ for pregnancy care and will self-register/ | will refer.

2. Discussed time sensitive issues including genetic screening, handout provided

3. Discussed folic acid, healthy lifestyle, avoidance of etoh and excessive caffeine,
etfc

4. Req provided for prenatal blood work and dating u/s

5. Pt to f/u here or with PN care provider prior to 10w if would like genetic screening



Visit #2
You may break this info multiple visits or use patient form

» Genetic screening decision
» Review dating ultrasound
» Complete antenatal page #1 history

» ACTION: Reqgs for genetic screening



BC Antenatal Record

British Columbia Antenatal Record Part 1

1. Primary maternity care provider name

Family physician/nurse practitioner name

Patient surname

Patient given name(s)

Date of birth (44 mn e | Age at EDD

Surname at birth Preferred name/pronoun | Language preferred Relationship status™
Highest level of education completed® Oeccupation
Indigenous identity:* ] First Nations | [ Status [T] Live on reserve Ethnicity*
(1Mo response ] Métis [7] Mon-status |[] Live off reserve
(1 Mone [ inuk {Inuit) [JPending | [] Live on & off reserve
[ Dutside Ganada
Partner: Surname, given name(s) Occupation Biological father/donor: Surname, given name(s) OR Age | Ethnicity™
[C] Same as partner
2. LIRS incl. reaction) ] Mone | Medications/OTC drugs/herbals /vitamins 1 Preconception folic acid | Beliefs/ practices (e.g. Jehovah's Witness)
(] T1 falic acid
3. Contraceptives: Type | Last used jdd/ mm v Pregnancy planned: | LMP (@d/mm v | EDD by LMP do/mm iyt | Dating US (adimm ey | GA by US jwkz/deyz) | EDD by US oo mm iy
[ No [ Yes
4. Obstetrical History Gravida Term Preterm Abortus (Induced Spontaneous ) Living
Date Place of GA Duration of | Mode ) - Birth | Breastfed Child’s
iy birth whe/davs) | labour (res) | of birth Porinatal complications,/ comments SX | \weight 1 | (mo | present health

5. Presenl Preanancy

7. Medical Historv

| 8 Lifestula/Social Concerns



BC Antenatal Record - History

'l 'l 1 'l

5. Present Pregnancy

No Yes (zoeciy

[0 [ ART: (setect ore anty)
[ Ovarian stimulation only
1 11 anly
[1 Ovarian stimulation + 1UI
[0 IWF  (# of embryos transfarrad)
[0 IGSI {# of embryos transfarrad)
[ Other

O [ Bieeding
O [ Mausea
[ [ Travel (self/ partner)

O [ Infection rash/ fever

O [ other

6. Family History
No Yes (zoeciy)

[ [C] Anesthetic complications

O [ Hypertension

O [1 Thromboembolic
[1 [] Diabetes
[0 ] Mental health

O [] Substance use disorder

O [ Inherited conditions /defects (e.p. Tay-Sachs, Sickle Cell,
Congenital Heart Defect, Cystic Fibrosis)

[Mother)

| Bsologecal tather/ donor)

[ [ other

7. Medical History
Mo Yes (zpeciiy

O [ Surgery

[ [ Anesthetic complications

O [ Meuro.

[ [ Resp.

O [ oV [] Hypertension [C] Prev. hypertension in preq.

[ Other

O ] Abdo./GI
O [ Gyne./GU
1 [ Hematology {e.q. transfusien, thromboembalic/ coag.)

O [ Endocrine: CIT10M ] T20M [ Prev. GOM
] Thyroid

] Other

] Anxiety

[] Depression [ Prev. PPD

] Bipolar

[T Eating disorder

[l Substance use disorder:
] Methadone treatment
[ Suboxone treatment

[] Other

O [ Infectious diseases: [ Varicella

I Hsv

[ Other

O [ Mental health:

8. Lifestyle /Social Concerns
No Yes j=oocify

[ [ Diet/nutrition

O [ Exercise

O [ Financial

O ] Housing/food security

O ] Transportation

O [ Safety

O [ Gender-based violence: [] Partner [_] Non-partner
[ [C] Relationships/support

O O Immunizations: T Flu e mm vy
[ Tdap dd mm.yyyy)
] Other

O O other

O 1 Other
9, Substance Use 3 Mos Before Preg During Preg
Alcohol CINe Clves  [o O Yes
# Drinks per week
4 or more drinks at one time CINo (Yes [ No [ Yes
Quit alcohol: [ No (O] Yes, date jod/mn vy
Tobaceo CINo (OYes  [JNo []Yes
# Cigarettes per day
Exposed to 2nd-hand smoke (Mo [JYes [ No []Yes
Quit tobacco: [ No (] Yes, date o4/ mmn /vy
Cannabis CIMNe (O¥es  [JNo [ VYes
CBD product(s) anly [ONo (OYes  [No []Yes
# Times used pericircls o soociy) cct, JJ\
maonth meanth
Primary route: zelect are onty) ] Smioke [ Smaoke
[ Vaparize []Vaporize
[|Edible/oral [ Edible/oral
[ Other [ Other
Quit cannabis: [ No [ Yes, date 24/ mn/vey)
Other(s) During Preg Mo []Yes: (checkall that apply)
[ Cocaine [ Opisids [ Methamphetamines

1 W drugs [ Prescription drugs [ Others)




Visit #3
Physical Exam

» Physical exam +/- pap (if due)
» Order detailed/anatomy ultrasound

» ACTION: refer to maternity care provider



Visit #3
Pap

4.9 SCREENING IN PREGNANCY

Guideline:

Cervix screening is not necessary as a routine part of pre-natal care for those who are up to date with
cervix screening, and likely to attend for regular cervix screening. Screening can be delayed until after
pregnancy is complete. With the extended interval for HPV-based cervical screening (every five years) and
with opportunities for self-collection, it is likely that cervix screening will be less likely to be part of routine
prenatal care. However, prenatal care can still be used as an opportunity to offer screening to those who
have never been screened, or are overdue and have limited contact with the health system.

Although self-collection is not contraindicated in pregnancy, BC Cancer currently recommends that
screening in the prenatal setting should be a provider-collected so that both HPV and cytology can be
assessed if needed. The endocervical cytobrush should not be used.

https://www.bccancer.bc.ca/screening/Documents/Cervix-Program-Overview.pdf



BC Antenatal Record - Exam

10. Initial Physical Examination Date i mmive) Completed by irame
BP HR {per minj Ht jcm) Pre-preg. Wt™ [« Pre-preg. BMI*
Norm Abnorm (=oeciy) Morm Abnorm (=pecity)
[] [] Head & neck 1 ] Skin: [ Varicosities
[} Other

Breasts & nipples
— O PP [ [ Pelvic
D [] Heart & lungs STI test (dd/mm/yyyy
(] [ Abdomen Pap test (dd/mm/yyy)
O] [ Musculoskeletal 0 I Other

* Please refer o Reference Page 1 on the back of this page for guidance and a list of discussion topics.
PSBC 1905 — July 2022 © Perinatal Services BC psbc@phsa.ca



How do we get all this done?

1. Use reference cards and
checklists

2. Automate processes

3. Give the pregnant person
resources

4. Streamline referral
processes (cards, tear-
pads, printed info)

5. Work with EMR providers
and user groups to
streamline processes-
create and share fillable
forms




How do we get this all done?

1. Use reference cards and checklists

Checklists
 BC Maternity Care Pathway
* Perinatal Services BC

Information management
systems - know what works for
you
* Evernote, Onenote, Google
Drive, etc

Templates in EMR/ Al scribe

Keep your resource reference
lists

BCPHP Obstetric Guideline 19

MATERNITY CARE PATHWAY

February 2010 About The BC Maternity Care Pathway

This guideline is intended as a reference for best practice for routine prenatal care

for all women in BC. k was developead in response to racommendations of the BC.
Maternity Care Enhancement Project (2004). This project called for the development of
2 woman-oentered pathway to outline the care that a woman can expect to receive at
@ach stage of her pragnancy.

The pumposs of the pathwiay s to inform all cars providers of the current evidence-
basad recommendations for routine Gare in Pregnancy 1o ensure that all women in
BC racaive tha same high standard of cara regardiess of thair rasidence or service
provider or spacial needs. The guideline is intandad for usa by physicians. midwives,
nurses and other healthcare profassionals who cara for pragnant women. This
document doas not include quidelines for additional care that some woman need.

The overarching philosophy reprasented in this guideline is that pregnancy is a normal
physiological process and therefore any interventions offered should have known
benefits and ba acceptabls to pregnant women.

A companion booklat, Women's Haalth: Pregnancy Passport, has baan developad for
pragnant women. The Women's Health: Pragnancy Passport provides women with
the sama bast practics information about the £are She £an expect 1o recaive during
pregnancy, birth, and the early postpartum period. The aim is to SUPPOTT women to
participate fully in their care in partnership with their care provider(s). The Woman's
Haaith: Pragnancy Passport allows for parsonal documentation of 2 woman's visits
10 her care provider(s) and contains a list of resources for further information. The
Woman's Health: Pregnancy Passport complements the book, Baby’s Best Chance

B.C. Perinatall Health Program  parents Handnook of Pregnancy and Baby Cars.!

www, bophp.ca

These recommendations are based on a review of the best evidence
and consensus opinion of the Vancouver Division of Family Practice

Waeing o oahy g ana Spart Maternity Care Network Committee.
fuderdga hpmpiirtraien This checklist is a summary of the recommendations found in the

aurs st the nforrmaton
Rt Frivecend Women's Health Maternity Care Pathway (2010) for the care of a
pregnant woman at her first visit(s) to a health care provider. Some
recommendations are updated here from the 2010 guideline and
are marked (new). Women should have the opportunity to make
informed decisions about their care, investigations, and treatment in
partnership with their healthcare professionals.

At first contact with a health care provider, a
pregnant woman should be offered ALL

of the following:

REFERRALTO A MATERNITY CARE PROVIDER

« Cancider refereal ta a familv nhucician wha nravidec

N

« Use first ultrasound to determine due date (new). Dating scans
under 7 weeks are not accurate and need to be repeated.

« If dates are sure and the woman is getting a nuchal translucency
(NT) scan for prenatal screening there is no need for a separate
dating scan. If dates are unsure and woman wants to have an

NIT varnmmmnand ~ datins roan Gres ot artinaatad 8.0 ainabe ta



Time-savers & Resources
1. Use reference cards and checklists

¢ Perinatal Services
BC, genetic
screening provider
resources

¢ Use prenatal genetic
screening reference
cards to remind
yourself of timing
and tests

PREMATAL SCREENING FOR DOWM SYNDROME,
TRISOMY 18 AND OPEM NEURAL TUBE DEFECTS

Prenatal screening estimates the fetal risk of Down syndrome, trisomy
18, and open newral tube defects. The results will assist in determining
the need for further diagnastic testing (e.g. amniocentesis.

The screening tests offered will wary according to the gestational age at
the time of presentation and maternal age at the time of defiveny.

Table 1: Tests avallable through the

BC Prenatal Genatic Screaning

TEST NAME MARKERS/! POSSIBLE BEST
MIEASUREMENTS TIMEFRAME TIMEFRAME
Sarum PAPR-A 10— 13-Fwks | 107 — 115 wks
Integrated
Prenatal
Scres=n (5IP5)
blood test #1
SIPS AFP 15 — 20°% wks F— 17 whks
blood test #2 | uE3
hCG
Inhibin-A
Integrated Same as SIPS See SIPS for See SIPS for
Prenatal fblood tests #1 & #2} [blood tests bload tests.

Scresn (IPS) with addition of

11 — 15" wks 12 — 135" wks
15— 20t wks  [157 - 17 wks

M wltrasownd *
Onsad Samea a5 SIPS

blood test blood test 42
MS5-AFP AFP 15 — 20-% whks 157 — 17 whks
2nd trimester | Detailed assessment |18 wesks and |18 — 20 wks
ultrasound | of fetal anatomy corward

and growth

*Fan NT ultrasound s perfommad, 3 separsts St tmestor dating shrascand B Not nesssang.

Resources
BC Prenatal Ganetic Screaning Program; guideline and related patient
taaching resources; wanw. boprenatalscraening.ca
Canadian Down Syndrome Sociaty;
T (B00) BE3-5608; E infowcdss.ca; www.cdss.ca
Down Syndrome Resaarch Foundation (Canada); T (504) 43433773 or
toll-fres in Canada at 1-888-464-DSEF; www.dsrf.ong
Genetics Home Reference (US National Librany of Medicine);
wranasghr.nbmonihogow
Lower Mainland Down Syndrome Socaty (Canadal;
T (604) 551-2722; www Imdss.com
Society of Obstetricians and Gynaacologists, Clinical Practice
Guidalines (Canada); www sogC.org/guldelines
Spina Bifida and Hydrocephalus Association of BC;
T (504) EFE-7000; E infowsbhabe.org; www sbhaboorg
. Support Organization For Trisomy 18, 13, and Belated Disorders
(SOFT; LIS} weanar brisomy.org

Qruestions about prenatal screening in BC
Prenatal Blochemistry Laboratory: T {604] 875-2331 « (0800-1500 hrs, M-F)

Genetic counselling services [Medical Genetics)
Wictoria: T (250) 727-4461 - Fax for referrals: (2500 727-42595
Wancouver: T (604 875-2157 - Fax for referrals: (604) B75-348%

BC Prenatal T Provincsal Heal
Genetic Screening "L\L : v
Nt

Program

Tabla 7: Screaning options avallable through the
BC ital Genetic Soree g Program
GESTATIONAL AGE AT THE FIRST PRENATAL VISIT

CHARACTERISTICS [ =13+ 14— 20+ =21 WEEKS (MO
OF WOMAN WEEKS WWEEKS PRICOR SCREENING)
=35 years - SIPS (if patient - Onsad - Datailed

is HIWs & NT s
available, IP5)

witrasound

35 — 39 years - 1PS; ar - Onead - Detailed

- K NT not ultrascund; and
awvailable, SIPS - Amnio
404 yaars - 1PS; or - Onzad; or - Datailed
« I NT not avail- - Amrao

witrasound; and

abie, SIPS; or without prior|. Amnio

- CWS or Amnic scresning

without prior

screening
Personal/family < IPS;or . Qusad: or . Detailed
hiistory that « I NT mot avail- - Armnio ultrasound; and
increases risk of able, S5IPS; ar without prior| . Ammnio
fiartus with - CWE or Amnio scresning
syndrome or without prior
wiscmy 18 soreening
Persomnalfamily - CWE or Amnio - Armnio - Detailed
history that without pricr without prior| wultrascund; and
increases risk of soreening SCresening - Ammio
fertus with
chromosomal
abnormality
other tham Dowmn
syndrome or
wiscmy 18
Twin . IPS; or - Quad; or - Detailed
gestation . I NT not avail- |- =35, witrascund; and

able, 5IP5; or Ammio = Iif =35 Amna

. If =35, Amnio without prior

without prior scresning

screening
pregnant following | - 1PS; or - Onsad; or - Deailed
dwitro fertilization |« I NT not avail- - Armnio ultrasound; and

& intracytoplasmic | able, SIPS; or
sperm Injection - CWS or Amnic
without pricr
screaning

without prior|- Amnic
screening

¥ the prenatal screen result = screen positive for Down syndrome
{assuming date is confirmed] or trsomy 18, women should be
counselled by their health care provider and offered further diagnostic
testing (2.g. amniocentesish.

W the prenatal screen result is screen posHive for an open neural
tube defect (assuming dae is confirmed), women should be referred
to Medical Genetics for a detailed ultrasound, for counselling, and, if
indicated, diagnostic testing.

Mizrch 2011




Time-savers & Resources
1. Use reference cards and checklists

¢ Perinatal Services
BC aid:

¢ Use visual aids for
explaining tests and
meaning of false
positive and false
negative

Understanding Prenatal Screening: a Visual Aid for Patients
This visual aid illustrates 5000 pregnant women who chose Down Syndrome screening.

The majority of women will
Screen Negative and have a
normal, healthy baby.

(true negative) \

Very rarely a woman will

Screen Negative but will have a
baby with Down Syndrome.
G (false negative)

A small percentage of women

A small percentage of women
will Screen Positive but the majority

will Screen Positive and have a

will have normal, healthy babies.

baby with Down Syndrome.
(false positive)

(true positive)

Statistics based on singleton pregnancies choosing SIPS. BC Prenatal Genetic Screening Program ~ October 2010



IlTU?-savers & Resources
: omate processes: history & labs

¢ Standardiz
ed resou
patients rce package for

¢ History form pre-fillable
Includes TWEAK, screening Q

Focu [
s on important information

*in resource package
¢ Preprinted Lab Requisition
e-form auto-filled or
Preprinted lab form

*
INn resource package

c : -
ustomize additional tests as needed

LABORATORY REQUISITION 2

For tests indicated with 3 blue ick box [ consult provincial
Quidolines and protocols (www BCGuidelines.ca)

Jeliow highlighted fiolds must ‘bo comploted to avold
dolays In specimen collection and patient processing.

pute O MSP gicec O wosatesc O paneNT [0 OTHER LOCUM FOR PHYSICIAN:

PN NUMBER

MSP PRACTITIONER NUMBER:
FURNAME OF PATIEN

ooB

yyyy | MM 00 pregnant? DJYES

Qno  Fasting?

TECEPHONE NUMBER OF PATIENT

DIAGNOSIS CURRENT AEDICATIONSIDATE AND iWE OF LAST DOSE

PATIENT TEST |NSTRUCTIONS - SEE REVERSE

HEMATOLOGY —mﬁw CHEMISTRY
Jbiotics Glucose - Fasting (500 reverse for pationt nstructions)
| Glucose nours post meal
QT . goviations! dabates screen () 3 1oad, 1 bous postioad)
Dot - gestatons! Gabetes ontemation (76 5 1090. 0513
) o & 2 hovs test)

e cltara -t curent
Elmacrorcopc = meroscepe  dipstick postive
ElMacroscopic = urine Sl 1t pyuria or nirte present
[CIMacroscople (@osvex) 1 Microscopic.

Specisl caso (1 ordared tegeiner)

—.

PTNR ) On wadarn?

P ooy rom etcency)

e enstarin satraton ‘o
o B e o

Special case
(f ordered togetne)

T - non-pregnant (75 g 1oad. 2 tost)
Hemoglobn ATE
Asmuminlcreatinine 1210 (ACR) - wrine

MICRCB!O\.OG\' . isbel all specimens with patient's first & |ast name, DOB andlof PHN & site S

ROUTINE CULTURE HEPATITIS SEROLOGY v x only. For othet wpid investigatons. please order
List current aribiotics. ([Z] Acute vieat he Aitis undefined etiology 2pecis tests below 074 provide ciagnosts
Hepatiis A (anti-HAY 16) [ easeine cardormcsis sk assassment o followud - FASETS
Do sesm Dowee Cuee o s B (HBsA ant-HBS) D e o, HOL & LOL Chlasies Trayeerides)
Bl svperticsl [10eep Hepatiis C (ant-HCV) [l rosowup o vested wyperchaiesterolemi (AP oY
‘Wound ‘Wound fasting not requir

I[5] cheanic Vi hepatitis undefined etlology =
HBs) S set-pay lipd protte - Fasting (non-MSP buisbie)

Mepatts B (HBsAG: ant-HBE:
Hepatiis C (snt-HCV)

B e

Domer — B e THYROID FUNCTION
For othar tyroid Investgatans. ploase order specfic lests
Folow and provide Gagnosis-

ﬁs\nwnﬂ Hypothyroidism (TSH first 1474

Invostigation of hepattis Immun® status
E Hopatitis A (anti-HAV total)

AGINTIS

(] il (smoar for BY & yoast only)

5] Crronicirecurront (smeat: cature, Trichomonas)
) Treemenas tesied

GROUP B STREP SCREEN (Feg777 oriy)
(m) Vagino-anorectal sWab [ Penicitin atiersy

Hepatis B (onth-HBS)

Hepatitis marker(s)
HB3AG
B other hepatiis markors. pIOS3S order specific testis) below)

Suspocied Hyperyros™ (TSH frst +-T4,
©onitor thyrod replacerert 1ne70%Y (TSH oy}

]

“OTHER CHEMISTRY TESTS
CMLAMYDIA (€T) & GONORRMEA (GE) HIV SEROLOGY Soaion eain  [Jcrestnne! «GFR

[Acr e o g i atant nas lega fightto cheose ominel o non-nominal reportngh
“Sourcessite rethen (B Cenix Bume | Nominsi reporind e nominal fepotnd Potassium :n',m, Dlcoewm
£ GC cunure: Treoat [0 Recta B:‘ [Jcroatne winase (€K1
b
omer ———— sawm. [psa:usrponls
STOOL SPECIMENS A e eriog aet8)

Vistoey of bioody 100457 @ ves

C. difficile testng OTHER TESTS

Stoo! culture. “Standing order requests - expiry & [Focal occut blood (A5® 5074 asymptomase 62¥) Copy to Colon Sareening Program
[ 510! ova & poraste exam froquoncy must be Indicate [ ocat Occut Bood Oher Ingications)

] S ove & parasi igh k. 21882} BLOOD TYPE AND ANTIBODY SCREEN

“D“““""""’-’ FERRITIN

Pt I © (e gy | STS, RUBELLA IMMUNE STATUS

nas [ Ha¥

Sie
MYCOLOGY DATE SIGNED
veost O rongus St
DATE OF COL\.ECT\ON TIME OF COLLEC'HON TELEPNONE REOUISIYION RECEIVED BY lempbﬂt"‘xu'\--)
v wcondsede b4 S e o e et a0 i reaiston
wsed for quatty ‘sswrance managom! s

and 10 hoatthear O whan roquirod or perreitied b F0 Porsanal informaticn is protected
renartzed wse and disclosie ¥ " condance with the Persons) nformation Protection At e O e Froedom of Infomaton 874 rotaction of Privacy Act and maY b2 usod
et try those ACS. m-m-mwn-n.»wn.ww@m




Time-savers & Resources
2. Automate Processes: US and SIPS

¢ Pregnant person can book their own U/S (for some labs)

Indicate best time on requisition by their dates

¢ Use Pregnancy Dating Tool to determine dates for SIPS
Website: Perinatal Services BC -> Estimated Date of Delivery Calculator
*EMR integration : some EMRs will assist with this

¢ Attach early ultrasound to SIPS/IPS form if available.
Saves time copying in CRL etc.



How do we get this all done?
3. Engage the pregnant person in their care

* BC Guideline for maternity
care: Pregnancy Passport for
patients

* Patient handouts and
resources
* |.e. genetic screening, diet
and exercise

Dregnancy
Passport

* Apps for patients:
* https://www.smartmomeca
nada.ca/
* Developed by Northern
Health Authority in BC and
endorsed by SOGC!



https://www.smartmomcanada.ca/
https://www.smartmomcanada.ca/

Time-savers & Resources
3. Engage the pregnant person in their care

Offer resources for information on prenatal genetic screening before
discussion, if time permits:

¢ Video: Prenatal Genetic Screening-Its Your choice
https://www.youtube.com/watch?v=UTQ1KFGqgnXY

& Patient Decision Aid *link is in resource list

& Refer women to PSBC website or give pamphlets

BC Prenatal Genetic Screen Program: It's Your Choice @ 4

@’l Screening:
Is'It Right for You?

| & Youlube 5J

R e e | d ~ TN



Time-savers & Resources
3. Engage the pregnant person in their care

Frequently Asked Questions

Resources for patients

Vancouver .
P reg na ncy Division of Family Practice
A v
AVancouver Division of Family Practice initiative
i
Most women who are expecting a baby have a lot of questions about their pregnancy

Home About Us FAQs
and their health care. Here are the answers to some of our most frequently asked

Find a Doctor  Resources For Physicians Blog Q
questions.

. . - Resources
What's the difference between seeing an obstetrician, a
family doctor and a midwife?

When should I start my pregnancy care?

Resources

.

Book Lists

How can I arrange to see a family doctor for maternity

.

Breastfeeding

Exercise and Pregnancy

Helpful Websites

.

Maternity Hospitals in Vancouver

Prenatal Classes

FAQ for patients
Pregnancyvancouver.ca

Accurate pregnancy information can be difficult to find. That's why we've created a
list of helpful pregnancy websites, a book list, and more.
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Provider Resources

Provincial Health Services Authority | Perinatal Services

Perinatal & Newborn

) Perinatal
Health Hub

¥ @ Services BC

Welcome perinatal ant
health care profession

The Perinatal & Newborn Health Hub (the Hub) is th

newborn health information resources, education, a

Search Hub content

Prenatal Primary Care Checklist

Initial visit

O

O OO O OO O O OO o o O

Discuss practice model, scope,
team and call schedules

Discuss how to contact
(hospital, HCP)

Discuss reasons to contact HCP
(ex pregnancy loss S/Sx)

Provide Baby’s Best Chance &
Pregnancy Passport

Records release sign if needed
Discuss prenatal genetic
screening + requisition

Order routine prenatal
investigations

Consider inherited conditions,
hemoglobinopathies, GDM risk

Review pregnancy EDD

Recommend first trimester
ultrasound

Placental complications
risk assessment

Preterm labour risk assessment

Discuss folic acid
and supplementation

Discuss food handling and safety
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History completed

Physical exam completed
Initial labs done

(+ prenatal genetic screening)
Discuss and book

detailed ultrasound

Hospital pre-registration and tour
Public health referrals

and resources

Connect with Indigenous
support/resources

Discuss nutrition,

exercise, weighing

Discuss dental health and
regular cleaning

[ O SIS L

By 24 - 27 weeks

a

00 OOO0OO0O Ooooo

Repeat antibody screen if Rh-;
if first pregnancy;
if antibodies present.

Rhogam consent/Rx
Gestational diabetes screen
Repeat hemoglobin if indicated

Offer immunizations
(incl Tdap, influenza)

Discuss HDP, PTL, DVT symptoms
Discuss prenatal education
FM awareness or FM counting

Discuss signs & symptoms
preterm labour

Discuss doula and labour support
Discuss nutrition, exercise, NESTs

By 28 - 30 weeks

O O Ooooo

If Rh- Rhogam given

Mental health screening (EPDS)
Anesthesia consult if indicated
Discuss postpartum and
discharge planning

Discuss postpartum family
planning/ contraception
Discuss community resources
for infant feeding and parenting

By 32 - 34 weeks

OO0 OO0 oo ooo

If Hx HSV, antiviral consent/Rx
Repeat STl screening if needed

Confirm planned place of birth/
travel for birth

Confirm hospital pre-registration

Schedule cesarean birth
(if applicable)

Discuss birth preferences

Discuss birth ceremonies
and traditions

Discuss GBS screening+prophylaxis
Discuss newborn care eye

By 35 -37 weeks

Swab for GBS

Management of GBS &
document plan

If Hx HSV, started on acyclovir
at 36 weeks

Repeat serology screening

as indicated

AN records faxed to hospital(s)
AN records to referral HCP

(if applicable)

Discuss 5/5x labour and

when to page in labour

Discuss management of
the 3rd stage

Discuss safer sleep for newborns

OO 0O 00 OO oo

o
<
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Discuss prevention of postdates
Discuss cervical sweeps

Discuss postdates protocol/
induction

Discuss fetal monitoring
during labour

Discuss early labour strategies
Discuss care of perineum:
labour + postpartum

Discuss umbilical cord
management

Discuss the “golden hour”

of uninterrupted skin-to-skin
Discuss placenta evaluation,
preference keep or dispose
Discuss postpartum care

and support

O OO0 0 OO0 O ooo

Discuss increased fetal surveillance/
NST and IOL at 39wks for clients
of advanced maternal age

By 40 weeks

[] Book postdates U/S & NST > 41wks
[] Book postdates induction
.

)



Timesavers and Resources
4. Streamline referrals

» Use Pathways or local referral networks

» Give patient known options for care-provider
» Tear sheets, business cards

» Patient makes own appointments

» Standardized process for transfer of records with your
staff and what to include.



e Pathways

An Online Resource for Patient Referrals

Pathways — Family Practice OB

3% Pathways

Forms W Favourites F Y

ALL SPECIALTIES ~ FAMILY PRACTICE

jalists who

Showing all sp

pt referrals in Primary care obstetrics. Clear all filters.

Filter Family practitioners
Hide results from other specialties.

Accepts referrals for _
Average Non- . S
pting New t Pa N [] ADHD: Pediatric
Family practitioner Specialties Referrals? Waittime City [ ADHD: Adult
Obstetrics / [[] Accepting new nursing home patients
Dimithra Hippola GpP Gynecology and o Within one week Vancouwver for ongoing care
Family Practice [] Accepting new office patients for
Hasan Abdessamad gbs‘lemlc.sf v Within one week Vancouver ongoing care
ynecology [] Acupuncture
Alison Maclnnes GpP Family Practice v Within one week Vancouver [] Alcohol issues
Barra O'Briain GP Family Practice v Within one week Vancouver [] Allergy testing
Tania Kung GP Family Practice o Within one week Wancouver i Ankle
[ Anxiety
Vancouver and
in- i i v i -
Xin-Yong Wang GP Family Practice Within one week Richmond [ Autism
Florina Feng GP Family Practice " Within one week \-’Iancouver and I Aviation medicine
Richmond - N
[] Birth control counseling
Eric Cattoni GP Family Practice ' Within one week Vancouver ] Botox for chronic migraine
Renee Fernandez GP Family Practice v 1-2 weeks Vancouver [[] Botox injections: cosmetic
i Bot 1
Dale Steele gbslelrllcs ! o 1-2 weeks Wancouver [ Botox neuromuscular
ynecology [] Breastfeeding support/Lactation
Jan (Janis) Ferguson GP Family Practice v 1-2 weeks Vancouver consultation
Michelle Yuen GP Family Practice v 1-2 weeks Vancouver [[]1 Cancer chemotherapy
[] Cast
Donna MclLachlan Gp Family Practice o 1-2 weeks Vancouver ] Child and youth addiction medicine
Yasmin Garcia GP Family Practice v 1-2 weeks Vancouver [] Circumcision - Infant
Nasha Grant GP Family Practice g 1-2 weeks Vancouver [] Cognitive behavioral therapy
[] Cosmetic dermatology
Catherine Lee GP Family Practice o 1-2 weeks Vancouver
[ Cryotherapy
Emily-Kate Higgins GP Family Practice v 1-2 weeks Vancouwver [] Depression



Time-savers & Resources
5. EMR optimization

¢ Create prenatal order sets in
your EMR

¢ Customize early prenatal care
flow sheets or templates




A new vision for early pregnancy care:

You understand the timing of
essential elements of early care.
Patients

You are confident with 15t prenatal
visits.

You have more information and
resources to provide

Your care is more efficient.

Your patients are more engaged in
their care

You have FP colleagues to refer to
and consult with.

Your care is making a difference.




Cultural Safety:
LOOKING TO THE FUTURE: ANTI-RACISM AND MATERNITY CARE

» How do we cultivate an anti-racist maternity practice?

« Race affects maternity outcomes in North America

» Disparities are magnified by the pandemic, which has shown to
disproportionately affect racialized and marginalized populations

« Multiple obstacles if language/trust/SES limitations

» Considerations:

+ Trauma-informed care

» Consider our lens of what is “normal” - maternity care may look different in
different countries

» Consider blocking longer initial appointments to allow time for questions, help to
navigate booking appointments

« Consider using an interpreter

» Write things down - numbered list of things to be done for next appointment



Cultural Safety:

LOOKING TO THE FUTURE: ANTI-RACISM AND MATERNITY CARE

> Indigenous populations:

« Cannot assume that our healthcare systems are directly transferrable to
Indigenous populations

« Consider how colonization has impacted these communities and caused
inequalities, and how these have been amplified by the pandemic

ACTIONS:

« Educate yourself - ex. San’yas Indigenous Cultural Safety Course - understand
the history to prevent re-traumatization

« Be open to modifying practice and asking patients for guidance

« Connect patients with resources: social workers for maternity care resources
including prenatal nutrition program, public health nurses, aboriginal health
navigator

« Understand FNHA Health Benefits

» Can apply for doula care (Doula for Aboriginal Families Grant Program) to allow
for continuity of care, trust relationship, cultural competency and advocacy
through labour process



Cultural Safety in Indigenous communities:

» Relational care

Honouring Indigenous
Women'’s and Families’
Pregnancy Journeys

» Strength and resilience based
practice

» Decolonizing medical language

A PRACTICE RESOURCE TO SUPPORT
IMPROVED PERINATAL CARE

CREATED BY AUNTIES, MOTHERS,
GRANDMOTHERS, SISTERS, AND

» Understanding the history = e

» Self-determination and autonomy

» Know your resources —what s
covered, doula program, health
liaison

-8 Perinatal
" Services B
Provincial Health Services Authority
http://www.perinatalservicesbc.ca/Documents/Resources/Honouring_Indige
nous_Womens_and_Families_Pregnancy_Journeys.pdf




Future directions:

APPENDIX C-4: ANTI-RACISM RESOURCES

» Spoken Language Interpreter: http://www.phsa.ca/health-professionals/
professional-resources/interpreting-services#Access--interpreters

» Healthiest Babies Possible: http://www.vch.ca/locations-services?
search_term=Healthiest+Babies+Possible+Program*

» Health Care System Navigation: https://patienteduc.fraserhealth.ca/file/
finding-your-way-around-our-health-care-system-a-g-229674.pdf

» Pacific Immigrant Resource Society: https://pirs.bc.ca/
» San’yas Indigenous Cultural Safety Training: http://www.sanyas.ca/

» FNHA Doula Program: https://www.fnha.ca/wellness/wellness-for-first-
nations/women-men-children-and-families/doula-services

» Aboriginal Health Navigator: http://www.vch.ca/Locations-Services/
result?res_id=771

» Directory of BIPOC Counsellors: www.healingincolour.com




Questions?e







Billing —LFP MODEL

COMPLETE AND APPROPRIATE CHARTING IS ESSENTIAL

TIME CODES

I. 98010 Direct patient care (per |5 min)

2. 9801 | Indirect patient care (per |5 min)

3. 98012 Clinical Admin time (per 15 min) — max 10% of total hours

VISIT CODES

I. 98031 In person visit

2. 98032 Virtual visit

3. 98022 Minor procedure or diagnostic test — i.e. urinalysis
4.

98021 Standard procedure —i.e. pap test



Billing — Fee for Service
COMPLETE AND APPROPRIATE CHARTING IS ESSENTIAL

I. 14091 Prenatal visit, subsequent examination
Can use 2-3 visits for initial assessment, partial history, genetic screening
counseling, and results.

2. 14090 Prenatal visit, complete examination
Complete history and physical exam for pregnancy, including pap test if
due. May be billed a second time when referred to a maternity care
provider.

3. G14076 Attachment Patient Telephone Fee (1500/yr.). Must chart the
two-way conversation that would replace a patient visit, and have billed:

Attachment Participation G14070 or
Maternity Care Network Initiative G14010



Billing cont.

4. 14002 Perinatal Health Risk Assessment
Bill in addition to in person visit. Consider using “Rx for Health” tear
sheets.You should be discussing full med hx, screening and results so ideal
for first visit or CPE

5. 00120 Counseling, minimum 20 minutes, condition recognized as difficult
by medical profession AND patient distressed

6. 00100 Visit in office, regular office visit can be billed for non-pregnancy
related issues

Resource:


https://bcfamilydocs.ca/simplified-guide-to-fees/

Billing cont.

00120 Counseling:

» Counselling is defined as the discussion with the patient, caregiver; spouse or
relative about a medical condlition which is recognized as difficult by the medical
profession or over which the patient is having significant emotional distress,
including the management of malignant disease. Counselling, to be claimed as
such, must not be delegated and must last at least 20 minutes.

Counselling is not to be claimed for advice that is a normal component of any visit
or as a substitute for the usual patient examination fee, whether or not the visit is
prolonged. For example, the counselling codes must not be used simply because
the assessment and/or treatment may take 20 minutes or longer; such as in the
case of multiple complaints. The counselling codes are also not intended for
activities related to attempting to persuade a patient to alter diet or other lifestyle
behavioural patterns. Nor are the counselling codes generally applicable to the
explanation of the results of diagnostic tests.



Billing resources

» BC Family Doctors (formerly
Society of General
Practitioners of BC)

paid membership

» Local Divisions of Family
Practice

» List of ICD-9 codes billable in
BC:

ABOUTUS THELATEST FORMEMBERS WHY JOIN

Fee Guide C

Simplified Guide to Fees

We have created a searchable Billing Help Library with frequently asked questions regarding billing during C(
encourage you to look for the answer to your billing question there.

If you cannot find the answer you need, please send us a billing question using our online form.

° Recently Updated Fees

Search Fees

G[p]s]|c Y T 1Y f‘

GPSC Fees: All GPSC Portal MSP In-Office: Visits & Proced

Exams

¢ o> ad



https://bcfamilydocs.ca/
https://divisionsbc.ca/
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/diagnostic-code-descriptions-icd-9
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/diagnostic-code-descriptions-icd-9
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/diagnostic-code-descriptions-icd-9
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/diagnostic-code-descriptions-icd-9

Bringing it all together

A sample fimetable: Meera

1. First visit: confirm pregnancy, establish due date (20-30 min)

Patient instructed to come 10-15 min early for appointment by office
staff

Given standardized pregnancy resource package

Staff show her how to take her weight and do her urine screening for future
appointments

Completed pregnancy history in waiting room, form corresponds to
antenatal record page 1, quick review in appointment

Address any urgent concerns: folic acid, alcohol, violence...

Order labs (Standard prenatal set in EMR + any additional specific) and
give requisition for her to book US

Establish provisional due date and check timing for genetic screening
Give woman resources for decision re genetic screening

Billing:
» 00100 (Visit in office) + 14002 (Perinatal health risk assessment) + 15120 (UPT)
» LFP -98010 x 2 (Direct Care for 30 min) + 98031 (in person visit) + 98022 (UPT)



Bringing it all together
A sample timetable: Meera - VIRTUAL

1. First visit: confirm pregnancy, establish
due date (20-30 min)
Patient emailed prenatal history form and returned to office before

appointment, corresponds to antenatal record page 1, quick
review in appointment

Address any urgent concerns: folic acid, alcohol, violence...

Order labs (Standard prenatal set in EMR + any additional specific)
and give requisition for her to book US — by secure patient portal or
faxing directly to lab cenftral infake / ultrasound for her

Establish provisional due date and check fiming for genetic
screening

Email “first prenatal email” including genetic screening video and
website

Billing:
» 13437 (Telehealth visit) — consider breaking this into 2 visits
» LFP -98010 x 2 (Direct Care for 30 min) + 98032 (virtual visit)



Bringing it all together

A sample timetable: Meera

2. Second visit: genetic screening (10-20 min)
Review options for genetic screening, using PSBC graphics as needed
Confirm patient’s decision
Fill in requisitions using tips above and establish how will she be notified

Billing: ICD-9=V26.3, Genetic counselling
00100 (Visit in office)
LFP - 98010 x 1 (Direct Care for 15 min) + 98031 (in person visit)

3. Third visit: complete the Hx and CPx (20-30 min)
or postpone if more counseling re genetic screening needed

Billing: ICD-9= 30B, prenatal care
14090, Complete history and physical examination in pregnancy
LFP - 98010 x 2 (Direct Care for 30 min) + 98031 (in person visit) OR 98021 (if pap done)



Bringing it all together
A sample fimetable: Meera - VIRTUAL

2. Second visit: genetic screening
(10-20 min)
Review options for genetic screening, using PSBC graphics as needed
Confirm patient’s decision
Fill in requisitions using tips above and establish how will she be notified

Billing: ICD-9=V26.3, Genetic counselling
13437 (Telehealth visit)
LFP - 98010 x 1 (Direct Care for 15 min) + 98032 (virtual visit)

3. Third visit: complete the Hx and Cpx (20-30 min)
or postpone if more counseling re genetic screening needed

Billing: ICD-9= 30B, prenatal care
14090, Complete history and physical examination in pregnancy
LFP - 98010 x 2 (Direct Care for 30 min) + 98031 (in person visit) OR 98021 (if pap done)
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