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Mrs West  

 30 years old 

 G1 P0 

 Just finished PhD 

 Married for 5 years 

 Using a Mirena for contraception 

 No medical history 

 No Medications 

 Wants to have a baby! 



Pre-conceptual care – what is it? 

 

 A set of interventions that aim to identify and modify 

biomedical, behavioural, and social risks to a woman's health or 

pregnancy outcome through prevention and management, 

emphasizing those factors that must be acted on before 

conception or early in pregnancy to have maximal impact 
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Mrs West -Pre-conceptual 

 Optimise number of planned pregnancies by using LARC 

 Stop smoking 

 Measure and optimise BMI- maternal and paternal 

 Folate– 800ug low risk, 5mg high risk inc. BMI>35 

 Vitamin D? 

 

 

 



 First antenatal screen (includes HIV) 

 STI screen  

 Smears up-to-date 

 Review of drug use legal and illegal 

 Vaccinations - rubella, flu 

 Medical history  

 Medications 

 Regular exercise - 30 mins most days week 

 



Gets a positive pregnancy test 

 Iodine 

 Arrange dating scan 

 LMC 

 Screening for Down syndrome and other conditions 

 

 

 

 



Risk assessment -  

 Guidelines for Consultation with Obstetric and Related Medical Services  

 BMI – advise optimal weight gain 

 Past medical and surgical history 

 Family history 

 

 



Miss South 

 17 years old 

 Maori 

 G2P0  

 Smoker 

 BMI 30 

 Occasionally uses recreational drugs 

 PMH - depression/anxiety ( was on paroxetine) 

 Irregular cycle 

 Positive home pregnancy test 

 

 



What are her risk factors? 

 What do these things make her high risk for 



Perinatal mortality 

 Age 

 Ethnicity 

 Smoking drugs 

 Obesity 



Maternal mortality 

 Depression / anxiety 

 Obesity 



The Suicide  profile 

 Based on a review of 46 published articles on obstetric 

suicide. 

 Risk factors:  

 current or past history of psychiatric disorder, young 

(<20 years), unmarried, unemployed, unplanned 

pregnancy, illicit drug use, alcohol use in pregnancy, low 

supports, previous sexual or physical violence. 

 

 
 Gentile S, J Inj Violence Res 2011; 3(2): 90-7 

 Beyond the numbers: Midwifery challenges in addressing perinatal mortality in 

New Zealand - http://www.hqsc.govt.nz/our-

programmes/mrc/pmmrc/publications-and-resources/publication/493/ 
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Perinatal depression 

 Suicide commonest cause of maternal mortality in 

developing world – inc NZ 

 In NZ 13 maternal deaths from suicide 2006 - 2010  

 Risk increased throughout pregnancy highest per day in 

postnatal period 

 



Indications for primary referral 

 Arrhythmia/palpitations; murmurs - Recurrent, persistent 

or associated with other symptoms  

 Hypothyroidism   

 Symptomatic cholelithiasis    

 Inactive inflammatory bowel disease 

 TB contact 

 Controlled epilepsy 

 Depression and anxiety disorders   

 Mild /moderate asthma   

 Flu like illness  

 



Primary – category of referral 

 The Lead Maternity Carer (LMC) discusses with the woman 

that a consultation may be warranted with a general 

practitioner, midwife or other relevant primary health 

provider, as her pregnancy, labour, birth or puerperium (or 

the baby) is, or may be, affected by a condition that would 

be better managed by, or in conjunction with, another 

primary provider.  

   

 



 Where a referral occurs, the decision regarding ongoing 

clinical roles and responsibilities must involve three-way 

conversation between the primary care provider, the LMC 

and the woman. This should include discussion of any 

ongoing management of the condition by the primary care 

provider. Clinical responsibility for the woman’s maternity 

care remains with the LMC.  

 A referral to a primary care provider may result in a referral 

for consultation or a transfer of clinical responsibility. In 

this event, the provider must notify the LMC of any referral 

or transfer. 



Ms North 

 40 years old 

 G0P0 

 BMI 40 

 Hypertensive 

 Diabetic 

 On metformin & enalapril 

 



Referral to secondary care 

 Optimise medication 

 Routine care 

 

 

 

 

 High dose folic acid 

 Asprin 

    



What do you have to deal with? 

 



Resources 

 http://bpac.org.nz/magazine/2011/april/preconceptio

n.asp 

 http://www.health.govt.nz/publication/guidelines-

consultation-obstetric-and-related-medical-services-

referral-guidelines 

 http://www.health.govt.nz/our-work/preventative-

health-wellness/nutrition/iodine 

 http://www.hqsc.govt.nz/our-

programmes/mrc/pmmrc/ 

 

 



Resources cont. 

 http://www.nsu.govt.nz/current-nsu-

programmes/antenatal-newborn-screening-

programmes.aspx 

 http://www.nejm.org.ezproxy.otago.ac.nz/doi/pdf/10.105

6/NEJMcp1102730 

 http://www.nice.org.uk/guidance/index.jsp?action=downl

oad&o=40145 

 

 


