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ABSTRACT

PROBLEM BEING ADDRESSED Implementing the recommended clinical practice guidelines [or
prenatal care can be difficult for busy practitioners because the guidelines are numerous and
continually being revised.

OBJECTIVE OF PROGRAM To develop a checklist outlining the current recommended activities for
prenatal care to assist practitioners in providing evidence-based interventions to pregnant women.
MAIN COMPONENTS OF PROGRAM We reviewed guidelines for prenatal care from the Canadian
Task Force on the Periedic Health Examination (CTFPHE) and from the report of the US Preventive
Services Task Force (USPSTF), We searched MEDLINE for interventions commonly performed in
pregnancy, but not reviewed by either task force. [nlerventions graded A or B are listed in bold type on
the checklist. Interventions graded C by either task force or recommended by organizations not
necessarily using the same rigorous criteria are listed in plain type. Recommended interventions are
displayed along a time line under three headings: clinical maneuvers, investigations, and issues for
discussion. Pilot testing by 12 practising physicians and 12 family practice residents showed that most
respondents thought the checklist very useful.

CONCLUSIONS Providing a one-page checklist summarizing recommended clinical maneuvers,
investigations, and topics for discussion should help physicians with implementing the many clinical
practice guidelines for prenatal care.

PROBLEME La difficulté éventuefle éprouvée par des praticiens débordés de travail dans la mise en
ceuvre des guides de pratique clinique recommandés pour les soins prénatals, compte tenu de leur
grand nombre et de leur révision fréquente.

OBJECTIF DU PROGRAMME Elaborer un aide-mémoire mettant en évidence les activités actuellement
recommandées dans les soins prénatals, pour aider les praticiens a effectuer chez les femmes encein-
tes les interventions indiguées, compte tenu des données probantes.

PRINCIPALES COMPOSANTES DU PROGRAMME Nous avons examiné les lignes directrices con-
cernant les soins prénatals du Groupe d’étude canadien sur l'examen médical périodique (GECEMP)
et celles tirées du rapport du US Preventive Services Task Force (USPSTF). Nous avons effectué
une recherche dans MEDLINE pour relever les interventions communément pratiquees en cas de
grossesse, mais qui n'étaient pas incluses par 'un ou l'autre des groupes d’étude. Les interventions
cotées de classe A ou B sont présentées en caractéres gras dans I'aide-mémoire. Les interventions
recommandees sont données chronologiquement en trois colonnes: les manceuvres cliniques, les
investigations et les questions a discuter, Un essai expérimental auprés de 12 médecins praticiens et
de 12 résidents en médecine familiale a démontré que la majorité des répondants jugeaient l'aide-
mémoire trés utile,

CONCLUSIONS La présentation d'une synthése des manceuvres clinigues, des investigations et des
sujets de discussion recommandés, sous forme d’aide-mémoire d’une page, devrait aider les médecing
dans la mise en ceuvre des multiples guides de pratique clinique concernant les soins prénatals,
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linical practice guidelines {CPGs) for pre-
natal care are constantly changing in the
face of new evidence, Keeping track of the
recommended guidelines for prenatal care
is becoming increasingly difficult for busy practition-
ers as more tests for pregnant women become avail
able. Studies conducted after release of CPGs have
often shown that practitioners had less than satisfacto-
ry awareness of, and compliance with, the guidelines.!
One Canadian survey found that most organizations
producing CPGs (58%) do not actively try to ensure
implementation of the guidelines they produce.”

Recent studies have demonstrated that practition-
ers are sometimes unaware of the investigations and
procedures they should be recommending for their
prenatal patients. In a random sample of family physi-
cians in the Toronto, Ont, area, 43% did not mention
folic acid supplementation as a topic for discussion
with women of childbearing age, women planning
pregnancies, or women in the first trimester of preg-
nancy, and only 14.3% knew the correct timing of folic
acid supplementation.? A survey of Ontario family
physicians, obstetricians, and midwives demonstrat-
ed that, although 88% of respondents were routinely
offering maternal serum triple-marker screening to
all pregnant women, knowledge about the test was
far from ideal.*’ In another study, only 5.2% of physi-
clans surveyed in the Hamilton, Ont, area reported
they always offered HIV testing to patients in the first
trimester (80% never or rarely offered testing).® The
authors concluded that modification of the reminder
tools currently used in prenatal care might facilitate
discussion of HIV with every pregnant patient.

A review of CPG implementation strategies found
that primary dissemination strategies (mailing or
publication of the actual guidelines) need to be sup-
ported by secondary implementation strategies that
enable or reinforce changes in the practice setting.!
In particular, practice-based strategies, such as
reminder sheets for physicians and patient-education
materials, were effective in itnproving management.!

¢

Objective of program

The “Maternity Care Guidelines” checklist was devel-
oped, as a secondary implementation strategy for
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physicians, to summarize the clinical maneuvers,
investigations, and suggested topics for discussion
supported by the best medical evidence. The aim of
the checklist is to provide a quick reference and
charting aid that facilitates implementation of recom-
mended guidelines. The purpose of this article is to
acquaint physicians with the checklist and to review
the evidence for some of the recommended investiga-
tions and clinical interventions. Several controversies
in prenatal care are discussed.

Data sources

Many of the recommendations on the checklist are
those of the Canadian Task Force on the Periodic
Health Examination (CTFPHE) and the United States
Preventive Services Task Force (USPSTF).”* The
Canadian task force, which began its work in 1976,
and the US task force, which began in 1984, use a
similar, standardized method to systematically review
the evidence for a variety of preventive health care
interventions.

Explicit criteria are used to judge the quality of
evidence from published clinical research, and then
clinical practice guidelines are developed using a rat-
ing scale from grade A to grade E to classify the evi-
dence. Interventions are classified as grade A and B
recommendations when the evidence supporting
them is considered good or fair, respectively. Grade C
recommendation means the task force found insuffi-
cient evidence to recommend for or against a maneu-
ver; decision making must be guided by factors other
than scientific evidence. Lack of evidence of effective-
ness, however, does not constitute evidence of inef-
fectiveness. Interventions reviewed by one or both of
the organizations and graded A, B, or C are shown in
Table 1.

MEDLINE was searched from 1993 to 1998 using
the applicable MeSH or text words for interventions
that, in the authors’ experience, were often part of
routine prenatal care, but were not reviewed by
either task force, We searched for Tay-Sachs disease
testing, screening for bacterial vaginosis to prevent
preterm labour or premature rupture of membranes,
preventing sudden infant death syndrome, exercise
in pregnancy, screening for Group B streptococcus
infection, gestational diabetes screening, and HIV
testing. We thought the task force recommendations
regarding the two latter interventions were particu-
larly controversial and that important new evidence
had become available since the task force recommen-
dations were last published. We also reviewed the
Society of Gynaecologists and Obstetricians” (SOGC)
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Table 1. Maternity care recommendations from the Canadian Task Force on the Periodic Health

Examination and the United States Preventive Services Task Force

INTERVENTION GRADE TASK FORCE

Smoking cessation interventions to prevent low birth wenght or decreased cogmtlve ability of c:h1ld A CTFPHE/USPSTF
(,ounnel on 'breastfeedlng to prevent gastromtestmal and rc'quatory mfeetmn in newborns - R ) A ‘ CTFPHh/USPSTF o
FactnrA, B 0 dl‘ld D (Rh) antibndy screemng at ﬁrst prenatal v151t .......... . A ) - CTFPHF‘/LSPSTF o
D immune globulm admlmst.ratmn to D negatlve wornen after dellvery of a D posmve mfant to prevent RhD A CTFPHE/ USPSTF
sensitization

Fohc actd bupplementatmn of O 4 to O 8 mg/d for low nsk women 10 prevent neural tubc defeus e 7 A . . CTF PHE/ USPST Fm
I‘ohc actd ‘;upplementanon ot' 4 mg/ d for hlgh nsk women tu prevent neural tube defects o A ) 7 -CT FPHE/ USPSTFV
Unne eulture to screen tur asymptomatnc bactenund ......... ) . A : ”C'IBPHE/U‘EPQ‘[‘F
S::reen for aLute or chromc hepatmc; B by hepauhe B enrface anngen (Hngg) .“A ) URPQ’I‘P B T
Hepatms B immunc globulm and hepatlm B vaccine for 1n.fants bom to HBJ\g posmve mothem T A ”CTFPHE/ USPST F‘ o
Routme serologlc test for syphlhs tn prevent congemtal syptulls 7 T A ‘ MUSPSTF 7 S
Ocular prophyhms for newbnrns to prevent ophtha!mla neonatorum ) A N . VCT FPHE/ USPS”I'F
Rccommend use of child car seat* oo A CTF PHE/USPS’I'F o
‘acreen newbnrns for phenylkctonuna by blood pheny!alamne - A . (."FFPHE/ USPST Fm )
Screen for eongemtal hypothyrmdlem by Lhyrotd sttmulannghonnone ------------------ A CTF PHE/ USPS'FF- o
Physlcal e-:tannn:.itmn nf newbom s hlps to detect mngemtal h:p dlslocatlon - A ) 'CT F. PHE '
Antlctpntory g‘mdance for nlghtttrne Lrymg """""""""""""""""""" A ---------- -‘CFFPHE

Repeat D annbody 9creenmg of negatlve women at .34 to weeks andD 1mn1une globu]m admlmv,tranon B o 'CTFPHL/USPS'I‘F 777777
(300 pg) to prevent Rh" Sen%ltlZatJOl‘l

Routine ddmmustranon of D immune szlnbu!m after ammoeentesr:. and elective abortton B CIF PHE/ USPSTF .

to prevent Rh® sensitization

Screen for rubella nnmumty COU.l'lbl:l -z.i-ncl vaccrnate-nonrr’ntnnne‘nolnen postpartum to prevent congemtal o B """ ' CTF PHE./ USPSTF -----
rubella syndrome

Smgle prena-telunltraeound e:mmmz'.r.lonT S ) B . o CTFPHF

Offer amniocentesis or chonomc vill samplmg to women with risk factors for Down syndrome (age older than 35. B o CT F PHE/USPSTF --------
previous Down syndmme pregnancy known carrier)

Matemaj serum o fetoprotem screen for neural tube defects for IOW-I'Hk women . B C’I‘FPHP / U'%PSTF o
Trlplemarker screen for Down syndrome for low-nstt women (w1th Ediinséliiig) B T FPH]:/USPSTFNW '
Counbel parents on breastfeedmg to prevent iron deﬁuency anemis in 1nfants B ' ‘ CTFPHF/ USPSTF o
Screen ntgh nek women for hernogtoBtnupathle (t‘-omplete blood wunt ‘ netnoétob1n elcetrophorests) B o
Screen for iron deﬁuency anemia w1th hemoglobm or hematocnt B “-U'%PSTF

Coun%ei on numuon mcludmg recommended calcmm mtake (12()0 to vl-BOD mg/dt ------------------------------- B HIUSPSTF R
Umversal SCreen for thamydral mfectlon’ B . . CT FPHE

Screen hlgh nsk women for gonorrhen bycervtcal culture ) B A 7 USPSTF .

Meaeure blood: pressure atfirst prenatal visit and penodlcally throughout pregnaney to prevent preet Iampma B ‘ C'I‘F PHL/USPSTF. o
Screen for hlgh risk drmkmg @ drmks/‘ d bmge drlnkmg) and wunee] on alcoho] comsumpnon to prevent fetsl B e FPHE/USPSTF. o
alcohol syndmme

Recommend absnnence from alcohol to prevent fetal alcoho] syndrorne . C B

Umversal screen [or gonorrhea by cemeal tulturek ----------------------- ‘ C ) - -USPST 13

Routme adrnml%tratton of D immune glohulm after Lhomomc v111u~: qamplmg, ot.her obstemc pmcedures and C o '“CTF'PHE/USPS’ I'F- T
antepartum hemorrhage to prevent Rh' sensitization

Screen for gEStatlona.] dlabetes mettttns -------------------------------- C “C’I‘FPHE/ USPb l“E T
Suggest iron supp]ementatmn durmg pregnancy ------------------------ L . VCTFPHE/ UCSPSI'F o
Suggest ASA prophylaxis for prevennng preecla.mpstd or mtraﬁ'té}'.nég{m%ﬁ 'r'ét;t}da&lo'ﬁ o  USPSTF -
Use screenmg 'rnetruments for farmlv vmlenee C ‘”USPSTF R

Offer vo]uutury HIV anubodg}é&eéﬁiné """"""""""""""""""""" c " CTFPHE/USPSTF
Coun%el women w1th no hlStOl’} of herpes who have partners W1th herpes to abqtam Erom 1ntercoura,e or use o B C ‘ ‘USPSTF ----------- -

condoms

*A recommendation for use, B recommendation for counseling parents.
"Grude C recommendation by USPSTF.

*Grade A recommendation by CTFPHE.

SGrade 1) recommendation by CTFPHE,
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CPGs and policy statements published during the
past 5 years.

Some guidelines for prenatal care remain contro-
versial. Among these controversies is the debate over
universal screening for gestational diabetes mellitus
{GDM). Use of a 50-g glucose challenge test between
24 and 28 weeks” gestation to screen all pregnant
women for GDM has been endorsed by the Second
and Third International Workshop-Conferences on
Gestational Diabetes,* the American Diabetes
Association,'! and the SOGC." The CTFPHE found
that the studies that led to the prevailing recommen-
dations had important limitations." In particular, the
validity of the diagnostic test itself is questionable
and the magnitude of the benefit of screening to the
incidence of shoulder dystocia and birth trauma is
likely small and not worth the clinical or financial
costs of screening. Both the CTFPHE and the USP-
STF have concluded that there is insufficient evi-
dence to recommend for or against universal
screening for GDM.”® A recent analysis'* of data from
an earlier study of 3131 pregnant women showed that
selective screening of women at increased risk for
GDM was efficient and reduced the burden of testing
for many women. In 1997, an expert committee of the
American Diabetes Association also recommended
selective screening.’®

Another still controversial area is the role of
screening for and treatment of bacterial vaginosis to
prevent preterm labour and premature rupture of
membranes, Several observational and cohort stud-
ies'®" have shown increased risk of preterm delivery
among women with bacterial vaginosis. Conclusive
evidence of a causal relationship between bacterial
vaginosis and preterm deliveries has not yet been
established by a randomized controlled trial, so an
SOGC committee has stopped short of recommend-
ing universal screening and treatment of all pregnant
women.? The committee did, however, recommend
treating all women with symptoms and screening and
treating all asymptomatic women with a histery of
preterm birth. They note that diagnosis of bacterial
vaginosis must be based on objective criteria, such as
criteria from Amsel et al’! on our Maternity Care
Guidelines checklist (Figure 1) or Gram staining, not
culture of Gardnerella vaginalis. Other authors®
think criteria for “causality” have been met and that
existing evidence supports screening and treating all
pregnant women for bacterial vaginosis.

Controversy is also evident in the literature
regarding routinely offering HIV testing to pregnant
women. The CTFPHE report published in 1992 found

insufficient evidence to recommend inclusion or
exclusion of HIV antibody screening for all pregnant
women.?® Subsequently, the AIDS Clinical Trial
Group {76 trial demonstrated that peripartumn use of
zidovudine led to a reduction in the rate of vertical
transmission from 25.5% to 8.3%.* A more recent
report from the USPSTF still found insufficient evi-
dence for or against universal prenatal screening for
HIV.® The authors note, however, that offering
screening to all pregnant women might be recom-
mended on other grounds, including patient prefer-
ence, easier implementation, and increased
sensitivity compared with screening based on com-
munity prevalence and reported risk factors. Both
the CTFPHE and the USPSTF recommend offering
HIV testing (with counseling) to all people, including
pregnant women, at increased risk for infection
(grade A recommendation).

Despite the fact that both task forces have given a
C grade to evidence for routine prenatal HIV screen-
ing, other organizations, such as the US Public
Health Service,® the SOGC,” the American College
of Obstetricians and Gynecologists,” the Canadian
Paediatric Society,”® the American Academy of
Pediatrics,” the College of Family Physicians of
Canada,* the Canadian Medical Association,” and
Motherisk,” have released guidelines recommending
that all pregnant women be offered HIV antibody
testing. A recent study in British Columbia showed
that routinely offering prenatal screening for HIV in a
low-prevalence setting reduces the rate of maternal-
fetal transmission and is cost-effective.®

Format

The Maternity Care Guidelines are presented as a
checklist organized into three categories: clinical
maneuvers, investigations, and issues for discussion.
Maneuvers are listed along a time line from early
pregnancy to the postpartum period (Figure 1).
Some practitioners might find it useful to photocopy
the guidelines for each patient’s chart and use the
checklist for record keeping. Recommendations sup-
ported by strong evidence (CTFPHE or USPSTF
grade A or B) are listed in beld type; those for which
evidence is limited or controversial are listed in plain
type for consideration. On the reverse side is the
Maternity Care Calendar, which is intended to help
physicians offer the best evidence-based care and to
be an educational tool for patients. The calendar
wheel can be set at the first day of the last menstrual
period for each patient and then photocopied for the
chart and the patient.
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Evaluation

In a pilot study, a convenience sample of 12 practising
physicians (obstetriclans and family physicians) and
12 family practice residents were surveyed regarding
their opinions about the usefulness of the checklist.
Physicians attending rounds at the Children’s and
Women's Health Centre of British Columbia were
given a copy of the guidelines to use in their offices
and asked to complete a short questionnaire summa-
rizing their impressions of the tool, Family practice
residents at Saint Paul's Hospital in Vancouver were
asked to review the checklist and complete the same
questionnaire during their academic half-day.
Respondents were asked to rate the usefulness of
the guidelines as “not at all useful,” “somewhat use-
ful,” or “very useful.” Ten (83.3%) practising physi-
cians and 12 (100%) residents rated the checklist very

CME

Maternity Care Guidelines checklist

useful. The physicians were asked whether they
would photocopy the checklist for use in each prena-
tal patient’s chart. Most residents (11/12, 91.7%) and
some practising physicians (5/12, 41.7%) said they
would photocopy the checklist. Respondents were
also asked whether there was information in the
guidelines that they felt was inaccurate, excessive, or

missing. Responses to this question were used in
revising the checklist.

Discussion

The checklist is intended to complement existing pre-
natal forms, which are structured specifically to allow
clinical information and laboratory results to be
recorded. Unlike these prenatal forms, the Maternity
Care Guidelines checklist provides a time line that
prompts physicians to gather information at specific

Figure 1. Maternity Care Guidelines checklist

patient's Name: :
= CLINICAL
gt DIAGNOSIS:

(usealy 1 month befare ronceptkn rough s irimeseeT)

)

2 sereen for

MATERNITY CARE GUIDELINES (1998)

INVESTIGATIONS
» pt and antibody testing
bt

. tal dingnesis 235 Jrubea serulopy

1 oy sttty e
Tor a 2 avphilis s

! L e ey uimascand hiecding. daies sequired for mnio T TR tewmg ot islormed R A by

§ i ention Includiog sk factkors, sk o stams

i % o ki scid 8 g A3 g forgranésy e o oy o tabuc 3k of anssason b o)

1k 4 wgiday it previous ¥ with @ yeeurel Tube:

1 i ar I3

i ¢ 1if new or outide Cal. gath T
T consider oxoptasmanls serology {if ne

g by Bexcrarmaukra A
£3 Tay Sachs ditase resing :m::;:;g; by
T egpipathies (iskle ot ieanc. Betd

1SSUES FOR DISCUSSION

% discans prescription aad yen he-GOUMET medicaions
‘F‘-discus‘. pmml\imnim(nhdmgl’dkaﬁﬂl setuand
E‘mad re pntwalh-rmﬁ! ffects of mnpking o0

fwu Hm‘::f rivhdaimiiing (2 dinks perday o1 binge
= o icoi ot
o ;mul.meMmzm aftects of &

vl i m

i"mmu .‘pum‘u 'n#::kiukiu!nﬂlicil Arug v a0 SKEUTIER

e b iron, calories sl calicincy
h s it fiocluding oIS, cafchm, ion. e
%dm:wemw L g, COnrRCROn, 3% Gagel!

; ] pvehmpi:drcgtslmioﬂfnﬂn if requived

T give capy of matarmiy care sakendar

FIHST ANTENATAL VJSI':'.'
; T cemplcte hnaory o prevgtal fonm & pares
Ted bi of berpes in workin pai
\\ 1\ E:cmqmmswmmmvmlcm

stiddie Essaern, East Indian)

waokst
5 sereen for chamydia by asture
5 piysical exam a

T offer prenatal dlagoed!

ar prermaial visis svery 46 wewky .
E“E:s};‘::m;mi:;ot fe1a) teart vith doppker | Fm.s:::;’[) "
ii::nndtbvd R negadive women should rd:t‘i\t :nu‘-; o

\ within 72 hors afver clective pherikan, smniste

'\ EARLY FOLLOW-UP VISIT:

i OV 5. extemal
i b hags . ISCRmAgE: .
{mﬂ";ms piogic pregnunky Jeomnt SUCN. suifipirth
lquickemiag (15-20 weekst

opiimal thme berween 15-17 weeks)

T3 Rh gegRifre wamen: Rdmimisrer fsit 300 ¥ duse o DI €
ety newHiive (28 weeks)

hconsidir L hoar g

a2y MICY 4 Kb .
ik wplwia'ns{ma:. African, Mediterranean, HiNpanic-

2.
1 sereen for sspmpromalic pacieriuria by arint coues ( 1216
[

3 PAR tif Dot done in previons 8-12 mantiith

|
¥ i monhea by GEivical culwee o I
Dcmﬁ;twmmu:ﬁuﬁmz -:v,iwr‘-:' for bacienal vagfnou; in i
b e o ox FROM of 01 7
u 14 2o women with risk uflou
[l 172 - 12 aopes (G AFP & 18 wh 1o
\,gj:v:il::cn,lzm 15 weels foai be dond Tner iFncobssany}

: {Jomfmwrnimntriphxrun‘ncmﬂl e {1520 weeks

desaited elirasowed at 16-20 weeks |duse:
= pla:t:: placementl- opueal te s 18 weeks

Beiween
wrten (S0 oad, mix fEsting.
430 gzl I 7.8 mn} of v @ Y how G:;T w;:;l:sﬂ;:‘a‘:
”E{h—u;pu'u aoenen: repreat Rh antlbedy level at
I iter repeat Bomoglobin at 2428 weeks

[ 5 preonal Classes
E:nmmwing raneriol

“ ol Criteris Nred 3 of o .
‘T oo nensts while on griy sasnstort i discher

T Bresencesfctarcels
1, pif et vogimal secreinami 24! )
4.:“1 sk oot gl dischacee befoes e eHe® abrion of

16% KOH

e

J——

T eounseflmg ré premlmmwi‘ . 2y CVS 07 .mm!m” piporci
 ithwowmen with identified rish factors{age> ;
presious affeced preguancy. koour Lanslcalon

1 g w-itmalmnm.\ﬂnﬂqumhpgiha!mmﬂl
c mwm {including limied sensitiviy a'»ﬁ ;pu::ﬂ‘y. !
prychelogical imlications. s associated Wi prenaal

i ' i )
dates. ancnralies, 1wWins. diagnosis and 2nd ritester aboniost. Seln mheTent in procts]

7 vuits Svery 2o wbeks afier 36 woeky

Tvisttn g 13 weeks aker 36 seeks

J ¥ 13170 31+37 weeks
[ m-mmnmialmnimnﬂyp«s P
- :Icsu:inn §if refiveed of T4 prrsile reperamend serial feial
supverlnce]

ST PARTUM:
Dﬂ'ﬂmaﬂmmdﬂlg:lmwm
Dmnwﬂﬁmnpwm-m
Slnhn‘h‘ X nwmnn 'mm;-mm\mm
Ebjdmuﬁﬂmhmlmllﬁbvnﬂdnn

wirth, 1 and & moaiss

' . HBsAg. HIY¥ werviogy.
| 4f igh risk: TEpeMt sYphAALS werclopy.
L\:ncﬁm; st ekamysdia and goenrhed

i urie cutluee \
ﬁ?:b \kamﬂnd Whigh risk [AUGR. placenta preva. el

L inal-anovecial catture £33-
[ fiox Group B Sirep wil a vagin .
= T‘lm\ :x! inapatnmn chemoprophylosis foe GBSt

WO o

Tpartan it risk

H, wwohhﬂurmcmvﬂw{nrwmw

r'lfm;clm:ucm I;'L:xé‘i wecks, P‘RO.\LMH%I“;;&}S,
previous mfat with GBS, puumly documented

:mxémmwv.mmmmymw
galacisemia

Cotlen Kirkham, Ctiildesn Women' Hamithy Contre of
L] 'y
::-nm-nunummm

sy and m-m‘ preasending
iscuss CHT DM e ) i
%:::u; tabour and ﬁelivql:#(‘_ it religt, MICMIONE. episHIMY.
Eabous Mppon. whon 1 colty
Cidhcust mm:ﬂy pesnroes J0r iafams & pareold
T3 recomaiend infast car sot

eoding Wil
o s Tt peeat baby i breassfoeding )
\F_\astsm; i -m“rm.;ﬂ
™ Jaschiseg, hand expression. :ﬂkﬂmwf:;s: o
Smwm:mum
[ hycumy infwee <rei
] dincuns vivain D sopplameniatin

VOL 45 MARCH » MARS 1999 ¢ Canadian Family Physician « Le Médecin de famiile canadien

675



CME

Maternity Care Guidelines checklist

Maternity Care Calendars can be
ordered from Dr Margi Bhalla,
Room 208, BC Research
Institute for Children’s and
Women's health, 950 West 28th
Ave, Vancouver, BC V5Z 4H4;
fax (604) 875-2496;
e-mail mbhalla@interchange ubc.ca,
Calendars cost $§18.95
(812.95 US) each, including
postage and handling.
Discounts apply to multiple
orders. Cheques should be
made payable to the BC
Research Institute for
Children’s and Women'’s
Health. Further information
is available at wwwhcricwh.bc.ca,
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times during the pregnancy. Timing is particularly
important for discussion of potential teratogens
{medications, alcohol, illicit drugs, smoking); use of
folic acid; Rh® immune globulin injections; and ultra-
sound examination, amniocentesis, chorionic villus
sampling {CVS), and maternal serum screening. For
example, because CVS is done as early as 10.5 weeks'
gestation, doctors are prompted to consider dis-
cussing the tests available during the visit at which
pregnancy is diagnosed, so that eligible women will
have adequate time to consider their options.

The checklist also provides information about
investigations that might be appropriate only in
specific populations and would not normally be list-
ed on provincial prenatal forms, such as tests for
Tay-Sachs disease, hemoglobinopathies, and

toxoplasmosis. More detailed information is pro-
vided than on existing prenatal forms, including
key points for counseling women about such issues
as maternal serum screening and HIV testing. As
well, specific instructions for dosage and timing of
folic acid supplementation, D immune globulin for
Rh-negative women, and hepatitis B immune globu-
lin for infants born to HB Ag-positive mothers are
provided.

The SOGC has produced a set of CPGs for obstet-
rics known as Healthy beginnings: guidelines for care
during pregnancy and childbirth > Unlike our one-
page checklist, which is designed Lo be incorporated
into each patient’s chart, the SOGC document is very
detailed and should be used when practitioners
require a more comprehensive reference.
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Key points

¢ Children’s and Women’s Health Centre of
British Columbia offers a checklist of mater-
nity care guidelines to serve as a reminder for
caregivers. :

¢ The checklist has three streams: clinical
maneuvers, investigations, and topics for dis-
cussion. They are arranged chronologically as
they should occur during the pregnancy.

» Preliminary evaluation shows the checklist is
accepted by physicians.

To date, only a limited evaluation of the Maternity
Care Guidelines checklist has been completed. A
more detailed evaluation examining whether use of
the checklist is associated with improved compliance
with the many CPGs for prenatal care is planned. As
well, use of this checklist during medical training
needs to be explored further.

Presentation of information is limited by the
space constraints of the one-page format. The
checklist is meant to serve as a quick reminder for
doctors, rather than a comprehensive reference. For
example, the checklist simply recommends dis-
cussing exercise early in the pregnancy, but possi-
ble topics of discussion include advantages and
disadvantages of exercising; prepregnancy level of
fitness; absolute and relative contraindications to
exercise; contraindicated types of exercise; recom-
mended frequency, intensity, time, and type of exer-
cise; rate of progression; target heart rate zones as a
measure of intensity; and the importance of warm-
up and cooling-off periods.®*® An inclusive list such
as this is beyond the scope of the checklist, and
practitioners seeking further information need o
review original references.

Because CPGs for prenatal care are constantly
changing, this checklist is meant to serve only as a
guide and will need to be adapted to incorporate new
recommendations. The authors plan to update the
checklist periodically.

Conclusion

The Maternity Care Guidelines checklist is
designed to help physicians implement the many
current CPGs for prenatal care. The checklist notes
the various strengths of evidence behind the recom-
mendations. It can be used simply as a quick refer-
ence in the office or for recording in individual
patient’s charts. *
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