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Intent of Guideline

• Reduce current practice variation and provide 

facilities with a structured framework to help 

improve patient outcomes

• Provide evidence-based recommendations to 

assist providers and their patients in the decision-

making process concerning pregnancy

• Identify outcome measures to support the 

development of practice-based evidence that can 

ultimately be used to improve clinical guidelines.
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Benefits of Standardization

• Transient population

• Multiple services

• Patient satisfaction

• Provider satisfaction

• Patient safety

• Outcomes assessment

• Unified community voice
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CPG in Pregnancy - History

• History of VA/DoD Guidelines

• 2001 Start

• 2003 Uncomplicated Pregnancy

• Goal oriented care

• Limited Scope

• Exit the guideline

• 2010 Pregnancy Guideline

5



These Recommendations . . .

• may be modified according to local conditions 

and updated scientific evidence.

• should serve as a backbone to the supplemental 

care provided by advanced care providers.

• are designed to be adapted by individual facilities, 

considering needs and resources.

• serve as a guide to optimize quality of care and 

clinical outcomes for their patients.

• should not prevent providers from using own 

clinical expertise in the care of individual patient. 

• should never replace sound clinical judgment.
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Goals of the Guideline

• Outline antenatal visits for specific gestational 

ages

• Each visit having specific goals and objectives

• Help ensure both pregnant women and providers 

are aware of expectations 

• A standardized care plan

• Provide scientific evidence-base for practice 

interventions and evaluations
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Understanding the Process

• Committee Established

• Evidence Reviews

• Meetings

• TDY

• Weekly teleconferences

• Editorial Reviews

• Service Reviews

• TMA Review

• Consultants Review

• Editorial Changes

• Guideline Published
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Creating a Tool Kit

• Committee Established

• Meetings

• Denver, Colorado

• San Antonio, Texas

• Weekly teleconferences

• Tool development

• Community Education
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Assessing the Evidence
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Quality of Evidence

• I At least one properly done RCT

• II-1 Well-designed controlled trial without 

randomization

• II-2 Well-designed cohort or case-control analytic 

study, preferable from more than one source

• II-3 Multiple time series evidence with/without 

intervention, dramatic results of uncontrolled 

experiment

• III Opinion of respected authorities, descriptive 

studies, case reports, and expert committees
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Net Effect of the Intervention

• Substantial More than a small relative impact on a frequent 

condition with a substantial burden of suffering; or A large impact 

on an infrequent condition with a significant impact on the 

individual patient level.

• Moderate A small relative impact on a frequent condition with 

a substantial burden of suffering; or A moderate impact on an 

infrequent condition with a significant impact on the 

individual patient level.

• Small A negligible relative impact on a frequent condition 

with a substantial burden of suffering; or A small impact on an 

infrequent condition with a significant impact on the 

individual patient level.

• Zero or Negative Negative impact on patients; or No 

relative impact on either a frequent condition with a 

substantial burden of suffering; or an infrequent condition 

with a significant impact on the individual patient level.
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Overall Quality

• Good High-grade evidence (I or II-1) directly 

linked to health outcome

• Fair High-grade evidence (I or II-1) indirectly 

linked to health outcome or Moderate-grade 

evidence (II-2 or II-3) directly linked to health 

outcome

• Poor Level III evidence or no linkage to evidence 

to health outcome
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Final Grade

• A A strong recommendation that the clinicians provide 

the intervention to eligible patients. Good evidence was 

found that the intervention improves important health 

outcomes and concludes that benefits substantially 

outweigh harm.

• B A recommendation that clinicians provide (the service) 

to eligible patients. At least fair evidence was found that the 

intervention improves health outcomes and concludes that 

benefits outweigh harm.

• C No recommendation for or against the routine 

provision of the intervention is made. At least fair evidence 

was found that the intervention can improve outcomes but 

concludes that the balance of benefits and harms is too 

close to justify a general recommendation.
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Final Grade

• D Recommendation is made against routinely 

providing the intervention to asymptomatic 

patients.  At least fair evidence was found that the 

intervention is ineffective or that harms outweigh 

benefits.

• I The conclusion is that the evidence is 

insufficient to recommend for or against routinely 

providing the intervention. Evidence that the 

intervention is effective is lacking , or poor quality, 

or conflicting, and the balance of benefits and 

harms cannot be determined.
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Change in Scope

• Uncomplicated Pregnancy Guideline

• Allows individual or group care (e.g. 

Centering Pregnancy)

• Provides guidance for levels of care

• Addresses some common complications
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Level of Care Settings

• Routine Prenatal Care Providers

• Family Medicine

• CNM WHNP

• OB/GYN

• Advanced Prenatal Care Providers

• OB/GYN

• MFM
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Pregnancy Management Algorithm

• Was any high risk identified that 
requires immediate referral to 
advanced PNC?

• Yes--Refer to advanced PNC 
provider

• No—Was any high risk identified 
that requires follow up with 
advanced PNC provider at 10-12 
weeks?

First Visit with Nurse 
(week 6-8) Complete 

self-questionnaire 
Assess for Risk Factors

• Any conditions requiring 
consultation or referral to advanced 
PNC provider?

• Yes – Refer to advanced PNC 
provider for supplemental care

• No – Continue goal oriented visits

Visit with Provider (week 
10-12)
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Ongoing Normal Pregnancy

• Any Conditions requiring 
consultation with or referral 
to advanced PNC provider?

• No—Continue goal 
oriented visits

• Yes—Refer or consult with 
advanced PNC provider

Routine Goal 
Oriented Visits 
(week 16-24)

• Any Conditions requiring 
consultation with or referral 
to advanced PNC provider?

• No—Continue goal 
oriented visits

• Yes—Refer or consult with 
advanced PNC provider

Routine Goal 
Oriented Visits 
(weeks 25-41)
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Indications for Consult / Referral

Immediate Referral

• Recurrent Pregnancy loss

• Preterm birth

• Ectopic pregnancy hx/risk

• Vaginal Bleeding

• Significant abdominal

• Severe pelvic infection

• Cardiovascular Disease

• Cardiac abnormality

• Diabetes Mellitus

• Renal disorder

• Transplant

• Moderate-severe MDD

10-12 Week Referral

• Prior Macrosomia or GDM

• Hx Second trimester loss

• Cervical Surgery

• Uterin abnormality

• Current Cancer

• Positive Infection

• Medical conditions 

• Asthma

• Controlled thyroid

• Gastric bypass

• Prior PT Birth

• Prior Cesarean

• Pelvic surgery for infertility 
or infection
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Guideline Structure

• Annotations

• Visit Outline (A 1-7)

• Interventions

• All visits (1-4)

• Nurse visit (5-21)

• First Provider Visit (22-36) 

• Specific EGA (37-51)

• Not recommended (52-65)

• Appendix A-I
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Highlights of Changes

• Risk for Preterm Birth

• Depression Screening

• Establishing the gestational age

• Obesity, previous bypass

• Prenatal screening options/counseling

• HPV

• Shaken Baby

• Postpartum Visit
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Establishing the Gestational Age

• Importance of establishing an 

accurate gestational age early

• Timing all other interventions

• Anomaly/aneuploidy screening

• IUGR

• Post due date inductions
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Prioritized Dating

• IVF

• Known conception

• First trimester ultrasound

• Reliable LMP

• 12-21 week US

• 22-28 week US 
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Evidence Supporting First 

Trimester Ultrasound over LMP

• Post dates 

inductions

• Aneuploidy 

screening

• Poor Reliability 

of LMP
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Dating Methods

• Menstrual

• Clinical

• Ultrasound
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Is a ―Sure‖ LMP Reliable???

• Accuracy dependent upon recall

• 50% unplanned

• Assumes 28 day cycle

• Cycle lengths vary between within individuals.  

95% confidence limits 27+/- 9 days. 

• Most common date of LMP is 15th.

• 10-45% cannot provide ―accurate‖ information

• 18% discordant from US with ―certain‖ menstrual 

dates.
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Ultrasound Dating 6-12 Weeks

• 95% CL +/- 6 days

• Abdominal vs vaginal 1.6 days less

• Reduced rates of post dates inductions

• 70% 

• 10.3% to 2.7% 

• RCT

• 8% rule

• Aneuploidy screening, fewer false + 
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ACOG Bulletin 101, 2009

―First-trimester crown rump measurement is the most accurate 

means for ultrasound dating of pregnancy .. . . In general, 

ultrasound-established dates should take preference over 

menstrual dates when the discrepancy is greater than 7 

days in the first trimester and greater than 10 days in the 

second trimester .  . . .Ultrasonography may be considered 

to confirm menstrual dates if there is a gestational age 

agreement within 1 week by crown rump measurement 

obtained in the first trimester .  . . . Guidelines for 

assignment of gestational age when a discrepancy exists 

between menstrual and ultrasound-established dates vary 

in different ultrasound units.".

34



Cautions with First 

Trimester Ultrasound

• IUGR can manifest in 1 T

• Aneuploidy can result in S<D in 1 T
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Aneuploidy Screening

• ACOG 2007

• Varied screening 

options

• Expanded 

diagnostic testing

• Counseling

• Screening Options
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ACOG Jan 2007

―Ideally, all women should be offered 

aneuploidy screening before 20 

weeks of gestation, regardless of 

maternal age. It is not practical to 

have patients choose from among 

the large array of screening 

strategies that might be used.‖
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ACOG Jan 2007

―Regardless of which screening tests 

you decide to offer your patients, 

information about the detection and 

false-positive rates, advantages, 

disadvantages, and limitations, as 

well as the risks and benefits of 

diagnostic procedures, should be 

available to patients so that they can 

make informed decisions.‖
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Institutional Considerations

―. . .each institution needs to establish testing 

strategies they will make available to their 

beneficiaries. These strategies should take into 

account the principles and recommendations 

from above. Accordingly, each institution should 

have available one or more tests/testing 

strategies from each of the groups below.. . . is 

not feasible for every institution to offer the 

spectrum of potential testing strategies . . . 

provide one or more screening strategies giving a 

first- trimester result and one or more strategies 

giving a second-trimester result . . . also provide 

or arrange . . . ultrasound . . . CVS, 

amniocentesis . . . counseling.‖ 40



Basic Constellation of Screening and 

Diagnostic Strategies

• No screening

• 1st Trimester Screening Result

• 2nd Trimester Screening Result

• Ultrasound Screening

• Amniocentesis

• CVS
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Institutional Considerations
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Institutional Options
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First T Result Options Name/Type of 

Test

Advantages Disadvantages

1T US + 1T 

Serum

First T Combined !T < 15 weeks 1T <15 weeks 

and 2T > 15 

weeks

1T US + 1T and 

2T Serum

Contingency Categorization of 

risk in 1T

Full Results not 

until >15 weeks

Second T Result Options Name/Type of 

Test

Advantages Disadvantages

1T US + 1T and 2 

T Serum

Integrated 

Screen

2T > 15 weeks

1T US and 2T 

Serum

Serum integrated 

Screen

2T > 15 weeks

2T Serum Quad Screen 2T > 15 weeks



ToolKit

• Purple Book

• Passport

• Exam Room Cards

• Counseling Video

• AHLTA

• eMOMs
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On Line Access

• https://www.qmo.amedd.army.mil/
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Provider Tools

• Exam Room Cards

• AHLTA Templates

• Passport

• eMOMs
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Patient Tools

• Purple Book

• Passport

• Spring Garden
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Pregnancy Passport

Layout



Passport Content
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Future Work

• Electronic Records

• Prompts/alarms

• Outcomes

• Parent Review

• Spring Garden

• Perinatal Advisory Panel

• Complicated Pregnancy Guidelines

• Standardized Emergency Management
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Questions????
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