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I. DEFINE RISK and PLAN FOR QUALITY ASSURANCE/IMPROVEMENT:
Risk is a dynamic continuum which requires regular assessment. For this reason, physicians providing services in Family Medicine Obstetrics should conduct a review of all pregnant patients during protected conference time on a regular basis. In Memphis 1992-2013 this was known as the FP/OB Risk Management Group (RMG). 
All physicians involved with prenatal and delivery care may request consultation by the RMG by written request or stat phone call. The RMG will be multidisciplinary to the extent allowed by resources in the community. If available, participants should include family medicine obstetrics, family medicine, primary care prenatal care providers, obstetrical colleagues, maternal fetal medicine, and neonatology.
When problems are identified, the risk management group will make a recommendation to manage, to refer or  to seek consultation. Written minutes of each risk management group meeting will be kept. These minutes will form the basis for individualized letters regarding patient referral/consultation. These will be considered QA/QI  minutes and legal language should be  inserted on each copy such that that they are not subject to the legal process of "discovery".

There are many opinions, but no simple standard of care exists for the designation of risk among pregnant patients. Generally speaking, the FP/OB fellowship group has found that it is best to consider patients as normal risk and those in which there is higher risk. The term, "low risk" should be abandoned. 
These guidelines describe the process of discussion for those cases that are " average risk", “possibly high risk” and “clearly high risk.” For example, family physicians lacking hospital OB privileges may immediately refer all pregnancies as they are detected, or do limited prenatal care. 
Physicians fellowship trained and/or board certified in family medicine obstetrics should be prepared to provide Cesarean section services 24/7 365. Even general obstetricians will not accept clearly high-risk cases such as triplets, mono-amniotic twins or severe cardiopulmonary disease. When stable, these patients should be referred to a higher level of care. 
Disclaimer: In rural and/or underserved communities, any available  physician may be the default provider by necessity. When in doubt, try to offer care while calling for additional help if possible. Patients who cannot or will not accept medical advice, require witnessed "AMA" [against medical advice] noted in the medical record.

II. CREATE AND MAINTAIN A DATABASE
A. Family Medicine Obstetrics must maintain a prenatal and delivery database describing the outcomes of all pregnancies. These data will be reviewed, monthly, quarterly and annually. All pregnant patients require standard demographic information to include, but not necessarily limited to, the following:

1. Age, gravida, para, previous miscarriages,[TPAL format preferred] 

2. LMP, EDD, blood type, any abnormal lab values,  


3. pertinent ultrasound data (if any), 

4. Referral/consultation status. Letters sent 

5. As patients deliver, transfer, move, disappear or miscarry, their status will be changed on the database. 
B. These data constitute the documentation required tor completion of training and maintenance of hospital privileges.

C. When transfer of care[referral] is recommended, enter the patient on the database for discussion and awareness by group. 


1. Referrals and drops still require 30 day emergency service from the date of the decision. On that day a certified letter is sent. 


2. For communities where a higher level of care is not available or when the patient will not/cannot comply a witnessed AMA form is signed and sent to appropriate counsel.
III. Policy Guidelines as the Basis for Curriculum Assessment
A. When a pregnant patient has significant  past OB/GYN or medical problems, a review by the risk management group is mandatory. Significance has many shades of gray.

B. The most frequently occurring problems have been tabulated and examplles are described in this document. These, and others, are discussed as part of the curriculum each year. 


1. Individual cases must be presented and discussed at the weekly meeting. 


2. During each year, these meetings usually cover all of the key curriculum didactics of the fellowship in Surgical Family Medicine Obstetrics. 


3. For urgent issues faculty consultation is available 24/7 365.

 C. Competency based testing via case simulation is the norm. RMG consultation (FP/OB fellowship QA/QI meeting) will be obtained for patients with conditions and issues described below. The RMG will determine if the patient:
a. must be referred urgently or routine
b. needs a second opinion[consultation] regarding the stability of the risk question
c. can be managed by family medicine obstetrics with guidance from RMG faculty.
d. needs more data, and should return to the RMG at the next available time.

e. Other management on an individual basis

IV. Categories of Risk

"High risk" patients generally are not accepted by family medicine for delivery care, but average risk patients may develop high risk issues at later dates. Discuss referral with risk management group, but the receiving physician does not need to wait for a meeting to transfer care for these conditions. For example:

Uterine or cervical malformation +
Active pulmonary disease such as TB, lymphoma, or HIV
Cardiac disease – NYHA Class II or greater
Chronic renal disease
Thromboembolic disease (i.e., history PE, DVT, requiring anticoagulation)
Bleeding disorder requiring medication
Sickle cell disease or other hemoglobinopathy
Auto-immune disorder
Psychiatric disease which is not stable
HIV disease
Women desiring VBAC will be REFERRED ASAP[due to local issues in Memphis].
Specific types of repeat sections should be avoided. A previous cesarean section for placenta previa has a substantial risk for placenta accreta and an emergency hysterectomy. 
A. High risk patients with special needs. A higher level of care is probably needed.

a. Psychiatric Issues--Psychosocial issues are the rate limiting step and in a future revision this will moved to the top of the list.


NO suboxone or ADHD patients


NO drug seekers


NO teenage bipolars or ADHD


NO noncompliant bipolars


NO borderline personalities 


NO women with sociopathic husbands


NO abusive patients


ZERO TOLERANCE FOR THREATENING BEHAVIOR 

b.  Previous diagnosis of placenta accreta, increta, percreta-REQUIRES REFERRAL
c. Any Cesarean for previous placenta previa increases the risk of accreta. Blood bank and surgical expertise for hysterectomy must be ready. If not, referral is mandatory. 
d. Any patient who demands VBAC will require transfer of care unless the physician is ready to diagnose and manage uterine rupture. Referral is recommended because this process requires in house standby, blood bank, NICU, and more if labor is allowed. 
e. History of incompetent cervix or cerclage--refer but measurement of cervical length is useful as an immediate measure[point of care ultrasound]

f. BMI >39 especially with ANY additional risk[HTN, eclampsia, shoulder dystocia....]

g. HIV positive especially if on retroviral meds or noncompliant

h. History of postpartum cardiomyopathy[see Moran slide at Baptist Hospital]

i. Others
B. Increased Risk Patients Generally Accepted [Provisional status]by Family Medicine Obstetrics Pending Approval from the Risk Management Group (RMG)
1. Miscarriages, threatened miscarriage, and fetal demise cases are common. These cases are the major beneficiaries of  open access and point-of-care ultrasound examination by the physician at the  bedside. Immediately phone senior faculty for management.

2.Repeat Cesareans are usually scheduled at 39 weeks; 

Insert info on database and try to book the appointment with the hospital 2-3 weeks earlier[since space may be limited]; 


a. Previous cesarean sections requires involvement with a Cesarean
privileged physician OB or Surgical Family Medicine Obstetrics. 

b. Previous Cesarean #3-4 or more should be discussed and cleared at the weekly risk management meeting to see that an experienced physician is aware of the case. 

c. Same for previously scarred uterus – (e.g. myomectomy)
3. Pre-eclampsia, Pregnancy Induced Hypertension[PIH], HELLP


a. Mild, moderate, or severe hypertension or pre-eclampsia require liver function tests, CBC, and 24 hour protein. Severe cases require urgent hospitalization. Stable or mild cases should have tox labs and 24h protein sent as early as the diagnosis is made. 


b. Do not cover up mild high Bp [140-159/90-100 with Aldomet; we will use the BP to warn us if severe PreEclampsia  is developing]


c. In all cases start surveillance for problems by using point-of-care ultrasound for AFI. a non-stress test should be performed and the NICHD category status should be recorded.  Cesarean must be available for acute changes.
4. History of premature labor or delivery  earlier than 34 weeks by good dates

a. In patients with a history of delivery or labor earlier than 34 weeks, follow them closely. 


b. These patients[and all others] should have 24/7 access to a physician using the emergency phone number list. 


c. They are encouraged to come to the office without any need for making an appointment.


d.  In the family medicine office[point of care] measure the cervical length at 20, 24, 28, 30 weeks. If PTL OR PPROM  has occurred more than once, consult MFM for opinion on progesterone injections.

e. Special circumstances--



1]. If the patient is currently contracting with premature labor--send to hospital; 


2]. OB or MFM consult will usually be mandatory if the EGA is less than 34 weeks. Give the first injection of 12 mg betamethasone before they leave the office.

5. Grand multipara (> 5 deliveries); 

MFM consult and/or demonstrate ability to recognize and those complications which occur more frequently in these women. {Intake test item]


a. Special rules for AROM


b. Special advisory for PPH


c. Others


6. Post dates (> 4o weeks) If no other risk factors are present, the managing
physician may recommend biweekly NST/AFI up to 42 weeks. Medicos tries to deliver patients no later than 41 weeks and induction is allowed by all hospital at 40 weeks.


7. Gestational diabetes-- 



a. Usually NST/AFI surveillance at least weekly starting at 34 weeks. Cases are 
individualized based on associated risk.  Induce at 39 weeks.

b. Excessive weight gain-BMI>40 or more than 45lb weight gain. Increased risk.
8. Hepatitis issues, Cardiopulmonary problems, and other chronic diseases occur regularly, but most are stable. Surface antigen positive, COPD, Heparitis C stable, etc.....They can usually be managed. If the illness is at the level requiring subspecialist care, that patient should be presented to RMG. For example sarcoidosis, SLE, heart valve patients, and similar diseases are referred. Any unusual or abnormal condition is worth discussing.
9. Incidental Placenta Previa up to 32 weeks follow with bleeding precautions. Point of care or referral ultrasound should document migration. If no migration by 33 weeks, consultation is mandatory to plan for earlier Cesarean section.
12. Twin pregnancy [multiple gestation cases should be referred to the RMG promptly);

a. Faculty with Cesarean privileges can manage these cases but referral for ultrasound concordance at 24, 28, 30 weeks is recommended. 

b. MFM consult recommended circa 28 weeks or any unusual circumstances.

c. These patients are considered "term" at 34 weeks, but it is not wrong to continue prenatal care in a stable situation. 


d. Breeches are scheduled for Cesarean at 37 weeks.


13. Abnormal maternal serum alpha fetal protein (MSAFP. Requires consultation ultrasound by radiology or MFM. Usually our patient will sign a "refusal" for once they understand the high false positive rate and the implications for abortion of the fetus.


14. Genital herpes-PLAN observe for active lesions in labor, Acyclovir prophylaxis starting at 36 weeks. 

15. Prepregnancy BMI > 40. There are many individual circumstances here, but , if Cesarean is needed, the surgery will be more difficult and wound infection occurs more frequently. Even with a normal glucola screen, macrosomia is more likely.


16.Miscellaneous. Physicians should seek consultation from the RMG for any other unusual or abnormal condition they perceive.

C. Summary of Cases with some repeats--Use as curriculum guide

A history of the following obstetric or gynecologic problems should be brought for presentation to the RMG. Referral and/or consultation will be sought on an individual case by case basis.
Advanced maternal age >35 years at time of delivery
IUGR (Intrauterine growth restriction)
Previous infant <2500 grams or >4500 grams
A history of a previous fetal anomaly which required NICU care.
Mild, moderate, or severe PIH, preeclampsia, or HELLP
Severe peripartum hemorrhage or laceration requiring transfusion
Retained placenta
Abruption of placenta
Stillbirth or neonatal loss 
Antepartum or postpartum hemorrhage 
Habitual abortions (more than 2 by the same biologic father)
Fractured pelvis 

Placenta previa

Any other complication or life-threatening problem
D. Comments on commonly encountered current medical problems:  Need to watch and consider consult as needed


1. Chronic hypertension or on antihypertensive agent; must have CMP, CBC, HgbA1c, and 24 hour urine for protein by 32 weeks. Must have NST/AFI surveillance at least weekly starting at 34 weeks at the latest. Induce at 39 weeks.

2. Mandatory MFM or OB consult as soon as possible 

Epilepsy medication in past 12 months
Asthma, uncontrolled
Diabetes Type I requiring insulin
Others as needed

3. Most of the following medical conditions will be managed by family medicine obstetrics but they must be presented at RMG.
Thyroid disease- if TSH managed, carry to term 
Positive antibody screen- if benign carry to term

4. Others TBA

E. There are times when guidelines are not sufficient to address the individual needs of a patient or a community. 
In these cases, the physician or nurse should be encouraged to exercise professional judgment in making calls for consultation to an appropriate source. When these calls have been made or discussions have been held, the specific problem should be documented in the medical record. When recommendations are made, these should be documented in the medical record and the source of the recommendation should be identified. It is not enough just to write “discussed with OB.” In some rural and/or underserved communities physicians may be the managing specialist by default.
“When the experts disagree, the country doctor may choose.”
Mary MacMillan Rodney MD 1882-1968.
APPENDIX-GDM

SPECIFIC SUGGESTIONS FOR GESTATIONAL DIABETES AND POST TERM PREGNANCY
In our clinical practice, equally qualified experts have given conflicting opinions with regard to issues such as: When is the correct time to induce labor in the woman who is beyond 40 weeks of gestation?
If the woman is a gestational diabetic, how should she be monitored beyond the standard dietary advice? Are daily accuchecks and home monitoring equipment absolutely necessary? When would it be beneath the standard of care to withhold insulin? At what point would an increased level of fetal surveillance be indicated, and what would be the methods used?
GESTATIONAL DIABETES[Rodney WM et al Am Fam Phys Jan 2005]
EXEPRIENCE AND OPINION OF THE PAST THIRTY YEARS generated through a review of current literature and in consultation with obstetricians sharing care with family physicians.
Most gestational diabetics can be managed conservatively with diet and increased surveillance in the third trimester. There is no authoritative evidence to support improved maternal and fetal outcomes with tid accuchecks throughout the course of prenatal care. Recommendations for early administration of insulin are not supported in clinical trials. All literature suggesting such insulin administration are based on studies involving women with type I and type II diabetes before they became pregnant. 
Studies have found some difference between tight and usual care for GDM. But there are issues relating to the differences between efficacy in Massachusetts versus effectiveness in Mississippi. Relative changes in fetal mortality and anomaly rates do not represent large changes in absolute numbers. Overall both complications are very rare, and our experience does not support early insulin. 
Attempts at referral[transfer of care] for uninsured women or women who lack transportation are not always successful. Therefore, environmental and community barriers may trump even the best scientific study.

Initiation of insulin places the woman into a risk category arbitrarily considered equivalent to the management of a woman with pre-established type I [ketosis prone] diabetes or type II [insulin resistant] diabetes. This is a slippery slope of management which leads to the premature referral of these women to more distant and less familiar systems of prenatal care. Gestational diabetes is not the equivalent of type I or type II diabetes.
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