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Disclosures
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Disclaimers

Not ALL of the following recommendations have formal 
references or society recommendations. 

There is still a significant amount of prenatal care that 
is based on historical delivery and/or local standard of care.

For High-Risk Pregnancy that standard is typically set 
by local Maternal Fetal Medicine (MFM) recommendations. 



Objectives

❖ Briefly review evidence-based, routine prenatal care updates

❖ Work through recommended additions to care based on 
common pre-existing medical conditions such as:
➢ Diabetes
➢ Chronic HTN
➢ Obesity and s/p Bariatric Surgery
➢ Thyroid Disease



Routine Prenatal Care



Routine Prenatal Care

Labs
● CBC
● Blood Type, Rh, & Antibody
● Rubella
● RPR vs TPA
● Hep B
● HIV
● Urine Cx
● Gc/Ct

Often Missed “NEW” Additions
● Hep C 
● Varicella
● A1C 

What is not here?
● Urine Toxicology
● TSH
● Pap



Routine Prenatal Care

Ultrasounds
● Dating
● Screening Anatomic

Screenings
● Mental Health

○ PHQ9, GAD7, CIDI
● Substance Use 

○ 5Ps
● IPV USPSTF B

○ E-HITS

Other Labs
GTT
RPP at 28 wks & Delivery* 
ACOG PA 2024

Antenatal Testing if PostDates
2x/wk mBPP at 41 wk
(*39 wks if first US >22 wks)

Referral
MFM by 42 wks if IOL 

refused



A little more information . . .
Rh status is NOT antibody status!

● No longer indicated for 1st trimester bleeding Dec 2024 ACOG CPU

TPA is the preferred initial screen for Syphilis. 
● If +, an RPR w/ quant is performed and TPPA

Hepatitis - Sept 2023 CPG
● HBsAg universal (SR, MQ)
● Triple Panel screening (HBsAg, anti-HBs, and total anti-HBc) (SR, LQ)

○ If > 18 y/o and don’t have the above documented as -
○ Anyone who hasn’t completed the vaccine series
○ Those w/ ongoing risks of infection regardless of testing hx or vaccination status

● HepC virus antibodies (SR, LQ)

Varicella

A1C - Risk-based (USPSTF)
● Obesity
● hx of gDM or DM
● family hx of gDM or DM
● Ethnicity (Hispanic, Native American, South or East Asian, African American, Pacific 

Islander) 



And now . . . the fun stuff



DIABETES



A little more information . . .
Pre-existing PREDIABETES

● No existing ACOG guidelines
● Standard early Intervention

○ Metformin if you would start it in absence of pregnancy
○ Diet, weight gain recommendations, exercise
○ Nutrition referral

● May 2024 - American Journal of Perinatology
○ “Even in patients with multiple risk factors, early screening for GDM does not improve outcomes.”

Early Glucose Tolerance Testing Reminders
● 50g (1 hr) at the time of diagnosis 
● If NORMAL - repeat at 24-28 weeks
● If Elevated → 100g (3 hr) 

○ If Normal → Repeat ONLY the 3 HR at 24-28 wk

Post Partum 
● 75g (2hr) GTT at 4-12 wks due to high incidence of Type 2 DM

Hyperglycemia
● Hyperglycemia can be teratogenic, especially prior to 10 wks gestation
● Hospitalization is indicated for IMMEDIATE glycemic control w/ insulin drip if A1C > 9 

○ Detailed anatomic US by MFM w/ fetal echo

“Control”
● A1C goal < 7
● Fasting (<95), 1 hr PP (<140) OR 2 hr PP (120), HS (<110) 

○ Looking for 90+% to be in range each wk
○ Rapid advancement of medical management due to potential impact on fetal growth daily



Aspirin
ACOG CO update 2023

Recommended if high risk for preeclampsia (or multiple moderate risk factors)

81mg PO daily starting at 12-28 wks (< 16 wk optimal)

NOT indicated for solely: stillbirth, FGR, PTB, EPL

HIGH

★ Hx of preE

★ multigestation

★ cHTN

★ DM

★ CKD

★ AI

MODERATE

★ Nulliparity

★ Obesity

★ Fam Hx preE

★ AMA

★ hx of LBW/SGA, adverse preg, >10 year interval

★ Sociodemographic characteristics



keeping it going



HYPERTENSION
ACOG PBs 2019/2020



A little more information . . .
Pre Pregnancy Eval
• End organ evolvement (level C)
• Secondary (11-14%)
• Optimize comorbidities
• Optimize control

Medication Review
• AVOID ACE inhibitors and ARBs 
• fetogenic (renal dysgenesis, calvarial hypoplasia, FGR)

Superimposed preE on cHTN 
• Occurs in 20-50% of patients 

• 5x higher than baseline population
• Difficult to diagnose

• sudden increase in baseline or proteinuria
• preE labs

Eval for Heart Disease
• Poor control > 4 yrs, > 30 y/o
• EKG +/- Echo

“Control”
• No benefit to tight control
• Initiate at 160/110* (level B)
• Labetalol and Nifedipine are 1st line (level B)

Delivery
• cHTN 38 wks+ if not on medication (37 wks+ if on meds) level A
• at 37 wks if superimposed or preE/gHTN w/o severe features level A
• 34 wks + if superimposed preE w/ severe features level B

Aspirin for everyone!



another doozy



Obesity ACOG PB June 2021/2025



A little more information . . .
● Level A

○ PreGravid BMI should guide care
○ SubQ drain should not be used routinely after csx
○ Diet and Excercise better than exercise alone

● Level B
○ Encourage wt loss pre-pregnancy*
○ Allowing longer 1st stage is reasonable to reduce csx
○ Thromboprophylaxis

● Level C
○ US limitations
○ early glucose screen
○ Weekly antenatal testing

■ by 37 wks if pgBMI 35.0-39.9
■ at 34 wks if pgBMI > 40

● So what about growth Ultrasounds?
○ 2022 AJOG - lower rates of FGR/SGA in obesity
○ 2024 AJP - Consider delaying until 32 wks, limited utility
○ But . . . 



last one ( for this session)



Thyroid Disease ACOG PB 2020



A little more information . . .
● Level A

○ Universal screening is NOT recommended
○ TSH is firstline 
○ Hypothyroidism

■ Monitor q 4-6 wks
■ treatment goal of TSH <2.5

○ HYPERthyroidism
■ Monitor free T4 (sometimes T3), goal upper limit of normal

● Level B
○ Use PTU or methimazole for treatment based on trimester, etc

● Level C
○ Continue to test as clnically indicated (symptoms, personal or family 

hx, DM 1)
○ Thyroid testing NOT indicated in hyperemesis



Part 1 Conclusion
● Not everyone needs a TSH or screening with urine toxicology

● Make sure to add in Hep C, Varicella, and triple Hep B

● Strongly evaluate need for A1C and ASA (indicated more 
often than not)

● Glycemic control is crucial to improved outcomes in diabetes

● If nothing else - the presentation should have convinced you 
that preconception counseling and optimization of chronic 
health conditions is crucial



QUESTIONS?
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Disclosures

None



Disclaimers

Not ALL of the following recommendations have formal 
references or society recommendations. 

There is still a significant amount of prenatal care that 
is based on historical delivery and/or local standard of care.

For High-Risk Pregnancy that standard is typically set 
by local Maternal Fetal Medicine (MFM) recommendations. 



Objectives

❖ Work through recommended additions to routine prenatal care 
based on:
➢ Infections
➢ Maternal Age at Delivery
➢ Incarceration
➢ Substance Use Disorder
➢ Tobacco Use Disorder

❖ A look at the whole High-Risk Obstetrics Grid



starting big



Infections - pt 1



A little more information . . .
● Early Universal screening for HBsAg (SR,MQ)

● Triple Panel (HBsAg, anti-HBs, total anti HBc) if never documented 
after age 18, ongoing risks, or not fully vaccinated (SR, LQ)

● Hep C screen w/ each pregnancy (SR, LQ)

● Screen and treat HepC pre pregnancy when able (SR, MQ)

● Use HepB DNA quant to guide therapy (SR, LQ) and treat > 200,000 
viral load to decrease vertical transmission (SR, MQ)

● CSX based on obstetric indication not dx of HepB (LQ)

● HBIG and HepB Vaccine w/i 12 hrs when indicated (SR, MQ)

● Manage healthcare exposures to Hep B/C similar to if not pregnant 
(SR, LQ)

● Hep A and Hep B vaccination safe in pregnancy - use as indicated 
(SR, MQ)



Infections - pt 2



always fun to address in “nice” terms



Age at Delivery ACOG OCC Aug 2022 



A little more information . . .
● Level A

○ Prenatal genetic screening and diagnostic testing options should be 
discussed and offered to all individuals regardless of age or risk

● Level B
○ Daily low dose ASA if 2 mod risks (ama already one)
○ antenatal fetal surveillance if delivery > 40 y/o 2/2 stillbirth risk
○ Deliver 39 - 39.6 for > 40 y/o
○ not an indication for csx
○ be aware of disproportionate rate of adverse outcomes in Black,  

American Indian, and Alaska Native pregnant individuals ages 35 and 
older

● Level C
○ Delivery at > 35 y/o is high risk and should be discussed - vague
○ 1st trimester US 2/2 high risk of multiples
○ Detailed anatomic US if >35 yo
○ Growth US in 3rd trimester if delivery at > 40yo





scraping the surface of why we are all 
here this weekend



Additional Risk Factors



A lot of OLD information

● Reproductive Health Care for Incarcerated Pregnant, Postpartum, 
and Nonpregnant Individuals - CO 2021 (2024)

● Alcohol Abuse and Other Substance Use Disorders: Ethical Issues 
- CO 2015 (2021)

● Marijuana Use During Pregnancy and Lactation - CO 2017 (2021)

● Tobacco and Nicotine Cessation During Pregnancy - CO 2020 (2023)

● Substance Abuse Reporting and Pregnancy - CO 2011 (2022)



A lot of OLD information

● Opioid Use and OUD in Pregnancy - CO 2017 (2021)
○ Screening and intervention improve outcomes
○ UNIVERSAL screening should be part of comprehensive 

obstetric care 
○ pharmacotherapy is preferable to withdrawal
○ infants should be monitored
○ consider modifying some elements of prenatal care
○ prescribe opioids appropriately
○ Breastfeeding encouraged if stable on opioid agonists
○ postpartum support important
○ contraceptive counseling and access should be a routine part o 

SUD treatment



Part 2 Conclusion
● HIV, Syphilis, and Hep B should be screened for and can 

safely be treated in pregnancy to improve outcomes
● Hep C is less easily treated in pregnancy (though possible) 

and we should improve preconception detection and treatment 
when possible

● Expand our use of HepA and HepB vaccines
● There is no current consensus on additional antenatal testing 

for most pre-existing or primary viral infections
○ Syphilis panel later today!

● Genetic screening should be offered universally but 
increasingly important in individuals delivering over age of 35

● Nationally, we need more study and evidence based care in 
substance use disorder in pregnancy 



My Soapbox 

SCFM’s HROB Grid



QUESTIONS?
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