02-383 Chapter 24


02
DEPARTMENT OF PROFESSIONAL AND FINANCIAL REGULATION

383
BOARD OF OSTEOPATHIC EXAMINATION AND REGISTRATION

Chapter 24:
Medical Liability Demonstration Project (the "Project") Obstetrics and Gynecology Specialty Practice Parameters and Risk Management Protocols.

SUMMARY:
This chapter implements 24 M.R.S.A. c. 21, sub-c IX by defining the eligibility requirements for enrollment of Maine licensed osteopathic physicians practicing in the medical specialty of Obstetrics and Gynecology in the Medical Liability Demonstration Project.  It describes the procedure for enrollment and for termination of enrollment in the Medical Liability Demonstration Project.  Further, it sets forth the practice parameters and risk management protocols adopted by the Board, based on the recommendations of the Obstetrics and Gynecology Medical Specialty Advisory Committee established by 24 M.R.S.A. section 2972 (Supp. 1990).

1.
Participation in the Medical Liability Demonstration Project in the specialized medical practice of Obstetrics and Gynecology.

A.
Eligibility to Participate: A physician may be enrolled by the Board as a participant in the Medical Liability Demonstration Project for Obstetrics and Gynecology medical practice if:

(1)
He/she has been granted a license to practice medicine and surgery in Maine by the Board, the license so granted is in good standing at the time of enrollment to participate in the Project, and he/she remains licensed for the active practice of medicine and surgery within Maine.  In addition,

(a)
The physician, regardless of primary medical practice specialty, holds medical staff privileges to perform obstetrical and gynecological procedures granted by a Maine licensed hospitals pursuant to the Medical Staff Bylaws of that institution; and,

(b)
The physician regularly engages in the provision of, or the medical supervision of others engaged in the provision of, gynecological and/or prenatal care of women; and/or, obstetrical delivery or termination of pregnancy; and/or, post partum care of which occurs in Maine.  Evidence of this practice may include, but is not limited to, one or more of the following criteria:

(i)
The physician holds himself out to the public and to his professional colleagues as having expertise in the diagnosis and treatment of gynecological conditions and/or the provision of obstetrical care of pregnant women and he/she is generally recognized as professionally competent to do so;

(ii)
The physician is eligible for certification or is certified by the American Board of Obstetrics and Gynecology; or,

(iii)
The physician is a member in good standing of the American College of Obstetrics and Gynecology and/or its Maine chapter.

(2)
The physician makes application to the Board on a form provided by the Board based on satisfactory evidence of eligibility.

B.
Procedure for Enrollment in the Medical Liability Demonstration Project:

(1)
Not later than September 1, 1991, the Board will have mailed to every physician whom it believes to be engaged in the practice of Obstetrics and Gynecology in Maine a copy of this chapter of its rules and an application form for enrollment as a participant in the Medical Liability Demonstration Project.

(2)
Until December 31, 1996, any physician who believes himself/herself eligible for enrollment and participation in the Medical Liability Demonstration Project pursuant to this chapter, may request from the Board a copy of these rules and an enrollment application form.

(3)
Between November 1, 1991 and December 31, 1991, the Board of Registration in Medicine and the Board of Osteopathic Examination & Registration will determine if 50% of all physicians qualifying for enrollment and participation under this chapter have applied.  If not, all applicants will be promptly notified and the Medical Liability Demonstration Project, with respect to the specialty medical practice of Obstetrics and Gynecology, will not take place.  If the two Boards jointly determine that more than 50% of the eligible physicians have applied for enrollment prior to November 1, 1991, all physicians who have properly applied and who have been found eligible will be notified by their respective licensing board of their enrollment in the Medical Liability Demonstration Project commencing January 1, 1992.

(4)
At any time until the sooner of: (1) a determination that fewer than 50% of eligible physicians have applied for enrollment prior to November 1, 1991 or (2) the termination of the Medical Liability Demonstration Project on December 31, 1996, any physician licensed by the Board may request and submit enrollment application forms and, if determined by the Board to be eligible for participation, he/she shall be enrolled in the Medical Liability Demonstration Project.

C.
Declination to participate; withdrawal from participation:

(1)
Enrollment to participate in the Medical Liability Demonstration Project is entirely voluntary and is in no way a condition of licensure to practice medicine and surgery in Maine.  Physicians declining to enroll as participants need do nothing if and when informed by the Board of their right to apply for enrollment.  The Board shall, however, deem it a courtesy to be informed by letter of a physician's choice not to enroll.

(2)
Physicians who have applied to be enrolled as participants and/or who have for sometime been participants in the Medical Liability Demonstration Project may, at any time, withdraw from enrollment by letter request for withdrawal from enrollment sent to the Board offices at State House Station #142, Augusta, ME 04333.
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Practice Parameters and Risk Management Protocols for the specialty practice of Obstetrics and Gynecology:

A.
Pursuant to 24 M.R.S.A. section 2973 (Supp. 1990), the Board of Registration in Medicine jointly with the Board of .Osteopathic Examination & Registration finds the practice parameters and risk management protocols included in Appendix 1 of this Chapter to be consistent with appropriate standards of medical care and levels of quality in the practice of Obstetrics and Gynecology in Maine.

B.
The Board of Registration in Medicine and Board of Osteopathic Examination & Registration have jointly adopted the practice parameters and risk management protocols for the practice of Obstetrics and Gynecology.

AUTHORITY:
32 M.R.S.A. 83269 (1988 and Supp. 1990) and 32 M.R.S.A. section 2562 (1988); to adopt medical specialty practice-parameters and risk management protocols: 24 M.R.S.A. section 2973 (Supp. 1990).

EFFECTIVE DATE:

JULY 28, 1991

CHAPTER 24:
APPENDIX I Obstetrics & Gynecology Parameters 

INTRODUCTION:
Ten practice parameters/risk management protocols have been adopted as of the effective date of these Rules as follows:

1.
Procedure:
Cesarean Delivery for Failure to Progress

2.
Procedure:
Assessment of Fetal Maturity prior to repeat Cesarean delivery or elective induction of labor

3.
Procedure:
Hysterectomy, abdominal (68.4) or vaginal (68.5)

4.
Procedure:
Hysterectomy, abdominal (68.4) or vaginal (68.5)

5.
Treatment:
Tocolysis

6.
Condition:
Presumed Ectopic Pregnancy in a clinically stable patient

7.
Condition:
Singleton Breech Presentation

8.
Condition:
Perinatal Herpes Simplex Virus Infections

9.
Condition:
Intrapartum Fetal Distress

10.
Topic:
Antepartum Management of Prolonged Pregnancy

Each is set forth individually in the following pages.

Extenuating circumstances may require deviation from the standards.  A note in the patient's medical record describing the deviation and the reason therefore must be made in a timely manner.

1.
PROCEDURE: Cesarean Delivery for Failure to Progress (74 all; subcode dependent on which type of procedure is used)

A.
Indication: Lack of progress (failure to progress) (600.61-failed trial of labor; 662.11-long labor) Confirmation of Indication:

(1)
No change in either dilation of cervix or descent of presenting part after at least 2 hours of active labor.

(2)
Active labor indicated by:

(a)
Cervix dilated to at least 3 cm in nullipara or 4 cm in multipara;

(b)
Contractions at least every 2-3 minutes;

(c)
Strength of contractions at least 50 mm Hg internal pressure as measured by intrauterine catheter or inability to indent fundus on palpation at height of contraction.

B.
Prior to Cesarean delivery for failure to progress, the following measures should be taken but not necessarily in the order listed:

(1)
Rupture membranes.

(2)
In absence of active labor, administer oxytocin to augment labor.

(3)
Hydrate patient.

(4)
obtain anesthesia consultation and evaluation.

(5)
Ensure that qualified personnel are in attendance for resuscitation and care of newborn.

(6)
Informed consent.

(7)
Fetal Heart Rate prior to surgery, and

(8)
Vaginal examination prior to surgery.

(Reference:
Quality Assurance in Obstetrics & Gynecology-1989 ed.)

2.
PROCEDURE: Assessment of Fetal Maturity prior to repeat Cesarean delivery or elective induction of labor.

A.
Indication: To prevent fetal pulmonary immaturity and to determine the appropriate time of elective C-section or elective induction of labor.

Confirm the indication by the presence of one or more of the following four criteria:

(1)
Clinical Criteria needed to confirm a term gestation are:

(a)
Fetal heart tones have been demonstrated for at least 18 completed weeks by nonelectronic fetoscope or at least 25 completed weeks by Doppler ultrasound; and

(b)
Appropriate uterine size was established by pelvic examination prior to 16 weeks of gestation.  To be determined in writing by each institution.

(2)
Ultrasound determinations needed to confirm a term gestation:

(a)
Gestational age based on the measurement of crown-rump length obtained between 6-12 weeks of gestation; or

(b)
Other ultrasound confirmation of gestational age was obtained before 24 weeks of gestation.

(3)
If these criteria are not met, amniotic fluid analysis by a recognized test may provide satisfactory evidence of fetal lung maturity; or

(4)
The onset of spontaneous labor.

(References:
ACOG Tech.  Bulletin #110, ACOG Committee Opinion

#77 and Harvard Medical Institutional Clinical Standard #11.)

3.
PROCEDURE: Hysterectomy, abdominal (68.4) or vaginal (68.5)

A.
Indication: Leiomyomata (218.0-218.9)

Confirm the indication by the presence of one or more of the following:

(1)
Asymptomatic myomata associated with a uterine size equal to or larger than that after 12 weeks gestation, determined by physical examination or ultrasound examination.

(2)Transverse measurement of at least 8 cm or weight of 280 g or more (see Table 1) (included)


TABLE 1


UTERINE SIZE AND WEIGHT


Type of Uterus
Size (cm)



Weight (g)


Normal Uterus


Nulliparous


5




70


Multiparous


6




75-125


Enlarged Uterus


(gestational age)


8 weeks


6




125-150


12 weeks


8




280-320


24 weeks


18




580-620


Term








1,000-1,100

(2)
Excessive uterine bleeding evidenced by either a or b:

(a)
Bleeding for more than 8 days during more than a single cycle and profuse bleeding (i.e., large clots, gushes, limitations on activity) requiring additional protection;

(b)
Anemia due to acute or chronic blood loss.

(3)
Chronic pelvic pain for 6 months or longer with a negative effect on patient's quality of life.

(4)
Rapid growth in size of uterus/myomata, to a point equal to or larger than that after 12 weeks gestation.

B.
Actions Prior to Procedure:

(1)
Confirm by cytologic study the absence of cervical pathology.  No malignancy found.

(2)
Obtain endometrial sample or perform D&C (when abnormal bleeding is present).

(3)
Document and attempt to correct anemia if present.

(4)
Offer autologous blood donation if appropriate.

(5)
Document patient education and informed consent.

C.
Contraindication:

(1)
Desire to maintain fertility.

(References:
Quality Assurance in Obstetrics & Gynecology-1989 ed.)

4.
PROCEDURE: Hysterectomy, abdominal (68.4) or vaginal (68.5)

A.
Indication: Abnormal uterine bleeding in women of reproductive age (626 all, except 626.0, 626.1, 626.3, 626.7)

Confirmation of indications, all of which must exist:

(1)
History of all of the following: 

Note: Other diagnoses that should also be evaluated according to these criteria include menorrhagia (626.2, 627.0), hypermenorrhea (626.2)

(a)
Either or both excessive uterine bleeding and irregular uterine bleeding defined as bleeding for more than 8 days during more than a single cycle and profuse bleeding requiring additional protection; (e.g., large clots, gushes, limitations on activity.

(b)
No history of a bleeding diathesis or use of medication that may cause bleeding;

(c)
Negative effect on patient's quality of life.

(2)
Failure to find, on physical examination, uterine or cervical pathology that would cause abnormal bleeding.

(3)
Laboratory data

(a)
No finding of endometrial neoplasia;

(b)
No malignancy found in cytological studies of cervix;

(4)
No finding of endometrial polyps by D&C, hysterscopy, or hysterogram.

B.
Actions Prior to Procedure:

(1)
Determine that attempted hormone treatment (estrogen-progestogen) was not successful or contraindicated or refused;

(2)
Hemoglobin or hematocrit documented;

(3)
Document and attempt to correct anemia if present;

(4)
Offer autologous blood donation if appropriate; and

(5)
Document patient education and informed consent.

C.
Contraindication:

1.
Desire to maintain fertility.

(Reference:
Quality Assurance in Obstetrics & Gynecology 1989 ed.)

5.
TREATMENT: Tocolysis

A.
Indication: Preterm Labor; Confirm the indication by (1) and (2), and either (3) or (4):

(1)
Gestational age between 20 and 37 weeks confirmed by dates or ultrasound;

(2)
Frequent, regular uterine contractions preferably documented by a tocodynomometer;

(3)
Documented progressive change in the cervix;

(4)
Cervical dilation greater than 2 cm and effacement greater than 80%.

B.
Actions Prior to Treatment:

(1)
Between 34 and 37 weeks gestation an individual treatment plan is required.

(2)
For patient less than 34 weeks:

(a)
Document historical risk factors which may include:

(i)
Previous preterm labor or delivery

(ii)
Pyelonephritis;

(iii)
Heavy smoking;

(iv)
Hypertension;

(v)
Uterine anomaly;

(vi)
Age less than 16 or greater than 40 years;

(vii)
Overdistension of the uterus;

(b)
Bed rest;

(c)
Adequate hydration;

(d)
Documented fetal heart rate and uterine activity monitoring;

(e)
Ultrasound to confirm date and rule out anomalies;

(f)
Pelvic examine to confirm cervical status;

(g)
Laboratory studies including:

(I)
CBC;

(ii)
Urine for culture and sensitivity; and

(iii)
Group B beta hemolytic strep culture or rapid identification test;

(h)
Consider amniocentesis in a fertile patient.

C.
Management:

(1)
Use of specific drugs should be by individual preference and/or by institutional policies and protocols.

(2)
Tocolysis should be instituted if contractions persist for greater than 1 hour or there is documented cervical change.

(3)
Appropriate monitoring during tocolysis may include any or all of the following:

(a)
Pulmonary status;

(b)
Cardiovascular status;

(c) Glucose;

(d)
Clotting factors;

(4)
Discharge instructions should include:

(a)
Instructions regarding early signs of labor;

(b)
Early follow-up appointment.

D.
Contraindications:




Absolute


Relative


1.
Severe hypertension
1.
Advanced labor


2.
Fetal compromise

2.
Cardiac disease


3.
Chorioamnionitis

3.
Mild hypertension


4.
Severe abruption

4.
Hyperthyroidism


5.
Severe IUGR
5.

5.
Diabetes mellitus


6.
Lethal fetal anomaly
6.
Mild abruption


7.
Severe uterine bleeding
7.
Mild IUGR







8.
Fetal anomaly







9.
Stable placenta previa

(References:
Precis IV; An Update in Obstetrics and Gynecology; Quality Assurance in Obstetrics and Gynecology; The American College of Obstetricians and Gynecologists UNICORN; Guidelines for Obstetrical Care, University of Connecticut Regional Network.)

6.
CONDITION: Presumed Ectopic Pregnancy in a clinically stable patient

A.
Confirmation of Diagnosis:

(1)
Documented history consistent with the diagnosis of ectopic pregnancy, including any of the following:

(a)
Pelvic pain;

(b)
Abnormal uterine bleeding;

(c)
Risk factors such as previous ectopic, PID, tubal surgery, or IUD usage;

(d)
Characteristic menstrual history.

(2)
Documented physical findings consistent with the diagnosis ectopic pregnancy, including any of the following:

(a)
Pelvic tenderness;

(b)
Pelvic mass;

(c)
Uterine characteristics consistent with pregnancy.

(3)
Documented laboratory findings consistent with the diagnosis of ectopic pregnancy, including any of the following:

(a)
Positive pregnancy test;

(b)
Ultrasound findings consistent with pregnancy test results.

B.
Management of a Clinically Stable Patient:

(1)
Ultrasound

(a)
Assume an intrauterine pregnancy if a fetal sack is visualized in the uterine cavity;

(b)
If no fetal sack is visualized then:

(i)
Obtain a baseline quantitative serum bHCG;

(ii)
Advise patient of Warning signs of ectopic pregnancy;

(iii)
Repeat bHCG every 48-72 hours looking for doubling;

a.
If value doubles every 48 hours, repeat ultrasound until an IUP is confirmed;

b.
If doubling does not occur, ectopic or nonviable IUP should be suspected and management depends on the clinical and laboratory evaluations:

i.
Consult and/or referral to a specialist should be considered;

ii.
Recommend serial studies until diagnosis is confirmed;

iii.
Falling bHCG levels can be successfully followed without surgical intervention, provided the patient remains hemodynamically stable and has no other findings that prompt surgical intervention;

iv.
Consider hospital vs. outpatient observation.

(2)
Document consideration of laparoscopy or laparotomy if intrauterine pregnancy is unlikely based on this evaluation.

(3)
Laparoscopy or laparotomy is indicated with any of the following:

(a)
Increasing symptoms;

(b)
Developing mass;

(c)
Suggestive ultrasound;

(d)
high index of suspicion.

(4)
Follow-up care

(a)
bHCG should be monitored weekly until serum level is negative (should occur within 8 weeks);

(b)
Low dose prophylaxis, (Microgram), should be considered in an Rh-patient.

(References:
Precis IV: An Update in Obstetrics and Gynecology, Gynecology Section, Medical Specialty Advisory Committee, Maine Demonstration Project)

7.
CONDITION: Singleton Breech Presentation

A.
When the presence of a breech presentation is identified, the patient may be offered the option of external version with the risks being discussed.

B.
Cesarean section is currently the most common method for delivery in breech presentation unless delivery is imminent.

C.
When a vaginal breech delivery is considered, the physician should inform patient as to which method of delivery is considered best on the basis of the clinical situation and the circumstances of support facilities and personnel.

D.
Facilities should include the capability of emergency Cesarean section.

E.
The physician must have experience with vaginal breech delivery.

F.
Anesthesia personnel should be present for delivery.

G.
Presentation should be that of a frank breech.  Any other presentation requires further evaluation.

H.
The fetal weight should be estimated at less than 4,000 gm.

I.
Hyperextension or macrocephaly should be ruled out by clinical examination or appropriate diagnostic imaging.

J.
Pelvic size should be adequate and is usually determined by pelvimetry, clinically and/or radiographically.

K.
There should be adequate progression of labor in dilation, effacement and descent.

L.
Intravenous lines along with facilities for maternal surgery and transfusion should be in place.

M.
Fetal heart monitoring is required.

N.
Local, pudendal, regional and general anesthesia are all used in breech presentation deliveries.

0.
Parity does not effect the route of delivery.

(References: ACOG Technical Bulletin #95 - August, 1986; Precis

IV, An Update in Obstetrics and Gynecology: pp 150-151, 1990;

Clinical Standards for Obstetrics Services of Harvard Medical

Institutions: #19)

8.
CONDITION: Perinatal Herpes Simplex Virus Infections

A.
Confirmation of Diagnosis:

(1)
Characteristic visible lesions;

(2)
Immunofluorescent test or culture if either is available.

B.
Management:

(1)
If there are no visible lesion at the onset of labor, vaginal delivery is acceptable.

(2)
Weekly surveillance cultures of pregnant women with a history of HSV infection, but no visible lesions, are not necessary and vaginal delivery is acceptable.

(3)
Amniocentesis in an attempt to rule out intrauterine infection is not recommended for mothers with HSV infection at any stage of gestation.

(4)
Term patients who have visible lesions and are in labor or who have ruptured membranes should undergo Cesarean delivery.

(5)
For patients with active HSV infections and premature rupture of membranes remote from term, there is not enough data to recommend a management protocol that would apply in all clinical situations.  The risk of extreme prematurity must be weighed against the risk of neonatal HSV infection.  The patient should be encouraged to take an active role in this decision.

(6)
Monitoring by fetal scalp electrode is not contraindicated if needed to adequately asses the fetal condition in women with a history of HSV infection but without lesions or symptoms.

(7)
Every effort should be made to avoid direct contact with herpetic lesions by the newborn.

(8)
Mothers with visible HSV infections should be allowed to breast-feed, providing there are no visible lesions in the regions of the breasts and she has been counseled regarding the possibility of spreading the virus by direct contact.

(Reference: ACOG Technical Bulletin #122    November 1988)

9.
CONDITION: Intrapartum Fetal Distress

A.
Introduction:

The goal of Intrapartum Fetal Heart Rate (FHR) Monitoring is to detect signs that warn of potential adverse fetal events in time to permit intervention.  Another way to state this is that intrapartum fetal heart rate monitoring tries to identify fetal distress in its early stages.  While fetal distress is a widely used term, it is poorly defined in the medical literature.  This document defines fetal distress, using a combination of national medical literature and local (State of Maine) definitions.

B.
Definitions:

(1)
variable deceleration: Decreases in FHR from the baseline rate that are non-uniform periodic changes that bear little relationship to uterine contractions.  Onset may come at any phase of the contraction, and the wave form is usually different from that of the uterine contraction.

(2)
Severe variable deceleration: FHR of less than 70 beats per minute (b.p.m.) that persists longer than 60 seconds duration.

(3)
Persistent severe variable deceleration: Severe variable decelerations that persists for longer than 30 minutes.

(4)
Late deceleration: Decrease in FHR from the baseline rate with a lag time of greater than 20 seconds from the peak of the contraction to the nadir of FHR deceleration.

(5)
Persistent and nonremediable late deceleration: Late decelerations that do not respond to the usual obstetrical interventions and occur repeatedly over a 10-15 minute time period.

(6)
Severe bradycardia: FHR less than 80 b.p.m.

(7)
Persistent severe bradycardia: Severe bradycardia that persists for longer than 5 minutes.

C.
Confirmation of Diagnosis.  For a diagnosis of fetal distress to be made, one or more of the following must be present:

(1)
Persistent severe variable deceleration.

(2)
Persistent and nonremediable late decelerations.

(3)
Persistent severe bradycardia.

D.
The following actions should have been performed and documented prior to expediting delivery for fetal distress:

(1)
Reposition patient.

(2)
Administer oxygen by mask.

(3)
Perform vaginal examination to check for prolapsed cord; and

(4)
Ensure that qualified personnel are in attendance for resuscitation and care of the newborn.

E.
Each of the following actions should be performed and documented prior to starting a Cesarean section for fetal distress:

(1)
Perform vaginal exam to rule out imminent vaginal delivery;

(2)
Initiate preoperative routines;

(3)
Monitor fetal heart tones (by continuous fetal monitoring or by auscultation) immediately prior to preparation of the abdomen; and

(4)
Ensure that qualified personnel are in attendance for resuscitation and care of the newborn.

F.
When a diagnosis of fetal distress is made, consideration should be given to performing:

(1)
Umbilical cord acid-base studies;

(2)
Pathologic examination of the placenta.

Note:
 Each institution shall define in writing the term qualified personnel for resuscitation and care of the newborn.  Each institution shall define in writing the term qualified personnel for resuscitation and care of the newborn.
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10.
CONDITION: Antepartum Management of Prolonged Pregnancy

A.
Introduction:

The accurate determination of the time of conception is extremely important in reducing the false diagnosis of post-term pregnancy and in precisely ascertaining the point at which a pregnancy becomes high risk.  The expected date of confinement (EDC) is most reliably and accurately determined early in pregnancy.  Consistency between historical and physical data is important in establishing the reliability of dating.

B.
Definitions:

(1)
Prolonged Pregnancy is pregnancy that lasts greater than 287 days (41 completed weeks) from the first day of the last menstrual period.

(2)
Post-term Pregnancy is a pregnancy that lasts greater than 294 days (42 completed weeks) from the first day of the last menstrual period.

(3)
Criteria for confirming gestational age should include 2 of the following in addition to a complete menstrual history.

(a)
Fetal heart tones have been documented by 20 weeks gestation by non-electronic fetoscope or by 13 weeks gestation by electronic fetoscope;

(b)
Uterine size has been established by pelvic examination prior to 16 weeks of gestation;

(c)
A positive serum or urine human chorionic gonadotropin (hCG) pregnancy test was done and recorded 6 weeks after the last normal menstrual period;

(d)
Ultrasound:

(i)
Measurement based on the "crown-rump length" obtained between 6 and 12 weeks of gestation, or

(ii)
Measurement based on the "biparietal diameter" obtained between 14 and 26 weeks of gestation.

(4)
Gestational age cannot be accurately determined by using the criteria in (3) above if the patient presents at 22 weeks gestation or later.

C.
Action:

(1)
At 41 weeks gestation (plus or minus 2 days), the patient should have a nonstress test (NST).  If reactive, the practitioner may elect to continue to follow the pregnancy.

(2)
Between 41-42 weeks gestation, the patient should have an ultrasound to evaluate adequacy of amniotic fluid.  Results of the ultrasound need to be available within 24 hours.  If determined to be adequate, the practitioner may elect to continue to follow the pregnancy.

(3)
Between 42-43 weeks gestation, the patient should have two (2) nonstress tests (NST) performed.  The first should be performed approximately one (1) week after the nonstress test at 41 weeks gestation and the second should be performed three to four (3-4) days after the first.  If reactive, the practitioner may elect to continue to follow the pregnancy.

(4)
Ultrasound evaluation of the adequacy of amniotic fluid should be completed at weekly intervals after the initial ultrasound completed at 41-42 weeks.  Results of the ultrasound need to be available within 24 hours.  If determined to be adequate, the practitioner may elect to continue to follow the pregnancy.

(5)
If possible, ultrasound exams performed at 41 weeks gestation and beyond should contain a report on the estimated fetal weight.

(6)
At 43 weeks gestation, the patient should be delivered.

(7)
Contraction stress tests (CST) can be substituted for nonstress tests (NST) in the above actions.

(8)
Biophysical profiles con be substituted for ultrasound exams in the above actions.

D.
Contraindications to the Proceeding Protocol.  Patients with any of the following diagnoses/problems should have individual treatment plans:

(1)
Gestational Diabetes.

(2)
Hypertension in Pregnancy.

(3)
Macrosomic Infant.

(4)
Intrauterine Growth Retardation.

(5)
Previous History of Fetal Demise; or,

(6)
Fetus with uncertain gestational age and/or prenatal care starting at or after 22 weeks gestation.
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