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Guideline is updated to reflect a change in antenatal testing recommendations for FGR.

Background

Antenatal fetal surveillance is performed to reduce the risk of stillbirth. It has been suggested that when
determining the conditions for which antenatal fetal testing should be performed, one should consider the risk of
false-negative antenatal fetal surveillance test (defined as incidence of stillbirth occurring within one week of
normal test):

e NST: 1.9/1000

e BPP:0.8/1000

e Modified BPP: 0.8/1000

e CST:0.3/1000

Additionally, based on expert consensus, ACOG felt that antenatal fetal surveillance could be considered for
conditions that would result in at least twice the increased risk of stillbirth as compared to the risk if the condition
were not present. ACOG provides guidance on and suggests surveillance for conditions for which stillbirth is
reported to occur more frequently than 0.8 per 1,000 (the false-negative rate of a BPP or modified BPP) and
which are associated with a RR or odds ratio for stillbirth of more than 2.0 compared with pregnancies without
the condition."

Based on ACOG Committee Opinion 828, Indications for Outpatient Antenatal Fetal Surveillance, the following
guidelines (Table 2) have been adapted by the BCM OB/Gyn Perinatal Guidelines Committee for antenatal fetal
surveillance. In cases where ACOG has recommended once or twice weekly testing or recommends
individualization, we have provided specific recommendations. Some indications have been removed and can
be individualized based on provider assessment. Initiation of testing at an earlier gestational age, alteration of
the frequency of testing from these guidelines, or the addition of such tests as umbilical artery Doppler should
be undertaken in consultation with a Maternal-Fetal Medicine specialist. Delivery recommendations have been
adapted from ACOG Committee Opinion 831, Medically Indicated Late Preterm and Early Term Deliveries, with
some modifications.?

We also agree with the following statement from ACOG, “As with all testing and interventions, shared decision
making between the pregnant individual and the clinician is critically important when considering or offering
antenatal fetal surveillance for individuals with pregnancies at high risk for stillbirth or with multiple comorbidities
that increase the risk of stillbirth. It is important to emphasize that the guidance offered in this Committee Opinion
should be construed only as suggestions; this guidance should not be construed as mandates or as all
encompassing. Ultimately, individualization about if and when to offer antenatal fetal surveillance is advised.”



Equivalent tests

e Modified BPP (NST+AFI/DVP) = 8 point BPP = 10 point BPP
e For testing before 32 weeks, an 8 point BPP can be used
¢ Reactive NST: 15x15 accel > 32w0d = 10x10 accel <32w0d

Weekly = every 7 days,
Twice weekly = Mon/Thur, Tue/Fri, or Wed/Sat (holidays may lead to earlier testing)

Management of Decreased Fetal Movement in Triage

For a pregnant individual reporting decreased fetal movement after viability, one-time antenatal fetal surveillance
at the time the decreased movement is reported may be considered. Unless decreased fetal movement reoccurs,
antenatal fetal surveillance for a single episode does not need to be repeated if the initial results are reassuring
and there is no other indication for antenatal fetal surveillance." The BCM Ob/Gyn Perinatal Guidelines
Committee makes the following recommendations regarding evaluation of decreased fetal movement in
triage (Women’s Assessment Center [WAC] at PFW and OB Intake [OBI] at Ben Taub Hospital):

Gestational age <24 0/7 weeks

Assess fetal heart tones with Doppler - are they within normal limits for gestational age?
e Yes - Reassure patient, no further testing
¢ No - Ultrasound to determine gestational age

NST can be considered but should be individualized between 23 0/7 and 24 0/7 with shared decision making.

Gestational age 24 0/7 weeks or greater
Perform modified BPP - is NST reactive and Deepest Vertical Pocket (DVP) >2 cm?
e Yes - Reassure patient, no further testing
e No - Perform 10 Point BPP and manage based on BPP score or consider delivery based on
gestational age




Table 2. Antepartum Surveillance Guidelines

test NST only)

Indication GA to initiate Frequency Delivery Time
testing

MATERNAL CONDITIONS

Diabetes

- A1 well-controlled on diet/exercise?? None None 39 0/7 — 40 6/7

- A2DM well-controlled (no fetal growth 32 weeks Once weekly 39 0/7-39 6/7

abnormalities, no fluid abnormalities, minimal

medication titration) 23

- A2DM poorly-controlled (with associated risk (32 weeks Twice weekly (2" [36 0/7-38 6/7

factors — fetal growth concerns, fluid test NST only) (individualized to

abnormalities, frequent medication titration)?3 situation)

-Type 1 or 2 diabetes? 32 weeks Twice weekly (2" Well controlled: 39 0/7 —

39 6/7.

\Vascular complications,
poor glucose control, or
prior stillbirth: 36 0/7 —
38 6/7

Hypertension?

-Well controlled without meds, AGA fetus

No testing recommended

38 0/7-39 6/7

-Well controlled with meds, AGA fetus 32 weeks Once weekly 37 0/7-39 6/7
-On meds poorly controlled (requiring frequent |At diagnosis > 28 [Twice weekly (2" |36 0/7- 37 6/7
medication increase or other comorbidities) weeks test NST only)

-Gestational HTN and preeclampsia without  |At diagnosis > 28 [Twice weekly (2" (37 0/7

severe features weeks test NST only)

-Pre-Eclampsia with severe features

Inpatient admission recommended

34 0/7 weeks or earlier
based on maternal or
fetal status

Other

IVF 36 weeks* Once weekly At or after 39 0/7

Antiphospholipid antibody syndrome 32 weeks* Twice weekly 37 0/7-39 6/7

(supported by laboratory and clinical data)

Cyanotic heart disease 32 weeks Once weekly 38 0/7-38 6/7

Hemoglobinopathies other than Hb SS disease [32 weeks Once weekly 39 0/7 if no associated

(SC disease, Sickle-Beta Thalassemia) risk factors

Uncomplicated sickle cell disease 32 weeks® Once weekly 39 0/7 if no associated
risk factors

Complicated sickle cell disease (maternal At diagnosis > 28 [Twice weekly Individualized based on

hypertension, vaso-occlusive crisis, placental weeks risk factors

insufficiency, fetal growth restriction)

Thyroid disorder, poorly controlled 32 weeks Once weekly 39 0/7




Indication GA to initiate Frequency Delivery Time
testing

Alloimmunization without suspected anemia |32 weeks® Once weekly 37 0/7 — 38 6/7°

Alloimmunization with suspected anemia (ie:  |At diagnosis > 28 [Once weekly Individualized to

undergoing serial intrauterine transfusions) weeks situation

Renal disease with Cr>1.4 g/dL 32 weeks' Once weekly 38 0/7-39 0/7

Uncomplicated SLE (no flares) 32 weeks' Once weekly 39w0d

Complicated SLE (active lupus nephritis, recent|At diagnosis > 28 [Twice weekly 37 0/7-38 6/7

lupus flare, antiphospholipid antibodies with weeks

prior fetal loss, anti-RO/SSA or anti-La/SSB

antibodies, thrombosis, fetal growth restriction,

other comorbidities)

)Age 40 or older at EDD 37 weeks Once weekly 39 0/7-39 6/7

Obesity individualized to

-Pre-pregnancy BMI 35 - 39.9 kg/m? 37 weeks' Once weekly situation (can await
spontaneous labor)

-Pre-pregnancy BMI = 40 kg/m? 34 weeks'

Intrahepatic Cholestasis of Pregnancy?

-Total serum bile acid level >10 but <40 pmol/L
-Total serum bile acid level >40 but <100 pymol/L
-Total serum bile acid levels 2100 pmol/L?

-Severe pruritus, hx stillbirth <36 weeks 2/2 ICP,
or worsening hepatic function?

At diagnosis > 28
weeks

Once weekly
Once weekly
Once weekly

Twice weekly

38 0/7-39 0/7
37 0/7

36 0/7

34 0/7 — 36 0/7

FETAL CONDITIONS

Fetal Anomaly

-Uncomplicated FGR, EFW <3 percentile

Gastroschisis 28 weeks Twice weekly 37 0/77
Hydrops At diagnosis > 28 [Twice weekly Individualized to

weeks situation
FGR (EFW or AC<10%) in a singleton®®
-Uncomplicated FGR (EFW or AC<10% but  |At diagnosis > 24- (Once weekly 38 0/7-39 0/7
>3 percentile, normal amniotic fluid, no 28 weeksP
concurrent conditions)

Once weekly 37 0/7 or at diagnosis if

diagnosed later

a Deliveries before 39 weeks gestation are associated with an increased risk of admission to the NICU for
respiratory complication and other neonatal morbidities; however, maternal anxiety with a history of stillbirth
should be considered and may warrant an early term delivery (37 0/7-38 6/7) in women who are educated
regarding, and accept, the associated neonatal risks.




Consider inpatient admission at time of
initial diagnosis for potential steroid
administration and short term

observation.

Indication GA to initiate Frequency Delivery Time
testing

-FGR with additional risk factors (e.g., At diagnosis > 24- [Twice weekly 34 0/7-37 6/7

oligohydramnios, maternal co-morbidities, 28 weeksP

concerns for worsening FGR)

FGR with elevated UA PI (decreased end At diagnosis > 24- (Once weekly 37 0/7

diastolic flow without absent end diastolic 28 weeksP

flow)

FGR with absent end diastolic flow At diagnosis > 24- [Twice weekly 33 0/7-34 0/7

*MFM consultation recommended 28 weeksP

FGR with reversed end-diastolic flow
*MFM consultation recommended

Inpatient admission recommended

30 0/7 — 32 0/7

Multiple gestation

-uncomplicated monochorionic/diamniotic 32 weeks Once weekly 36 0/7 -36 6/7
twins*
-monochorionic/diamniotic twins with isolated |At diagnosis > 24- |Once weekly 32 0/7-34 6/72
fetal growth restriction 28 weeksP Twice weekly if
concern for
worsening FGR or
abnormal UA
Doppler PI
- uncomplicated dichorionic/diamniotic twins |36 weeks* Once weekly 38 0/7-38 6/72
-dichorionic/diamniotic twins with fetal growth |At diagnosis > 24- (Once weekly -36 0/7-37 6/7
o : b
restriction or >20% discordance 28 weeks Twice weekly if  |-32 0/7 — 36 0/7 if
concern for complicated by other risk
worsening FGR orffactors (eg
abnormal UA preeclampsia) or
Doppler abnormal Doppler
studies (recommend
considering delivery timing
based on singleton recs for
IAEDF and REDF)
-triplets or higher-order multiples 32 weeks Once weekly 35 0/7-36 0/7 but should
unless with FGR |be individualized?
OBSTETRIC CONDITIONS
Abnormal Serum Markers
PAPP-A < 5% (0.4 MoMs) 36 weeks* Once weekly At or after 39 0/7

b Refer to the Fetal Growth Restriction Perinatal Guideline for recommendations on antenatal testing initiation in
pregnancies 24-28 weeks gestation. This should be individualized based on clinical risk factors and shared decision
making with the patient. MFM Consult is recommended.




week prior to
previous stillbirth

Indication GA to initiate Frequency Delivery Time
testing

2" trimester Inhibin A = 2.0MoM 36 weeks* Once weekly At or after 39 0/7

History of other adverse pregnancy

outcomes

Previous SGA requiring preterm delivery in 32 weeks* Once weekly At or after 39 0/7

immediately preceding pregnancy

Previous preeclampsia requiring preterm 32 weeks* Once weekly After 39 0/7

delivery in immediately preceding

pregnancy

Previous 3rd trimester stillbirth 32 weeks or 1 Once weekly Individualized but no

earlier than 37 0/7¢

PLACENTAL CONDITIONS

Single umbilical artery 36 weeks* Once weekly At or after 39 0/7

Velamentous cord insertion 36 weeks* Once weekly At or after 39 0/7

Chronic placental abruption At diagnosis > 28 |[Once weekly At or after 39 0/7
weeks

\Vasa Previa

30-32 weeks

Recommend inpatient admission at

34 0/7 — 37 0/7 (no later
than 35-36 weeks based
on local data)?

Isolated oligohydramnios (DVP<2 cm) - stop

> 28 weeks at

Twice weekly

36 0/7-37 6/72

(Pregnancies WITH a sonographic exam
confirming or revising the EDD before 22 0/7
weeks)

testing if resolved after 2 visits diagnosis

Idiopathic moderate to severe polyhydramnios (32 weeks* Once weekly 39 0/7

(AF1 >30 cm or DVP >12 cm) - stop testing if

resolved after 2 visits

Late term in a well-dated pregnancy 41 weeks* Twice weekly 41 0/7 - 42 0/7

Late term in a suboptimally dated pregnancy

(Pregnancies WITHOUT a sonographic exam
confirming or revising the EDD before 22 0/7

weeks)

39-40 weeks10

Twice weekly

41 0/71°

¢ Deliveries before 39 weeks gestation are associated with an increased risk of admission to the NICU for respiratory
complication and other neonatal morbidities; however, maternal anxiety with a history of stillbirth should be considered
and may warrant an early term delivery (37 0/7-38 6/7) in women who are educated regarding, and accept, the associated

neonatal risks.
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