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KEY POINTS 

1. Health care professionals should aim to provide personalised antenatal care which 
is centred on the woman, her baby and her family. Her care will be focussed on her 
health and social care needs; her choices will be informed by unbiased evidence-
based information. 

2. All midwives are responsible for completing a full booking risk assessment detail-
ing maternal risk factors relating to previous obstetric history, maternal medical histo-
ry, family history, psychiatric history, anaesthetic history and general health and 
wellbeing. This will ideally be complete by the 10th week of pregnancy but no later 
than 12+6 weeks 

3. If at any point in the pregnancy the woman becomes higher risk, then the midwife 
must refer the woman to consultant led care via completion of a referral form and 
discussion with the antenatal clinic midwife if urgent 
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4. Women with only one of the following risk factors do not need to be under con-
sultant led care, they will be identified as Modified midwifery led care. Serial fetal 
growth scans will be required in these circumstances and these will be generated 
following the completion of the modified midwifery led care antenatal booking form 
and triage by an Obstetric Consultant. Women will be informed of these appoint-
ments via letter;   

• Smoking   

• Low PAPP-A (Pregnancy Associated Plasma Protein-A) 

• BMI 35 to 39.9 

• Uterine Fibroids-selected cases/ Maternal age ≥40/previous small for date 

              babies between 3rd and 10th CC.  

5. Women with high risk complex pregnancies due to either maternal or fetal reasons 
should have a pregnancy management plan formulated in the antenatal clinic by an 
Obstetric Consultant involving the multidisciplinary team (MDT) if necessary. The 
plan will be documented in the handheld and medical notes and it should be com-
municated with the woman's GP and midwifery team. An agreed care plan should be 
documented in both hand-held and hospital notes by 36 weeks gestation if possible.  

 

1. Purpose  

1.1. This guideline sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines for access to antenatal care and antenatal standardised risk as-
sessment for all pregnant women. 

1.2. In this guideline, the emphasis is on providing antenatal care to women based 
on their individual need, taking into account any risk factors or pregnancy 
complications, after full discussion with the woman and the healthcare profes-
sionals involved.  

1.3. The aims of the guideline are 

 To streamline antenatal care, so that ante-natal care be given at the ap-
propriate time by an appropriate professional. 

 To improve maternal and perinatal outcome. 
 To use the available resources as effectively as possible, based on the 

changing demographic data of the local population. 
 At any point in the woman’s pregnancy, to provide evidence based  in-

formation enabling women to make informed choices about their care 

1.4. Women, their partners and their families should always be treated with kind-
ness, respect and dignity. The views, beliefs and values of the woman, her 
partner and her family in relation to her care and that of her baby should be 
sought and respected at all times. 
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1.5. This guideline applies to all midwives, student midwives, obstetricians and 
maternity administrative staff working in the NDHT.  

2. Definitions 

2.1. Modified Midwifery Led care (MMLC) – Risk factor identified in the antenatal 
period. With correct pathway identification and additional scanning, this ena-
bles a woman to remain under the care of a midwife if the additional surveil-
lance remains normal 

2.2. VBAC – Vaginal Birth after Caesarean Section 

2.3. MDT – Multi-disciplinary team 

2.4. FGR – Fetal Growth Restriction 

2.5. SGA – Small for Gestational Age 

2.6. SFH – Symphysis Fundal Height 

3. General Principles  

3.1. All pregnant women have a Named midwife and a Midwifery team. At the 
time of booking, all women planning to receive antenatal, intra-partum and 
postnatal care with North Devon Maternity service will therefore be placed on 
a Continuity of Carer pathway, in line with Better Births (2016). 

3.2. The midwife will identify, through robust risk assessment (Appendix 4), either; 

 Routine antenatal care (low risk care pathway),  
 Consultant led care (high risk care pathway) or  
 Modified midwifery led care (MMLC) 

           The referral pathways have been established so that pregnant women who 
require additional care are supported by the appropriate specialist teams fol-
lowing a robust risk assessment; obstetric, neonatal, anaesthetic and allied 
health professionals or external agencies if there are social or lifestyle risk 
factors.  

3.3. Continuity of carer will help to ensure safe care based on a relationship of 
mutual trust and respect in line with the woman’s decisions. Every woman will 
have a named midwife, who is part of a small team of 6 to 8 midwives, based 
in the community who knows the woman and family, and can provide continui-
ty throughout the pregnancy, where possible, birth and postnatally. 

3.4. A schedule of appointments will be discussed at the booking appointment. 
The recommended number of antenatal care appointments for women who 
are healthy and whose pregnancies remain uncomplicated in the antenatal 
period are detailed in the NICE guidance; Antenatal Care for uncomplicated 
pregnancies. 
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https://www.nice.org.uk/guidance/cg62/chapter/Appendix-D-Antenatal-
appointments-schedule-and-content  

            Appointments for higher risk pregnancies will vary depending on their individ-
ual circumstances. 

3.5. The environment in which antenatal appointments take place should enable 
women to discuss sensitive issues such as domestic violence, sexual abuse, 
psychiatric illness and recreational drug use etc. 

3.6. For women who are more vulnerable to disadvantage, who may have specif-
ic social needs, increased antenatal care should be offered, home visits to be 
considered supporting a robust risk assessment. Home visits may facilitate 
easy access to care for women who find it challenging to attend appoint-
ments.  

3.7. For women who do not speak English as a first language, an interpreter 
should be utilised at each antenatal contact either via language line or in per-
son (NICE 2019). 

3.8. Pregnant women should be encouraged to attend participant-led antenatal 
classes, including breastfeeding workshops. 

3.9. Personalised care is centred on the woman, her baby and her family. Based 
around their needs, they will be supported to make their choices informed by 
unbiased evidence-based information. Women will be able to make decisions 
about the support they need during birth, where they would prefer to give 
birth, whether this is at home, or in hospital, after full discussion of the bene-
fits and risks associated with each option. Women's decisions should be re-
spected, even when this is contrary to the views of the healthcare profession-
al, NICE (2017). The NHS choice leaflets below are a valuable resource for 
women deciding on where to have their baby. 

https://assets.nhs.uk/prod/documents/Birth-options-first-baby.pdf  

https://assets.nhs.uk/prod/documents/NHSE-your-choice-where-to-have-
baby-baby-before-sept2018.pdf  

4. Access to Maternity Care and Booking Referral Path-
way  

4.1. Antenatal care should be readily and easily accessible to all pregnant women 
and should be sensitive to their needs. When they first learn that they are 
pregnant, women can inform their local GP or can make a self-referral into the 
maternity service. 

4.2. Where appropriate, early appointments for specialist obstetric and/or medical 
review will be made simultaneously, to avoid delay.  

https://www.nice.org.uk/guidance/cg62/chapter/Appendix-D-Antenatal-appointments-schedule-and-content
https://www.nice.org.uk/guidance/cg62/chapter/Appendix-D-Antenatal-appointments-schedule-and-content
https://assets.nhs.uk/prod/documents/Birth-options-first-baby.pdf
https://assets.nhs.uk/prod/documents/NHSE-your-choice-where-to-have-baby-baby-before-sept2018.pdf
https://assets.nhs.uk/prod/documents/NHSE-your-choice-where-to-have-baby-baby-before-sept2018.pdf
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4.3. A first midwife appointment for the standardised assessment of risk and need 
(booking appointment), will be scheduled preferably between 8-10 weeks ges-
tation but at the latest by 12+6 weeks.  

4.4. If a referral is received after the twelfth week of pregnancy an appointment will 
be offered as soon as possible but within two weeks of referral. 

4.5. Receipt of the relevant information prior to attending the booking appointment 
will enable women to begin the process of decision making at home and ena-
ble them to prepare questions for discussion with the booking midwife. 

5. Booking Appointment 

5.1. A full clinical risk assessment is discussed and completed at this appoint-
ment. This is done by obtaining a comprehensive history; obstetric history, 
medical or surgical history, family history, psychiatric history, anaesthetic his-
tory and general health and wellbeing. This history should be completed in the 
Handheld Notes ideally between 8 and 10 weeks of pregnancy by the mid-
wife. 

 Any learning needs or factors that may cause difficulty in accessing care 
must also be identified at this appointment, and reasonable adjustments 
made as required, in accordance with the Equality Act (2010). 

 Following a robust risk assessment and at the first point of contact, the 
named midwife will identify the pregnant women who need routine ante-
natal care (low risk care pathway) Modified Midwifery led care (MMLC) 
or consultant led care (high risk care pathway).  A personalised Antena-
tal Care pathway form (Appendix 6) will be completed for all women;                                                                                         
G:\MIDWIFERY RESOURCES\FORMS and REFERRALS\Personalised 
Antenatal Care Pathway Risk Assessment.docx 

 An individual management plan must be clearly documented in the 
woman’s hand held maternity notes. 

 Clinical risk assessment in the antenatal period is an ongoing process 
and this will continue at each future contact in line with the recommen-
dations in the NICE antenatal care guidance (2019) and Ockenden 
(2020). 

 A completed risk assessment form together with pregnancy hand-held 
notes will be sent to ANC reception. If relevant, women should be re-
ferred directly to the specialist clinics such as combined diabetic and 
endocrine clinic, medical clinic, fetal medicine clinic, VBAC clinic etc. 
Otherwise, all consultant referrals are reviewed on a daily regular basis 
by the consultant in Antenatal clinic that day. 

 Discussion with GP or access to previous pregnancy records will assist 
a comprehensive risk assessment. If this is not possible, the obstetrician 
who review and triage the women can access the woman’s health care 
records and appropriately risk assess. Healthcare records must be 
made available for review at every consultant antenatal clinic.  

file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/Personalised%20Antenatal%20Care%20Pathway%20Risk%20Assessment.docx
file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/Personalised%20Antenatal%20Care%20Pathway%20Risk%20Assessment.docx
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 If at any point in the pregnancy the woman becomes higher risk, then 
the midwife must refer the woman to consultant led care via completion 
of a referral form and discussion with the antenatal clinic midwife if ur-
gent  
G:\MIDWIFERY RESOURCES\FORMS and REFERRALS\referral to 
consultant letter [1] Sept 15.doc 

5.2. The lead professional will be documented on the front page of the handheld 
notes clearly stating midwife-led or consultant-led care with the name of con-
sultant. 

5.3. If there is doubt regarding a woman’s risk assessment, then discuss with a 
consultant or arrange an obstetric review in antenatal clinic as appropriate. 
Women may then be transferred back to the community for the remainder of 
their care if appropriate; this will be documented within the handheld notes. 

5.4. Women with higher risk factors will have a pregnancy management plan for-
mulated in the antenatal clinic and documented in the handheld notes. The 
plan should be communicated to their GP and midwife.  

5.5. Some complex cases need an MDT agreed care plan which will be docu-
mented in both the hand-held and hospital notes by 36 weeks gestation where 
possible. MDT outcome of those cases can also be accessed via public G 
drive: Obstetric MDT. The drive can be accessed by labour ward co-
ordinators and senior obstetricians at any time. 

5.6. Maternal Nutrition  

 All women will be informed at the booking appointment about the im-
portance for their own and their baby’s health of maintaining adequate 
vitamin D stores during pregnancy and whilst breastfeeding. In order to 
achieve this, women may choose to take 10 micrograms of vitamin D 
per day, as found in the Healthy Start multivitamin supplement.  

 Particular care will be taken to enquire as to whether women at greatest 
risk are following advice to take this daily supplement. These include: 

 Women of South Asian, African, Caribbean or Middle Eastern fami-
ly origin.  

 Women who have limited exposure to sunlight, such as women 
who are predominantly housebound, or usually remain covered 
when outdoors. 

 Women who eat a diet particularly low in vitamin D, such as women who 
consume no oily fish, eggs, meat, vitamin D-fortified margarine or break-
fast cereal. 

 Women with a pre-pregnancy body mass index above 35 kg/m2. 

For women who are at higher risk of vitamin D deficiency, a midwife will ask 
for a prescription from GP using the pre-typed format (Appendix 5). 

G:\MIDWIFERY RESOURCES\FORMS and REFERRALS\GP prescription 
request Aspirin and Vit D.docx 

file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/referral%20to%20consultant%20letter%5b1%5d%20Sept%2015.doc
file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/referral%20to%20consultant%20letter%5b1%5d%20Sept%2015.doc
file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/GP%20prescription%20request%20Aspirin%20and%20Vit%20D.docx
file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/GP%20prescription%20request%20Aspirin%20and%20Vit%20D.docx
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5.7. Maternal weight and height - Maternal weight and height must be measured 
at the first antenatal appointment, and the woman’s body mass index (BMI) 
calculated (weight [kg]/height[m] ²). If BMI is greater than 30 refer to the Obe-
sity in pregnancy and childbirth guideline. 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Obesity-in-
Pregnancy-Guideline.pdf  

5.8. Risk factors for pre-eclampsia- For those who are eligible for prophylactic 
Aspirin, the midwife will ask for the prescription from GP using the pre-typed 
request form (Appendix 5).    

G:\MIDWIFERY RESOURCES\FORMS and REFERRALS\GP prescription 
request Aspirin and Vit D.docx 

5.9. Blood pressure measurement and urinalysis for protein will be carried out 
at each antenatal visit to screen for pre-eclampsia. 

 At the booking appointment, the midwife will determine the risk factors 
for pre-eclampsia. For those, who are eligible for prophylactic Aspirin, 
the midwife will ask for the prescription from GP using the pre-typed re-
quest form as above 

 More frequent blood pressure measurements will be considered for 
pregnant women who have any additional risk factors, as directed by 
consultant obstetrician. 

           For more detail on Hypertensive disorders in Pregnancy, refer to Hyperten-
sive Disorders in Pregnancy Guideline; 

https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2020/02/Hypertensive-disorders-in-pregnancy-V3.0.pdf 

5.10. Modified midwifery led care (MMLC) - These are the group of women who 
need regular fetal growth assessment by serial fetal growth ultrasound meas-
urements as a result of risk assessment completed at the booking appoint-
ment. This may be due to their pre-existing maternal or previous fetal condi-
tions. Following triage by a consultant obstetrician, these women will continue 
their antenatal care with the community team with obstetric involvement only if 
it is necessary. MMLC should be considered for following pregnancies; 

 Smoking  
 Low PAPP-A (Pregnancy Associated Plasma Protein-A) 
 BMI 35 to 39.9 
 Uterine Fibroids-selected cases/ Maternal age ≥40/previous small for 

date babies (between 3rd and 10th CC).   

5.11. Women who have had a previous caesarean section should be referred to 
the VBAC clinic directly or consultant antenatal clinic appropriately depending 
on the women’ circumstances. Refer to Delivery after Caesarean Section 
Guideline:                                                    
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Vaginal-
Birth-after-Caesarean-Section-2018.pdf  

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Obesity-in-Pregnancy-Guideline.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Obesity-in-Pregnancy-Guideline.pdf
file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/GP%20prescription%20request%20Aspirin%20and%20Vit%20D.docx
file://///NDS.INTERNAL/PUBLIC/MIDWIFERY%20RESOURCES/FORMS%20and%20REFERRALS/GP%20prescription%20request%20Aspirin%20and%20Vit%20D.docx
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2020/02/Hypertensive-disorders-in-pregnancy-V3.0.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2020/02/Hypertensive-disorders-in-pregnancy-V3.0.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Vaginal-Birth-after-Caesarean-Section-2018.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Vaginal-Birth-after-Caesarean-Section-2018.pdf
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5.12. For women with previous history of Gestational Diabetes Mellitus 
(GDM), offer screening test for GDM by booking an Oral Glucose Tolerance 
Test (OGTT) at 16 weeks gestation. Those without previous GDM but, who 
have risk factors for GDM, the test should be booked at 24-26 weeks gesta-
tion by the midwifery team. 

For further details refer to the Diabetes in Pregnancy Guideline – 
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Diabetes-
in-pregnancy-Nov18.pdf  

5.13. Women affected by complex social factors such as mental illness, learning 
needs, domestic abuse or substance misuse will require an individual risks 
and needs assessment, and should have a CANI (Complex or additional 
Needs Identified) form completed which should be shared with the team lead-
ers for discussion and plan for ongoing care, including referral to, and liaison 
with, adjunct services. 

5.14. Drugs in pregnancy - If a woman is on any prescribed medicine at the time 
of booking, this must be documented and reviewed for safety in pregnancy by 
contacting pharmacy.  If any medicines are required during pregnancy phar-
macy information can be contacted for advice.  Also consider if the medicines 
will be required after the birth so that a drugs in breast-feeding plan can be 
devised. 

5.15. Substance Misuse – If a woman or other adult in the household are identified 
as presenting a risk due to current substance or alcohol misuse then a MASH 
enquiry referral should be made, please refer to Devon Children and Families 
Partnership for further guidance 

           https://www.proceduresonline.com/swcpp/devon/p_prebirth_sg_unborn.html       

 Dependent opiate and cocaine users should be referred to the Neonatal 
Consultant for early assessment and a plan of care documented in the 
maternal notes 

 Routine blood tests, including Hepatitis B virus (HBV), Hepatitis C virus 
(HCV), and Human immunodeficiency virus (HIV) should be encouraged 
and strongly recommended. 

 Consider offering a urine drug screen if it is felt that the result would in-
form subsequent clinical care. Results should however be treated with 
caution as the sample may be subject to tampering. Results from urine 
drug screens are not able to be used in legal proceedings. In some cas-
es, Children’s Social Care will arrange hair strand testing which will pro-
vide accurate information about drug use. 

 Liaison should be sought with Together, drug and alcohol service, when 
women are receiving their input. If prescribed opiate replacement thera-
py (eg methadone or subutex), the dose should be confirmed with the 
prescriber and clearly documented in the notes, for prescribing when the 
woman is admitted to hospital. 

5.16. Prediction, detection and initial management of mental disorders  

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Diabetes-in-pregnancy-Nov18.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Diabetes-in-pregnancy-Nov18.pdf
https://www.proceduresonline.com/swcpp/devon/p_prebirth_sg_unborn.html


Access to Antenatal Care and Maternity Care Pathway   
April 2021   

 
 

  
  Page 11 of 36 

 In all communications (including initial referral) with maternity services, 
healthcare professionals should include information on any relevant his-
tory of mental disorder. 

 At a woman’s first contact with services in both the antenatal and the 
postnatal periods, healthcare professionals (including midwives, obste-
tricians, health visitors and GPs) will ask about: 

 past or present severe mental illness including schizophrenia, bipo-
lar disorder, psychosis in the postnatal period and severe depres-
sion 

 previous treatment by a psychiatrist/specialist mental health team, 
including inpatient care 

 a family history of perinatal mental illness 
 Other specific predictors, such as poor relationships with her part-

ner, will not be used for the routine prediction of the development 
of a mental disorder. 

            Refer to the Mental Health in Pregnancy Guidance:  

           https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Mental-
Health-in-Pregnancy-Post-Natal-Care-v1.0-for-public-website.pdf  

5.17. Screening for Domestic violence  

 Domestic abuse during pregnancy is a major public health concern with 
serious consequences for maternal and infant health. Estimates indicate 
that one in six pregnant women will experience domestic violence. Evi-
dence also suggests that around 30% of domestic violence starts or 
worsens during pregnancy. Where abuse occurs during pregnancy, inju-
ry to the abdomen, breasts and genitals are common. It follows that do-
mestic abuse is a factor in a significant proportion of maternal and peri-
natal mortality and morbidity.  

 Healthcare professionals need to be alert to the symptoms or signs of 
domestic violence and women will be given the opportunity to disclose 
domestic violence in an environment in which they feel secure. 

 Midwives will routinely ask all women at the booking appointment if they 
feel threatened by, or have experienced abuse by their partner, or any 
other family member. (It will be recorded on the antenatal summary 
chart that the question has been asked and the woman’s response.)  

 Never ask the woman about domestic violence in front of her partner, or 
any family member or any other person accompanying her to appoint-
ments.  

 Never use a family member or friend to interpret when asking about do-
mestic violence. Always use a formal interpreter. 

 If it is not possible to ask about domestic violence at the booking ap-
pointment, document the reason why in the hospital file and defer this 
question until a subsequent antenatal appointment.  

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Mental-Health-in-Pregnancy-Post-Natal-Care-v1.0-for-public-website.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Mental-Health-in-Pregnancy-Post-Natal-Care-v1.0-for-public-website.pdf
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5.18. Female genital mutilation - Pregnant women who have had female genital 
mutilation will be identified early in antenatal care through sensitive enquiry 
and appropriate referral for reversal considered. Antenatal examination will 
then allow planning of intrapartum care. (refer to the Female Genital Mutilation 
guideline)                                                     
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2020/12/Female-
Genital-Mutilation-FGM-Policy.pdf  

5.19. Migrant women - All pregnant women from countries where women may ex-
perience poor overall general health, and who have not previously had a full 
medical examination in the UK, will have a medical history taken and clinical 
assessment made of their overall health, including a cardio-vascular examina-
tion. This will be performed by an appropriately trained doctor, who will usually 
be their GP. In circumstances where such women are not registered with a 
GP they will be referred for obstetric opinion. 

5.20. MRSA- refer to the Trust Policy for further information; 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2019/10/MRSA-
Policy-v-6-0-Sep-19.pdf   

5.21. Late bookings - If the woman booked late and the first scan was carried out 
at or after 21 weeks, a further fetal growth scan, two weeks later is offered to 
ensure the estimated gestation. The named midwife will organise further an-
tenatal clinic appointments with a consultant if there are other risk factors.  

6. Saving Babies’ Lives Care Bundle version 2 (NHSE: 
2019) 

6.1. Since November 2015, there has been a national ambition to halve the rates 
of stillbirths, neonatal and maternal deaths and intrapartum brain injuries by 
2030, with a 20% reduction by 2020. The first version of the Saving Babies’ 
Lives Care Bundle (SBLCB) was published in March 2016 and focused pre-
dominantly on reducing the stillbirth rate. In November 2017, the ambition was 
extended to include reducing the rate of preterm births from 8% to 6% and the 
date to achieve the ambition was brought forward to 2025. In response to the 
extended ambition, SBLCB version two (SBLCBv2) was launched in March 
2019. The following elements were introduced to help reduce the perinatal 
mortality in the antenatal period. 

 Reducing smoking in pregnancy  
 Risk assessment, prevention and surveillance for pregnancies at risk of 

fetal growth restriction (FGR). 
 Raising awareness of reduced fetal movements (RFM). 
 Reducing preterm birth 

6.2. Reducing Smoking in Pregnancy  

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2020/12/Female-Genital-Mutilation-FGM-Policy.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2020/12/Female-Genital-Mutilation-FGM-Policy.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2019/10/MRSA-Policy-v-6-0-Sep-19.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2019/10/MRSA-Policy-v-6-0-Sep-19.pdf
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 There is strong evidence that reducing smoking in pregnancy reduces the 
likelihood of stillbirth. It also impacts positively on many other smoking-
related pregnancy complications such as premature birth, miscarriage, low 
birth-weight and Sudden Infant Death Syndrome (SIDS). Whether or not a 
woman smokes during her pregnancy has a far reaching impact on the 
health of the child throughout his or her life. 

 Midwives must have adequate time and equipment to carry out CO moni-
toring and deliver key messages. Midwives will deliver Very Brief Advice 
(VBA) throughout the antenatal period to influence and support the women 
to engage with Smoking Cessation services. 

 For detailed information refer to “Smoking Cessation in Pregnancy guide-
line”  

https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2018/07/Smoking-Cessation-in-Pregnancy-Policy-and-
Guideline-V.pdf    

 

6.3. Risk assessment and surveillance for fetal growth restriction  

 There is strong evidence to suggest that fetal growth restriction (FGR) is 
the biggest risk factor for stillbirth, Saving Babies Lives Bundle v2 
(2019). This was also the major factor identified in the recent MBBRACE 
report on stillbirths, which states that ‘about one in three term, normally 
formed, antepartum stillbirths are related to abnormalities of fetal 
growth’. Therefore, antenatal detection of growth restricted babies is vi-
tal and has been shown to reduce stillbirth risk significantly because it 
gives the option to consider timely delivery of the baby at risk. Effective 
surveillance of all pregnancies is required throughout pregnancy and 
should reflect the level of FGR risk:  

 For low risk pregnancies, standardised serial measurement of 
fundal height and plotting on customized symphysis fundal height 
(SFH) charts is the recommended method of surveillance for SGA.  

 For pregnancies at increased risk (for example due to past obstet-
ric history or continuing smoker at booking), serial ultrasound as-
sessment of fetal growth throughout the third trimester is recom-
mended. 

 Uterine artery Doppler assessment at 20-24 weeks should be 
booked for women with previous pregnancy placental pathologies 
such as severe early onset pre-eclampsia requiring delivery by 32 
weeks gestation, growth restriction <3rd CC, intra-uterine fetal 
death and pre-existing medical disorders such as severe renal pa-
thology, anti-phospholipid syndrome (RCOG:2014, saving babies’ 
lives care bundle;2016,2019) 
 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/07/Smoking-Cessation-in-Pregnancy-Policy-and-Guideline-V.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/07/Smoking-Cessation-in-Pregnancy-Policy-and-Guideline-V.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/07/Smoking-Cessation-in-Pregnancy-Policy-and-Guideline-V.pdf
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 For detailed information refer to “Fetal Growth in singleton pregnancy 
Guideline”                                          
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/09/Fetal-
growth-in-singleton-pregnancies-V2.0.pdf  

 
 
 

 

6.4. Raising awareness of reduced fetal movements  

 It is widely acknowledged the association between reduced Fetal 
Movements and stillbirth, RCOG 2011, Saving Babies Lives v2 (2019). 
Poorly managed episodes of reduced fetal movement have been high-
lighted as contributory factors to avoidable stillbirths. In addition, a grow-
ing number of studies have confirmed a correlation between episodes of 
RFM and stillbirth.  

 Information and advice leaflet on reduced fetal movement (RFM), to be 
provided to all pregnant women by, at the latest, the 24th week of preg-
nancy and RFM to be discussed at every subsequent contact.  

 For detailed information refer to Reduced Fetal Movements in Pregnan-
cy guideline: 
https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2018/09/Reduced-fetal-movements-Guideline-2019-
final.pdf 

6.5. Reducing preterm birth 

 See Appendix (1) for managing women at risk of preterm birth. 
 For detailed information about Preterm labour management guideline: 

https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2016/03/Preterm-Labour-Management-Guidelines-
V5.0.pdf  

7. Antenatal Screening  

7.1. Pregnant women will be informed about the purpose of any test and its impli-
cation before it is performed. The healthcare professional will ensure the 
woman has understood this information and has sufficient time to make an in-
formed decision.  

7.2. Information about antenatal screening will be provided in a setting where dis-
cussion can take place; this may be in a group setting or on a one-to-one ba-
sis. Information about antenatal screening is posted to women with their book-
ing appointment letter. The appointment will provide the opportunity for bal-
anced and accurate information about the conditions being screened for, and 
opportunity for the woman, and her partner, to discuss their personal choices 
and preferences. 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/09/Fetal-growth-in-singleton-pregnancies-V2.0.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/09/Fetal-growth-in-singleton-pregnancies-V2.0.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/09/Reduced-fetal-movements-Guideline-2019-final.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/09/Reduced-fetal-movements-Guideline-2019-final.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/09/Reduced-fetal-movements-Guideline-2019-final.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/03/Preterm-Labour-Management-Guidelines-V5.0.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/03/Preterm-Labour-Management-Guidelines-V5.0.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/03/Preterm-Labour-Management-Guidelines-V5.0.pdf
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7.3. All women to receive patient information ‘Screening tests for you and your ba-
by’ via a digital link at least 24 hours prior to their 1st appointment with the 
Midwife. Available in 10 languages and an easy read version, hard copies of 
leaflet available upon request.               
https://www.gov.uk/government/publications/screening-tests-for-you-and-
your-baby  

7.4. Where there are specific communication requirements, for example English 
as a second language or visual/hearing impairment, appropriate interpretation 
services will be used during, Midwifery, Obstetric and scan appointments.  
Relations or friends should not be used as interpreters. 
https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2016/10/Interpreting-Translation-Policy.pdf  

7.5. All screening is optional. The right of a woman to accept or decline a test will 
be made clear, and a decision to decline screening must be respected by all 
members of the multidisciplinary team. Should a woman decide against all or 
some screening tests then her decision will be documented in her notes. 

7.6.  A woman can change her mind at any point in the screening process and 
again this will be documented along with the details of any discussion be-
tween herself and the midwifery/obstetric team. 

7.7. Review of antenatal screening tests - Results of tests within normal limits can 
be discussed by the team midwife or doctor at the woman’s next antenatal 
appointment and documented in her hand held notes. If the woman prefers 
her test results to be confidential, these can be recorded in her medical notes 
rather than in the hand held notes. 

7.8. Screening for Hematological conditions – refer to SOP for Sickle Cell and 
Thalassaemia  

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Sickle-Cell-
and-Thalassaemia-Screening-Programme-SOP-V1.0.pdf 

7.9. Screening for Infectious Diseases in Pregnancy – refer to SOP for Infectious 
Diseases 

7.10. First Trimester Screening– refer to the SOP for Down’s, Patau’s & Edwards 
Syndrome Screening Standard Operating Procedure 

https://ndht.ndevon.swest.nhs.uk/downs-syndrome-screening-guidelines/   

7.11. Fetal anomaly screening programme –refer to SOP for FASP Mid trimester 
scan 

https://ndht.ndevon.swest.nhs.uk/fetal-anomaly-screening-programme-fasp-
mid-trimester-scan-180-to-206-sop/  

 

https://www.gov.uk/government/publications/screening-tests-for-you-and-your-baby
https://www.gov.uk/government/publications/screening-tests-for-you-and-your-baby
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/10/Interpreting-Translation-Policy.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/10/Interpreting-Translation-Policy.pdf
https://ndht.ndevon.swest.nhs.uk/downs-syndrome-screening-guidelines/
https://ndht.ndevon.swest.nhs.uk/fetal-anomaly-screening-programme-fasp-mid-trimester-scan-180-to-206-sop/
https://ndht.ndevon.swest.nhs.uk/fetal-anomaly-screening-programme-fasp-mid-trimester-scan-180-to-206-sop/
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8. Subsequent Antenatal Appointments  

For detailed information, refer to NICE Antenatal Care for uncomplicated 
Pregnancies: https://www.nice.org.uk/guidance/cg62  

 

8.1. 16 Week Antenatal Appointment  

 Booking blood and urine results are explained to the woman and further 
counselling, screening or treatment is given as necessary with consent. 

 For haemoglobin below 11g/100ml at booking, consider iron supplemen-
tation. 

 Rhesus Negative women are counselled and offered entry into the 
prophylactic Anti D program (NICE 2007). 
https://nhsbtdbe.blob.core.windows.net/umbraco-assets-
corp/21546/inf126331-d-negative-mothers-blood-test-to-check-her-
unborn-babys-blood-group.pdf. 

 For women with previous history of GDM and a normal OGTT in this 
pregnancy, OGTT should be booked to repeat at 24 weeks gestation.  

 For those with no previous history, GDM screening is offered to women 
who fall into the high risk category at 24-26 weeks gestation. Where 
gestational diabetes is diagnosed referral to the next available specialist 
clinic is arranged. 

 Give women the opportunity to discuss issues and ask questions, includ-
ing discussion of the routine anomaly scan; offer verbal information sup-
ported by antenatal classes and written information. 

8.2. 20 Week Ultrasound Appointment  

 If women choose, this appointment is for an ultrasound scan to detect 
structural defects in the fetus.  

 The woman will be referred to the Fetal Medicine Lead Obstetrician if 
any abnormalities are discovered. 

8.3. 25 Week Antenatal Appointment (for nulliparous women) 

 Measure and plot symphysis-fundal height 
 Measure blood pressure and test urine for proteinuria 
 Give information including fetal movements, with an opportunity to dis-

cuss issues and ask questions; offer verbal information supported by an-
tenatal classes and written information. 

8.4. 28 Week Antenatal Appointment  

 Check haemoglobin levels, repeat screen for atypical red-cell alloanti-
bodies regardless of rhesus D status. 

 Investigate a haemoglobin level below 10.5g/100ml and consider iron 
supplementation, if indicated 

 Offer Anti D prophylaxis if required  
 Measure blood pressure and test urine for proteinuria 

https://www.nice.org.uk/guidance/cg62
https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/21546/inf126331-d-negative-mothers-blood-test-to-check-her-unborn-babys-blood-group.pdf
https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/21546/inf126331-d-negative-mothers-blood-test-to-check-her-unborn-babys-blood-group.pdf
https://nhsbtdbe.blob.core.windows.net/umbraco-assets-corp/21546/inf126331-d-negative-mothers-blood-test-to-check-her-unborn-babys-blood-group.pdf
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 Measure and plot symphysis–fundal height 
 

8.5. 31 Week Antenatal Appointment (for nulliparous women) 

 Measure blood pressure and test urine for proteinuria 
 Measure and plot symphysis–fundal height 
 Give information, with an opportunity to discuss issues and ask ques-

tions 
 Review, discuss and record the results of screening tests undertaken at 

28 weeks; reassess planned pathway of care for the pregnancy and 
identify women who need additional care. 

8.6. 34 Weeks Antenatal Appointment 

 Measure blood pressure and test urine for proteinuria 
 Measure and plot symphysis–fundal height 
 Give information, with an opportunity to discuss issues and ask ques-

tions 
 Review, discuss and record the results of screening tests undertaken at 

28 weeks if not already done so; reassess planned pathway of care for 
the pregnancy and identify women who need additional care. 

8.7. 36 Week Antenatal Appointment  

 Measure blood pressure and test urine for proteinuria 
 Measure and plot symphysis–fundal height 
 Abdominal Palpation for fetal presentation. If breech presentation is 

suspected, a referral for USS is made (NICE 2008). 
 Give the following information (supported by written information and an-

tenatal classes), with an opportunity to discuss issues and ask ques-
tions; 

 Infant Feeding 
 Care of the new baby 
 Vitamin K and newborn screening tests 
 Postnatal self-care 
 Awareness of “baby blues” and postnatal depression 

8.8. 38 Week Antenatal Appointment  
 
 Measurement of blood pressure and urine testing for proteinuria 
 Measurement and plotting of symphysis–fundal height 
 Information giving, including options for management of prolonged preg-

nancy, with an opportunity to discuss issues and ask questions 

 
8.9. 40 Week Antenatal Appointment 

 
 Measure blood pressure and test urine for proteinuria 
 Measure and plot symphysis–fundal height 
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 Give information, including further discussion about the options for pro-
longed pregnancy, with an opportunity to discuss issues and ask ques-
tions 

 
8.10. Determining fetal growth - A customized growth chart, individually adjusted, 

will be printed and filed in the woman’s hand held maternity notes following the 
12 week ultra-sound scan (USS). Symphysis–fundal height will be measured 
and recorded at each antenatal appointment from 26-28 weeks gestation and 
plotted on the customized growth chart. Referrals for growth scan will be ar-
ranged, by the midwife, if: 
 the first fundal height measurement plots below the 10th centile line on 

the customized chart. 
 consecutive measurements suggest slow growth (curve not following 

slope of any curve on the chart) or no growth (static or flat curve) or ex-
cessive growth (curve steeper than any curve on the chart).  

 the result of the ultrasound assessment is normal revert to serial fundal 
height measurement. If the ultrasound assessment is abnormal refer for 
urgent obstetric review. 

8.11. Abdominal palpation for fetal presentation  

Fetal presentation will be assessed by abdominal palpation at 36 weeks or 
later, when presentation is likely to influence the plans for the birth. Routine 
assessment of presentation by abdominal palpation will not be offered before 
36 weeks because it is not always accurate and may be uncomfortable. Sus-
pected fetal malpresentation will be confirmed by an ultrasound assessment. 

8.12. Auscultation of fetal heart  

Auscultation of the fetal heart may confirm that the fetus is alive but is unlikely 
to have any predictive value and routine listening is therefore not recom-
mended. However, when requested by the mother, auscultation of the fetal 
heart may be carried out from 26 weeks gestation to provide reassurance. 

9. Ante-natal information, documentation, missed ap-
pointments and communication with MDT 

9.1. Antenatal information   

The provision of information and associated discussion with women will occur 
at appropriate points throughout pregnancy according to clinical need and 
must be documented. Whilst the list below is not exhaustive, it forms the core 
list of leaflets that should be offered.  

 place of birth options, including information on locally provided services 
 antenatal screening tests  
 induction of labour 
 fetal monitoring in labour 
 pain management in labour (including regional anaesthesia) 



Access to Antenatal Care and Maternity Care Pathway   
April 2021   

 
 

  
  Page 19 of 36 

 general anaesthesia  
 vaginal birth following caesarean section 
 caesarean section 
 perineal repair  
 external cephalic version 
 vitamin K prophylaxis 
 women who decline blood and blood products 
 infant feeding 

At each antenatal appointment, healthcare professionals should offer infor-
mation, which  

 Is easily understood by all women, including women with additional 
needs such as physical, sensory or learning disabilities, and women who 
do not speak or read English 

 Enables women to make informed decisions 
 Is clear, consistent, balanced and accurate, and based on the current 

evidence 
 Is supported by written information and may also be provided in different 

formats 
 will be given to and discussed with pregnant women according to the 

schedule listed in APPENDIX 4. 

Remember to: 

 Respect a woman’s decisions, even when her views are contrary to your 
own 

 Provide an opportunity for her to discuss concerns and ask questions 
 Make sure she understands the information 
 Give her enough time to make decisions 
 Explain details and purpose of antenatal tests and screening for clinical 

conditions as well as fetal anomaly screening in a setting conducive to 
discussions (group setting or one-to-one)  

 Verbal information should be supported by antenatal classes and written 
information given such as The Pregnancy Book; 
https://www.publichealth.hscni.net/publications/pregnancy-book-0   

 The use of other relevant resources such as NHS Choices 
https://www.nhs.uk/pregnancy/  

 

9.2. Documentation 

 Documentation should be clear and contemporaneous. All care provided 
should be documented in the handheld maternity notes at every visit. 
Key details will be recorded in the maternity electronic systems. 

 Any sensitive information will not be recorded in the hand-held notes, as 
this could potentially place the woman at risk e.g. domestic violence, or 
safeguarding children issues. Sensitive information will be recorded in 
the hospital folder, with the woman’s knowledge.  

 An individual management plan must be clearly documented in the 
woman’s hand-held maternity notes. 

https://www.publichealth.hscni.net/publications/pregnancy-book-0
https://www.nhs.uk/pregnancy/
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9.3. Missed Appointments 

           Saving Mothers Lives (CEMACH 2007) identifies that around 20% of women who 
died from direct or indirect causes missed more than four routine appointments, did 
not seek care at all or actively concealed their pregnancies. This delay denied them 
the opportunities that early maternity care provides for mother, baby and family. 

 Missed booking appointments  

All women who do not attend a booking appointment will be given a further 
appointment by the midwifery team. If they miss this second appointment, 
the GP is informed and a decision about future appointments is made de-
pendent on the information received from the GP.  

 Missed hospital appointments 

For any hospital appointment, consultation or USS that is missed, a further 
appointment will be sent. If there is a second missed appointment, the an-
tenatal clinic midwife contacts the woman and the midwifery team will be 
informed. Where contact is unsuccessful this is documented in the hospital 
maternity notes and the GP is informed.  

 Missed Community Appointments  

The midwifery team is responsible for following up women on their case-
load who miss appointments.  

If the woman fails to access antenatal services the midwife has a continuing 
responsibility to provide care and must try all means of communication e.g. 
telephone, letter or home visit. It is well documented that there are better out-
comes for both mother and baby if women engage with maternity services 
(Draper et al, MBRACE 2015). However we must respect and support a 
woman’s right to accept or decline treatment and care.  

At booking the midwife will plan how care will be provided with the woman and 
document this in her notes. Women should understand the importance of at-
tending the antenatal clinic during pregnancy and if there are any perceived 
problems with attending appointments these will be discussed and alternative 
arrangements made.  

It is the responsibility of the woman to inform the midwife, GP and hospital of 
any change of address; this needs to be highlighted to her at the booking in-
terview. If this information is not updated on the IT systems it will impact on 
maternity care provision in the community for all health professionals, but par-
ticularly community midwives and health visitors.  

For a woman viewed as vulnerable it is essential that continuity is maintained. 
Wherever possible to facilitate this, care will be provided by the named Mid-
wife. In these circumstances there will be a lower threshold for personal follow 
up as opposed to contact by letter. 
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9.4. Communication within the multidisciplinary team 

             Paediatric team:  

 The paediatric team should be notified in advance using the paediatric 
referral form when paediatric attention is indicated during neonatal peri-
od and updated accordingly.  

 New-born babies who need paediatric attendance at birth or during neo-
natal period are highlighted in women’s handheld notes as well as in 
hospital notes 

           Anaesthetic team:  

 See Appendix 2 for pregnant women who should be referred to obstetric 
anaesthetist. 

 See Appendix 3 for referral form to anaesthetic clinic 
 For women who have an anaesthetic plan, this will be highlighted in both 

the handheld and hospital notes. 

              

              Multi-Disciplinary Meeting  

 A Monthly MDT meeting is held to discuss, agree and formulate a per-
sonalised care plan for women with complex medical needs. The team 
comprises an obstetrician, obstetric anaesthetist, paediatrician and mid-
wifery staff. Discussion is focused on management of high risk pregnan-
cies (maternal or fetal) for the remainder of the pregnancy as well as in-
tra-partum and post-natal plans when relevant. 

 The plan is updated on the Trust public drive, Obstetric MDT folder. It 
can be accessed by labour ward coordinators and senior obstetricians at 
any time.   

10. Monitoring Compliance with and the Effectiveness of 
the Guideline 

 Reporting for non-compliance and review of effectiveness of the guide-
line will be identified through the risk process within maternity and led by 
appointed maternity Risk leads.  

 All versions of these guidelines will be archived in electronic format by 
the author within the Maternity Team policy. Any revisions to the final 
document will be recorded on the Document Control Report. To obtain a 
copy of the archived guidelines, contact should be made with the Mater-
nity team. 
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https://ndht.ndevon.swest.nhs.uk/hypertensive-disorders-in-pregnancy-
including-pre-eclampsia-hellp-syndrome-and-acute-fatty-liver-disease/  

 Mental health in pregnancy and postnatal care guideline 
https://ndht.ndevon.swest.nhs.uk/women-who-present-with-mental-
health-concerns-in-the-perinatal-period-policy/  

 MRSA Policy 
https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2019/10/MRSA-Policy-v-6-0-Sep-19.pdf  

 Obesity in Pregnancy guideline 
https://ndht.ndevon.swest.nhs.uk/obesity-in-pregnancy-guidelines/  

 Reduced Fetal Movements Guideline 
https://ndht.ndevon.swest.nhs.uk/reduced-fetal-movements-
management-guidelines/  

 Screening for Down/Patau’s and Edwards Syndrome SOP 
https://ndht.ndevon.swest.nhs.uk/downs-syndrome-screening-
guidelines/  

 Smoking in pregnancy 
https://ndht.ndevon.swest.nhs.uk/smoking-cessation-in-pregnancy-
policy-and-guideline/  

 
 
 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

https://ndht.ndevon.swest.nhs.uk/hypertensive-disorders-in-pregnancy-including-pre-eclampsia-hellp-syndrome-and-acute-fatty-liver-disease/
https://ndht.ndevon.swest.nhs.uk/hypertensive-disorders-in-pregnancy-including-pre-eclampsia-hellp-syndrome-and-acute-fatty-liver-disease/
https://ndht.ndevon.swest.nhs.uk/women-who-present-with-mental-health-concerns-in-the-perinatal-period-policy/
https://ndht.ndevon.swest.nhs.uk/women-who-present-with-mental-health-concerns-in-the-perinatal-period-policy/
https://ndht.ndevon.swest.nhs.uk/women-who-present-with-mental-health-concerns-in-the-perinatal-period-policy/
https://ndht.ndevon.swest.nhs.uk/mrsa-policy/
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2019/10/MRSA-Policy-v-6-0-Sep-19.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2019/10/MRSA-Policy-v-6-0-Sep-19.pdf
https://ndht.ndevon.swest.nhs.uk/obesity-in-pregnancy-guidelines/
https://ndht.ndevon.swest.nhs.uk/obesity-in-pregnancy-guidelines/
https://ndht.ndevon.swest.nhs.uk/reduced-fetal-movements-management-guidelines/
https://ndht.ndevon.swest.nhs.uk/reduced-fetal-movements-management-guidelines/
https://ndht.ndevon.swest.nhs.uk/reduced-fetal-movements-management-guidelines/
https://ndht.ndevon.swest.nhs.uk/downs-syndrome-screening-guidelines/
https://ndht.ndevon.swest.nhs.uk/downs-syndrome-screening-guidelines/
https://ndht.ndevon.swest.nhs.uk/downs-syndrome-screening-guidelines/
https://ndht.ndevon.swest.nhs.uk/smoking-cessation-in-pregnancy-policy-and-guideline/
https://ndht.ndevon.swest.nhs.uk/smoking-cessation-in-pregnancy-policy-and-guideline/
https://ndht.ndevon.swest.nhs.uk/smoking-cessation-in-pregnancy-policy-and-guideline/
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Appendix 1 

Appendix 1: MANAGEMENT ALGORITHM FOR WOMEN AT RISK OF PRETERM 
                BIRTH 

 

 Risk assessment Surveillance Prevention 

High risk Previous 
spontaneous preterm 
birth or mid-trimester 
loss (16-34 wks. 
gestation) 
 
Previous P-PROM 
<34/40 
 
Previous use of 
cervical cerclage 
 
H/O trachelectomy 

Discussion of 
screening tests and 
Its implications. 
 
Offer TVS for Cx: 
Length every 4 wks. 
(2 weeks  if short 
cervix) between 16 
and 24 wks. 
 
Consider additional 
test Quantitative ffN in 
late 2nd or early 3rd 
trimester. 

Offer cervical cerclage 
or vaginal 
progesterone if 
cervical length 
<25mm. 
 
Explain risks and 
benefits. 
 
Women with previous 
failed TV cerclage, 
high vaginal or 
transabdominal 
cerclage prior to 14/40 

Intermediate 
risk 

Previous delivery by 
CS at full dilatation 
 
H/O significant Cx: 
excision (LLETZ >10 
mm removed)/ cone 
biopsy (Knife or 
laser) 

Discussion of 
screening tests and 
its implications. 
 
Single cervical TVS 
between 18 & 22 
weeks. 
 
Quantitative ffN can 
be considered as 
additional test if 
indicated in late 2nd 
trimester. 

Consider cervical 
cerclage if cervical 
length <25mm. 

Other Coincidental finding 
of cervical length 
<25mm between 16 
and 24 wks. with no 
other risk factors 

Discussion of 
Findings. 
 
Individualized 
management 

Offer vaginal 
progesterone 
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Appendix 2: Antenatal Referral of women to the Obstetric 
Anaesthetist 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Antenatal Referral of women to the Obstetric Anaesthetists 
 

We have a regular Obstetric Anaesthetic Clinic, which takes place about every third week, 
in the afternoon.   Days of the week vary.  The clinic is run by Dr Cecily Don, Consultant 
Obstetric Anaesthetist. 
 
Who can refer patients to this clinic? 
We welcome referrals from medical or midwifery staff, hospital or community based.   
When to refer?    
Referrals may be made at any stage of the pregnancy.  Early referral will be very helpful in 
some cases:  for example Jehovah’s witnesses or patients who have had ‘anaesthetic diffi-
culty’ in another hospital.  For most patients, please make the referral by about 20 weeks 
stage, so we can arrange an appointment around 30-32 weeks.  Some patients will not 
need a formal appointment: an ‘anaesthetic plan’ will be filed in the notes and a copy sent 
to the patient with a letter.   
Which patients to refer?   
Please see the list below.   The list is quite extensive, but may not cover every possibility.  
If in doubt, please refer, AND send an email (cecily.don@nhs.net) or phone to discuss. 
How to refer?  

 Either 
Complete an ‘Anaesthetic Referral Form’ and make a copy.  Place one copy of 
the referral form in the patient notes.  The team at the desk will put the other in 
the Lady well Reception Office. 

 Or 
Consultant/senior Obstetric staff may prefer to write me/send me a copy of a 
letter 
Community midwives 
E mail a referral form to  cecily.don@nhs.net     AND      
ndht.maternityreception@nhs.net   
AND post the form to the same address as above 

NOTE for all methods of referral: 
If the patient is more than 24 weeks at time of referral, book an outpatient appointment in the Ob-
stetric Anaesthesia clinic, through the team at the Antenatal Clinic reception desk.  Inform the pa-
tient.  Inform me by email cecily.don@nhs.net.  
 
If the patient is less than or exactly 24 weeks, do not book an appointment.  I will review the refer-
ral form, and book an appointment at an appropriate time.  These patients will receive a letter in-
forming them of their appointment time when it has been booked.  Some patients will be seen face 
to face in clinic, others will receive a time for a telephone consultation.   

Referrals about inpatients or urgent referrals:   

Please contact Duty Anaesthetist directly on bleep 822 to discuss, and we will try to see them in 
the ward, or outside normal clinic times if necessary.  

If in doubt about when or if to refer, please phone me to discuss the issues.  If I am not available 
on bleep and it is urgent, please contact Duty Obstetric Anaesthetist on Bleep 822. 

Dr Cecily Don  Bleep 350      

Consultant Obstetric Anaesthetist, Anaesthetic Office, Level 3 North Devon District Hospital 

 

mailto:cecily.don@nhs.net
mailto:cecily.don@nhs.net
mailto:ndht.maternityreception@nhs.net
mailto:cecily.don@nhs.net
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Antenatal Referral of women to the Obstetric Anaesthetists cont: 
 
Anaesthetic: 

Previous ‘bad experience’, anxiety or wish to discuss issues with anaesthetist 

History of relevant severe allergy or drug reaction 

Suxamethonium/scoline apnoea OR Malignant hyperthermia/pyrexia – own or family history 

Airway – possible difficulty – face mouth teeth neck, history of difficulty 

Regional anaesthesia possible difficulty – anatomy or history of significant difficulty or failure 

Severe needle phobia 

 

Cardiac: 

All patients with a personal cardiac history including severe hypertension who plan to deliver here 

Any patients with cardiac history for whom delivery is planned in cardiac centre eg Bristol 

 

Respiratory: 

Previous lung surgery 

Any limiting lung/respiratory conditions eg severe or unstable asthma 

 

Haematological: 

Fully anticoagulated patients 

Patients who will be treated with enoxaparin (in any dose) before delivery 

Bleeding disorders or Platelet abnormalities 

Haemoglobinopathies (disease or trait, homozygous or heterozygous)  

Women who decline blood products 

 

Neurological: 

Previous back surgery, or significant back trauma with ongoing issues 

Congenital developmental back abnormalities eg spina bifida, marked scoliosis (eg been reviewed 
by surgeons but not had surgery) 

Abnormal neurology eg previous nerve injury, CVA 

Intracranial lesions 

Epilepsy – poorly controlled 

Other eg MS, myasthenia 

Current or previous substance misuse patients who have significant issues with venous access, 
tolerance to opioids, anxiety about pain relief etc 

 

Renal: 

Impaired renal function 

Previous transplant 
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Antenatal Referral of women to the Obstetric Anaesthetists cont:  
 

Renal: 

Impaired renal function 

Previous transplant 

 

Endocrine: 

BMI > 40 at booking 

Diabetes mellitus:  severe, poorly controlled, complications present 

Any other severe endocrine disease 

 

Autoimmune: 

Antiphospholipid syndrome 

SLE 

Scleroderma 

Rheumatoid arthritis which is limiting activity 

 

Obstetric: 

Major placenta praevia with or without previous C/S 

Placenta accreta 

 

 

 

Other 

Any other issue for which medical or midwifery staff would like anaesthetic opinion  
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Appendix 3: Anaesthetic Referral Form 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

 

                                                                                           

 

ANAESTHETIC REFERRAL FORM 

 

Today’s Date:  

      

                                                                                      EDD: 

                                                                           

                                                                                      GP: 

 

                                                                                     Consultant obstetrician: 

 

                                                                                    Named midwife: 

 

Reason for referral: 

  

 

Previous obstetric history: 

 

 

Present obstetric history: 

 

 

Plan for delivery +/- Paediatric Plan: 

 

 

Past medical history: 

 

 

 

Referred by:  

Name: 

Hosp No: 

DOB: 

Address: 
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Appendix 4: Antenatal Care Pathway Guidance 

RISK FACTOR Tick 

Past Gynaecological History  

Fibroids > 6cm in size (if size unknown, refer for consultant triage)   

Fertility treatment (IVF/ICSI)  

Knife cone biopsy of the cervix or LLETZ  

Recurrent miscarriage (x3 consecutive first trimester losses)   

Uterine abnormality/ uterine surgery (myomectomy, removal of uterine septum)  

Past Obstetric History  

Abruption or other significant APH  

Anaesthetic problems/ At risk of anaesthetic problems  

Complicated previous caesarean section or previous CS with other risk factors  

Previous children affected by significant congenital anomaly (structur-
al/chromosomal/genetic) 

 

Gestational diabetes   

Grand multiparity –Para 5 or more  

Hypertensive disorders of pregnancy  

IUD/Stillbirth/neonatal death/late fetal loss (22-24 wks.)  

ICU admission from any reason  

Macrosomia (>4.5 kg) with maternal or fetal complication   

Neonatal encephalopathy (HIE)  

Preterm delivery <37 completed weeks  

Post-partum haemorrhage requiring blood transfusion  

Retained placenta requiring manual removal  

Rhesus iso-immunisation or other significant blood group antibodies  

Shoulder dystocia  

Small for gestational age (<5th customised centile)  

Third degree perineal tear with faecal incontinence (or)  fourth degree tear  

Current pregnancy  

Age <16 or 40 years and above  

Alcohol or substance misuse  

Atypical antibodies with a risk of haemolytic disease of new-born  

Antepartum haemorrhage (recurrent)  

BMI 40 and above or BMI 35-40 with any other risk factors  

Female genital mutilation  

Gestational diabetes  

Hypertensive disorders of pregnancy  

Mobility problems   

Multiple pregnancy  

Suspected fetal growth problems (as per Growth Assessment Programme from perinatal insti-
tute) 

 The first SFH measurement plots below the 10th centile line on the CGC. 

 Consecutive measurements suggest slow growth (not following slope of 10th centile 
curve on the chart) or no growth (static or flat curve) or excessive growth (curve 
steeper than any curve on the chart).  

 

Smoking (CO reading 10 ppm or above at booking) + any other risk factor  

Past or existing medical conditions such as;  

1. CONSULTANT LED ANTENATAL CARE OR ADVICE  
Pregnant women with following risk factors should be under consultant led antenatal care:  
Note: This table is guidance only. Antenatal care for any pregnant woman is interchangeable be-
tween CLC and MLC for any reason. 
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Cardiovascular   

Significant cardiac disease (heart murmur/hole in the heart is not a sole indication)  

Hypertension   

Respiratory   

Asthma  

 Mild asthma (intermittent inhalers only) reassure, MLC and refer if increase in treat-
ment or hospital treatment required. 

 Moderate or severe requiring inhaled steroids, long acting or additional drugs-CLC 

 

Cystic fibrosis  

Haematological   

Bleeding or clotting disorders (ITP, Von-Willebrand Thrombophilia etc.)   

Haemoglobinopathy such as sickle cell disease or thalassaemia  

Thromboembolic disorders  

Endocrine (same appointment with endocrinologist or diabetic specialist nurse)  

Thyroid disease 

 Ensure up to date thyroid function tests are available (within last 3 months) 

 

Prolactinomas   

Diabetes (type 1 or 2) 

 Ensure patient is taking 5milligram folic acid 

 Refer ASAP 
Previous gestational diabetes 

 Refer for OGTT (ASAP whether in the first or second trimester).If normal, repeat OGTT 
at 26-28 weeks 

 

Infective   

Hepatitis B or C  

HIV  

Current or newly acquired STD  

Active or past history of genital herpes (primary or recurrent)  

Immune disorders  

Antiphospholipid syndrome   

Systemic lupus erythematosus  

Arthritis   

Sjogren’s disease  

Other conditions requiring immunosuppressive medications   

Renal   

Any renal disease requiring hospital supervision  

Neurological   

Epileptic or non-epileptic fits 

 Ensure patient is taking 5milligram folic acid 

 

Multiple sclerosis  

Previous cerebrovascular accident  

Gastrointestinal   

Significant Liver or gall bladder disease  

Active Inflammatory bowel disease   

Psychiatric   

Previous psychosis or significant post-natal depression  

Psychiatric disorder requiring medication or inpatient care: for consultant triage  

OTHERS  

Women declining blood products (Ensure Hb is maintained above 110g/l)  
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150 milligrams Aspirin to be taken once per day in the evening 
from 12 weeks of pregnancy until delivery 

 
 

One High Risk Factor 
for pre-eclampsia 

Two or more Moderate Risk Factors 
for pre-eclampsia 

 
 

 Hypertensive disease during a previous 
pregnancy 

First pregnancy  

 Chronic Kidney Disease Maternal age 40 years or older at booking  

 Autoimmune disease such as systemic lupus 
erythematosus or antiphospholipid syn-
drome 

Pregnancy interval of more than 10 years  

 Type 1 or Type 2 diabetes Family history of pre-eclampsia  

 Chronic Hypertension Multiple Pregnancy  

  BMI ≥35 at booking  

  Booking Systolic BP ≥140 or Diastolic BP >80 
mmHg 

 

Requires aspirin independent of pre-eclampsia 

 Previous pregnancy with Fetal Growth Restriction 

 Other High risk patients for Fetal Growth Restriction 

 

 
 

OGTT to be organised for 24-26 weeks 
 if any of the following risk factors are present: 

 BMI ≥30 at booking 

 Previous macrosomic baby 4.5 kg or above 

 Previous shoulder dystocia 

 Previous unexplained stillbirth 

 Previous gestational diabetes (ASAP whether in the first or second trimester) if normal, repeat 
OGTT at 26-28 weeks 

 Family history of diabetes (first degree relatives) 

 Family origin with a high prevalence of diabetes: South Asian, Black Caribbean and Middle East-
ern 

 Long term exposure to antipsychotics and corticosteroids 

  

 
 

BMI ≥30 at booking,  
please ensure they are taking: 

 Folic Acid 5 milligram daily during first trimester of pregnancy 

 Vitamin D 10 microgram daily during pregnancy and breast feeding 

 

 

 

 

 

 

Personal or family history suggestive of genetic or chromosomal problem 
Woman’s preference for any reason 
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2. MODIFIED MIDWIFERY LED CARE  

Pregnant women with only one of the following risk factors will follow the Modified Midwifery Led 
Care Pathway: 

 

 

 

  

 Maternal age (40 years and above at 

booking) 

 Low PaPP-A  

 Fibroid size ≥6cm (managed according to 

clinical picture) 

Consultant Antenatal Clin-
ic referral for Triage 

Fetal growth scans every 4 
weeks from 26-28 weeks 
until delivery as per rele-
vant pathway indicators 

 Smoking (CO level ≥10 ppm at booking) 

 Previous SGA baby (5th to <10th CC) 

 Maternal BMI above 35 (35-39.9) 

Abnormal 
Growth Scan 

which requires 
urgent attention 

Refer back to 
MLC 

Normal Growth 
Scan no further 
action required 

Abnormal 
Growth Scan 

which does not 
require urgent 

attention 

Non-urgent re-
view by on-call 
team & make a 

documented plan 

Urgent review by 
on-call team & 
make a docu-
mented plan 

 

Patient can go 
home awaiting 

plan 

Patient to remain 
here until re-

viewed 
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Appendix 5 – Medication Proforma for Midwife to GP 

 

     Date: 

Dr GP,  

Following a risk assessment as part of the pregnancy booking appointment, these risks have been 
identified and please would you organise the following prescription/s: 

Aspirin 150 mg from 12/40 until delivery. 

Aspirin is recommended in the circumstances where this is one high risk factor or more than one 
moderate risk factor for the development of PET if there are no contraindications. 

1 major risk for PET Tick 
Hypertension in previous pregnancy 
 

 

Chronic Kidney disease  (75 mg) 
 

 

Autoimmune disease 
 

 

Antiphospholipid disease 
 

 

Pre-existing diabetes (Type 1 or Type 2) 
 

 

Chronic hypertension 
 

 

>1 moderate risk for PET  

First Pregnancy 
                                                                                                                       

 

40 years of age or over 
 

 

Pregnancy interval >10 years 
 

 

BMI >35kg/m2 
 

 

Family H/O PET 
 

 

Multiple Pregnancy 
 

 

Risk for Small for date gestation 
 

 

 

There are a few absolute contraindications to aspirin therapy such as women with a history of as-
pirin allergy (for example, urticaria) or hypersensitivity to other salicylates, and in women with 
known hypersensitivity to NSAIDs. Relative contraindications to aspirin include a history of gastro-
intestinal bleeding, active peptic ulcer disease, other sources of gastrointestinal or genitourinary 

Patient name: 

NHS number: 
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bleeding, and severe hepatic dysfunction. The decision to continue aspirin in the presence of ob-
stetric bleeding or risk factors for obstetric bleeding should be considered on a case-by-case basis. 
Reduced dose (75 mg per day) for women with chronic renal or liver diseases. 

Vitamin D3 

All pregnant women and those who are breastfeeding are recommended to have 10mcg (400 units) 
of Vitamin D daily, however some women with risk factors highlighted below require an enhanced 
dose. Treatment for Vitamin D – Cholecalciferol 1000 units daily throughout pregnancy and during 
time of breastfeeding. 

 Dosage Tick 

All pregnant women Vit D3 10 micrograms (400 units) 
once daily. This is incorporated within 
pregnancy multivitamins and can be 
bought at a pharmacy/supermarkets. 
It is also included in the Healthy Start 
Multivitamins which eligible women 
can be signposted to.  

To be purchased, or via 
Healthy Start Vitamins. 

High risk of Vitamin D deficien-
cy- 
Black, Asian and Minority Eth-
nic groups (BAME) 

Vitamin D3 25 micrograms 
(1000units) once daily. 

 

BMI >35kg/m2 Vitamin D3 25 micrograms 
(1000units) once daily. 

 

Women with reduced exposure 
to sunlight or housebound 

Vitamin D3 25 micrograms 
(1000units) once daily. 

 

 

Folic Acid 5mg 

To be taken ideally at least three months before conception and continued until 12/40. 

 Tick 

BMI >30kg/m2  

Previous pregnancy or family history of neural 
tube defect 

 

Diabetes  

Epilepsy requiring medication  

Multiple  pregnancy  

Kind Regards, 

Midwife 

1. Saving Babies' Lives Care Bundle Version 2. NHS England. March 2019 (updated September 2020) 
2. Hypertension in pregnancy: diagnosis and management. NICE (NG 133). June 2019. 
3. The investigation and management of the small-for-gestational-age fetus. Green-top guideline No.31. RCOG 2014 
4. Vitamin D in pregnancy (Scientific impact paper No.43). RCOG. June 2014. 
5. Advice for pregnant BAME women during the corona virus pandemic. RCOG. September 2020. 
6. Care of women with obesity in pregnancy. Green-top guideline no.72. RCOG. November 2018. 
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Appendix 6 – Personalised Antenatal Care Pathway 

 

Patient details 

Patient Sticker 
 
 
 
 
 
 
 
 

Ethnic Group:  
A-White-British B-White-Irish C-Any Other White 
Background D-Mixed-White/Black Caribbean E-
Mixed-White/Black African F-Mixed-White and Asian 
G-Any Other Mixed Background H-Asian/Asian Brit-
ish Indian J-Asian/Asian British Pakistani K-
Asian/Asian British Bangladeshi L-Any Other Asian 
Background M-Black/Black British-Caribbean N-
Black\Black British-African P-Any Other Black Back-
ground R-Chinese S-Any Other Ethnic Group Z-Not 

Stated: 

You: 

Partner: 

Date completed: 
 
Booked by: 
 

EDD: 
 
Gravida:     Parity: 
 

GP Surgery: 
 
Midwife Team: 

First scan appointment.   Please tick  

First Trimester Screening accepted:                                                                                 Dating scan only: 
 

Please provide date time frame:        11+2                             14+1                                                                                                                                                                                                     
 
                       
                                                                                                                        
T21, T18 and T13                             T18 and T13 only                         T21 only                                                                       
 

 Documentation of pathway at booking: 

Midwife led care only (MLC) 
 
Modified midwifery led care pathway 
(See MMLC) 
 
Supplementary care pathway (SCP) 
 (Please indicate – see over) 

 
Request for consultant triage 
 
Consultant led care pathway 

(CLC) 
 

 
Maternal Medicine Clinic 
 
Diabetic/endocrine Clinic 
 
Fetal medicine Clinic  
 
Referral to Screening co-ordinator for 

early notification 
of known/suspected screening conditions; in-
fectious diseases/genetic/chromosomal etc. 

           

 

 

                                                    

 



Access to Antenatal Care and Maternity Care Pathway   
April 2021   

 
 

  
  Page 36 of 36 

Modified Midwife led Care (MMLC) Pathway Indicators (ultrasound):  if more than two for 

consultant triage   

Please tick                                         Pathway leaflet given                     

Smoking in pregnancy  
(CO level 10 ppm and above or >11 
cigarettes per day at booking) 
 

28 weeks 32 weeks 36 weeks 40 weeks  

Fibroid =or >6cm in size  28 weeks 32 weeks 36 weeks 40 weeks  

Maternal age  
(40 years and above at booking) 

28 weeks 32 weeks 36 weeks 40 weeks  

Previous SGA baby  
(5

th
 to <10

th
 CC) 

 

28 weeks 32 weeks 36 weeks 40 weeks  

BMI 35 and above  
(35-39.9) 
 
 

 28 weeks 32 weeks 36 weeks 40 weeks  

Low PaPP- A 
 
 

26 weeks 30 weeks 34 weeks 38 weeks  

Supplementary Care Pathways (SCP) Indicators 

VBAC 
referral  
 
 
 
 
Date 

MASH 
referral 
 
 
 
 
Date 
 

Anaesthetic 
referral  
 
 
 
 
Date  

Smoking 
referral  
 
 
 
 
Date 

PNMHT 
referral  
 
 
 
 
Date 
 

Genetic 
referral  
 
 
 
 
Date 

GTT at 
booking 
 
 
GTT at 
28/40 

Other 
(Specify) 

 
……… 
 
 
Date 

Medications prescribed at booking 

Aspirin 150mg                      
 
         

Folic acid 5mg                  Vitamin D 10mcg               
 

Details of pathway  

Date plan initiated  
 
   
 Signature 
 
                                  

Reason           
 
 

Date plan changed   
 
 
 
 Signature                      
 

Reason              
 
 

 

 

CANI form 
completed 

 

Date 


