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1. Purpose 

1.1. This guideline sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines for access to antenatal care and antenatal risk assessment for all 
pregnant women in order to reduce maternal and peri-natal mortality and 
morbidity. 

1.2. Timely and appropriate access to maternity care in the antenatal period can 
raise detection rates of maternal and fetal disease or abnormality and enable 
effective targeting of resources to the higher risk woman and fetus, as well as 
providing care in low risk women. Antenatal screening is an integral part of 
the care of pregnant women. 

Maternity Matters (2007) explicitly confirmed that women should be the 
focus of maternity care with an emphasis on providing choice, easy access 
and continuity of care. Care during pregnancy should enable a woman to 
make informed decisions, based on her individual needs, having discussed 
matters fully with the professionals involved.  

Each woman will undergo a standardised risk and needs assessment to help 
in her decision making process. This assessment, commonly known as the 
“booking appointment” will include assessment of medical, obstetric and 
social risks and needs. It will ideally happen by the end the 10th week of 
pregnancy, but certainly no later than 12+6 days. 

Each woman, in partnership with her named midwife, and obstetrician if 
required, will draw up an individualised and flexible care plan and choice 
options will be discussed. The woman can then choose the type of care she 
would like to receive, recognising that her choices may change as the 
pregnancy progresses. 

Midwife-led models of care should be offered for women with an 
uncomplicated pregnancy. Routine involvement of obstetricians in the care of 
women with an uncomplicated pregnancy at scheduled times does not 
appear to improve perinatal outcomes compared with involving obstetricians 
when complications arise. 

Reviews of women’s views on antenatal care, including a comprehensive 
national survey conducted by the National Perinatal Epidemiology Unit, 
suggest that key aspects of care valued by women are respect, competence, 
communication, support and convenience. Access to information and 
provision of care by the same small group of people are also key aspects of 
care that lend themselves to a pregnant woman feeling valued as an 
individual and more in control. 

1.3. This guideline applies to midwives, student midwives, obstetricians and 
maternity administrative staff. Its purpose is to ensure:  
o Timely and appropriate access to maternity care. 
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o Effective targeting of resources to the higher risk woman and fetus, 
as well as providing care in low risk women.  

o That women are the focus of maternity care with an emphasis on 
providing choice, easy access and continuity of care.  

o Each woman has a standardised risk and needs assessment to help in 
her decision making process 

2. Responsibilities  

Responsibilities of relevant staff groups  

What Where When/Who 

Woman recognises she is 
pregnant – goes either to GP or 
telephones midwife direct via 
local surgery 

Most GP surgeries will make 
direct appointment to see 
midwife for “booking” 
(standardised assessment of 
risk and need ) or midwife 
contacts women direct to make 
the appointment 

Community midwife 

Midwife contacts med records 
for hospital number  

Maternity Reception generate 
patient ID labels, send to 
midwife with booking pack of 
notes & patient information 
leaflets etc.  

Community midwife/ reception  

Midwife completes the booking 
assessment  

mostly done at local surgery, 
sometimes at patient home.  

Community midwife 

 

By 12+6 or within 2/52 of 
referral 

Risk Assessment & Individual 
Care Pathway  

Midwife Led care or Obstetric 
Led Care – if OLC reception 
generate ANC appointment, 
plus generate USS appointment 
regardless of pathway. Posted 
out to women. 

Community midwife 

 

 

Reception staff 

 

3. General Principles of “Antenatal Booking and Antenatal Care 
Pathway” Booking procedure 

3.1. Antenatal care should be provided by a small group of healthcare 
professionals with whom the woman feels comfortable. There should be 
continuity of care throughout the antenatal period. 
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3.2. A system of clear referral paths should be established so that pregnant 
women who require additional care are managed and treated by the 
appropriate specialist teams when problems are identified. 

3.3. Antenatal care should be readily and easily accessible to all pregnant women 
and should be sensitive to the needs of individual women and the local 
community. 

3.4. 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. 

3.5. Pregnant women should be offered opportunities to attend participant-led 
antenatal classes, including breastfeeding workshops. 

3.6. Women's decisions should be respected, even when this is contrary to the 
views of the healthcare professional. (NICE: 2012) 

3.7. Every woman, every pregnancy, every baby and every family is different. 
Therefore, quality services (by which we mean safe, clinically effective and 
providing a good experience) must be personalised. “Better Births” articulate 
a vision for maternity services across England to become safer, more 
personalised, kinder, professional and more family friendly; where every 
woman has access to information to enable her to make decisions about her 
care; and where she and her baby can access support that is centred around 
their individual needs and circumstances. And for all staff to be supported to 
deliver care which is woman-centred.  

3.8. Personalised care is centred on the woman, her baby and her family, based 
around their needs and their decisions, where they have genuine choice, 
informed by unbiased information. Every woman should develop a 
personalised care plan, with her midwife and other health professionals, 
which sets out her decisions about her care, reflects her wider health needs 
and is kept up to date as her pregnancy progresses. Unbiased information 
should be made available to all women to help them make their decisions and 
develop their care plan.  

3.9. Women should be able to make decisions about the support they need during 
birth and where they would prefer to give birth, whether this is at home, or in 
hospital, after full discussion of the benefits and risks associated with each 
option. 



Access to Antenatal Care, Including Missed Appointments, Maternity     
Referral Pathway, Antenatal Risk Assessment and Missed Appointment Guideline  
 

  
Including Missed Appointments, Maternity Referral Pathway, Antenatal Risk Assessment and Missed Appointments Guideline   
  Page 7 of 30 

3.10. Continuity of carer should ensure safe care based on a relationship of mutual 
trust and respect in line with the woman’s decisions. Every woman should 
have a midwife, who is part of a small team of 4 to 6 midwives, based in the 
community who knows the woman and family, and can provide continuity 
throughout the pregnancy, where possible, birth and postnatally. The 
woman’s midwife should liaise closely with obstetric, neonatal and other 
services ensuring that she gets the care she needs and that it is joined up with 
the care she is receiving in the community.  (NHSE:2017) 

 

Access to Maternity Care and Booking Referral Pathway  

3.11. Women can choose how to access maternity care at North Devon Healthcare 
NHS Trust (NDHCT). When they first learn that they are pregnant, women and 
their partners may go to their General Practitioner or make a self-referral 
direct to the maternity service. Self-referral into the maternity service is a 
choice that will speed up and enable earlier access to maternity services. 

3.12. Women can present to their local GP or make an appointment direct with the 
midwife clinic in the local surgery. 

3.13. Ideally the woman accesses maternity care between 6-8 weeks gestation 
following confirmation of a positive pregnancy test. A first midwife 
appointment for the standardised assessment of risk and need (booking 
appointment), will be scheduled preferably between 8-10 weeks gestation 
but at the latest by 12+6 weeks.  

3.14. 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. 

3.15. Referrals received are prioritised by the community midwife by estimated 
gestation together with any identified pre-existent risk factors.  

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

3.17. Each woman is then given a booking appointment letter together with an 
information pack that includes a copy of “Screening tests for you and your 
baby”.  

3.18. Receipt of this written information prior to attending the booking 
appointment will enable women to begin the process of decision making at 
home and enable them to prepare questions for discussion with the booking 
midwife. 
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Booking Procedure 

3.19. Pregnant women should be encouraged to access easily available local 
antenatal services with community midwife or GP by 10+0 gestational weeks 
The aim is to have their first full booking visit and hand held record completed 
by no later than 12 completed weeks of pregnancy. 

3.20. At the first point of contact the named midwife will identify the pregnant 
women who need routine antenatal care (low risk care pathway) or consultant 
led care (high risk care pathway). 

3.21. All pregnant women have an identified named midwife. An individual 
management plan must be clearly documented in the woman’s hand held 
maternity notes. 

Process for identifying which women’s healthcare records from 
previous pregnancies are required for review by clinicians 

3.22. If a woman has had previous treatment at North Devon District Hospital 
(including pregnancy or non-pregnancy related episodes of care), when the 
midwife undertakes the first booking appointment the healthcare records are 
requested by the midwife via telephone to the medical records department.  
These notes are located by the medical records team and booked out to the 
Maternity unit, they are then filed in the maternity services main filing room 
and can be accessed at all times up to close of the pregnancy episode. 

Clinical Risk Assessment 

3.23. Clinical risk assessment in the antenatal period is an ongoing process 
commencing with the first midwife appointment for the standardised 
assessment of risk and need (booking appointment). This continues at each 
future contact in line with the recommendations in the NICE antenatal care 
guidance (corrected version 2009) and Maternity Matters (2007). 

3.24. Where problems or complications are identified an individual risk management 
plan will be agreed following discussion with the woman and then documented 
in the maternity notes. Women’s decisions will be respected, even when this is 
contrary to the views of the healthcare professional. 

3.25. Depending on the nature of the risk, the woman will be referred to an 
obstetrician or other specialist service. There will be a range of reasons why 
obstetric opinion may be required during pregnancy for some women. This 
may be followed by transfer to consultant-led care, or agreement made by all 
parties that midwifery-led care should continue. It is expected that where 
concern exists about the woman, or the condition of the fetus, then referral for 
an obstetric opinion will take place.  
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3.26. The health records from previous pregnancies for those women who require 
additional care as above are required and these records will be made available 
for review by clinicians.  

3.27. The following criteria must be considered in risk assessment and inform the 
individual care plan for each women. 

Table 1: MEDICAL CONDITIONS INDICATING INCREASED RISK SUGGESTING REFERRAL TO 
OBSTETRICIAN   

 

NB: Midwife Led care will not be precluded in all instances – individual risk assessment and care 
planning must be documented subsequent to appropriate multi-disciplinary discussion  

 

Disease area Medical condition 

Cardiovascular Confirmed cardiac disease. 

Hypertensive disorders. 

Respiratory Asthma requiring an increase in treatment or hospital treatment. 

Cystic fibrosis. 

Haematological Haemoglobinopathies – sickle-cell disease, beta-thalassaemia major. 

History of thromboembolic disorders. 

Immune thrombocytopenia purpura or other platelet disorder or platelet 
count below 100,000. 

Von Willebrand’s disease. 

Bleeding disorder in the woman or unborn baby. 

Atypical antibodies which carry a risk of haemolytic disease of the newborn. 

Women who decline blood transfusion or blood products (refer to 
management of patients refusing blood products policy)  

Infective Risk factors associated with group B streptococcus whereby antibiotics in 
labour would be recommended. 

Hepatitis B/C with abnormal liver function tests. 

Carrier of/infected with HIV. 

Toxoplasmosis – women receiving treatment. 

Current active infection of chicken pox/rubella/genital herpes in the woman 
or baby. 

Tuberculosis under treatment. 

Immune Systemic lupus erythematosus. 

Scleroderma. 

Endocrine Hyperthyroidism. 

Diabetes. 
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Renal Abnormal renal function. 

Renal disease requiring supervision by a renal specialist. 

Neurological Epilepsy. 

Myasthenia gravis. 

Previous cerebrovascular accident. 

Gastrointestinal Liver disease associated with current abnormal liver function tests. 

Psychiatric Psychiatric disorder requiring current in-patient care. 

Previous puerperal psychosis  

Skeletal/neurological Spinal abnormalities. 

Previous fractured pelvis. 

Neurological deficits. 

Gastrointestinal 

 

Liver disease without current abnormal liver function. 

Crohn’s disease. 

Ulcerative colitis. 

New entrants to the UK 
who have not previously 
had a full medical 
examination have a full 
medical history and 
assessment 

 

 

Table 2: OBSTETRIC FACTORS INDICATING INCREASED RISK SUGGESTING REFERRAL TO 
OBSTETRICIAN 

Factor Additional information 

Previous 
obstetric 
complications 

One or more previous spontaneous deliveries before 34 weeks 

Unexplained stillbirth/neonatal death or previous death related to intrapartum 
difficulty. 

Previous baby with neonatal encephalopathy. 

Pre-eclampsia requiring pre-term birth. 

HELLP syndrome 

Rhesus isoimmunisation or other significant blood group antibodies 

Placental abruption with adverse outcome. 

Eclampsia. 

Uterine rupture. 

Primary postpartum haemorrhage requiring additional treatment or blood 
transfusion. 

APH  

Retained placenta requiring manual removal in theatre. 
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Caesarean section. 

Shoulder dystocia. 

Previous small for gestational age (below 5th centile) 

Previous large for gestational age (above 95th centile) 

A baby below 2.5kg or above 4.5kg 

A baby with congenital abnormality (structural or chromosomal) 

Current 
pregnancy 

Multiple pregnancy 

Grand multiparity (parity six or more)  

Placenta praevia. 

Current substance misuse. 

Alcohol dependency requiring assessment or treatment. 

Body mass index at booking of greater than 35 kg/m²  or less than 18 kg/m2 see 
obesity guideline for further detail 

 

Previous 
gynaecological 

history 

Radical trachelectomy for locally invasive carcinoma of the cervix 

Repeated or extensive LLETZ or knife cone biopsy of the cervix involving > 1 cm 
under GA.  A single routine excision procedure or destructive procedures do not 
warrant referral 

Repeated late surgical termination of pregnancy. Single late surgical terminations, 
repeated early surgical terminations or medical terminations do not warrant 
referral 

Myomectomy. 

Hysterotomy. 

Recurrent miscarriage (three or more) 

Cone biopsy 

 

Advise women at high risk of pre-eclampsia to take 75 mg of aspirin daily from 12 weeks until the 
birth of the baby. Women at high risk are those with any of the following: 

hypertensive disease during a previous pregnancy 

chronic kidney disease 

autoimmune disease such as systemic lupus erythematosis or antiphospholipid syndrome 

type 1 or type 2 diabetes 

chronic hypertension. 

 

Advise women with more than one moderate risk factor for pre-eclampsia to take 75 mg of aspirin 
daily from 12 weeks until the birth of the baby. Factors indicating moderate risk are: 

first pregnancy 

age 40 years or older 
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pregnancy interval of more than 10 years 

body mass index (BMI) of 35 kg/m² or more at first visit 

family history of pre-eclampsia 

multiple pregnancy. 

 

RCOG: 2010 https://www.rcog.org.uk/en/guidelines-research-services/guidelines/aspirin-after-low-
birthweight---query-bank/  

 

Table 3: SOCIAL CONDITIONS INDICATING INDIVIDUAL RISK ASSESSMENT FOR REFERRAL TO 
SOCIAL CARE AND/OR HEALTH VISITOR 

 

Women with the following psychosocial risk factors will require individual risk assessment and may 
require additional extended multidisciplinary services during pregnancy, and in the transition to 
parenthood. 

 

Evidence that a child is at 
risk of significant harm  

Refer to maternity Safeguarding CYP Policy  

Evidence that there is a 
“child in need” 

Refer to maternity Safeguarding CYP Policy 

Domestic Abuse Refer to maternity Safeguarding  CYP Policy  

Substance misuse (drug 
and/or alcohol) current 
or recent significant use 

Refer to Substance misuse in pregnancy policy 

Mental health issues Refer to Perinatal mental health policy.  

Refugee or asylum 
seeking status 

 

Homelessness  

Women who have 
difficulty in reading or 
speaking  English  

Refer to Interpreting and Translation Policy 
  

Teenage mothers  

Women with a learning 
disability 

Refer to Safeguarding Adults Policy and procedure (protection of Vulnerable 
Adults) and to Maternity Safeguarding CYP Policy 

Women with complex 
social factors – i.e more 
than one of the above 
factors 

 

 

https://www.rcog.org.uk/en/guidelines-research-services/guidelines/aspirin-after-low-birthweight---query-bank/
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/aspirin-after-low-birthweight---query-bank/
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First Appointment 

3.28. The first midwife appointment for the standardised assessment of risk and 
need (booking appointment), will be scheduled preferably between 8-10 weeks 
gestation but at the latest by 12+6 weeks, or within two weeks of receipt of 
late referrals.  

3.29. This appointment generally takes in the region of an hour to an hour and a half, 
but may be longer when women have complex medical, obstetric or social 
histories. 

3.30. The purpose of this appointment is to undertake a full and comprehensive 
assessment of the woman’s individual medical, obstetric and social needs and 
risks, to make an individualised plan of care for her, taking account of her 
personal preferences. 

3.31. The midwife will refer to the obstetrician, or any other appropriate specialist 
for identified obstetric and/or medical factors. Social or lifestyle risk factors will 
be referred to allied health professionals or external agencies.  

3.32. This appointment is also the vehicle to give the woman important health 
promotion advice and information about choices available to her in maternity 
care. See the documentation section below and refer to the Policy for provision 
and discussion of information for maternity service users for further 
information. 

Documentation and provision of information 

3.33. This midwife consultation will be documented in the handheld maternity notes 
which are completed at the booking appointment and given to the woman. 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. 

3.34. At the booking appointment the following will be ascertained, documented in 
the maternity records and where risk factors are identified, referral to the 
appropriate team will be made and recorded.  
o Social history (smoking, alcohol and substance misuse, domestic 

violence, safeguarding children) 
o Medical history (including allergies, VTE, mental health) 
o Previous operations 
o Family medical history 
o Menstrual history 
o Obstetric history 
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3.35. In addition the following information will be discussed with supporting written 
information offered as appropriate on:  
o Nutrition 
o Smoking cessation 
o Alcohol and substance misuse 
o Place of birth , taking into account any pre-existing medical or 

obstetric risk factors and the women’s preference. 
 

Saving Babies’ Lives (NHSE:2016) is designed to tackle stillbirth and early 
neonatal death. It brings together elements of care that are recognised as 
evidence-based and/or best practice:  
o Reducing smoking in pregnancy  
o Risk assessment and surveillance for fetal growth restriction  
o Raising awareness of reduced fetal movement  

Reducing Smoking in Pregnancy  

3.36. 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. 

3.37. Midwives must have the time and the tools to carry out the activities required 
by this element. They need adequate time at the first booking appointment to 
carry out the CO test and deliver key messages. CO monitors and relevant 
consumables must also be sustainably provided. Midwives must have up to 
date knowledge and skills training to maximise their potential to impact 
positively on pregnancy outcomes. 

Risk assessment and surveillance for fetal growth restriction  

3.38. There is strong evidence to suggest that fetal growth restriction (FGR) is the 
biggest risk factor for stillbirth. 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’. Currently, the only way to manage growth restriction is to deliver 
the baby. Therefore, antenatal detection of growth restricted babies is vital 
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:  

3.39. 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 (RCOG:2014) 



Access to Antenatal Care, Including Missed Appointments, Maternity     
Referral Pathway, Antenatal Risk Assessment and Missed Appointment Guideline  
 

  
Including Missed Appointments, Maternity Referral Pathway, Antenatal Risk Assessment and Missed Appointments Guideline   
  Page 15 of 30 

3.40. For pregnancies at increased risk (for example due to past obstetric history or 
ongoing smoker at booking), RCOG Green Top Guideline (2014) recommends 
serial ultrasound assessment of fetal growth throughout the third trimester.  

Raising awareness of reduced fetal movements 

3.41. Confidential enquiries into stillbirth have consistently described a relationship 
between episodes of reduced fetal movement (RFM) and stillbirth incidences. 
From the CESDI reports to the first MBRRACE report in 2015, unrecognised or 
poorly managed episodes of reduced fetal movement have been highlighted as 
contributory factors to avoidable stillbirths. In addition, a growing number of 
studies have confirmed a correlation between episodes of RFM and stillbirth.  

3.42. Information and advice leaflet  on reduced fetal movement (RFM), to be 
provided to all pregnant women by, at the latest, the 24th week of pregnancy 
and RFM discussed at every subsequent contact. Use provided checklist to 
manage care of pregnant women who report reduced fetal movement, in line 
with RCOG Green-top Guideline 57. 

Screening for clinical conditions (refer to Antenatal Screening guideline for full 
details)  

3.43. Pregnant women will be informed about the purpose of any test before it is 
performed. The healthcare professional will ensure the woman has understood 
this information and has sufficient time to make an informed decision. The 
right of a woman to accept or decline a test will be made clear. 

3.44. Information about antenatal screening will be provided in a setting where 
discussion can take place; this may be in a group setting or on a one-to-one 
basis. Information about antenatal screening is posted to women with their 
booking appointment letter. The appointment will provide the opportunity for 
balanced and accurate information about the conditions being screened for, 
and opportunity for the woman, and her partner, to discuss their personal 
choices and preferences. 

3.45. 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.  

3.46. 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 between 
herself and the midwifery/obstetric team. 

3.47. Screening for haematological conditions - See Antenatal Screening guideline 

3.48. Screening for fetal anomalies - See Antenatal Screening guideline 

http://ndht.ndevon.swest.nhs.uk/policies/?p=8650
http://ndht.ndevon.swest.nhs.uk/policies/?p=8650
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3.49. Screening for gestational diabetes (refer to the guidelines for gestational 
diabetes and care for women with diabetes in pregnancy) Women should be 
told to have a normal diet in advance of screening. 

3.50. Pre-eclampsia 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 following risk factors for pre-eclampsia will be 
determined: 
o age 40 years or older 
o nulliparity 
o pregnancy interval of more than 10 years 
o family history of pre-eclampsia 
o previous history of pre-eclampsia 
o body mass index 30 kg/m2 or above 
o pre-existing vascular disease such as hypertension 
o pre-existing renal disease 
o multiple pregnancy. 

More frequent blood pressure measurements will be considered for pregnant 
women who have any of the above risk factors. The presence of significant 
hypertension and/or proteinuria will alert the healthcare professional to the 
need for increased surveillance. 

Blood pressure will be measured as outlined below: 
o remove tight clothing, ensure arm is relaxed and supported at heart 

level 
o use cuff of appropriate size 
o inflate cuff to 20–30 mmHg above palpated systolic blood pressure 
o lower column slowly, by 2 mmHg per second or per beat 
o read blood pressure to the nearest 2 mmHg 
o measure diastolic blood pressure as disappearance of sounds (phase 

V). 

3.51. 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 
obesity in pregnancy and childbirth guideline. 

3.52. 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.  Please refer to FGM Policy 

3.53. Prediction, detection and initial management of mental disorders - (refer to 
the Antenatal and postnatal mental health: clinical management and service 
guidance) 

http://ndht.ndevon.swest.nhs.uk/policies/?p=9413
http://ndht.ndevon.swest.nhs.uk/policies/?p=9413
http://ndht.ndevon.swest.nhs.uk/female-genital-mutilation-fgm-policy/
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In all communications (including initial referral) with maternity services, 
healthcare professionals should include information on any relevant history of 
mental disorder. 

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

o past or present severe mental illness including schizophrenia, bipolar 
disorder, psychosis in the postnatal period and severe depression 

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

o a family history of perinatal mental illness 

Other specific predictors, such as poor relationships with her partner, will not 
be used for the routine prediction of the development of a mental disorder. 

3.54. MRSA - Please refer to the MRSA Screening in pregnancy guideline for 
information on which women require screening and at what stage of 
pregnancy this will take place.  

3.55. 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 
pharmacy 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. 

3.56. Substance Misuse - All women who give a current or very recent history of 
drug or alcohol use should have a MASH enquiry must be made (please refer to 
Safeguarding Children Policy). 

Dependent opiate 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) and urine for toxicology should be 
encouraged and strongly recommended 

The management of the substance misuse will be undertaken by the Drug 
Treatment Centre. 

A pre-birth case conference or planning meeting may be arranged by Social 
Services 
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3.57. Migrant women - All pregnant women from countries where women may 
experience 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 
examination. 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. 

3.58. Screening for Domestic violence - (refer to Trust Operational Policy for the 
Safeguarding of Children and Young People and the Domestic Violence and 
Abuse Policy) 

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. Evidence also suggests 
that around 30% of domestic violence starts or worsens during pregnancy. 
Where abuse occurs during pregnancy, injury to the abdomen, breasts and 
genitals are common. It follows that domestic abuse is a factor in a significant 
proportion of maternal and perinatal 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 endeavour to 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 appointments.  

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

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

3.59. Maternal Nutrition - All women will be informed at the booking appointment 
about the importance 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. (Refer to Vitamin 
D prohylaxis in pregnancy guideline).  

Particular care will be taken to enquire as to whether women at greatest risk 
are following advice to take this daily supplement. These include: 
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o Women of South Asian, African, Caribbean or Middle Eastern family 
origin. Women who have limited exposure to sunlight, such as women 
who are predominantly housebound, or usually remain covered when 
outdoors. 

o 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 
breakfast cereal. 

o Women with a pre-pregnancy body mass index above 30 kg/m2. 

3.60. Review of antenatal screening tests - Results of tests within normal limits can 
be explained by the team midwife or doctor at the woman’s next antenatal 
appointment (see schedule of antenatal care Appendix two) 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. 

For more detailed information on screening tests and their review see the 
Antenatal Screening guideline. All discussions with the woman and her partner 
will be documented in the maternity notes.  

3.61. Late bookings - If the woman booked late and the first scan was carried out at 
or after 21 weeks, another scan to check fetal growth and antenatal clinic 
appointment with consultant after 2 weeks interval should be organized by the 
woman’s community midwife. 

4. On-going assessment, information and Missed Appointments 

On-going assessment of fetal growth and wellbeing 

4.1. 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 
arranged, by the midwife, if: 
o the first fundal height measurement plots below the 10th centile line 

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

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

o 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. 

4.2. 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.  
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Suspected fetal malpresentation will be confirmed by an ultrasound 
assessment. 

4.3. 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 recommended. However, when requested by the 
mother, auscultation of the fetal heart may provide reassurance. 

4.4. 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. 

Rhesus Negative women are counselled and offered entry into the prophylactic 
Anti D programme (NICE 2007). The leaflet “You, Your Baby and the Rhesus 
Factor” will be given to the woman. 

4.5. 20 Week Ultrasound Appointment - 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. 

4.6. 27-28 Week Antenatal Appointment - Check haemoglobin levels, Repeat 
screen for atypical red-cell alloantibodies regardless of rhesus D status. 
Gestational Diabetes Mellitus screening is offered to women who fall into the 
high risk category, Where gestational diabetes is diagnosed referral to the next 
available specialist clinic is arranged.  

4.7. 36/40 Antenatal Appointment - Screen for breech presentation by abdominal 
palpation (NICE 2008). 

See appendix for schedule of antenatal care for uncomplicated pregnancies 

Antenatal information 

4.8. 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 must be given.  

o place of birth options, including information on locally provided services 

o antenatal screening tests  

o induction of labour 

o fetal monitoring in labour 

o pain management in labour (including regional anaesthesia) 

o general anaesthesia  

o vaginal birth following caesarean section 

o caesarean section 

o perineal repair  
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o external cephalic version 

o vitamin K prophylaxis 

o women who decline blood and blood products 

o infant feeding 

 

The section on the schedule of care that relates to the giving of leaflets and 
associated discussion must be completed.  

 

(See also the Policy for provision and discussion of information for maternity service users) 

 

Give information that: 

o 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 

o Enables women to make informed decisions 

o Is clear, consistent, balanced and accurate, and based on the current evidence 

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

 

Remember to: 

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

o Provide an opportunity for her to discuss concerns and ask questions 

o Make sure she understands the information 

o Give her enough time to make decisions 

o Explain details of antenatal tests and screening in a setting conducive to 
discussions (group setting or one-to-one)  

 

Antenatal information will be given to and discussed with pregnant women 
according to the following schedule. 

4.9. At the first contact with a healthcare professional or sent with the booking 
appointment:  

o Folic acid supplementation 

o Food hygiene, including how to reduce the risk of a food-acquired infection 

o Lifestyle advice, including smoking cessation, and the implications of recreational 
drug use and alcohol consumption in pregnancy 

o All antenatal screening, including screening for haemoglobinopathies, the 
anomaly scan and screening for Down’s syndrome, as well as risks and benefits of 
the screening tests. 

4.10. At booking (ideally by 10 weeks): 

o The booking midwife will confirm that the above information has been received 
and understood. This is especially important if the woman has self-referred. 

o How the baby develops during pregnancy 

http://ndht.ndevon.swest.nhs.uk/policies/?p=1703
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o Nutrition and diet, including vitamin D supplementation for women at risk of 
vitamin D deficiency, and details of the ‘Healthy Start’ programme 
www.healthystart.nhs.uk 

o Exercise, including pelvic floor exercises 

o Place of birth (refer to ‘Intrapartum care’ [NICE clinical guideline 55], available 
from 

o www.nice.org.uk/CG055) 

o Pregnancy care pathway 

o Breastfeeding, including workshops 

o Antenatal classes 

o Further discussion of all antenatal screening and the NSC screening tests for you 
and your baby leaflet 

o Discussion of mental health issues (refer to ‘Antenatal and postnatal mental 
health’ [NICE clinical guideline 45], available from www.nice.org.uk/CG045) 

o Leaflet on declining blood (if required) 

4.11. At 16 weeks 

o Information on anti D prophylaxis for rhesus negative women 

o Leaflet on place of birth 

4.12. Before or at 36 weeks: 

o Breastfeeding information, including technique and good management practices 
that would help a woman succeed, such as detailed in the UNICEF ‘Baby Friendly 
Initiative’ (www.babyfriendly.org.uk) 

o Preparation for labour and birth, including information about coping with pain and 
pain management in labour and the birth plan. 

o Recognition of active labour 

o Care of the new baby 

o Vitamin K prophylaxis 

o Newborn screening tests 

o Awareness of ‘baby blues’ and postnatal depression. 

o Leaflet on fetal monitoring in labour 

o Leaflet on perineal repair 

o Leaflets on caesarean section, VBAC and breech presentation as required 

4.13. At 40-41 weeks: 

o Options for management of prolonged pregnancy and induction of labour. 

 

This can be supported by information such as ‘The pregnancy book’  ( e-book 
available at http://www.publichealth.hscni.net/publications/pregnancy-book-0  ) 
and the use of other relevant resources such as NHS Choices Your pregnancy and 
baby guide available at  http://www.nhs.uk/Conditions/pregnancy-and-
baby/pages/pregnancy-and-baby-care.aspx 

http://www.nice.org.uk/CG045
http://www.publichealth.hscni.net/publications/pregnancy-book-0
http://www.nhs.uk/Conditions/pregnancy-and-baby/pages/pregnancy-and-baby-care.aspx
http://www.nhs.uk/Conditions/pregnancy-and-baby/pages/pregnancy-and-baby-care.aspx
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Missed Appointments 

4.14. 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. 

Management 

4.15. Missed booking appointments All women who do not attend a booking appointment 
will be given a further appointment by the community midwife. If they miss this 
second appointment, the GP is informed and a decision about future appointments is 
made dependent on the information received from the GP. For any other antenatal 
follow up appointment that is missed, a further appointment is sent. The community 
midwife is alerted by the hospital antenatal clinic midwife to contact the woman. 
Where contact is unsuccessful this is documented in the hospital maternity notes and 
the GP is informed.  

4.16. Missed Community Appointments The community midwife is responsible for following 
up women on her caseload 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 outcomes 
for both mother and baby if women engage with maternity services (CEMACH 2007). 
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 attending 
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 interview. 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 particularly 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 Midwife. In 
these circumstances there will be a lower threshold for personal follow up as opposed 
to contact by letter. 

4.17. Missed Hospital Appointments 

 Staff Responsibilities  

The midwife/obstetrician in the antenatal clinic or, the ultra sonographer as relevant, 
is responsible for informing the Antenatal Clinic lead midwife and/or the community 
midwife. If a woman misses any hospital appointment, another appointment will be 
sent for the next ante natal clinic or available scan appointment as appropriate. 
Inform the community midwife so that s/he can follow up women on his/her caseload.  

Communication within the multidisciplinary team 

Paediatric team:  
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 Paediatric team should be notified in advance using the paediatric referral form 
when paediatric attention is indicated during neonatal period and updated 
accordingly.  

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

Anaesthetic team:  

 Pregnant women with following conditions should be notified to the 
anaesthetic team; 

BMI 40 and above 

BMI 35 and above with any medical condition 

Previous anaesthetic problems 

IV drug users 

Women who decline blood and blood products 

Those with spinal pathology and back problems  

Major cardiac, respiratory, vascular, haematological diseases and other significant 
medical conditions 

Medications: thromboprophylactic agent, opiates, steroids 

 Women who have anaesthetic plan are highlighted in both handheld 
and hospital notes. 

 

Documentation 

Documentation will be clear and contemporaneous and completed according to the Maternity 
Documentation Guideline and this guideline. 

 

5. Monitoring Compliance with and the Effectiveness of the 
Guideline 

The audit and monitoring process is set out in the annual maternity services audit 
plan. 
 
Auditable Standards  
Booking Visit  
The number and percentage of women who have their booking assessment and 
hand held record completed by 12 completed weeks gestation. The process for 
ensuring that women who are referred after 12 weeks are seen within 2 weeks. All 
pregnant women should have a full a medical, obstetric and social  history taken and 
clinical assessment of their overall health. 
 
The process for ensuring women who are new to the UK and who have not 
previously had a full medical examination in the UK, who have had a complete 
medical history taken and physical examination performed during their pregnancy 
and which is recorded in their notes 
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Missed Appointments  
Responsibilities of staff groups 
The process for ensuring that women who miss an antenatal appointment are 
followed up. The GP is informed when a woman misses a second booking 
appointment. The process for ensuring that women who miss an antenatal 
appointment are assertively followed up and seen. Documentation of follow up of 
women who miss a booking or antenatal follow up appointment  
 
Patient information and discussion 
Responsibilities of relevant staff groups  
Schedule of when the discussions/information provision should take place  
Process for providing information to women who have communication or language 
support needs 
Maternity service’s expectations of staff to document clearly in the health records 
the discussions and provision of information to women as clinically indicated, in 
relation to: 
o place of birth options, including information on locally provided services 
o antenatal screening tests  
o induction of labour 
o fetal monitoring in labour 
o pain management in labour (including regional anaesthesia) 
o general anaesthesia  
o vaginal birth following caesarean section 
o caesarean section 
o perineal repair  
o external cephalic version 
o vitamin K prophylaxis 
o women who decline blood and blood products 
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7. Associated Documentation 

 Antenatal and Postnatal Screening Guideline 
 18 weeks to 20 weeks 6 days fetal anomaly scan 
 Management of diabetes mellitus in pregnancy 
 Induction of labour 
 Management of hypertensive disorders during pregnancy 
 Breech Presentation 
 Management of women with high BMI 
 Antenatal ultrasound protocol  
 Reducing the risk of venous thromboembolism during pregnancy, delivery and 

puerperium 
 Antenatal and postnatal Mental Health Guidelines 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.screening.nhs.uk/
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APPENDIX 1  
Antenatal Care Pathway for Low Risk Midwifery Care  
This pathway needs to be amended to an individualized written care plan if any risk factors are 
identified during pregnancy 

Week First baby First baby:  
Reason for 
appointment       

Second or 
subsequent 
baby 

Second or 
subsequent 
baby:  
Reason for 
appointment 

Information 
discussed with 
written 
information 
leaflets to 
support 

8-10 Midwife  
 
 

Booking session 
Discuss/arrange 
dating/NT scan  
Offer combined 
screening test 
(11+2 to 14+1 
weeks) 
Or Quadruple 
screening test 
(14+2 to20+0 
weeks) 
Leaflet on 
declining blood 
(if required) 

Midwife  
 
 

Booking session 
Discuss/arrange 
dating/NT scan 
Offer combined 
screening test 
(11+2 to 14+1 
weeks) 
Or Quadruple 
screening test 
(14+2 to20+0 
weeks) 
Leaflet on 
declining blood 
(if required) 

Check received 
booklet on  
screening tests 
for you and 
your baby 

Dating Scan  
11+2  - 14+1 weeks 
14+2 - 20+0  weeks 

 
+ Blood  test for CST if desired 
Quadruple Test if desired for those who missed the CST 

16 Midwife 
 
Make sure 
results of 
combined or 
quadruple 
tests are 
obtained 

Routine 
Antenatal 
assessment 
Review all 
booking results. 
Print copy of 
blood results and 
file in handheld 
notes 
Rhesus 
Negative: give 
leaflet & offer 
prophylactic 
programme. 

Midwife 
 
Make sure 
results of 
combined or 
quadruple 
tests are 
obtained 

Antenatal 
assessment 
Review all 
booking results. 
Print copy of 
blood results and 
file in handheld 
notes 
Rhesus 
Negative: give 
leaflet & offer 
prophylactic 
programme. 
 

Leaflet on 
place of birth 
options 

18-20+6 Sonographer Anomaly scan 
If placenta is low 
lying arrange 
rescan at 32 
weeks 

Sonographer Anomaly scan 
If placenta is low 
lying arrange 
rescan at 32 
weeks 

 

24 Midwife Routine 
Antenatal 
assessment 
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28 
 

Midwife 
 
 

Routine 
Antenatal 
assessment 
Glucose screen. 
Haemoglobin 
levels. 
Repeat screen 
for atypical red-
cell 
alloantibodies 
regardless of 
rhesus D status 
Rh.Neg: give Anti 
D if required. 

Midwife 
 
 

Antenatal 
assessment 
Glucose screen 
Haemoglobin 
levels. 
Repeat screen 
for atypical red-
cell 
alloantibodies 
regardless of 
rhesus D status 
Rh.Neg: give Anti 
D if required. 
 

Give reminder 
to book Parent 
Education 
sessions. 
MAT B1 
certificate 
Leaflet on 
Vitamin K 
prophylaxis 
Leaflet on pain 
management 
in labour. 
Leaflet on 
birth plan 

31 Midwife Routine 
Antenatal 
assessment 

   

34 
 

Midwife 
 

Routine 
Antenatal 
assessment 
Haemoglobin 
levels. 
Rhesus Neg: give 
Anti D. 
Discuss birth 
plan, & infant 
feeding choice. 
Discuss newborn 
screening 
programme.  

Midwife 
 

Antenatal 
assessment 
Haemoglobin 
levels. 
Rhesus Neg: give 
Anti D. 
Discuss birth 
plan & infant 
feeding choice. 
Discuss newborn 
screening 
programme. 
 

Leaflets on 
fetal 
monitoring in 
labour, and  
perineal repair 
Leaflets on 
caesarean 
section, VBAC 
and breech 
presentation 
(if required) 

36 Midwife Antenatal 
assessment 
including 
Presentation 
Birth plan 
discussion 

Midwife Antenatal 
assessment 
including 
Presentation 
Birth plan 
discussion 

 

38 Midwife Antenatal 
assessment 

Midwife Antenatal 
assessment 

 

40-41 Midwife Antenatal 
assessment 
 

Midwife Antenatal 
assessment 
 

Leaflet and 
discussion on 
induction of 
labour. 
Membrane 
sweep 

41+3 DAU Post Dates 
Assessment 

DAU Post Dates 
Assessment 
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APPENDIX 2 : Referral to Consultant Obstetrician    
 
Name       Hospital Number 
Address 
 
 
Telephone Number 
Mobile 
 
E.D.D. 
 
Dear Consultant, 
 
I wish to refer this woman to you for: 
 
Change to Consultant Led Care 
Opinion only 
For information only. 
 
Reason: 
 
 
 
 
 
 
 
 
 
 
Please send an appointment for: 
Review 
Review and scan 
 
At              weeks gestation, in          weeks time. 
 
Yours faithfully 
 
 
MIDWIFE 
Telephone number:     SURGERY/TEAM. 

 


