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to GPs who provide antenatal care to assist with identification of women who require
additional input in their care and referral. The rationale for referral, safe timeframes for
referral and method for referral will also be detailed.
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Protocol.
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See individual chapters for each topic
Method of Guideline Development: In accordance with local and national guidance
Consultation: Maternity Guideline Group and Maternity Risk Management Group
Implementation: Available through PIMS
Training Plan: The protocol will be circulated to local GPs and training provided on the
regular GP Training Day and the Annual Kingston Hospital Women’s Health Training Day
Outcome Measurements and Audit Criteria: See page
Assessment of Competence: N/A

Author: Elisabeth Peregrine and Lyndsey Smith
GP Guidance: Antenatal Care for Healthy Women and DAU Referral
Version 1. Review Date: August 2021

Page 1 of 70

CONTENTS

1.
1.1
1.2
1.3
1.4

2.
3.
3.1
3.2
3.3
3.4
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

Antenatal Care for Healthy Women
Introduction
Local Women’s Choices
Schedule of Care for Healthy Women
Table A : Schedule of Antenatal Care
Clinical Antenatal Examination
Table B : South West London Maternity Providers
Table C : Low Dose Aspirin Risk Assessment Tool
Table D : Screening Blood Tests
Contact Numbers
Day Assessment Unit (DAU)
Purpose of the Protocol
Introduction to DAU
Referrals to DAU
Management in DAU
The Role of Midwifery Assessment Triage
Pre-labour Ruptured Membranes after 37 Weeks
Suspected Preterm Pre-labour Rupture of Membranes
Suspected Preterm Labour Before 37 Weeks
Suspected Large for Gestational Age
Suspected Small for Gestational Age
Hypertension
Obstetric Cholestasis
Reduced Fetal Movements
Urinary Tract Infection
Management of Breech Presentation after 36 Weeks
No Fetal Heart Audible
Management of Infectious Diseases
Anti-D Prophylaxis
Vaginal Bleeding
Maternal Anaemia
Suspected DVT or PE
Abdominal Pain in Pregnancy

3
3
4
4
5
10
12
12
13
15
16
16
16
17
19
23
25
25
26
26
27
30
35
40
43
46
47
47
52
55
55
58
63

Appendix A : Antenatal Documentation Sheet
Appendix B : Symphyseal Fundal Height Measurement
Appendix C : Symphysis Fundal Height Chart
Appendix D : Fetal Movements Information

65
66
67
69

Monitoring Sheet
Version Control Sheet

70
71

Author: Elisabeth Peregrine and Lyndsey Smith
GP Guidance: Antenatal Care for Healthy Women and DAU Referral
Version 1. Review Date: August 2021

Page 2 of 70

1.

ANTENATAL CARE FOR HEALTHY WOMEN

1.1

Introduction
This guidance offers a framework for GPs providing antenatal care to women who
have opted for ‘shared maternity care’ within South West London (SWL).
The majority of women will be healthy and uncomplicated at the start of their
pregnancy (approx. 65%). ‘Healthy women’ refers to women with no existing medical,
social or obstetric complications.
The expected standard is that all women will have a ‘named midwife’ or team of
midwives throughout their pregnancy regardless of risk, to ensure coordination of
their care and support.
NICE (2016) recommends that Midwife and GP led models of care should be offered
to 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.
This guidance provides support to GPs who provide antenatal care to assist with
identification of women who require additional input in their care and referral. The
rationale for referral, safe timeframes for and methods of referral will be covered.
If a complication develops and additional care is sought, women usually
continue on an Obstetric Led pathway of care for the remainder of the pregnancy.
However if the problem resolves the Obstetrician may refer the woman back to either
midwifery-led care or shared maternity care pathway.
This guidance should be used to ensure there is standardised documentation within
the clinical hand held records across all health care professionals involved in
antenatal care. Documentation of the clinical assessment should be performed and
this must include social, medical and obstetric needs.
It is essential that women are informed of all findings and involved in planning their
care.
Outside of this guidance other referrals may be necessary to relevant Specialist
teams:







Bridge team: Teenage pregnancy, Perinatal Mental Health, Safeguarding
Public health: Smoking Cessation Team, Dietician
Family support services
Social services
Professional midwifery advocate (PMA) midwife
Consultant midwife
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Local Women’s Choices

1.2

Antenatal Care




Midwifery Led Care
Where a named midwife or small team of midwives provide all antenatal care, usually
in the community. Specialist input may be required during the woman’s pathway,
dependant on need. These women are usually healthy low risk women.
Shared Maternity Care (Midwife and GP)
Where the woman’s GP and a midwife share the provision of antenatal care in the
community. GPs will provide approx. 3-4 appointments, as indicated in the Care
Pathway in the woman’s hand held notes.
Primiparous women are usually offered an antenatal appointment with a GP at 24/40,
32/40, 34/40 and 38/40.
Multiparous women are usually offered an antenatal appointment with a GP at 34/40
and 38/40.
Obstetric Led Care
Where the majority of antenatal care is provided by a team of Obstetricians usually
based at a hospital or outreach service. This is recommended when the woman has
additional considerations and risk factors (obstetric, surgical, medical or
psychological).
Place of Birth





All maternity services within SWL offer women the following choices for place of birth:
Home birth (approx. 1-2% women have a homebirth, 4% plan a homebirth).
Birth in an alongside midwifery led unit i.e. Malden Suite at KHFT (21% of births),
Carmen at St George’s (16% of births), St Helier’s and Epsom (17%) and Croydon
(11%).
Obstetric / Delivery Suite. Women are recommended to birth on delivery suite if
they are having their labour induced, request an epidural for pain relief or have
additional risk factors that may impact on their birth.
Other maternity services outside of SWL also offer birth in a freestanding midwife
led unit.
Women will be risk assessed at each contact in their pregnancy and informed about
local birth options and their recommended options for place of birth. This
individualised recommendation should be discussed and documented in the hand
held notes. Women requesting care outside the recommendation will be referred to a
Professional Midwifery Advocate or a consultant midwife and if appropriate, their
named consultant obstetrician.

1.3

Schedule of care for Healthy Women
 Nulliparous women receive a minimum of 10 appointments plus a nuchal
translucency (NT) and anomaly scan.
 Parous women receive a minimum of 7 appointments plus a nuchal translucency
(NT) and anomaly scan.
**All contacts with the woman must be documented within the woman’s clinical handheld records**
See Appendix A for an example.
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Table A : Schedule of Antenatal Care
Gestation
/40 weeks

Parity

Care / Advice / Recommendation

Care Provider

<8

Nulliparous (N)
Multiparous (M)

Positive pregnancy result
Signpost women to information regarding local maternity services/ providers. For contact and web resources
see Table B.

GP /
Women self-refer

Support online referral to chosen maternity service. Referral by GP or women to be sign posted women to
provider website to self-refer.
Kingston
https://www.kingstonmaternity.org.uk/your-pregnancy/maternity-referral-form.aspx
Women will be emailed a link to view important information to read prior to 1st appointment with the mw
‘booking appointment’
https://www.kingstonmaternity.org.uk/your-pregnancy/important-information-to-read-before-your-midwifeappointment.aspx
Croydon
St George’s
Epsom
St Heller’s
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Advice:
 Folic acid 400 micrograms per day (consider dose in view of BMI, medication etc.)
 Low dose Aspirin as appropriate. NICE Guidance on Hypertension in pregnancy: diagnosis and
management (2011) recommends that pregnant women who have a higher risk of developing preeclampsia are offered a prescription of low dose aspirin 75mg once a day (unless this is unsuitable) from
12 weeks of pregnancy until their baby is born. The booking midwife will assess the woman as per the risk
assessment tool in the handheld notes (Table C).
If the woman is considered at higher risk she will be referred to GP to commence 75mg Aspirin daily.
 Diet and food hygiene.
 Advise women of the risk of birth defects associated with vitamin A, and to avoid vitamin A
supplementation (above 700 micrograms) and liver products.
 Advise women regarding food acquired infections
 Lifestyle:
- Alcohol The Chief Medical Officer’s guideline is that: the safest approach is not to drink alcohol at all,
to keep risks to baby to a minimum. Most women either do not drink alcohol (19%) or stop drinking
during pregnancy (40%).The risk of harm to the baby is likely to be low if a woman has drunk only
small amounts of alcohol before she knew she was pregnant or during pregnancy
- Drugs
- Smoking
- Vitamin D (10 micrograms per day)
Women will receive an appointment for booking and Ultrasound Scan (USS) within 2 weeks or before 9+6
weeks.

<9+6

The named GP practice will be notified when women self-refer. Please contact the provider with any relevant
clinical or social information as required.
Booking Appointment - Clinical hand held records provided to woman.

MW

Medical & Social History
 Antenatal screening tests- bloods & scans (Table D). Combined test and reflex DNA
- If accepted they will have bloods taken within Antenatal Clinic following their scan
 AN classes - signposted
 Domestic abuse / routine enquiry
 Family history
 Medical / surgical history
 Advice regarding whooping cough and flu vaccine

Author: Elisabeth Peregrine and Lyndsey Smith
GP Guidance: Antenatal Care for Healthy Women and DAU Referral
Version 1. Review Date: August 2021

Page 6 of 70







Vitamin D supplementation
Schedule of care
Maternity exemption form given- advice about dental care
Maternity benefits - Healthy Start multivitamin supplement
Complete risk assessments and allergy information

Health Promotion and Lifestyle Information
 Alcohol
 Diet / weight / nutrition
- Drugs
- Smoking
- Travel
- Language spoken - the use of language line (‘The Big Word’) as required
- Occupation
- Infant feeding
- Baby development
Obstetric History and Current Options
 Place of birth
 Lead Professional
 Referral to consultant as appropriate
Social Assessment
 Employment
 Housing
Support Network
Kingston Maternity website - https://www.kingstonmaternity.org.uk/
NHS Choices website
Antenatal examination (see below) and baseline BMI calculated.
11+5 -13
+6

Both

Gestational age and detection of multiple pregnancy
USS (incl. nuchal translucency (NT) and bloods taken for combined test
Free Fetal (FF) DNA testing for identified risk group
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16

Both

N

Antenatal examination
Quad test if required (15 -21+6, if missed combined screening)
Blood results and screening results discussed
USS: Anomaly and placental site (confirmation of a low lying placenta – repeat USS at 32-34 weeks).
Whooping cough and/ or flu immunisation (with immunisation nurse). Flu vaccine can be offered earlier if
needed.
Provide MAT B 1 (from 20 weeks)

MW or
Obstetrician
(if risk factors)
Hospital /
outreach areas
with USS
GP

19 – 21+6

Both

24

Both

Antenatal examination
Symphyseal Fundal Height Measurement (SFH) in cm (Appendix B) and documented on Antenatal
Documentation Sheet (Appendix A) and the SFH chart within clinical hand held records
Antenatal examination including SFH.

MW

32

N

Full blood count and blood group
Domestic abuse routine enquiry
If RH negative – prophylactic Anti D
Mental health – routine enquiry
GTT if indicated by ethnicity or family history
Antenatal examination including SFH.

GP

34

Both

36

Both

28

Antenatal examination including SFH.
Mental health – routine enquiry
Antenatal examination including SFH. Fetal presentation to be assessed and documented.

MW/ GP
MW

Bloods taken if required.
Plans for labour - home (if appropriate) / hospital.
Options for place of birth.
The birth preferences sheets is completed with the woman and discussion should include:
 Option for place of birth
- Home
- Malden Suite
- Labour Ward
 Signs of labour
 Contact numbers for when labour begins
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Pain relief in labour
Fetal monitoring
Placental delivery including cord clamping
Skin to skin contact
Infant feeding
Vitamin K prophylaxis
Going home / postnatal care

Newborn screening: National screening booklet.





Examination of the newborn
Hearing test
Vitamin K
Newborn blood test

Both

DV routine enquiry.
Antenatal examination including SFH.

GP

40

N

N.B. Women aged 40 years or over will be seen by MW at 39 weeks and recommended induction of labour
(IOL) at 40 weeks.
Antenatal examination including SFH.

MW or GP

41

Both

Offer vaginal examination (VE) and membrane sweep.
Antenatal examination including SFH.

MW

38

Offer vaginal examination (VE) and membrane sweep
IOL booked for 41+5 -42 weeks
N.B. Women are assessed and offered outpatient IOL, if appropriate
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1.4

Clinical Antenatal Examination
Calculation of Gestation in Weeks and Days
Record this at each contact, calculated from the USS EDD (confirmed at the NT Scan).
Symphyseal Fundal Height
This must be measured with a tape measure and recorded in cm from 24 weeks gestation.
See antenatal page Appendix A and Appendix B how to measure SFH. In addition this
must be plotted on the symphysis fundal height chart, using an ‘X’ to mark in cm on the
chart. See Appendix C.
The normal range between 24 and 36 weeks the SFH in cm is historically considered
normal if it is within 2 cm of the gestational age (GA) and after 36 weeks the SFH is
considered normal if it is within 3 cm of the gestational age. However, there is some
evidence plotting the serial measurements on a SFH chart improves the detection of the
SGA fetus.
If the SFH measurement is less than the 10th centile on the SFH chart in the hand-held
notes or there is static growth over 4 weeks then we would recommend a growth scan, if
the woman has not had one in the last 2 weeks. This can be done by referring the women
to DAU. The scan should usually be performed within 2- 3 working days of the request.

Kingston DAU tel. no.
Monday to Friday
Saturday
Sunday

020 8934 2358
8am – 5pm
8am – 4pm
9am – 2pm

Palpation and Auscultation
Fetal presentation should be assessed from 36 weeks. There is no value in assessing
earlier as it will not alter management. Documentation of presentation and fetal head
decent (proportion of fetal head palpable abdominally) is required.
Suspected fetal malpresentation (e.g. breech) from 36 weeks onwards should be referred
to DAU and confirmed by an ultrasound assessment.
Auscultation of the fetal heart (FH) is suggested; however, not recommended by NICE
(2016). Women feel auscultation is reassuring. However, all women should be informed
regarding the importance of fetal movement patterns.
Fetal Movements and Patterns
Women should be specifically asked about fetal movements at each antenatal clinic visit
from 24 weeks. Documentation of normal fetal movement patterns must be recorded.
Please see information on fetal movements (Appendix D), which is included in the hand
held notes.
If a woman is aware of decreased or absent movement she should contact the Maternity
Unit and attend immediately. If she is unsure if they are reduced, she should lie on her side
for 2 hours and focus on movement. If she does not feel 10 or more in 2 hours she should
contact the maternity unit for assessment - DAU (in hours) or maternity triage number (out
of hours). The woman will be recommended to attend the unit immediately.
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General Wellbeing
Routine enquiry regarding the women’s wellbeing, mood and any concerns should be
documented.
Weight and Body Mass Index (BMI)
Maternal weight (Kg) and height (cm) will be taken at the ‘booking appointment’.
BMI will be calculated (weight (kg)/height (m)2)
Women with a BMI of <30 (at booking). It is perfectly normal for women to gain between
10-12.5 kg (22-28 lbs); most of this is after the 20th week.
Women with a BMI >30 will be encouraged to self-refer to the dietician and will be referred
to the appropriate professionals in accordance with their BMI.
Urine
A urine analysis must be undertaken and recorded at each antenatal contact.
Positive results and actions:




Glucose – a referral should be made for a Glucose Tolerance Test (GTT) (24-28 weeks) in
the Antenatal Clinic if: before 34 week gestation there is glycosuria (2+ on one occasion or
1+ on 2 or more occasions.
Protein – a mid-stream urine specimen to be processed for Microbiology, Culture and
Sensitivity (MC&S), screen for pre-eclampsia and refer to Day Assessment Unit (DAU) if
there is more than a trace of proteinuria.
Leucocytes – MC&S, treat for a urinary tract infection (UTI) if symptomatic, otherwise wait
for MSU MC&S result.
Blood Pressure
To be taken from maternal left arm with a manual sphygmomanometer and use cuff of
appropriate size, inflate cuff to 20–30 mmHg above palpated systolic blood pressure, lower
column slowly, measure diastolic blood pressure as disappearance of sounds (phase V).
Please see chapter on hypertension in Day Assessment Protocol below for more detail,
definitions of hypertension and referral and management details.
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Table B : South West London Maternity Providers
Provider

Contact details

Croydon Health Services
NHS Trust

Address: 530 London Road, Croydon, CR7 7YE
Main switchboard: 020 8401 3000
Get in touch with PALS
Phone: 020 8401 3210
Website:
http://www.croydonhealthservices.nhs.uk/services/Maternity_Services

Kingston Hospital NHS
Foundation Trust

Address: Galsworthy Road, Kingston upon Thames, Surrey KT27QB
Main switchboard: 020 8546 7711
Phone: 020 8934 3993
Website: https://www.kingstonmaternity.org.uk

Epsom and St Helier's
University Hospitals NHS
Trust

Address: Wrythe Lane, Carshalton, SM5 1AA
Main switchboard: 020 8296 2000
Phone: 020 8296 2508
Website: https://www.epsom-sthelier.nhs.uk/our-services/a-to-z-ofservices/women-and-children/maternity

St George’s Healthcare
NHS Trust

Address: Blackshaw Road, Tooting, London, SW17 0QT
Contact: 020 8672 1255
Get in touch with PALS
Phone: 020 8725 2453
Website: https://www.stgeorges.nhs.uk/service/maternity-services/

Table C : Low Dose Aspirin Risk Assessment Tool
(in handheld notes - to be completed by booking midwife)
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Table D : Screening Blood Tests
Gestation

What is Screened

Booking appointment








Blood group and antibodies
Full blood count
HIV screening. The knowledge of the
pregnant woman’s HIV positive status
before delivery enables a substantial
reduction in the mother to child HIV
transmission rate – from 20% down to
less than 1%
Hepatitis B and Syphilis
Sickle cell and thalassemia

11+5 -13 +6



Reflex DNA (combined screening for
chromosomal abnormality with ffDNA for
medium and high risk women)

From 14+0 – 21+6 weeks: Quadruple test–
for screening purposes, if you are too late for
combined test



Blood test for screening for chromosomal
abnormality for women who missed the
Reflex DNA test

28




Full blood count
Glucose tolerance test (GTT) women who
are risk assessed as high risk.
Rhesus Negative women - blood group
and antibodies. NB Anti D given between
28 – 34 weeks



36
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2.

CONTACT NUMBERS
Useful Numbers
Day Assessment Midwives
(direct line for women, GPs and community midwives)
24 hour Maternity Triage Direct Line

0208 934 2358

Delivery Suite

0208 546 0584

Malden Suite

0208 934 6384

Thameside Antenatal Ward

0208 934 2423

Thameside Postnatal Ward

0208 934 2356

Transitional Care Ward

0208 934 2393

Worcester Ward

0208 934 2850

Screening Midwives

0208 934 6440

Antenatal Appointments

0208 934 2290

Jasmine Unit

0209 934 6224

On Call Team via Switchboard 0208 546 7711
Consultant on call (8am-8am)

on mobile via Switchboard

0208 934 2802

Maternity Unit Leader

Bleep 552

Labour Ward Registrar (24 hours)

Bleep 318

Labour Ward SHO (24 hours)

Bleep 313

Gynaecology SHO (24 hours)

Bleep 307

Anaesthetic Registrar (24 hours)

Bleep 001

Paediatric Registrar (24 hours)

Bleep 733

Paediatric SHO (24 hours)

Bleep 731
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3.

DAY ASSESSMENT UNIT (DAU)

3.1

Purpose of the Protocol
This protocol aims to ensure that all women who are referred to the Maternity Day
Assessment unit (DAU) are appropriate to be seen in the Unit and are managed
appropriately and to provide safe and effective guidance for all staff in the management of
women referred to the DAU. The protocol is intended for use with women (whether booked
at Kingston Hospital or not) who are referred to the Kingston Hospital Maternity DAU.
Women are seen in the unit from 18+0 weeks gestation onwards throughout pregnancy, if
they fit the criteria described below.
Details of the DAU Protocol are provided for GPs for information on how the DAU
functions, its role in the Maternity Service and to allow appropriate referral of
appropriate women to the relevant area in a timely manner.
In the following chapters a summary of relevant chapters from the DAU Protocol are
provided. These provide clinical information for GPs and referral pathways. Within
these chapters the referral process specifically for GPs is highlighted in red for ease
of reference.

3.2

Introduction to DAU
Philosophy of Care
The needs of the mother and baby will be central to the structure and implementation of
care. Normality is to be promoted and all women will be kept fully informed about their care,
allowing them to have realistic choices and to make informed decisions. By following
agreed guidelines, the appropriate primary healthcare / obstetric team will be kept fully
informed of the women’s care and be involved, whenever necessary, to ensure a seamless
network ensuring the safety of mother and baby. All women are entitled to holistic care,
encompassing social, psychological, physiological and cultural needs. By being friendly
and approachable, by providing continuity of care, midwives will promote a warm and
relaxed environment and allay fears and anxieties.
The Day Assessment Unit (DAU) is a midwifery-led unit with referral to the obstetric team
when necessary. It is not designed to replace primary care. Concentrating resources and
expertise within the unit has many benefits:
Benefits








Midwifery-led
Protocol-driven
Consistency of approach and advice
Telephone triage
Access to ultrasound where appropriate
Shorter waiting times for women
A safer, more relaxed and welcoming environment
Indirect Benefits



Delivery Suite
Reduced delivery suite and Triage workload. Delivery suite will be able to focus on
providing intrapartum and peripartum care for women.
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3.3

Antenatal Ward
Reduction in ward admissions, with most investigations performed on the DAU.
Community Care
Access to telephone advice and the option for DAU review during opening hours, if
appropriate.
Medical Staff
- A reduction in medical workload as many conditions may now be managed exclusively
by midwives.
- Training opportunity: freeing junior medical staff to be able to focus on intrapartum care
when covering the Delivery Suite.
Audit and Research
The DAU setting will facilitate both audit and research.
Referrals to DAU
Referrals are accepted from all areas at 18+0 weeks gestation onwards. Referrals,
however, should be triaged if possible prior to admission. This is usually done via
telephone with the midwife in DAU or occasionally via the on call SpR for obstetrics. The
reason for referral should also be clearly documented in the hand-held notes. Drop-in
assessments that would be more appropriately seen by the GP or community midwife are
discouraged. All women <18 weeks who self-refer and arrive in DAU should be triaged by
the DAU midwife to ensure they are sent onto the appropriate area and that it is safe to
refer them on. Women who ring Triage, Delivery Suite or the Maternity Unit Leader, and it
is felt they would be most appropriately seen on DAU, should have their call directed to
DAU so that they can be triaged by the DAU midwives. Occasionally, women < 18 weeks
will be seen in DAU on a case-by-case basis e.g. hypertension, PROM and after discussion
with the consultant.
When the DAU is closed many of the woman below will be seen in Triage. If a woman seen
in Triage needs DAU follow-up then Triage staff should complete the DAU Referral Sheet
which is kept in the folder in Triage. This should include the woman’s details and the
reasons for referral. DAU staff will collect these forms daily and will contact the woman to
arrange the follow-up.
Opening Times





0800 - 1800 Monday - Friday
0800 - 1600 Saturday
0900 – 1430 Sunday
On Arrival at DAU
Women who have been asked to come to DAU should be advised to come directly through
the doors at Maternity Reception on the ground floor of Maternity to see the DAU midwives
directly. If there is no bed available in the DAU then the midwife or maternity support
worker will take their notes and ask them to take a seat in the main reception area.
Women who arrive at reception should be shown through to DAU by the reception staff.
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Triage Guidelines
The following pregnancy problems may require DAU assessment. The timing is determined
by the clinical circumstances. All women seen in DAU should either:




Have an appointment in DAU.
Have telephone triage on referral to DAU and be accepted by DAU staff.
Be self-referring to DAU and triaged on arrival by the DAU staff as suitable for assessment
on DAU.
Women not appropriate for assessment in DAU should be triaged and referred onto the
appropriate area as per the guidelines below.
Appropriate for DAU Review
























Raised BP.
Headache / visual disturbances / epigastric pain.
Decreased fetal movements.
Small for gestational age / IUGR on scan.
Large for gestational age on scan.
Fetal heart rate irregularities.
Postdates >41+5 weeks without a plan for induction of labour.
Preterm pre-labour ruptured membranes (PPROM) (<37 weeks).
Possible preterm labour (< 37 weeks) but no regular contractions.
Abnormal LFTS and history suggestive of obstetric cholestasis.
Suspected breech or doubt about fetal presentation beyond 36 weeks gestation.
Abdominal pain (mild discomfort may simply require telephone advice).
Vaginal bleeding ≥18 weeks (mild / moderate).
Symptoms suggestive of a urinary tract infection.
History suggestive of Deep Vein Thrombosis.
Trauma / assault - when there are fetal concerns or abdominal trauma (A&E may be more
appropriate).
Chest pain (if history suggestive of pulmonary embolism. Mild discomfort may just require
telephone advice).
Shortness of breath.
Decreased symphyseal fundal height at the GP surgery.
Other fetal concerns.
Monitoring of a pregnancy with a poor obstetric history (after discussion with the obstetric
consultant).
Outpatient antenatal steroids.
Inappropriate for DAU Review
As per the Maternity Triage guidelines (see Appendix 1) the following women should be
seen in Maternity Triage rather than DAU:




Suspected early labour at 37-42 weeks
Suspected ruptured membranes at term (> 37 weeks)
Women who are in established labour or where delivery is imminent at any gestation
should be seen directly on Malden or Delivery Suite as appropriate.
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The following women should be seen on Labour Ward directly:




Women who are having regular contractions < 37 weeks gestation
Women with heavy vaginal bleeding at any gestation
Women with blood pressure > 160/110
The following women should be seen elsewhere (other than DAU, Triage or Delivery Suite):
























Women < 18 weeks gestation (<18 weeks refer directly to Jasmine or A&E).
Tension headache (with a normal BP).
Constipation.
Peripheral oedema (with a normal BP).
Decreased symphyseal fundal height for gestation by the midwife prior to scan (women
should have their scan requested directly by the midwife).
Contact with a viral illness (telephone advice may be required).
Chronic abdominal pain without evidence of fetal distress.
Chronic back pain.
Vaginal discharge without bleeding or SROM (however, if these women arrive they should
be seen).
Symphyseal pain.
Postpartum bleeding or pain (however, if women are bleeding heavily or in severe pain
they should be seen in A&E or on Thameside Postnatal Ward).
Wound or perineal dehiscence / breakdown / infection.
Breast feeding problems or gynaecomastia.
Depression or mental health concerns (should be referred the Perinatal Mental Health
Team via their midwife or obstetrician or if urgent referred to the liaison psychiatry team).
However, if these women arrive on the Unit they should be seen.
Non-pregnancy problem not requiring DAU assessment - these are referred to NHS direct /
GP / A&E or for other non-obstetric medical review.
Trauma with no fetal concerns.
Assault with no fetal concerns.
Concerns about the baby.
Requests to take blood (send to Phlebotomy within the Antenatal Clinic).
Booking appointments.
Membrane sweep unless recommended following review in DAU for another reason.
Routine Anti-D prophylaxis (this should be done by the community midwife or in ANC).
The conditions above should be managed by the GP, community midwife, within antenatal
clinic or in A&E as appropriate.
Documentation of Incoming Calls in DAU
All incoming calls from women are documented in the telephone call log in DAU with advice
given. If the woman is asked to come in then this is documented in the DAU diary. The
following are documented: time of call, woman’s name and hospital number, gestational
age, reason for call and plan for follow-up.

3.4

Management in DAU
Methods of assessment within DAU include:



Maternal assessment (temp, pulse, BP)
Abdominal palpation
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Blood analysis (see Appendix 2 for blood sample bottle requirements)
Urinalysis
Speculum examination / swabs
Cardiotocography
Ultrasound for presentation
Blood Sample Collection
All midwives working in DAU should be trained and able to perform venepuncture /
phlebotomy so that they can take specimens of blood when required.
All routine bloods taken in DAU are collected by the porter and taken directly to the
Pathology Lab reception three times a day. Urgent bloods are taken directly by staff to the
Lab.
Ultrasound













The sonographers in Maternity Ultrasound are available between 08.30-17.00.
If a woman seen in DAU requires an ultrasound scan it should be requested as per the
Ultrasound Protocol guidelines using the Ultrasound Request Form ensuring that the form
is completed, including the reasons for the scan, timeframe for the scan and the plan for
follow-up.
The timescale for scans should be according to clinical priority and as per the individual
guidelines below.
If the scan is urgent the DAU staff should discuss with the sonographer directly.
If it is not possible to arrange scans within these guidelines then the midwifery manager on
call or consultant on call should be contacted with the aim of expediting the scan booking
and the consultant on call should make an interim plan of management for the woman.
After the scan the sonographer will file the report in the notes.
Scans on DAU women should be reviewed by the midwives or doctor on DAU and followup made if necessary.
Scan requests from outside DAU (ANC, wards, Delivery Suite) should be referred back to
the referrer for review after the scan, not DAU unless the scan is abnormal as per the
Ultrasound Protocol.
If a woman is seen in DAU outside of scanning hours then the Ultrasound Referral Form
should be completed and left on the clipboard at the ground floor reception desk.
If a woman is seen in Triage out of hours and requires an urgent ultrasound scan then the
Ultrasound Request Form should be completed and left with the first floor reception and
they will take the form and place it on the clipboard at the ground floor reception desk in the
morning.
The DAU Portable Ultrasound Machine








The portable ultrasound machine within DAU is shared between the ANC and DAU.
When not being used it will be kept plugged in in the DAU and should be returned there
after use.
It should only be used by sonographers, junior doctors who have passed their RCOG Basic
Ultrasound modules, consultant obstetricians and midwives who have been trained in
presentation scanning.
The findings from all scans should be documented in the maternal handheld notes or a
printed report from Astraia placed in the handheld notes.
Please switch off the ultrasound machine after use and clean the probes with a paper towel
and the Septiwipes after use.
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To avoid damage to the probe leads please take care when moving the ultrasound
machine around. Do not leave the plug or probe lead trailing on the floor.
The regular quality checks of the machine will be performed by the MSW in ANC or DAU
and documented in the folder on the ultrasound machine.
Ultrasound Indications (see also individual guidelines)












Pre-eclampsia
PROM for presentation
Reduced fetal movements
Suspected breech after 36 weeks
Suspicion of small for gestational age
Suspicious CTG or irregular rhythm
No fetal heart audible after 18 weeks
Bleeding ≥18 weeks if indicated following medical review
Abdominal pain if indicated following medical review
Specific requests from the Antenatal Ward or Clinic
DAU Admissions
If a woman is admitted to the ward after DAU review the DAU staff should liaise with the
Antenatal Ward or the Maternity Bleep-holder for an available bed.
The Role of the Community Midwife and GP
The DAU is designed to support primary and community care, not to replace it. Many calls
or referrals may be more appropriately dealt within primary care. Should community
midwifery review be indicated then it is usually appropriate if this is organised by staff on
the DAU rather than becoming the responsibility of the caller. Similarly, GP review can be
facilitated by staff if the caller experiences difficulty arranging this.
Note Keeping
All women who are reviewed on DAU should have a summary of their care by midwifery
and medical staff received clearly documented in the handheld notes and this should
include a plan for future management and follow-up. In addition, the DAU Coding Sheet
should be completed on the woman’s discharge from DAU and taken to the first floor
reception.
Audit
Audit is central to the running the DAU. It will aid both assessment of the clinical
effectiveness of the new Unit as well as providing a means of examining the Unit’s
workload. At the end of every day the statistics are completed, including the referrer,
reasons for referral, time admitted and discharged from DAU onto the DAU database.
The Role of Labour Ward
It may be evident during the telephone triage process or on arrival in DAU that direct
admission to Labour Ward is more appropriate than prior DAU assessment. For example:





Maternal resuscitation
Heavy vaginal bleeding
Severe abdominal pain
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Eclampsia
Advanced labour (those suspected of being in advanced labour or requiring strong
analgesia may be directed on to Delivery or Malden Suite without prior internal
examination.
Common sense should prevail.) Those women who are not in established labour but
deemed unsuitable for discharge should be transferred to the Antenatal Ward with a written
plan for subsequent management.
Medical Review of Women seen within the DAU
As the DAU is midwifery led, many conditions will not require any medical review. During
the hours of 8am and 5pm it is the responsibility of the SpR covering DAU to provide
medical review of DAU patients and they should consult with the on call or relevant
consultant if necessary. Outside these hours (i.e. from 5pm until closure of the DAU) the
Labour Ward consultant or SpR provide medical cover as necessary. It is not the
responsibility of the Labour Ward SHO to provide medical cover. However, the Labour
Ward SHO may be present on the DAU in a training capacity once the Labour Ward work is
completed. The DAU SpR should hand over any outstanding cases with the Labour Ward
team at 5pm. From 5-6pm the DAU midwives should contact the SpR or consultant on call.
If a woman is waiting for medical review and there is delay of an hour in a women being
reviewed (or sooner if there is clinical need) the midwife MUST discuss this with the
consultant on call or the consultant in charge of the woman’s care. All admissions should
be discussed with the consultant on LW at all times.
Ongoing Care for Women seen in DAU
For women seen in DAU and discharged home, consideration should be made to follow up
in the consultant ANC if it is considered the woman has moved from low risk to high risk
care e.g. recurrent reduced fetal movements, diagnosis of a small for gestational age baby,
PV bleeding, diagnosis of a DVT.
For women who are seen regularly in DAU for a complication of pregnancy such as
PPROM, gestational hypertension or pre-eclampsia and obstetric cholestasis, it is essential
that these women are seen in their consultant Antenatal Clinic to ensure continuity of care,
unless immediate admission or delivery is required. The plan of care and follow-up should
usually be made by the consultant but should involve regular review in ANC in addition to
review in DAU. This may involve timing some of the DAU visits with the ANC review (e.g. in
PPROM) or for example in obstetric cholestasis a reasonable approach would be to see
the woman every 2 weeks in DAU and 2 weeks in the consultant ANC alternating weeks.
Postnatal Admissions
Postnatal women should not be seen in DAU. Many women can be seen in the community
either by a community midwife or the GP. Women self-referring to DAU postnatally should
be triaged by the midwife in DAU as clinically appropriate and referred to the appropriate
area.
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4.

THE ROLE OF MIDWIFERY ASSESSMENT TRIAGE
Aim of the Midwife Assessment Triage
The aim of the Midwife Assessment Triage (MAT) is to provide an accessible tele-triage
service and to pre-assess women attending the Maternity Unit. This will enable care to be
prioritised according to clinical need, whilst facilitating better use of community services,
with the overall aim of preventing inappropriate admissions to ward areas, and ensuring
women are cared for in the appropriate environment.
The MAT aims to provide women and their birth partners with quality care, advice,
reassurance and support in early labour, both over the telephone and/or face-to-face. The
impact of the care that women receive during this stage of labour is highly significant to the
course of the rest of their labour and birth and on their perception of the care they received
(1-2). The service will be staffed by one Midwife 24:7 with assistance from a maternity
support worker (MSW) or midwifery assistant (MA).
Objectives:





To ensure women receive a risk assessment over the telephone to establish if face-to-face
assessment is required.
To provide women with safe, appropriate, consistent, evidence-based advice to instill in
them the confidence to remain at home in early labour, where this is appropriate.
If face-to-face assessment is considered necessary, women will be directed to the
appropriate department (MAT, Delivery Suite, Malden Suite, Day Assessment Unit,
Antenatal Ward, Community Services).
To ensure that admission to the Delivery Suite and MLU takes place only when necessary
and when this is the most appropriate place. This will enhance our opportunity to provide
one-to-one care to women who are in established labour.
All current direct telephone calls into Delivery Suite will be received by the MAT. MAT staff
will arrange for women to be seen in an appropriate clinical setting for their needs; women
who meet the MAT criteria will be assessed in the MAT area.
Criteria
The inclusion criteria has been developed that will enable women to be assessed efficiently
by the MAT midwife in order to improve patient flow and reduce inappropriate admissions
to ward areas. For this reason, any women likely to require medical assessment should not
be assessed in MAT, but referred directly to the most appropriate ward area. Accordingly,
the inclusion criteria for assessment in the MAT unit are as follows:
Inclusion Criteria





Pregnancy related minor symptoms that can be managed by midwife
Suspected ruptured membranes >37 weeks
Women in early labour 37 – 42 weeks
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Exclusion Criteria
Women within the following criteria will be admitted directly to the Delivery Suite or
Thameside Antenatal:








Preterm labour (<37 weeks)
Multiple pregnancy
Significant PV bleed (description does not fit with a ‘show’)
Fulminating pre-eclampsia
Imminent delivery
Chest pain with shortness of breath
Ruptured membranes with suspected cord prolapse
Intrapartum Transfers from the community do not need to be seen in MAT.
Opening Times
The Triage unit will be operational over the 24-hour period Monday to Sunday.
GP Contact to MAT
If a GP feels that a woman needs urgent assessment in the Maternity Unit outside of
the DAU opening hours and that the woman needs to be seen that same day or night or
the GP needs urgent advice then they can either:

 Call the Senior Midwife in Triage on 0208 934 2802 or
 Call the on call team as per the contact numbers in Section 2.
References
Baxter J. (2007). Care during the latent phase of labour: supporting normal birth. British Journal of
Midwifery. Volume 15, issue 12. Pages 765-767.
Wuitchik M.; Bakal D.; Lipschitz J. (1989). The clinical significance of pain and cognitive activity in
latent labour. Obstetrics and Gynaecology. Volume 73. Pages 34-42.
National Collaborating Centre for Women’s and Children’s Health. (2007). Intrapartum Care: Care
of healthy women and their babies during childbirth. RCOG Press, London
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5.

PRE-LABOUR RUPTURED MEMBRANES AFTER 37 WEEKS
Introduction
In approximately 5-10% of pregnancies at term the fetal membranes rupture before
labour begins. 60% of these women will labour spontaneously within 24 hours and
over 91% within 48 hours. 6% remain pregnant beyond 96 hours. A meta-analysis of
12 studies in which early induction of labour (immediately or up to 12 hours after
presentation with term PROM) was compared with expectant management (for
variably between 24 and 96 hours before induction), showed no difference in rates of
Caesarean and operative births, secondary analysis showed lower rates of neonatal
infection in the early induction group. Early intervention was associated with fewer
maternal infections and with fewer Neonatal Care Unit admissions.
Diagnosis
The diagnosis of pre-labour ruptured membranes (PROM) at term may be made from
the history and evidence of liquor seen on the pad alone. A speculum examination
and demonstration of pooling of liquor in the posterior fornix is only needed if the
diagnosis is uncertain.
If a diagnosis of ruptured membranes has been confirmed and the head is engaged
no vaginal examination is needed.
Management
If a woman presents at the GP surgery with suspected or confirmed PROM at term
she should be referred to Maternity Triage (not DAU). Please call the Maternity
Triage Midwife.

6.

SUSPECTED PRETERM PRELABOUR RUPTURE OF MEMBRANES
Criteria for Referral
Women can be seen for assessment of possible preterm pre-labour rupture of
membranes (PPROM) on DAU from 18+0 weeks gestation onwards. At gestations
earlier than 18 weeks the woman should be seen in A&E.
Diagnosis
The definitive diagnosis can only be made by sterile speculum examination with
pooling of fluid in the posterior fornix.
It is essential that documentation of the speculum examination is accurate as all
future management will depend on it.
Management
If a woman presents at the GP surgery with suspected or confirmed PROM preterm
(< 37+0 weeks) she should be referred to DAU. Out of DAU hours she should be
referred to Maternity Triage. Please call the DAU or Maternity Triage Midwife.
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7.

SUSPECTED PRETERM LABOUR BEFORE 37 WEEKS
All women who present with regular contractions or suspected imminent delivery
prior to 37 weeks at the GP surgery should be referred to and seen directly on
Labour Ward. Please call the midwife in charge of Labour Ward.
Woman who present to the GP surgery with non-specific abdominal pains or irregular
contractions may be reviewed on DAU (or Maternity Triage out of hours). Please call
the DAU (or Maternity Triage Midwife).

8.

SUSPECTED LARGE FOR GESTATIONAL AGE









9.

New evidence from a multicentre randomised controlled trial (Lancet 2015) and the
recent Cochrane review showed that a policy of induction of labour at 37-38 weeks in
singleton pregnancies with suspected macrosomia (EFW >95th percentile) reduces
the risk of shoulder dystocia without increasing Caesarean section rates.
In addition, moderate and severe polyhydramnios indicating underlying pathology
can present with SFH above the 97th centile.
The SFH should be measured at each antenatal check from 24 weeks and plotted on
the SFH chart in the handheld notes.
If the SFH is above the 97th centile on the SFH chart in the handheld notes after 24
weeks or polyhydramnios is suspected clinically (excessive fetal mobility, fetal parts
difficult to feel, tense uterus, +/- tightenings), then a growth scan should be
requested. This should usually be done within 1 week and should be requested in
accordance in the guidelines for Suspected Small for Gestational Age below.
If the SFH is found to be above the 97th centile on the SFH chart in the handheld
notes or polyhydramnios is suspected clinically by the GP then the GP should refer to
DAU for further assessment.
If the growth and amniotic fluid volume are normal, then further scans should not be
arranged or requested.
SUSPECTED SMALL FOR GESTATIONAL AGE
Definition
Small for gestational age (SGA) may be defined as birth weight < 10th centile. The
term does not distinguish between those who have fetal growth restriction (FGR) i.e.
those who have failed to reach their growth potential and those who are
constitutionally small and in fact not all fetuses with FGR will be SGA. There are no
universally used definitions for FGR.
Introduction
SGA fetuses are at greater risk of stillbirth, intrapartum hypoxia, neonatal
complications, impaired neurodevelopment and possibly diabetes and hypertension
in adult life.
A SGA fetus or baby may be constitutionally small; i.e. have reached their growth
potential and ‘normal’. However, there may be other underlying causes including
placental insufficiency, chromosomal and other genetic abnormality, congenital
infection and maternal disease.
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For full details on the management of the suspected SGA fetus or management of
those at risk of an SGA fetus please see the Kingston Hospital Management of the
SGA Fetus Guideline.
How Should We Measure Fetal Growth?
Both abdominal palpation and symphyseal height measurement (SFH) have limited
accuracy to predict an SGA fetus. However, routine ultrasound scans for growth in
the third trimester have not been shown to improve outcome in low risk pregnancies
and therefore measurement of SFH is used as a screening test in routine care.
Routine Management in Low Risk Pregnancy
Symphysis-Fundal Height (SFH)







All women should have the SFH measured at each antenatal visit from 24 weeks
gestation. Each time it is taken the SFH measurement should be plotted on the SFH
chart in the handheld notes.
The normal range between 24 and 36 weeks of the SFH is considered normal if it is
within 2 cm of the gestational age (GA) and after 36 weeks the SFH is considered
normal if it is within 3 cm of the gestational age.
However, there is some evidence plotting the serial measurements on a SFH chart
improves the detection of the SGA fetus.
If the SFH measurement is less than the 10th centile on the SFH chart in the
handheld notes or there is static growth over 4 weeks then a growth scan should be
requested, if the woman has not had one in the last 2 weeks.
The GP should refer to DAU to arrange the scan if the above criteria are met.
The scan should usually be performed within 2-3 working days of the request. If the
request is in the context of current reduced fetal movements (second presentation or
other risk factors) then the scan should usually be performed within 24 hours if
possible as per the Reduced Fetal Movement guideline.
Management in High Risk Pregnancy
All women will have the risk assessment for fetal growth restriction and preeclampsia in the handheld notes completed by the booking midwife (see table
above). If a risk factor is present the booking midwife should refer the woman to her
GP and recommend taking Aspirin 75mg once a day from 12 weeks if no
contraindications.
All women will have uterine artery Dopplers measured at their anomaly scan at 18+020+6 weeks. This will triage further growth scans in the third trimester.
If the uterine artery Dopplers are abnormal a growth scan will be arranged at 28 and
36 weeks and an appointment will be made in the consultant ANC after the scan at
28 weeks.
If the uterine artery Dopplers are normal and there were no risk factors for FGR on
the booking assessment the risk of FGR is low and therefore no further growth will be
arranged.
If the uterine artery Dopplers are normal but there were risk factors for FGR on the
risk assessment the risk of early FGR is low but a growth scan will be arranged at 36
weeks and consultant led care will continue in the Antenatal Clinic.
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PATHWAY OF CARE FOR SUSPECTED SMALL FOR GESTATIONAL AGE FETUS

Measure SFH > 24/40
If:
th
SFH <10 centile on SFH chart
then:

Refer for growth scan within 2-3 working days.
SpR/Cons/ MW to fully completed form.
Book at reception at KH or discuss with KH ANC
coordinator and arrange ANC follow-up.

SCAN
If scan >2/52 ago measure
/HC/AC/FL/EFW
Measure deepest pool if subjectively
abn or abn growth
Do Umbilical artery Doppler > 24 weeks
And MCA Doppler > 28/40

Normal Scan
(Normal growth,
AC/EFW > 10th,
normal AFV)
Reassured by
sonographer

Reduced growth +/- AFV
(AC or EFW < 10th, or
growth crossing centiles
=/- DP <2cm)
-

Ensure routine
antenatal F/U

-

Refer to DAU on day
of scan
Book scan FM
consultant 2/52
DAU: Antenatal check
CTG
Medical review SpR
or Cons

Normal growth +
Reduced AFV
(AC or EFW >10th &
DP <2cm)
-

Refer to DAU on
day of scan
Book scan with
sonographer 2/52
DAU: Antenatal
check
CTG
Consider
speculum
Medical review
SpR or Cons

Reduced growth
& abn Dopplers
(UA PI >95th, AEDF
or REDF
or MCA PI <5thor DV
absent or reversed a
wave or PI > 95th)
-
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10.

HYPERTENSION
Definitions


Chronic hypertension is hypertension that is present at the booking visit or before
20 weeks or if the woman is already taking antihypertensive medication when
referred to Maternity Services. It can be primary or secondary in aetiology.



Gestational hypertension is new hypertension presenting after 20 weeks without
significant proteinuria.



Pre-eclampsia is new hypertension presenting after 20 weeks with significant
proteinuria.



Severe pre-eclampsia is pre-eclampsia with severe hypertension and/or with
symptoms, and/or biochemical and/or haematological impairment.



Mild hypertension = 140-149 / 90-99



Moderate hypertension = 150-159/100-109



Severe hypertension  160/110



Significant proteinuria is defined as a Protein Creatinine ratio (PCR) > 30mg/mmol
or a 24 hour urine collection protein of > 0.3g/24 hours.
Criteria for DAU Referral








Systolic blood pressure (BP) >140 and / or diastolic BP of >90 mmHg on two
separate occasions at least 30 minutes apart.
Generally women with BP ≥ 160/100 and any woman with hypertension as above
and ≥ +1 proteinuria should be seen in the Maternity Unit on the day of referral. Other
women, i.e. those with BP <160/100 and no proteinuria and no symptoms could be
seen within 48 hours.
All women with BP ≥ 160/110 on referral should be seen on Labour Ward rather than
DAU.
Women with BP <160/110 should be seen in DAU.
Please call DAU for all women who you feel need assessment in DAU or Labour
Ward.
Measurement of BP










Manual BP measuring devices should ideally be used to measure BP as automated
devices may underestimate BP. Where automated devices are used they should be
calibrated against a manual device.
The woman should be seated or semi-recumbent (45).
Remove tight clothing, ensure arm is relaxed and supported at heart level.
If the upper arm circumference of the woman is >33 cm then you need to use a large
cuff and if it is >41cm the use a thigh cuff.
Inflate cuff to 20–30 mmHg above palpated systolic BP.
Lower column slowly, by 2 mmHg per second or per beat.
Read BP to the nearest 2 mmHg.
Measure diastolic BP as disappearance of sounds (Phase V).
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Subsequent DAU and ANC Follow-up
Once a woman is diagnosed with pre-eclampsia she will be admitted and is highly
likely to remain an inpatient until delivery.
If the woman with gestational or chronic hypertension is > 37 weeks then
consideration should be made for delivery after discussion with a consultant and a
vaginal examination if vaginal delivery planned.
Once the charts below have been followed for initial assessment of hypertension + /proteinuria, if the woman is not admitted then DAU and ANC follow-up may be
arranged as per the charts or after inpatient discharge or at the request of medical
staff. The frequency and pattern of monitoring in DAU and ANC should be a decision
at consultant level. For those with hypertension <150/100 and no proteinuria this may
be once a week. However, for all other women it is likely to be twice a week. For
women who require more frequent DAU assessment consideration should be made
to inpatient management. It is essential the woman is seen in the consultant ANC in
addition to DAU to ensure continuity of care. If only BP and urinalysis monitoring is
required then consider follow-up by GP, community midwife or home monitoring by
the woman.
All women undergoing regular DAU assessment for hypertension will require
routine ANC review in addition to the attendances at DAU. The frequency of the
ANC appointments and DAU follow-up should be booked in discussion with
the consultant.
Antihypertensive medication should be commenced to maintain blood
pressure below 150/100mmHG or if there is target organ damage, below
140/90mmHg.
Delivery of Women at Risk of Pre-eclampsia
The decision for delivery (timing and mode) should be made by a consultant. As a
guide delivery will usually be considered at the following gestations onwards as
agreed by the consultant:
Gestational hypertension: > 37 weeks.
Chronic hypertension: > 37 weeks unless BP  160/110 then consider earlier.
Pre-eclampsia:




< 34 weeks: it should be documented in the notes the maternal and fetal indications
for delivery
34-36+6 weeks: severe PET, may consider in mild-moderate PET if other concerns in
maternal or fetal condition and the timing should be agreed with NNU team
> 37 weeks: mild – moderate PET within 24-48 hours
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REFERRAL WITH NEW HYPERTENSION / NO PROTEINURIA

3 BPs over 20 mins & calculate mean,
urinalysis, abdominal palpation

Mean SBP ≤ 140
and DBP ≤ 90
No proteinuria

Mean SBP >140
or DBP > 90
No proteinuria

Moderate / severe gestational
hypertension
SBP ≥ 150 or DBP ≥ 100

Medical review

Mild gestational hypertension
SBP <150 and DBP < 100:
Book ultrasound scan if < 34/40
No bloods
CTG if fetal concerns or RFM
For Medical review and consideration to delivery
+/- VE if > 37 weeks

Severe gestational Hypertension: SBP ≥ 160 or DBP ≥110
Consider delivery +/- VE if > 37 weeks
PET bloods, CTG and ultrasound scan
Clerk and admit to antenatal ward
Start treatment
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Discharge to ANC / community
(BP / urine in 1 week
by MW / GP )

Home if < 37 weeks
Review in 1 week in DAU or ANC

Moderate gestational hypertension: SBP=150-159 or DBP=100-109
Consider delivery +/- if > 37 weeks
PET bloods, ultrasounds scan if < 34/40
CTG is fetal concerns or RFM
Likely to require treatment
Admit or manage as outpatient after D/W consultant
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REFERRAL WITH NEW HYPERTENSION AND PROTEINURIA

3 BPs over 20 mins & calculate mean,
urinalysis, abdominal palpation
Mean SBP > 140 or
DBP > 90
proteinuria ≥ +1

Mean SBP >140
or DBP > 90
No proteinuria
Follow chart above for
hypertension and no proteinuria

Urine PCR
Consider MSU

Medical Review
If PCR ≤ 30
manage as gestational hypertension

If PCR > 30:
If > 37 weeks consider VE & delivery
PET Bloods, Ultrasound if < 37 weeks, CTG

Mild Pre-eclampsia:
SBP 140-149 or DBP 90-99 & PCR>30
Admit & D/W consultant
Consider VE & delivery if > 37 weeks
Does not require treatment, BP x4 / day
If discharged review in DAU/ANC x2/wk:
PET bloods x2 / week, CTG weekly &
Ultrasound 2-4 wks unless fetal concerns
No need to repeat PCR
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Mean SBP ≤ 140
or DBP ≤ 90
proteinuria ≥ +1

Urine PCR
Consider MSU
If PCR > 30
For Medical Review

PET Bloods
Treat proven UTI
If bloods normal discharge home
Has gestational proteinuria:
at risk of developing PET
Review DAU or ANC 1 week

Moderate Pre-eclampsia:
SBP 150-159 or DBP 100-109 & PCR>30
Admit & D/W consultant
Consider VE & delivery if >37 weeks
Likely to require antihypertensive treatment
Aim for BP <150/80-100, BP x4 / day
If discharged review in DAU/ANC x3/wk:
PET bloods x3 / week, CTG weekly & Ultrasound
2-4 wks unless fetal concerns
No need to repeat PCR

Mean SBP ≤ 140
and DBP ≤ 90
No proteinuria

Discharge to ANC / community
(BP / urine in 1 week by GP/MW)

If PCR ≤ 30

Discharge home
Ring with MSU result
MW or GP review in 1 week
For BP / urine

Severe Pre-eclampsia:
SBP 160 or DBP 110 & PCR>30
Admit & D/W consultant.
Consider VE & delivery if > 34 weeks
Admit to LW if BP160/110
Treat hypertension
Aim for BP <150/80-100, BP x4 / day
If discharged review in DAU/ANC:
PET bloods x3 / week, CTG weekly & Ultrasound 2-4 wks
unless fetal concerns
No need to repeat PCR
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11.

OBSTETRIC CHOLESTASIS
Definition and Diagnosis
 Obstetric cholestasis (OC) is a liver disease unique to pregnancy and is also referred
to as ‘Intrahepatic Cholestasis of Pregnancy’.
 OC is diagnosed when otherwise unexplained pruritus occurs in pregnancy in the
presence of abnormal LFTs and / or raised bile acids and both resolve after delivery.
Pruritis that involves the palms and the soles of the feet are particularly suggestive.
The differential diagnosis includes:






Gallstones
Exacerbation of underlying liver disease
Viral hepatitis (acute / chronic)
Hepatitis C (increased risk of OC)
Pre-eclampsia / HELLP / Acute fatty liver of pregnancy (Check urine for protein and
blood pressure)
 Drug hepatotoxity e.g. antiretrovirals
 Hyperemesis
Background





Prevalence in the UK is approximately 0.7%.
The aetiology of the condition is unknown.
There is a 45-70% chance of recurrence in subsequent pregnancies.
There is a potential increased risk of stillbirth. However, there is no evidence that
regular ultrasonography, Doppler or cardiotocograph (CTG) are useful in preventing
fetal death.
 There is no clear relationship between the degree of liver abnormality (LFTs or bile
acid level) and the risk of fetal death, although there is some evidence of poor fetal
outcome with Bile acids > 40 μmol/L.
 Evidence suggests that treatment with Ursodeoxycholic (UDCA) acid can reduce liver
enzyme abnormalities, pruritus and prolong pregnancy, but the effect on perinatal
outcome is unknown.
Signs, Symptoms and Presentation
 Pruritus (itching) particularly affecting the palms of the hand and the soles of the feet,
usually occurring in the third trimester of pregnancy.
 In OC there is a rise in serum bile acids and serum liver enzymes e.g. alanine
transaminase (ALT).
 In severe cases there can be a derangement of clotting factors and a rise in the
bilirubin.
Risks to the Woman
 Anxiety and sleep deprivation due to intense pruritus
 Vitamin K deficiency
 Increased risk of postpartum haemorrhage (PPH)
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Potential Risks to the Fetus
The risk of OC to the fetus may include:





Intrapartum fetal distress
Passage of meconium
Spontaneous preterm delivery
Intra-uterine fetal death. The additional risk of stillbirth in this condition above the
general population has not been determined but is likely to be small
 Latrogenic preterm delivery
The severity of symptoms does not correlate with maternal or obstetric
outcomes. A recent study from UKOSS that looked at women with severe ICP
(BA >40) and a large Swedish observational study showed that the probability
of preterm delivery, asphyxial events, and green staining of placenta and
membranes did not increase until bile acid levels exceeded 40 μmol/L.
There is no specific method of antenatal monitoring for the prediction of fetal
death and ultrasound and cardiotocography are not reliable.
Principles of Management
Management includes early identification of the condition, regular biochemical
assessment and offer of induction of labour at 37-38 weeks. The pathway below
shows how to identify the abnormal biochemistry findings of obstetric cholestasis:










The Kingston Hospital reference range for normal ALT values (<33) applies to nonpregnant subjects. The upper limit of normal ALT is reported to be around 20% lower
in pregnancy – therefore we should use ALT > 30 as abnormal.
Bile Acids are raised if >10 μmol/l and this may be the only abnormality. If these are
abnormal then this needs to be documented and the women should have the BA
monitor weekly up until 37 weeks and twice weekly from 37 weeks onwards along
with LFTs. Serum bile acid levels are now analysed at Kingston. Routinely these
samples are analysed twice a week on a Monday and a Thursday. If the sample is in
the Lab by 9am on these days you should receive the results back later that day.
In severe cases the bilirubin may be raised and the clotting deranged.
If the BA are normal (<10) but the LFTs are raised then other causes of transaminitis
need to be considered and it may be appropriate to consider further tests. This
includes a viral screen for hepatitis A, B, EBV and CMV (these should be done if
clinical picture supports this diagnosis- e.g. fever, lymphadenopathy). In all cases
hepatitis C should be tested as this diagnosis is more common in women with OC.
Additional investigations that also need to be considered are a liver autoimmune
diseases and screening for primary biliary cirrhosis. (anti smooth muscle and antimitochondrial antibodies) as well as an abdominal ultrasound which may detect the
presence of gallstones These investigations do not need to be requested on all
women but may need consideration especially if the transaminases are markedly
elevated.
LFTs will eventually return back to normal after delivery but this may take several
weeks.
The aim is to ensure fetal and maternal wellbeing.
All referrals and treatment plans must be documented in the woman’s handheld
notes. The woman and her partner must be kept fully-informed and involved in her
care.
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Initial Management
Women with a history of itching without rash discovered at their routine GP antenatal
visit should be referred to DAU for assessment and to have blood taken for LFTs. If
these results are normal the woman will be able to continue to have routine antenatal
clinic follow up. The LFTS should be repeated after 2 weeks if they remain
symptomatic with symptoms typical of obstetric cholestasis.
If the LFTs +/- bile acids are abnormal the woman should be referred for review in
DAU within the next few days.
Confirmed Obstetric Cholestasis
If a woman with itch and no rash has 2 raised ALT results (2-3 days apart) and raised
Bile acids she has confirmed Obstetric Cholestasis.










Further follow-up will be in DAU and the hospital ANC.
Ursodeoxycholic acid (UDCA) maybe prescribed 500mg orally BD after medical
review and if agreed by the woman. UDCA should reduce the itch and improve the
abnormal LFTs but is not associated with an improvement in outcome and women
should be informed of this. The dose can be increased if there is no improvement in
symptoms to a maximum of 2g/day. UDCA is not licensed for use in pregnancy, but
there are no reports of serious adverse fetal or maternal effects.
Vitamin K (water soluble menandiol) 10mg daily may also be prescribed if there is
steatorrhoea or prolongation of the prothrombin time.
The following may be useful for relief of symptoms:
- Menthol 2% in aqueous cream.
- Chlorpheniramine (Piriton) 4 mg t.d.s. (beware, causes drowsiness).
- Calamine lotion.
There is no evidence that either serial ultrasonography or serial cardiotocographs
(CTGs) can prevent stillbirth and therefore these will not be routinely offered.
Ongoing follow-up and delivery will follow the flowchart below.
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Obstetric Cholestasis

MATERNAL ITCHING WITHOUT A RASH
GP / Hospital or Community Midwife to take blood for LFTs
Abnormal biochemistry
ALT>30 iu/L

Normal biochemistry

Refer to DAU within the next few
days. Repeat LFTs. Take bile
acids unless already done so

Repeat LFT’s in 2 weeks if
remains symptomatic in ANC

Raised ALT x2 & bile acid
>10μmol/L and Itch without
rash =
Obstetric Cholestasis

Pruritus
resolves return
to ANC
Low risk care

2 x raised ALT & normal bile
acids with equivocal symptoms

In ANC or DAU discuss:
 Ursodeoxycholic acid 500mg bd orally
 Prescribe menthol in aqueous cream if required for itching
 Discuss IOL from 39 week if BA < 40
 Discuss IOL from 37 weeks if BA  40

Weekly LFTs & BA and review
in DAU
Twice weekly from 37 weeks

ALT rising despite UDCA or
ALT > 200

Discuss with consultant if no
response to UDCA / ALT > 200 / any
concerns
Offer IOL from 37 weeks if BA  40
Offer IOL from 39 weeks if BA < 40

On discharge arrange for repeat
LFTs 2 weeks after the delivery

Send blood for hepatitis
serology* & autoimmune screen*
and arrange a liver ultrasound
and refer to Consultant antenatal
clinic within the next week.

Commence vitamin K 10mg only if prolonged PT and
steatorrhoearally once daily
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12.

REDUCED FETAL MOVEMENTS
Normal Fetal Movements
Fetal movement is defined as any discrete kick, flutter, swish or roll, but there is no official
definition of what constitutes ‘decreased fetal movements’ and how women should monitor
them so it often makes the diagnosis difficult.
Most women are aware of movements by 20 weeks gestations although multiparous
women may feel them from 16 weeks. The number of movements increases until 32 weeks
after which a plateau is reached and the frequency (i.e. number) of movements each day
stays the same, although the type and vigour of the movement may change towards term.
By term most babies move around 31 times per hour and the longest period between
movements is about 50-75 minutes. Women often notice a cyclical pattern to movement
with peak in the afternoon and evening and regular sleep cycles. Fetal activity perception is
increased by lying down in a quiet room, and often decreased if the placenta is anterior.
Babies tend to move more with elevation of glucose levels and reduce in the presence of
sedating drugs in the maternal circulation (e.g. alcohol, benzodiazepines, methadone) or
increased CO2 (i.e. smoking). Women should be advised regularly in pregnancy that they
should be aware of movements up to and including the onset of labour and should report
any decrease or cessation to their Maternity Unit. They should be specifically asked about
fetal movements at each antenatal clinic visit from 24 weeks.
Reduced Fetal Movements
Maternal perception of reduced fetal movements (RFM) is one of the most frequent reasons
for antenatal attendance and a common concern in pregnancy (5-15% of women). A
sudden decrease in fetal movement is clinically important as it has been associated with
adverse fetal outcome such as:








Stillbirth
Fetal growth restriction
Fetal distress
Preterm birth
Congenital malformations
Polyhydramnios
Hydrops or feto-maternal haemorrhage
Most women (55%) experiencing a stillbirth have decreased fetal movements prior to
diagnosis, thus it may be a sign of impending fetal hypoxia. Inappropriate response by
clinicians to these decreased movements may contribute to a poor outcome so it is
important that women presenting should be appropriately risk assessed and investigated
further as necessary.
Assessment of Decreased Fetal Movements
The best way to assess fetal movements is by subjective maternal perception. If the mother
feels the movements have reduced, they probably have reduced. There is no evidence that
asking women to formally count their baby’s movement does any more than increase
anxiety so this should not be done routinely.
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If a woman is aware of decreased or absent movement she should contact the Maternity
Unit and attend immediately. If she is unsure if they are reduced, she should lie on her side
for 2 hours and focus on movement. If she does not feel 10 or more in 2 hours she should
contact the maternity unit for assessment.
Management of Women Presenting with Reduced or No Fetal Movements
The aim is to assess the woman and baby in a timely manner, firstly to exclude fetal death,
then to exclude fetal compromise and identify pregnancies at risk of adverse outcome.
Management of RFM within ANC
Enquiries regarding fetal movement should be made of all pregnant women from 24 weeks
gestation as part of routine antenatal care. The management of a woman with RFM should
follow the flowcharts below.
A full and detailed history should be taken from the mother in ANC including medical and
obstetric history. The abdomen should be palpated and the symphyseal fundal height
measured.
If the woman is <28 weeks and the FH is normal on the sonicaid the woman should be
reassured as below and reviewed in DAU is not required.
If the woman is ≥ 28 weeks or there are other concerning features in the history, then she
should be referred to DAU for further assessment. Outside DAU opening hours the woman
should be referred to Maternity Triage.
Once referred to the Maternity Unit the woman will be managed according to the flowchart
below.
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Flowchart for Management of Women Presenting with Reduced Fetal Movements
Woman Presents with Reduced Fetal Movements







History to establish Risk Factors (see box 1)
Confirm RFM (<10 in 2hrs)
Blood pressure & Urine
Palpate abdomen
Measure SFH if >24+0 Weeks

< 28 weeks

≥ 28 weeks

Listen to fetal heart with a sonic
aid

If Risk
Factors

CTG

If Risk
Factors

If no Risk
Factors

Discharge, give
advice and arrange
a follow-up

Second episode of RFM (2
episodes within 21 days) or first
episode of RFM with Risk Factors
If no scan within the last 3 weeks,
arrange a growth scan within 24
hours if possible
Consider IOL if >39 weeks

Review by SpR / Consultant

If no Risk
Factors

Discharge, give
advice re persistence
RFM and arrange a
follow up
Arrange ultrasound
scan if > 37 weeks
and not had a scan
within the last 3
weeks.
Consider IOL if >39
weeks

On discharge arrange follow up in
Consultant ANC and give advice re
persistent RFM
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13.

URINARY TRACT INFECTION
Suspected or Asymptomatic Urinary Tract Infection
If women present with symptoms of a possible urinary tract infection (UTI) then the
urine should be dipsticked and an MSU sent. This will usually be done through
routine Antenatal Clinic. However, if the woman self presents (with abdominal pain,
dysuria, frequency or haematuria) between antenatal visits she should be reviewed
on DAU or by her GP.
GP Review
Women can be assessed and managed by their GP if they present to their GP with
symptoms or as part of a routine antenatal visit. The GP should do the following:








Full history and review of the antenatal notes
Temperature, pulse, BP
Abdominal palpation and full abdominal examination
Listen to the FH (CTG not required routinely)
Dipstick urine for protein, leucocytes and nitrates
Send MSU is dipstick positive
If the woman is well, there is not significant abdominal pain or tenderness and there
are no other fetal or maternal concerns, the woman can be managed without referral
to the Maternity Unit with a plan made for the woman to receive the MSU results.
If there are any concerns the woman should be referred to DAU.
If a urine dipstick is positive for nitrite then empirical treatment can start pending C&S
results if the woman has associated symptoms. Haematuria and proteinuria are
unreliable signs of a UTI but important signs of renal disease and these woman
require medical review if the MSU is negative.
High Risk of UTI








History of asymptomatic bacteriuria
Previous recurrent UTIs
Pre-existing renal disease
Sickle cell disease and trait
Diabetes Mellitus (not gestational diabetes)
Low socioeconomic group
Asymptomatic Bacteriuria
Confirmed bacteruria with no symptoms affects 4 – 7% of all pregnant women. 40%
of these women, if left untreated, will develop acute symptoms, accounting for 6070% of all cases of symptomatic UTI (urinary tract infection). This is more common in
women who have had a renal transplant or have diabetes mellitus.
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Management


Give 3 day’s antibiotics according to sensitivities of the causative organism and
known allergy.
Follow-up MSU should be obtained 1 week after treatment has stopped. Periodic
screening for recurrent bacteriuria should be undertaken during the remainder of the
pregnancy – one repeat MSU after one UTI and monthly with recurrent UTIs.
Approximately 25% of women will have a recurrence during pregnancy and a second
course of treatment will be required based on a repeat culture and sensitivity testing.




Confirmed Acute UTI
Complicates about 1% of all pregnancies of whom 60% have had initial negative
screening. The symptoms are often difficult to distinguish from those due to
pregnancy itself. Symptoms include dysuria, urinary frequency, haematuria,
proteinuria and suprapubic pain. The diagnosis is confirmed by a positive urine
culture.
Management



Antibiotics should be given for 5 – 7 days according to the sensitivities of the
causative organism.
Follow-up MSU should be obtained 1 week after treatment has stopped. Periodic
screening for recurrent bacteriuria should be undertaken during the remainder of the
pregnancy.
The commonest pathogens are:







E Coli (70-80%)
Klebsiella
Proteus
Enterobacter
Staph Saprophyticus
Maternal risks: If untreated approx.. 20% will go on to develop pyelonephritis (1% if
treated). Approximately 30% will have a further UTI. Therefore, there should be low
threshold for a repeat MSU.
Fetal risks: There is an association with untreated UTI and preterm delivery and low
birth weight.
Management





Amoxicillin 500mgs po tds or
Cefalexin 500mg po tds or
Nitrofurantoin (avoid in third trimester) 50mg po qds
Trimethoprim can be used for a short course after the first trimester in well-nourished
women with normal folate status (women taking folate antagonists must be taking
folate supplements) Avoid the use of co-amoxiclav in the second and third trimesters
of pregnancy.
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Prophylactic Regimens
Consider prophylactic treatment after 2 confirmed UTIs. Suitable regimens are:






Nitrofurantoin 50-100 mg nocte
Amoxycillin 250 mg nocte
Trimethoprim 100 mg nocte
Cefalexin 250 mg nocte
Consider renal tract ultrasound to look for underlying structural anomalies.
Acute Pyelonephritis






Symptoms & Signs
80% will have: backache, fever, renal angle tenderness
50% will have urinary tract symptoms, nausea and vomiting
Bacteraemia is present in 15-20%
A small proportion will develop septic shock with increased capillary leak, pulmonary
oedema and hypoptension.
Management
These women should be referred on the same day to DAU or Maternity Triage
(outside of DAU opening hours).
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14.

MANAGEMENT OF BREECH PRESENTATION AFTER 36 WEEKS
Background
The incidence of breech presentation is about 20% at 28 weeks and 3-4% at term, as
most of fetuses turn spontaneously. Persistent breech presentation may be
associated with abnormalities of the baby, the amniotic fluid volume, placental
localisation or the uterus. It is widely recognised that breech presentation, whatever
the mode of delivery, is a signal for potential fetal handicap, due principally to
prematurity or congenital malformations (Karp et al. 1979).
Breech presentation is the most common mal-presentation. The incidence is higher
in early pregnancy (40% at 20 weeks; 25% at 32 weeks; 3% at Term). Predisposing
conditions include contracted pelvis, bicornuate uterus, fibroid uterus, placenta
praevia, multiple pregnancy, polyhydramnios, oligohydramnios, spina bifida and
hydrocephalus. In the vast majority of cases, however, no cause can be identified
Planned Caesarean delivery of term breech reduces perinatal or neonatal death, or
short term neonatal morbidity (RR 0.33). A two year follow-up of the Term Breech
Trial, however, did not show any difference in infant death or neurodevelopment
delay at two years between planned Caesarean and vaginal breech. External
cephalic version (ECV) from 37 weeks gestation has been shown to reduce the
likelihood of breech presentation at birth by up to 60% and results in cost savings.
(NICE 2008).
All women who present with breech presentations at 36 weeks or more to the
GP should be referred to DAU for review. This can be on the same day or in the
following 2-3 days.
In DAU the midwife will perform a portable ultrasound to confirm the breech
presentation and if confirmed they will have a departmental ultrasound to exclude
contraindication and the woman will be counselled regarding an External Cephalic
Version (ECV).
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15.

NO FETAL HEART AUDIBLE
Women self-referring with reduced fetal movements to Kingston Hospital ≥18+0
weeks should be seen in DAU or in Maternity Triage outside of DAU opening hours.
If a woman ≥ 18 weeks is seen in the GP practice and no fetal heart is audible
during auscultation with a Sonicaid or Pinard then the woman should be
referred urgently to DAU or to Maternity Triage outside of DAU opening hours.
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MANAGEMENT OF INFECTIOUS DISEASES
Group B Haemolytic Streptococcus Infection
Background
Group B Streptococcus (GBS) is a common bacterium carried in the gut of an
estimated third of the population. For most of the population being a GBS carrier is
harmless. For some it may result in GBS infection. This is of concern in pregnant
women, especially with prolonged rupture of membranes (PROM), where the
newborn may come into contact with GBS bacterium if GBS is identified in current
pregnancy or where the mother had previous baby that was infected with GBS.
Newborns are particularly vulnerable because of their low immune status and may
develop infection before, during or after birth. Neonatal GBS infection is rare,
affecting 0.5/1000 births but remains potentially fatal in 10% of cases with surviving
babies at risk of serious physical and mental disabilities.
Risk Factors
The following may expose a baby to GBS infection:







Maternal GBS colonisation, infection or bacteruria identified in current pregnancy
GBS detected in previous pregnancy
Previous GBS infected infant
Maternal pyrexia in labour 38°C or higher and/or suspected / confirmed
chorioamnionitis
Preterm birth less than 37 weeks gestation
PROM in babies with one or more of the above risk factors.
Antenatal Management
GBS Bacteriuria: All women found to have GBS positive bacteriuria should be
treated with appropriate antibiotics at time of diagnosis. They should be treated in
primary care or in hospital by whoever takes the sample and the result should be
documented in the handheld notes. They should additionally be offered prophylactic
intravenous antibiotics in labour.
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Early pregnancy GBS positive rectal / vaginal colonisation: If detected
incidentally in early pregnancy, prophylactic use of antibiotics does not reduce the
risks in labour and so antenatal treatment with antibiotics is not recommended.
Intrapartum antibiotics should be offered as below.
Pre-labour rupture of membranes with GBS or sepsis risk factor/s: Women who
present with pre-labour ruptured membranes and one or more risk factors require
immediate IOL and prophylactic antibiotics.
Preterm SROM with GBS risk factor/s: Evidence shows only 50% of women who
present in preterm labour will go on to deliver baby. Therefore management will be
on an individual basis and presentation.
Commence with antibiotic prophylaxis only where delivery imminent and where a
GBS risk factor identified in this pregnancy and/or where previous sibling had GBS
neonatal infection.
Intrapartum Management
Please refer to the Kingston Hospital Guideline on Group B Streptococcus for more
details.
Women who have any of the risk factors above present and are in labour will be
offered intravenous antibiotic therapy at the onset of labour until delivery. This is
especially important in the presence of 2 or more risk factors.
If the risk factors are diagnosed antenatally then the woman will have a yellow GBS
sticker on the front of her handheld notes.


Chickenpox in Pregnancy
Women who potentially may have chicken pox (Varicella Zoster infection) should
ideally be managed in the community (via midwives or the GP).
The incubation period is 1-2 weeks and the disease is infectious 48 hours before the
rash appears until the vesicles have crusted over.
Establish if Susceptible to Chickenpox
If there is a history of pre-pregnancy maternal chickenpox, then adequate immunity is
highly likely and no further action is necessary (90% of women). If uncertain check
antibody titre (this can usually be done from the original booking bloods - the GP
should ring Microbiology directly).
If Susceptible to Chickenpox
If women are shown to be non-immune then Varicella-zoster immunoglobulin (VZIG)
is of benefit in reducing the chance of developing varicella up to 10 days following
exposure. Discuss with Microbiology - ideally this should be managed in the
community.
Non-immune pregnant women who have been exposed to chickenpox should be
managed as potentially infectious from 8–28 days after exposure if they receive VZIG
and from 8–21 days after exposure if they do not receive VZIG.
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If there any problems or queries the GP should call DAU for advice rather than
sending the woman to the maternity unit. If they are unable to have the VZIG in the
community then they should come to A&E rather than DAU or the Maternity Unit.
This should be arranged in discussion with microbiology and / or DAU.
Confirmed Chickenpox
In those who develop varicella, acyclovir is effective at reducing varicella symptoms if
given within 24 hours of the rash developing. Informed consent for treatment is
required. Acyclovir is usually reserved for use after 20 weeks gestation, but can be
consider before 20 weeks gestation. Specifically ask the women about respiratory
symptoms and have a low threshold for admitting a woman who has these or who is
unwell with varicella- they may require IV Acyclovir.
Chickenpox Prior to 20 Weeks
The risk of congenital varicella syndrome is estimated at 1-2%. There is no increased
risk of miscarriage in the first trimester. If the woman has confirmed chickenpox in the
community then the GP should DAU and they will arrange in appointment in the Fetal
Medicine ANC after the infectious period and from there an ultrasound will be
arranged with a fetal medicine consultant 5 weeks after exposure or at 19 weeks
(whichever is sooner).
Chickenpox between 20 and 36 Weeks
The literature suggests that varicella is unlikely to cause harm to the fetus at this
stage, but is should be clearly documented in the patient’s notes. The woman should
be referred to the Fetal Medicine ANC via the process above.
Chickenpox after 36 Weeks and/or at the Time of Delivery
There is a significant risk of delivery before the fetus acquires passive immunity from
the mother, particular if the fetus is exposed within 5-7 days of delivery. These
women should be discussed with DAU or the registrar or consultant on call.
If the baby is delivered within 7 days of the onset of the rash, then the baby should
also receive VZIG.
Chickenpox in the First 7 Days of Life
If the mother is susceptible and the newborn is up to 7 days old, the baby should be
given VZIG. Urgent paediatric referral is required.


Parvovirus B19 in Pregnancy
Background
Parvovirus B19 presents as a bright red macular rash - ‘slapped cheek syndrome’
and/or as peripheral, symmetrical joint discomfort. Asymptomatic infection may also
occur. Infection is of clinical relevance prior to 20 weeks when the resulting fetal
anaemia may lead to hydrops and fetal loss (9%). Parvovirus is common in childhood
and continues at a low rate throughout adult life. The peak incidence is in late winter
and early spring.
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Fetal Risks
In maternal infection there is transplacental transmission in 5-25 % of women before
20 weeks gestation with the highest risk for fetal loss at 9-16 weeks gestation.
Fetal infection is not associated with congenital abnormalities but leads to fetal
anaemia, leading to non-immune hydrops, which can in turn lead to miscarriage,
preterm labour and intrauterine death. Fetal hydrops has been reported between 1
and 20 weeks after maternal infection-the mean occurrence 6 weeks.
Women Reporting Exposure to Parvovirus
If women have been exposed to Parvovirus infection then their immunity can be
checked from their booking bloods. The GP can discuss directly with microbiology or
can DAU for advice.
If the woman is confirmed as immune (maternal IgG positive and IgM negative), then
no further action is required and she should be reassured.
If she was non-immune at booking then she should have bloods taken after the
exposure. The timing of these should be discussed with microbiology but is usually 35 weeks after exposure. This will usually be arranged by the screening midwives.
Confirmed Maternal Parvovirus Infection
If maternal Parvovirus infection is confirmed in pregnancy before 20 weeks then a
fetal medicine consultant scan will be arranged by the screening midwives around 4
weeks after the sero-conversion. They will scan for growth, signs of hydrops and fetal
anaemia and will usually scan every 2 weeks until 12 weeks post infection or until 30
weeks
If maternal Parvovirus infection is confirmed in pregnancy after 20 weeks then an
appointment will be made in the fetal medicine ANC by the screening midwives.
There is minimal risk to the fetus. A scan can be made 6-8 weeks after the primary
infection for reassurance if appropriate.


Herpes Simplex
Please refer to the RCOG / BSHH Guidelines on the Management of Genital Herpes
in Pregnancy (2014).
Primary Infection
These women will usually be seen in the Consultant ANC during the pregnancy and a
plan of care made. The GP can contact the DAU for advice or the registrar or
consultant on call if necessary.
First and Second Trimester Acquisition
Management should be in line with the woman’s clinical condition and may involve
the use of oral or intravenous Acyclovir in standard doses. Management should
include review by a genitourinary physician. In general, the pregnancy may be
managed expectantly and vaginal delivery anticipated. There is insufficient evidence
as to whether prophylactic Acyclovir in the last 4 weeks of pregnancy may reduce the
risk of recurrence at term and hence the need for LSCS.
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Third Trimester Acquisition
Caesarean section should be considered for all women having a first attack of herpes
simplex in the third trimester, particularly those with symptoms within 6 weeks of
delivery because the risk of viral shedding in labour is high. If vaginal delivery is
unavoidable then both mother and baby should be treated with Acyclovir.
Recurrent Herpes
Antiviral treatment is rarely indicated for treatment of recurrent episodes of genital
herpes during pregnancy. For all women with recurrent genital herpes the mode of
delivery in the event of a recurrent infection during labour should be discussed during
the antenatal period and recorded in the notes by an obstetrician within Antenatal
Clinic. A recurrent episode of genital herpes occurring during the antenatal period is
not an indication for delivery by Caesarean section.
For women with a history of recurrent genital herpes, who would opt for Caesarean
delivery if HSV lesions were detected at the onset of labour, daily suppressive
acyclovir given from 36 weeks of gestation until delivery may be given to reduce the
likelihood of HSV lesions at term.
Women presenting with recurrent genital herpes lesions at the onset of labour should
be advised that the risk to the baby of neonatal herpes is very small (0-3%).
Caesarean section is not routinely recommended but the mode of delivery should be
discussed with the woman and individualised according to the clinical circumstances
and the woman’s preferences. Invasive procedures in labour should be avoided for
women with recurrent genital herpes lesions and the neonatologist should be
informed.
References
Kingston Hospital Guideline on Group B Streptococcus (2013)
RCOG Green top Guidance on Chicken Pox in Pregnancy (2015)
RCOG and BASHH Management of Genital Herpes in Pregnancy Guideline (2014)
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17.

ANTI-D PROPHYLAXIS
Prior to the availability of anti-D immunoglobulin the incidence of Rh D sensitisation
in D negative women and haemolytic disease of the fetus and newborn due to anti –
D was a significant cause of morbidity and mortality.
Following routine post-partum administration of anti-D immunoglobulin the rate of
sensitisation dropped to 2%. A further reduction in the sensitisation rate was
achieved by the introduction of routine antenatal prophylaxis during the third trimester
of pregnancy. This reduction in sensitisation has led to a reduction in mortality
associated with HDFN.
These findings contributed to National Institute of Clinical Excellence (NICE)
recommendation that all D negative pregnant women, who do not have anti-D
antibodies should be offered routine prophylaxis with anti-D immunoglobulin during
the third trimester of pregnancy.
All women are offered a blood test at their ‘Booking’ appointment to determine their
blood group and Rhesus factor and screening for red blood cell antibodies. The
results of this test will identify those women who are rhesus D negative.
All D negative women who have not been previously sensitised should be offered
routine antenatal prophylaxis. All D negative women should be made aware of their
status and relevance to their pregnancy, stipulating the importance of seeking
medical advice following any episode of vaginal bleeding and/or potential sensitising
events.
Where anti-D is detected in the blood sample, a detailed history should be
undertaken to determine whether this is immune or passive (as a result of a previous
injection of anti-D immunoglobulin). The woman should be referred to the Screening
Team for further follow-up in the fetal medicine ANC.
Potential Sensitising Events in Pregnancy
Pregnant D negative women with no anti D antibodies should be offered anti-D for
potentially sensitising events in pregnancy:












Amniocentesis, chorionic villus sampling, cordocentesis
External cephalic version
Abdominal trauma (sharp/blunt, open/closed)
Ectopic pregnancy
Evacuation of a molar pregnancy
Evacuation of Retained Products of Conception
Intrauterine death and stillbirth
In-utero therapeutic interventions (transfusion, surgery, laser)
Miscarriage, threatened miscarriage > 12 weeks
Termination pf pregnancy
Delivery – normal, instrumental or Caesarean section
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Following such events anti D immunoglobulin should be administered as soon as
possible and always within 72 hours of the event. They should receive a minimum
dose of 250 IU anti-D immunoglobulin at 12-20 weeks and should receive a minimum
dose of 500IU anti-D immunoglobulin beyond 20 weeks. This is regardless of
whether the woman has already received routine antenatal anti-D prophylaxis
(RAADP) at 28 weeks.
If this deadline has not been met, or if the woman presents after 72 hours, please
discuss with blood transfusion specialist on x 2046.
D negative women presenting with continual uterine bleeding between 12 and 20
weeks gestation should be given 250 IU anti-D immunoglobulin, at a minimum of 6
weekly intervals. Appropriate tests for feto-maternal haemorrhage (FMH) (Kliehauer)
should be carried out for all D negative, non-sensitised, pregnant women who have a
sensitising event after 20 weeks of pregnancy. This is in order to estimate the volume
of FMH to allow the calculation of additional dose(s) of anti-D immunoglobulin
required to clear the fetal cells. If FMH is >4ml is detected, follow-up samples will be
required to check for the clearance of fetal cells. This should be discussed with the
blood transfusion specialist and the woman’s obstetric consultant.
These women will usually be seen in the gynaecology or maternity departments and
the Anti-D will be arranged as required. If the woman is seen by her GP and they feel
they the woman requires anti-D this should be discussed with the Gynaecology SHO
on call < 18 weeks and DAU ≥ 18 weeks.
Routine Antenatal Anti-D Prophylaxis (RAADP)
All D negative pregnant women who have not been previously sensitised should be
offered routine antenatal anti-D prophylaxis with anti-D immunoglobulin between 2830 weeks of pregnancy. The risks and benefits should be discussed in detail and
verbal consent gained prior to the administration of the anti-D immunoglobulin.
It is important that the 28 week sample for blood group and antibody screen is taken
prior to the administration of the anti-D immunoglobulin. This forms a second screen.
References
Kingston Hospital Guideline on Administration of anti-D Immunoglobulin (2015)
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18.

VAGINAL BLEEDING
Vaginal Bleeding at <18 Weeks Gestation
A woman with vaginal bleeding at less than 18 weeks gestation who presents to the
Maternity Unit or DAU should be referred to the A&E Department. If these women are
seen by their GP they should be referred by their GP to the Gynaecology SHO on
call.
Vaginal Bleeding at ≥ 18 Weeks Gestation




Women who ring DAU or are referred by their community midwives or GPs with
bleeding ≥ 18 weeks should have telephone triage by the DAU midwives and asked
to come to DAU or Labour Ward depending on the clinical scenario.
Women who have mild to moderate bleeding, with normal observations and appear
well can be assessed on DAU.
Women who have heavy bleeding, abnormal observations or appear unwell should
be seen on Labour Ward.
Ongoing Management
This depends on the gestation, the amount of bleeding, the presence or absence of
pain, uterine tenderness and the general clinical condition.
If there is no bleeding seen, or minimal bleeding with no pain or tenderness and the
fetal heart beat is heard – these women can generally be discharged back to primary
care after clinical assessment without further investigation.
If there is light bleeding with no pain – at 18-24 weeks these women may be
discharged to primary care at the discretion of the obstetric SpR (if there are no
cervical changes, the general clinical condition is satisfactory and there are no other
concerns). Otherwise admit to the antenatal ward. At >24 weeks admission for 24hour observation may be indicated.
If there is heavy bleeding or bleeding with pain or the woman is clinically unstable
women should be transferred directly to Labour Ward. Clinically stable women should
be admitted to the Antenatal Ward.
An episode of vaginal bleeding will usually move the woman from low risk to high risk
care and consideration will be made to follow up in the consultant ANC.

19.

MATERNAL ANAEMIA
Introduction
Iron deficiency anaemia is the most common cause of anaemia and is the
commonest haematological problem in pregnancy. While the increased demands for
iron are met by mobilising iron stores, and increasing intestinal absorption it is almost
impossible to meet the extra requirements through diet alone. Therefore, if women
enter pregnancy with depleted stores they may develop iron deficiency anaemia later
in pregnancy.
The next commonest cause on anaemia in pregnancy is folate deficiency which is
due to the levels of dietary folate being inadequate in around 25% of women.
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Effective management is needed to prevent adverse maternal and fetal outcomes
and to reduce the need for red cell transfusion. The effect of iron deficiency anaemia
on the pregnant patient may include susceptibility to PPH, preterm labour and low
birth weight babies.
Diagnosis
FBC should be assessed at booking and at 28 weeks in all women.
Anaemia is defined by:




Hb < 110g/l in the 1st trimester
Hb <105g/l in the second and third trimester and
Hb <100g/l postpartum
Though it is generally assumed that a woman who is anaemic in pregnancy is iron
deficient the diagnosis should be confirmed if not responded to oral iron
supplements.
Iron Deficiency Anaemia





Serum ferritin is the first test to become abnormal in iron deficiency
Serum ferritin <12ug/L indicate iron deficiency
serum ferritin <50ug/l iron supplements should also be given
Trial of Oral Iron
For anaemic women a trial of oral iron should be considered as the first line
diagnostic test. The standard oral preparations such as pregaday are combined with
folic acid and are suitable for both prevention and treatment of iron deficiency
anaemia.
A rise in Hb at 2 weeks following iron supplementation is diagnostic of iron deficiency
anaemia.
In iron deficiency the mean cell volume, mean cell haemoglobin and mean cell
haemoglobin concentration are all reduced.
While serum and total iron binding capacity (TIBC) falls in normal pregnancy, levels
below 12ug/L and TIBC of <15% indicate an iron deficiency.
Non-anaemic women identified to be at increased risk of iron deficiency should have
a serum ferritin checked in early pregnancy and be offered iron supplementation if
this is low.
Risk factors for depleted iron stores include:






Menorrhagia
Dietary deficiency
Less than one year since a previous pregnancy
Intestinal infestation – e.g. tapeworm.
All women should be given dietary advice to maximise iron intake and absorption as
it is so prevalent.
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Folate Deficiency
Folate deficiency anaemia causes a macrocytic anaemia, with a raised MCV. The
diagnosis can be confirmed with a serum and red cell folate.
Risk factors for folate deficiency include:



Anti-convulsant therapy, or other folate antagonists
Other haematological conditions – haemolytic anaemia, sickle cell disease,
thalassemia
Antenatal Management






Booking and 28 weeks:
Hb <110g/L start a trial of oral iron. Ferrous sulphate 200mg tds with a source of
vitamin C (orange juice) to increase absorption. Recheck Hb levels 3 weeks after
commencing treatment. If there is no rise in Hb despite compliance, a serum
ferritin should be performed and the patient should be referred to a consultant
obstetrician.
- Hb < 70g/l a serum ferritin and folate should be performed and urgent referral to
consultant obstetrician to investigate and plan management. Do not offer blood
transfusion unless the patient is symptomatic or actively bleeding.
Parenteral therapy should be considered from the 2nd trimester, and in women who
are unable to tolerate oral iron.
Blood transfusion should be reserved for those at risk of further bleeding, imminent
cardiac compromise or symptoms requiring immediate attention.
Parenteral Iron Therapy
This is proven to increase Hb faster than oral iron and replenish iron stores faster
when compared with oral iron therapy. It is reported that fewer postpartum blood
transfusions are required in groups treated with IV iron.
Monofer is an intravenous total dose iron preparation. It provides a slow release of
bio-available iron. There should be an erythropoietic response within a few days, and
ferritin levels return to normal within 1-2 days.
Contraindications include:





Previous hypersensitivity to iron
Acute infection/ inflammation
First trimester of pregnancy
These women will usually be managed in DAU or in the High Risk Triage on Labour
Ward (Oak Room).
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20.

SUSPECTED DVT OR PE
Introduction
Venous thromboembolism (VTE) remains the main direct cause of maternal death in
the UK and sequential reports of MBRRACE-UK (previously called CMACE) have
highlighted failures in obtaining objective diagnoses and employing adequate
treatment.
Clinical assessment of VTE (Deep Vein Thrombosis: DVT and Pulmonary Embolism:
PTE is unreliable and less than half of all women with clinically suspected VTE have
the diagnosis confirmed when objective testing is employed.
Diagnosis
Clinicians must always have a high index of suspicion in view of the potential severity
and mortality associated with VTE.
Women less than 18 weeks gestation suspected to have a DVT can be seen by the
DVT nurse (Ext 2902) on the GP Day Unit. The DVT nurse will review, diagnose and
initiate treatment with Dalteparin, if appropriate.
Women who are 18+0 weeks gestation onwards maybe seen by the Maternity Team
in DAU, Accident & Emergency (A&E) or Labour Ward.
Diagnosis of DVT
Clinical features suggestive of DVT:






Leg pain or discomfort, (especially in the left leg).
Groin pain / hip pain or back pain in ileo-femoral thrombosis.
Swelling, particularly unilateral swelling of the calf or calf and thigh – obvious or
demonstrable by a difference in calf measurements.
Tenderness.
Increased temperature, colour changes.
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Difficulty in walking and lower abdominal pain (particularly in cases of ileo-femoral
thrombosis).
Diagnosis of PTE
Clinical features suggestive of PTE include dyspnoea, chest pain (pleuritic),
haemoptysis, cough, chest signs, faintness, tachycardia, tachypnoea, raised JVP,
low grade pyrexia, collapse, shock and evidence of a DVT.
Diagnosis of Cerebral Vein Thrombosis (CVT)
Although rare, CVT related to pregnancy usually presents in the puerperium. It
presents with headache, vomiting, photophobia, seizures, impaired consciousness
and focal neurological signs.
Any woman with signs and symptoms suggestive of VTE must have objective
testing performed expeditiously and treatment with Dalteparin until the
diagnosis is excluded by objective testing, unless treatment is strongly
contraindicated. There is no evidence to support the use of pretest probability
assessment in the management of acute VTE in pregnancy.
Investigations
D-dimer testing must not be performed to diagnose acute VTE in pregnancy. D-dimer
testing has limited value in pregnancy due to increased physiological levels during
pregnancy.
Investigations in Suspected Cases of DVT





Compression duplex ultrasound.
NB. If the ultrasound is negative, but a high level of clinical suspicion exists,
anticoagulant treatment should be discontinued but the ultrasound repeated on days
3 and 7.
Magnetic resonance venography may be considered in suspected cases of iliac vein
thrombosis.
Investigations in suspected cases of PTE (see RCOG Pathway below for a
summary)








ECG (may be normal except for a sinus tachycardia). Large emboli may show
features of acute right heart strain (right axis deviation, right bundle branch block,
peaked p-waves in lead II); the classical S1, Q3, T3 pattern is rare.
Chest X-ray.
Arterial blood gas (low PaO2 and normal or low PaCO2) can be requested, but is not
a first line.
Compression duplex Doppler must be performed if PTE is still suspected. If
compression ultrasonography confirms the presence of DVT, no further investigation
is necessary and the treatment of VTE should continue.
In those without symptoms and signs of DVT, a VQ scan or CTPA could be
considered straight away, without a compression duplex Doppler scan.
If CXR and Doppler are negative with persistent clinical suspicion of acute PTE, a
Perfusion lung scan (a Q scan only is performed with half dose technetium in
pregnancy at Kingston Hospital) or a computed tomography pulmonary angiogram
(CTPA) must be requested.
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If the CXR is abnormal, or there is cardiopulmonary disease, a CTPA would be
considered rather than a V/Q scan. Such a request can be issued following
discussion with an obstetric and a medical consultant only, as it is vital to
exclude other cases of breathlessness prior to considering investigations
requiring radiation exposure to mother and fetus.
Alternative or repeat testing must be carried out where a Perfusion scan or CTPA
and duplex Doppler are normal but the clinical suspicion of PTE is high.
Anticoagulant treatment must be continued until PTE is definitively excluded.
Women with suspected PTE must be advised that V/Q scanning carries a slightly
increased risk of childhood cancer compared with CTPA (1/280,000 versus less than
1/1,000,000) but carries a lower risk of maternal breast cancer (lifetime risk increased
by up to 13.6% with CTPA). The lifetime risk for women in the UK of breast cancer is
1:8. The additional risk form a CTPA equates to 2 additional women being at risk of
breast cancer in 100, in addition to the 1:8 lifetime risk.
Technetium-99, used for perfusion scans is excreted in the urine and secreted into
breast milk in very small amounts. Therefore, the pregnant woman who has had a
V/Q scan must be encouraged to drink plenty of fluids and empty her bladder
frequently to reduce the very small risk of continuing foetal exposure. At the doses
given for the half dose ventilation scans at Kingston Hospital there is no indication for
the woman to stop breastfeeding.
Investigations in Suspected Cases of CVT
CT or MRI brain venographies are diagnostic. All cases must be discussed with a
neurologist first.
Treatment of Confirmed DVT / PTE
General Measures




Analgesia, avoid opiates in hypoxic patients and NSAIDs must be avoided in
therapeutically anticoagulant patients.
Oxygen prescribed for the hypoxic patient.
Once the diagnosis is confirmed on imaging:






Ongoing management will be planned by the consultant obstetrician on call and duty
consultant haematologist must be informed. A referral will be made to haematologist
to arrange follow up.
Performing a thrombophilia screen prior to therapy is not routinely recommended.
When undertaken, thrombophilia screens must be interpreted by clinicians (usually
haematologists) with specific expertise in the area.
Anticoagulation will be continued with dalteparin at the dose depending on prepregnancy weight.
Compression stockings: Initially, in women with a DVT, the leg must be elevated and
an elastic compression stocking applied to reduce oedema. Later mobilisation with
below knee grade II graduated compression stockings must be encouraged. The
anti-embolism stockings available in maternity are appropriate to use for the first 7-10
days of treatment. Below knee grade II compression stockings need to be ordered
from the appliance department on the form available and used after ten days and for
a total of 2 years in confirmed cases.
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Consideration maybe be given to the use of a temporary inferior vena caval filter in
the perinatal period for women with iliac vein VTE, to reduce the risk of PTE or in
women with proven DVT and who have continuing PTE despite adequate
anticoagulation.

References
Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management RCOG
guideline No 37b April 2015
Thromboprophylaxis during Pregnancy, Labour and after Vaginal Delivery RCOG guideline
No 37 January 2004
Guidelines on the use and monitoring of heparinT. Baglin, T. W. Barrowcliffe, A. Cohen and
M Greaves for the British Committee for Standards in Haematology Department of
Haematology, Addenbrookes NHS Trust, Cambridge, UK British Journal of Haematol. 2006;
133, 19-34
The management of heparin-induced thrombocytopenia David KeelingSimon Davidson and
Henry Watson On behalf of the Haemostasis and Thrombosis Task Force of the British
Committee for Standards in Haematology British Journal of Haematol. 2006; 133, 259-269
Guidelines on the diagnosis and management of acute pulmonary embolism
The Task Force for the Diagnosis and Management of Acute
Pulmonary Embolism of the European Society of Cardiology. European Heart Journal 2008
29, 2276–2315

Author: Elisabeth Peregrine and Lyndsey Smith
GP Guidance: Antenatal Care for Healthy Women and DAU Referral
Version 1. Review Date: August 2021

Page 60 of 70

Author: Elisabeth Peregrine and Lyndsey Smith
GP Guidance: Antenatal Care for Healthy Women and DAU Referral
Version 1. Review Date: August 2021

Page 61 of 70

21.

ABDOMINAL PAIN IN PREGNANCY
Introduction
Pregnant women often present with acute abdominal pain, which have either an
obstetric or non-obstetric origin. It is one of the most common complaints of
pregnancy. The anatomic and physiologic changes in pregnancy complicate the
physical findings that are classically diagnostic for certain abdominal complaints
commonly noted in non-pregnant women
Criteria for Referral to DAU





Women presenting with acute abdominal pain ≥ 18 weeks will be seen by the DAU
midwife and referred to the DAU registrar or consultant.
Women seen in DAU with mild abdominal pain can be seen by the DAU midwives
and if the examination is normal and here are no other fetal or maternal concerns,
then they can be discharged from DAU without medical review.
Women who have chronic abdominal pain or symphyseal pain may simply require
telephone advice and await review in the antenatal clinic or see their GP.
Women with severe pain or suspected advanced preterm labour should be seen
directly on Labour Ward.
Differential Diagnosis
Obstetric Causes
















Threatened miscarriage
Premature labour
Labour
Abruption
Uterine rupture
Ovarian cyst accident (torsion/ haemorrhage / rupture)
Uterine fibroids
SPD
Pre-eclampsia / HELLP
Acute Fatty Liver
Polyhydramnios
Chorioamnionitis
Fetal movements
Engagement of presenting part
Non-Obstetric Causes












Appendicitis
Gallbladder disease
Pancreatitis
Bowel obstruction
Pyelonephritis
Inflammatory bowel disease
Renal colic
Constipation
Heartburn
Trauma / Domestic Violence
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Previous abdominal surgery
Psychological / Social
Peptic ulcer
Vascular- splenic artery aneurysm rupture
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APPENDIX A : Antenatal Documentation Sheet
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APPENDIX B : Symphyseal Fundal Height Measurement
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APPENDIX C : Symphysis Fundal Height Chart
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APPENDIX D : Fetal Movements Information
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MONITORING SHEET

Element to be monitored i.e.
measurable policy objective

Position responsible
for monitoring

Women referred in to KHFT as per
guideline above

Midwifery and
Consultant Obstetric
Lead for DAU
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Method

Frequency

Audit review of
notes

As and when
deemed appropriate
if any case
highlights concern
regarding treatment
of women referred
in to KHFT by a GP

Reporting arrangements –
Committee/Group that monitoring is
reported to, including responsibility for
action plans
The audit results will be presented at the
departmental Clinical Governance
meeting.
The DAU Service Development Group will
develop action plans and be responsible
for ensuring they are carried out
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