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1. INTRODUCTION 
Obesity in pregnancy was selected as a Confidential Enquiry into Maternal 
and Child Health (CEMACH) principle project (carried out by the Centre for 
Maternal Child Enquiries (CMACE)) In the MBRRACE - UK confidential 
enquiry 2015 - 2017, More than a third (34%) of the women who died in this 
triennium were obese and a further 24% were overweight. Obesity has been 
shown to be independently associated with higher odds of dying from specific 
pregnancy complications. 


     
2. EVIDENCE 
 


There is substantial evidence that obesity in pregnancy contributes to 
increased morbidity and mortality for mothers and babies. The 2015 
MBRRACE-UK 2015 Perinatal Confidential Enquiry in Term, singleton, 
normally-formed, antepartum stillbirth found approximately 72% of mothers to 
be overweight and 23% of mothers had a BMI>30. 
This increased risk for adverse pregnancy outcome is a major concern in the 
West, where 28% of pregnant women are overweight and 20% being obese. 
In the UK 33% of women are currently overweight (BMI >25kg/m2) and 23% are 
obese (BMI ≥30kg/m2). 
The UK - wide obstetric surveillance system (UKOSS) in a recent study 
identified that one in 1000 pregnant women in the UK had a BMI of at least 50 
(National Obesity Observatory, 2012) 


 
3. PURPOSE 


The objective of the guidance is to safely manage women with a BMI 
≥30kg/m2 during pregnancy, labour and the post natal period. 
 
It covers - Definitions 
   - Referral Patterns 
   - Risks 
   - Management of obese patients in the antenatal and  
    postpartum period 


4. SCOPE 
 


 This guideline is appropriate to all women accessing maternity services for the 
management of pregnant women with a raised body mass index ≥30kg/m2. 


 
5.  GUIDANCE 
 


This guideline applies to all women accessing maternity services with a BMI 
≥30kg/m2.   
 
 


5.1  Definition 
 


Body Mass index is the most acceptable approximation of total body fat, and 
is the standard measure accepted by the World Health Organisation to 
determine obesity. 
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5.1.1 BMI Formula 
 
                                                                                                                                                                               
 
 
5.1.2 CEMACH Classifications of obesity 
 
 


 
 
 
 
 


 


(NICE Guidelines 2008)  
 
5.2  Obstetric Risks Associated With Obesity 
 Maternal obesity is associated with increased complications for mother and 
 baby. 
           
5.2.1   The risks to the mother include 


Antenatal 
 


 Miscarriage 


 Gestational Diabetes 


 Pre-eclampsia 


 Hypertension 


 Thromboembolism 


 Sleep apnoea 


          Intrapartum 
 


 Failure to progress 


 Augmentation of labour 


 Increased risk of Induction 


 Increased risk of failed induction 


 Placental abruption 


 Shoulder Dystocia 


 Difficulty monitoring fetal heart 


 Inadequate analgesia 


 Instrumental delivery 


 Emergency caesarean section 


 
Underweight  <18.5  Increased risk 
Normal   18.5 -24.99      No increased risk 


Overweight  ≥25.0     No increased risk 
Preobese                    25.00-29.99 
Obesity Class 1       30.0 -34.99     Mild Risk 
Obesity Class 2       35.0 -39.99     Moderate risk 


Obesity Class 3       ≥40.00             Significant risk 


 
BMI =   WEIGHT (Kg) 


HEIGHT X HEIGHT (m2) 
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 Technically difficult caesarean section with associated increased 


morbidity and mortality 


 Reduced success of vaginal delivery after caesarean section 


          Postpartum 
 


 Wound infection 


 Thrombo-embolic event 


 Perineal trauma 


 Breast feeding problems 


 Post partum haemorrhage 


 Post natal depression 


5.2.2 Fetal / Neonatal Risks 
 


 Abnormal fetal growth 


 Prematurity 


 Macrosomia 


 Intrauterine growth retardation 


 Undiagnosed fetal abnormality/ difficulty in diagnosing due to BMI 


 Increased risk of neural tube defect 


 Long term childhood obesity 


 Increased risk of still birth 


 Neonatal death 


5.2.3 Anaesthetic 
 
 The increased risk of caesarean section carries with it the associated 
 anaesthetic concerns. 


 Elective surgery is high risk 


 Emergency surgery extremely high risk 


 Vascular access difficult 


 Problems with positioning in labour/delivery 


 Regional anaesthetic preferable, but this may be difficult to site, 


unpredictable spread of local anaesthetics, also increased risk of failure 


or dislodging. 


 Airway maintenance is difficult, intubation may be impossible, especially 


in the emergency setting. 


 Oxygenation difficult due to abdominal pressure 


 Blood pressure cuffs, unreliable, may require intra- arterial monitoring. 


 Need extra resources (staffing and equipment) continuing into the post-


operative period. High dependency and/or intensive care nursing may be 


required. 
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 In addition issues such as positioning and moving the patient, and the 


safe use of equipment such as lithotomy stirrups, operating tables’ etc 


need to be considered. 


 


5.2.4 Pre Pregnancy Management 


 


 Primary care service should ensure that all women of childbearing age 


have the opportunity to optimise their weight before pregnancy. Advice 


on weight and lifestyle should be given during family planning 


appointments; at GP appointments the opportunity to monitor body mass 


index and waist circumference should be taken on a regular basis. 


 Every opportunity should be taken to discuss the benefits of optimum 


weight prior to pregnancy i.e. in surgery, family planning, and post natal 


period. 


 Weight loss increases the chances of successful vaginal birth after 


caesarean section. 


 Anti-obesity or weight loss drugs are not recommended for use in 


pregnancy. 


 Women of child bearing age with a BMI ≥30kg/m2 should receive 


information and advice about the risks of obesity in pregnancy and 


childbirth, and be supported to lose weight before conception and in 


between pregnancies. 


 Women with a BMI ≥30kg/m2 wishing to become pregnant should be 


advised to take 5mg folic acid supplement daily starting at least one 


month before conception and continue during the first trimester of 


pregnancy. 


5.3  Ante Natal Management 
 


 Ante natal care should be integrated into all antenatal clinics with clear 
policies and guidelines of care available. 


 As per NICE guidelines all antenatal patients should have their height and 


weight  measured by professional using appropriate equipment at 


antenatal booking visit. Their BMI should be calculated using the 


recommended formula (weight kg/height m2) or using BMI calculator, and 


recorded in the hand held notes and entered onto an Electronic Patient 


Record (EPR). 


 Teenagers, aged ≤17years, need to have BMI/CENTILE charted by the 


midwife. Centile >95th indicates obesity. 


 Repeat weight and BMI calculation must be carried out during third 


trimester by the midwife to allow appropriate plans to be made for 


equipment and personnel required during labour and birth, especially in 


circumstances where clinical management is likely to be influenced. 


(Borderline BMI or high weight gain). However it is recognised that it may 
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not then be possible to organise outpatient anaesthetic assessment etc – 


this must be done on admission to the delivery suite. 


 Women with a BMI 30 kg/m2 or greater, prepregnancy or at booking, are 


at increased risk of 


o developing venous thromboembolism (VTE) during pregnancy. 


o mental health problems and should therefore be screened for 


these in pregnancy. 


 All women should be offered antenatal screening for chromosomal 


anomalies. Women should be counselled, however, that some forms of 


screening for chromosomal anomalies are slightly less effective with a 


raised BMI. 


 Consider the use of transvaginal ultrasound in women in whom it is difficult 


to obtain nuchal translucency measurements transabdominally. 


 Where external palpation is technically difficult or impossible to assess 


fetal presentation, ultrasound can be considered as an alternative or 


complementary method. 


 All women with a raised BMI should have an individualised discussion with 


a consultant about the timing of birth and recorded as part of their 


personalised birth plan. 


5.3.1       Women with BMI ≥30kg/m2 (Class 1)  
 


 All women with a BMI over ≥30kg/m2 should be booked for maternity team 


based care with referral to a consultant when required and need a 


documented antenatal consultation about intrapartum risks. She will be 


offered the opportunity by the midwife to consult with a dietician and if 


accepted a referral made at booking. Advice on a healthy diet (rather than 


a weight loss program) should be given. BMI label should be completed 


(Appendix 6) 


 Advice is available at www.eatwell.gov.uk 


 There is a lack of consensus on optimal gestational weight gain. Weight 


loss during pregnancy is considered acceptable for women following a 


healthy diet.  


 Medical issues related to obesity, as per section 5.2 need to be discussed 


and documented by obstetrician or midwife. This is a difficult issue for 


women to discuss, and so must be handled with compassion and respect. 


 Referral for counselling may be appropriate and may be offered by midwife 


or obstetrician. (see Appendix 4, referral to counselling form). 


 An antenatal plan should be made and recorded by the reviewing 


obstetrician/midwife. 


 All pregnant women with a BMI ≥30kg/ m2 should be given an information 


leaflet regarding the risks of raised BMI in pregnancy. This should be 


discussed and documented by an appropriately trained professional 


paying special attention to the section on intrapartum care (Appendix 1) 



http://www.eatwell.gov.uk/
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 Blood pressure should be checked with an appropriately sized cuff. The 


cuff size should be recorded in the hand held notes with the blood 


pressure by the midwife.   


 


 
 
 
 


 Because of the limitations of ultra sound scans with a raised BMI, scans 


should be performed between 20 - 21 weeks rather than 18 - 20 weeks. 


The presence of obesity should be noted on the ultrasound request form. 


 Screening and diagnostic tests for structural anomalies, despite their 


limitations in the obese population, should be offered. 


 All women with a BMI ≥30kg/m2 should have a Glucose Tolerance Test 


booked ideally at 26 weeks gestation (between 24 - 28 weeks) 


 All women at booking or during pregnancy (if admitted or develop 


intercurrent problems), intrapartum and postpartum should be assessed for 


thromboprophylaxis and if required Low Molecular Weight Heparin should 


be prescribed at the appropriate dose. See Identification of risk and 


management of Venous Thrombo-Embolism Guideline. Thrombo Embolus 


Deterrent (TED) stockings are provided in a number of sizes and should be 


correctly measured and fitted, at 36 weeks gestation. Referral to orthotics 


is required if the calf size exceeds the maximum size available, as 


individual stockings can be made, these can take a week to obtain. 


 


 


 


 


 


 


 


 


 


 


 Clinicians should be aware that women with class II obesity and greater 


have an increased risk of pre-eclampsia compared with those with a 


normal BMI; refer to unit Ante-natal Hypertension guideline for plan of care 


and assessment. 


 Women with a booking BMI ≥30kg/m2 should be advised to take 10 


micrograms Vitamin D supplement during pregnancy and breast feeding 


and also 5mg folic acid until 12 weeks gestation. 


 Obese women are at high risk of vitamin D deficiency. However, although 


vitamin D supplementation may ensure that women are vitamin D replete, 


TED STOCKINGS          CALF SIZE 
 
SMALL                             29-35cm 
MEDIUM                        35-40.5cm 
LARGE                         40.5-49cm  
X LARGE                         49-54cm 
XXLARGE                        54-58.5cm 
XXXLARGE   OVER 59cm 
 


REFER ORTHOTICS IF >59.0cm 


STANDARD CUFF    (12x23cm)  ARM CIRCUMFERENCE   > 33cm 
LARGE CUFF   (15x33cm)  ARM CIRCUMFERENCE     33 – 41cm 
THIGH CUFF                 (18X36cm) 
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the evidence on whether routine vitamin D should be given to improve 


maternal and offspring outcomes remains uncertain. 


 Women with a BMI ≥30kg/m2 should receive advice and support 


antenatally and postnatally re the benefits, initiation and maintenance of 


breastfeeding. 


5.3.2       Women with BMI ≥35kg/m2   (Class 2)  
All the above and in addition 
 


 All women with a BMI ≥35kg/m2 at Booking must be referred by the 


midwife for consultant review (consultant/maternity team based care) and 


advice given to consider delivery in hospital. 


  Women with more than one moderate risk factor (BMI of 35 kg/m2 or 


greater, first pregnancy, maternal age of more than 40 years, family history 


of pre-eclampsia and multiple pregnancy) may benefit from taking 150 mg 


aspirin daily from 12 weeks of gestation until birth of the baby. 


 Growth scans for fetal biometry/liquor volume from 28 weeks onwards (i.e. 


28, 31, 34, 37 weeks) must be considered especially in women with a BMI 


≥35kg/m2, as it can often be difficult to estimate growth from clinical 


measurement alone. 


 Some women with a booking BMI less than 40 kg/m2 or greater may also 


benefit from assessment of moving and handling requirements in the third 


trimester. This should be decided on an individual basis. 


5.3.3       Women with BMI ≥40kg/m2 (Class 3)  
All the above and in addition 


 Women with BMI 40-44.9 kg/m2 the site of care will be individualised by 


the maternity team - if for example equipment  does not reach the 


requirements for care. .  


 Anaesthetic referral should be made for all pregnant women with a BMI 


≥40kg/m2 and a management plan for labour and delivery is discussed 


with the woman and documented in the clinical notes. 


 Moving and handling risk assessment and tissue viability assessment 


should be carried out by appropriately trained staff and documented in the 


third trimester on all women with BMI ≥40kg/m2 (Appendix 1 and 4) 


 Use validated scale to support clinical judgement. 


 Women who may require specialist equipment (BMI ≥40kg/m2) must have 


an individualised management plan documented in their records (see 


Appendix 5). 


 Women with a BMI ≥45 should be offered the majority of their care in 


Greenoaks antenatal clinic, due to the increased risk and the increased 


difficulty monitoring fetal size and auscultation. 


 Difficulties with venous access and regional and general anaesthesia 


should be assessed. In addition, an anaesthetic management plan for 







Version 10            GUIDELINE FOR THE MANAGEMENT OF PREGNANT WOMEN    Page 12 of 36 
WITH A BODY MASS INDEX OF =/>30KG/M2 AND OVER 


Please check the intranet to ensure you have the latest version 


labour and birth should be discussed and documented. Multidisciplinary 


discussion and planning should occur where significant potential difficulties 


are identified. 


5.4  Intrapartum Management  
 


 Where possible, (planned delivery) staff should aim for these women to 


deliver during normal working hours, when a full complement of staff 


including Consultant anaesthetist is present in the hospital. 


 Class I and II – see below, Class 3 and above advise delivery in consultant 


unit.  


5.4.1   Women with BMI ≥30kg/m2 (Class1)  


 In the absence of other obstetric or medical indications, obesity alone is 


not an indication for induction of labour. A normal birth should be 


encouraged. 


 Elective induction of labour at term in these women may reduce the 


chance of caesarean birth without increasing the risk of adverse outcomes; 


the option of induction should be discussed with each woman on an 


individual basis.  


 Consider induction of labour  in macrosomia 


 Class I and II maternal obesity is not a reason in itself for advising birth 


within a CLU(Consultnat led unit) , but indicates that further consideration 


of birth setting may be required and there should be  clear referral 


pathways for early recourse to consultant-led units (CLUs) if complications 


arise. 


 If induction is indicated for medical or obstetric reasons ideally it should be 


commenced as a priority in the morning, and where clinically appropriate 


timing of progress assessments planned with consideration of the 


availability of senior staff in the hospital. 


 There is no specific requirement for continuous monitoring in an otherwise 


uncomplicated pregnancy, however many of these women will have other 


indications for continuous monitoring. Internal fetal monitoring (fetal scalp 


electrode) should be considered if a satisfactory recording is not obtained 


by external monitoring. 


 There is an increased risk of shoulder dystocia. Midcavity instrumental and 


trial of instrumental vaginal deliveries should be discussed with the 


Consultant Obstetrician before being commenced.  


 Active management of the third stage of labour should be recommended 


and documented in the notes. There is increased risk of PPH in BMI 


>30kg/m2 


 In the event of Caesarean Section (CS) please refer to unit guidelines on 


CS. 
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 Following caesarean section there is an increased risk of wound infection 


so broad spectrum prophylactic antibiotics should be administered as per 


unit guidelines.  


 As recommended by NICE guideline no 13 (caesarean section, April 2004) 


women with more than 2 cm subcutaneous fat should have suturing of the 


subcutaneous tissue space in order to reduce the risk of wound infection. 


 All women with a BMI ≥30kg/m2 should have an individualised decision for 


Vaginal Birth After Caesarean (VBAC). Following informed discussion and 


consideration of all relevant clinical factors. 


5.4.2       Women with BMI ≥35kg/m2 (Class 2)  
                       All the above  
 


5.4.3       Women with BMI ≥40kg/m2 


 All the above and in addition 


 The senior Obstetrician (Consultant or Registrar) must be informed when a 


woman is admitted to the labour ward with  Class III Obesity (BMI 


≥40kg/m2) and physical review must occur  


 The anaesthetist on call must be notified immediately woman is admitted. If 


the woman has not seen an anaesthetist antenatally for review a physical 


review should be  arranged as soon as possible in order for discussion and 


assessment to take place, and recorded in notes 


 An obstetrician and an anaesthetist at speciality Trainee year 6 and above 


should be informed and available, operative vaginal or abdominal delivery 


and physical review during the routine medical ward round. 


 If a woman of BMI ≥40kg/m2 needs to go to theatre consultant obstetrician 


and consultant anaesthetist  to be informed and to attend depending on 


experience/grade of trainee on call. 


 Manual Handling and tissue viability assessment needs to be carried out 


on admission to labour ward if not completed in the third trimester 


(Appendix 2) 


  A cannula should be inserted in early labour, blood taken for group and 


save , full blood count and urea and electrolytes. Consideration should be 


given to the siting of a second cannula. 


 Prophylactic antacid must be given. 


 Early epidural insertion is advised 


Routine post dates IOL in women with BMI ≥40 and no other risk factors 


should be timed and planned where possible to avoid delivery at 


weekends. 


Other medically indicated IOL in these women will be booked as clinically 


indicated. 
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5.5  Postnatal Management  
 
5.5.1       Women with BMI ≥ 30kg/m2 


 


 Women, who require operative intervention in theatre, will need to be 


monitored on the labour ward for 4 hours and have a registrar review prior 


to transfer. 


 Obesity increases the risk of thromboembolism following delivery, 


(irrespective of mode of delivery). A weight related dose will  


thromboprophylaxis be required if the womans VTE risk indicates this - 


refer to the guidelines on identification of risk and the management of 


venous thromboembolism in pregnancy and the puerperium. 


 Early mobilisation should be encouraged; manual handling and tissue 


viability should be reassessed if not possible. 


 Women should be encouraged to breastfeed which may enhance maternal 


weight loss and reduce the likelihood of childhood obesity in the infant. 


 Obesity is associated with low breastfeeding initiation and maintenance 


rates. Appropriate specialist advice and support should be given to 


encouraged and help maintain successful breastfeeding contact numbers 


for midwives, midwifery support, peer support, 24hr helpline should be 


given. 


 Advice on healthy lifestyle, diet and contraception should be given 


following delivery by appropriately trained professional to encourage 


weight reduction. referral can be offered to local weight loss  


 Healthy diet www.eatwell.gov.uk 


 All women with a BMI ≥30kg/m2 who develop gestational diabetes should 


have their postnatal glucose test and subsequent management and follow 


up as per the guideline on the management of Diabetes and Gestational 


diabetes.  


 
5.5.2       Women with BMI ≥40kg/m2 


All the above and in addition 


 


Risk assessment must be made postnatally for Thromboembolic 


complications; all women with a BMI ≥40kg/m2 should be offered 


thromboprophylaxis regardless of mode of delivery as per VTE guidelines.  


 Transportation 
 


See Guideline for the Safe Transfer of Women and Babies by Ambulance 


from Community, from a Referring Unit or to a Receiving Unit, TRFT 2012 


 
 
 



http://www.eatwell.gov.uk/
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5.6  Pregnancy Following Bariatric Surgery 
 


 The obesity epidemic continues to rise, as does the incidence of women 


post bariatric surgery attending for maternity care. 


 Bariatric surgery includes a number of procedures, gastric bands, 


gastroplasty, gastric bypass (GB), sleeve gastrectomy (SG), Roux-en-Y 


(RY) and biliary-pancreatic diversion. The surgery is offered to people with 


a BMI ≥40kg/m2 (≥35kg/m2 if there are medical problems i.e. type 2 


diabetes) 


 Weight loss reduces the risk of morbidity and mortality in pregnancy.  


 At booking it is essential that the midwife records the type of surgery 


undergone.  


 Some of the procedures are reversible, only restricting the amount of food 


a woman can eat; other procedures affect the absorption of nutrients these 


women will require a team approach to care in pregnancy, including the 


Bariatric Surgeon, Obstetrician and the Dietician. 


 The major thrust of care will be vitamin and mineral supplementation during 


pregnancy, which requires specialist dietetic support. 


 Pregnancy can exacerbate nutritional deficiencies that predate pregnancy. 


Women, particularly those with malabsorptive procedures involving 


anatomical changes in the gastrointestinal tract, are at high risk of 


micronutritional deficiencies (including vitamin B12, iron, folate and fat-


soluble vitamins) and macronutritional deficiencies (mainly fat and protein). 


Vitamins & mineral supplements in pregnancy 
 


SUPPLEMENTS GASTRIC BAND RY, GB & SG 


A-Z Supplement One, once daily 
(use B carotene only) 


  To one, once daily 
(use B carotene only) 


Adcal D3 One, BD One, BD 


Vitamin D 25mcg BD 25mcg BD 


Ferrous Gluconate Not routine 300mg OD 


Thiamine 
(for 1st 2 years) 


50-100mg OD 50-100mg OD 


Vitamin B12 Not routine 1mg IM 3/12ly starting 6m 
post operatively 


Folic acid 5mg OD 
For at least 3/12 preconception & 1st trimester 


 


 Early booking is essential for this group of women, as well as routine 


bloods (as per the departmental guidelines) annual bloods for 


micronutrients screen are also advised.  


 Women with previous bariatric surgery have high-risk pregnancies and 


should have consultant led antenatal care. 







Version 10            GUIDELINE FOR THE MANAGEMENT OF PREGNANT WOMEN    Page 16 of 36 
WITH A BODY MASS INDEX OF =/>30KG/M2 AND OVER 


Please check the intranet to ensure you have the latest version 


 Women with previous bariatric surgery should have nutritional surveillance 


and screening for deficiencies every trimester. 


Nutrition monitoring 
 


Baseline Each trimester 


FBC, B12/MMA, Folate, Ferritin, 
Transferrin sats 


Repeat 


Ca, PO4, Mg, Vitamin D, PTH Repeat 
(no Vit D, PTH unless issue) 


Renal, LFTS Repeat 


HbA1c/FPG Test for GDM 24-28 weeks 


Vitamins A & E, K (INR) Repeat 


Zn, Cu, Se Repeat 


 


 Woman with previous bariatric surgery should be referred to a dietician for 


advice with regard to their specialised nutritional needs. 


 Women who have undergone previous gastric band insertion should have 


consideration of deflation for the duration of pregnancy dependent upon 


the circumstances of the woman. 


 Hyperemesis may be pathological and related to an internal hernia or 


gastric band slip.  


 Certain procedures are associated with an increased risk of reflux and 


aspiration–gastric band and sleeve gastrectomy.  


 Supplementation may partially correct nutritional deficiencies,however 


there is a paucity of evidence about what the optimal basal 


supplementation should be in clinical practice. 


 If risk factors suggest a Glucose Tolerance Test (GTT) is necessary then 


the patient should be referred to the Diabetes Specialist Midwife. 


 Gastric band patients can have a OGTT- others will need a capillary blood 


glucose profile to be performed at around 26 weeks due to the risk of 


dumping  


 Patients are at an increased risk of dumping 


o 30-60mins after food 


o Rapid emptying of hyperosmolar contents into the small bowel 


resulting in vasomotor symtoms 


o Usually sweating, flushing, diarrhea, abdominal pain, palpitations 


o Treated by avoiding causative food/drink and optimising fluid intake 


 The aim should be to achieve vaginal birth unless there are other obstetric 


complications. 


 If Caesarean section is required consideration to increased risk of difficult 


C section due to 


o Dermatomal changes if had abdominoplasty 


o Excess suprapannus skin 


o Higher risk of wound infection post operatively 
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 A minimum waiting period of 12–18 months after bariatric surgery is 


recommended before attempting pregnancy to allow stabilisation of body 


weight and to allow the correct identification and treatment of any possible 


nutritional deficiencies that may not be evident during the first months. 


5.7  Equipment 
 


All of the following equipment should be available in all areas providing care to 
women with a BMI ≥30kg/m2   


Ward/clinic managers and community midwives are required to assess the 


availability of equipment in their areas of work on a monthly basis. See 


Appendix 5 and 6. 


 Manual aneroid or electric dynamap (approved for pregnancy) 


 
 
 
 


 BMI  Calculator   chart / computer / calculator / wheel 


 Scales- bariatric as required  


 Leaflets 


 Healthy diet and exercise sheet as per NICE guidelines 


 Bariatric lithotomy poles 


 Oxford help pillow 


 Arm extenders 


 Boyles Anaesthetic machine 


All maternity units should have a documented environmental risk assessment 
regarding the availability of facilities to care for pregnant women with a 
booking BMI 30 kg/m2 or greater. 
This risk assessment should address the following issues: 


 circulation space 


 accessibility, including doorway widths and thresholds 


 safe working loads of equipment and floors 


 appropriate theatre gowns 


 equipment storage 


 transportation 


 staffing levels 


 availability of, and procurement process for, specific equipment, 


including large blood pressure cuffs, appropriately sized compression 


stockings and pneumatic compression devices, sit-on weighing scale, 


large chairs without arms, large wheelchairs, ultrasound scan couches, 


ward and delivery beds, mattresses, theatre trolleys, operating theatre 


tables and lifting and lateral transfer equipment. 


 
STANDARD CUFF    (14X56cm)  ARM CIRCUMFERENCE  27- 35cm 
LARGE CUFF   (15X60cm)  ARM CIRCUMFERENCE    34 - 43cm 
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A summary of pre-pregnancy, antenatal, intrapartum and postpartum care for 
women with obesity (BMI ≥ 30kg/m2) can be found at Appendix 8. 
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Current RFT guidelines on the intranet   
Identification of Risk and the Management of Venous Thrombo-Embolism in 
Pregnancy and the Puerperium Guideline  


 


Guideline for the Management of Diabetes  
 


Guidelines for the Management of Hypertension and severe Pre-Eclampsia / 
Eclampsia,  
 
Guideline for the Safe Transfer of Women and Babies by Ambulance from 
Community, from a Referring Unit or to a Receiving Unit,  
 
Caesarean section,  
Please note all the RFT guidelines can be found by using the following link: 
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7.  FURTHER REVIEW 
 


   This document will be reviewed every three years unless such changes occur 
 as to require an earlier review 
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http://www.theyworkforyou.com/lords

http://www.nursingtimes.net/

http://www.ncl.ac.uk/press.office/pressrelease.published11.02.09

http://www.medic8.com/obesity-surgery

http://insite/DepartmentDocuments.aspx?id=773&catId=775
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Appendix 1 - Risks of raised BMI in pregnancy 
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Appendix 2 – Moving & Handling Risk Assessment  
 


ASSESSORS NAME (Block capitals), SIGNATURE AND 


STATUS: 


 


DATE : GESTATION: BMI: 


ACTION TAKEN COMMENTS / DATES ACTIONED 


LEAFLET RE:BMI IN 


PREGNANCY 


RECEIVED + 


DISCUSSION 


RE:RISKS ALREADY 


COMPLETED  


YES NO  


CONSULTANT OBS 


REVIEW   


COMPLETED                                           


YES NO CONSULTANT  


ANAESTHETIC REVIEW    


COMPLETED  (insert date if already 


booked)                                   


YES NO 


AGREES TO BIRTH 


IN HOSPITAL 


YES NO If NO referred to MW Supervisor (Name):  


CALF 


MEASUREMENT (cm) 


: 


SIZE TEDS REQUIRED: ORTHOTIC REFERRAL 


COMPLETED – (circle if applicable) 


PATIENT ADVISED RE: THROMBOPROPHYLAXIS FOR 


AT LEAST  7 DAYS PN WITH LMWH 


YES NO 


MANUAL 


HANDLING 


ASSESSMENT  


 


 


 Special requirements/ equipment ordered for hospital stay/no of people required for 


transfers: 


 


 


TISSUE 


VIABILITY 


ASSESSMENT  


Special requirements/ actions needed or taken: 


DISCUSSION RE; 


IMPORTANCE OF  


POST- NATAL 


WEIGHT  


MANAGEMENT + 


REFERRAL (tick those 


discussed)    If  wishes 


postnatal referral please 


document in labour/ 


delivery special 


requirement section of 


handheld notes + inform 


patient not to go home 


from PN ward without  


follow up arranged  


GET HEALTHY 


ROTHERHAM 


DECLINED / ACCEPTED 


REFERRAL DONE YES / 


NO 


FIT FOR HEALTH 


DECLINED/ ACCEPTED 


REFERRAL DONE      YES / NO 


DIETETIC dept.  DECLINED/ 


ACCEPTED 


REFERRAL DONE 


 YES / NO 


PRIVATE  DECLINED/ 


ACCEPTED 


OTHER/ COMMENTS eg healthy lifestyle advice given  
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Appendix 3 – Moving & Handling Risk Assessment  
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Appendix 4 – Referral to counselling service 


Counselling and Psychotherapy Service 


The Lobby 


Level E 


Moorgate Road 


Rotherham 


S60 2UD 


Telephone: 01709 427636 


REFERRAL TO COUNSELLING AND PSYCHOTHERAPY SERVICE 


 
Name: 
 
Address: 
 
 
 
D.O.B. 
GP 


 


Hospital Number: ……………………………………………………………………………. 


Patient Contact No.   ……………………………………………………………………………. 


   (Is it ok to contact the patient Y/N) 


Consultant:  …………………………………………………………………………….. 


Reason for referral: …………………………………………………………………………….. 


……………………………………………………………………………………………………………………… 


……………………………………………………………………………………………………………………… 


……………………………………………………………………………………………………………………… 


…………………………………………………………………………………………………………………….. 


Is patient in agreement to attend?  Yes/No 


Referred by:  ……………………………………………………………………………… 


Date:   ……………………………………………………………………………… 


 


Please forward to Psychotherapy/Counselling Service, The Lobby, Level E, Rotherham Hospital. 
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Appendix 5 – Appliance Request form 
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Appendix 6 - EQUIPMENT SPECIFIC TO ROTHERHAM NHS FOUNDATION 


TRUST 


 


 MAXIMUM 
WEIGHT 


TOLERATED 
(KG) 


THEATRE TABLE 
In Flat Position                              
In Lithotomy Position     
Hydrolic Lithotomy Legs                  


 
350 
275 
225 


ELECTRIC BED                                         
(BED IN HDU CAN BE MOVED TO ANTENATAL/POSTNATAL WARD) 


450 


LABOUR WARD BED                      450 


WARD BEDS & MATTRESSES 247 


EXAMINATION AND ULTRASOUND COUCHES                  
(GREENOAKS/EPAU/GP SURGERIES VARY DEPENDING ON LOCATION) 


465 


SCALES STAND ON 250 


THEATRE GOWNS  


WIDE ENTRANCE DOORS AND TOILETS (In new building 
by Spring 2020) 


 


HOSPITAL BEDS ELECTRIC                    
        
With Built in Scales 


178 
248 
450 


LIFTING AND LATERAL TRANSFER EQUIPMENT  


WIDE WHEEL CHAIR   
 


254 
345 


HOIST OVERHEAD                             350 


PORTABLE HOIST 229 


BARIATRIC COMMODE 254 


EXTRA WIDE ARMCHAIR 254 
345 


BARIATRIC CHAIR (In new building by Spring 2020)  


    
CONTACT THE MOVING AND HANDLING FACILITATOR FOR FURTHER 
INFORMATION BLEEP 221 OR OUT OF HOURS, THE BED MANAGER. 
 
TED STOCKINGS               
    


 
 
 
 
 
 
 
 
 


 


TED STOCKINGS          CALF SIZE 
 
SMALL                             29-35cm 
MEDIUM                        35-40.5cm 
LARGE                         40.5-49cm  
X LARGE                         49-54cm 
XXLARGE                        54-58.5cm 
XXXLARGE   OVER 59cm 
 


REFER ORTHOTICS IF >59.0cm 
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Appendix 7 - BMI Label 


 


 


 


 


 


 


BMI ≥30 


 5mg Folic Acid 


 10mcg Vitamin D 


 Give ↑BMI Risk Leaflet  


 After leaflet given intrapartum 


care discussed 


 Assess risk PET + Aspirin 


 Refer to Dietician, Counselling, 


Healthy Lifestyle Sheet 


 GTT - 26 – 28wk  


 


PLUS BMI ≥35 


  Refer to Consultant 


 Advise hospital birth 


 A/N visits as PRI (NICE) 


 Growth Scan 


 


PLUS BMI ≥40  (3rd Trim) 


  36 wk Risk Assessment in 


Greenoaks with HCA 


 Anaesthetic Review 
>45 all care in Greenoaks 
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Appendix 8 - RFT : PRE-PREGNANCY , ANTENATAL , INTRAPARTUM AND POSTPARTUM CARE FOR WOMEN WITH OBESITY (BMI ≥ 30kg/m2) 
 


 Pre- pregnancy Booking visit Throughout pregnancy Third trimester 
 


Labour and delivery Following childbirth 


Care for all 
women with 
a BMI ≥ 
30kg/m2 


 


 Give advice and 
information re 
risks of obesity 
and pregnancy 


 Support women to 
lose weight 


 Commence 5mg 
Folic acid daily at 
least 1 month 
before conception 


 Ensure effective 
contraception 
advice given 


1st booking 


 Give raised BMI leaflet, 
discuss Intrapartum care and 
associated risks in pregnancy. 


 Measure weight and height, 
calculate and document 
BMI(teenagers BMI centile) 


 Use appropriate BP cuff and 
document size for future use 


 Continue 5mg Folic acid to 12 
weeks 


 Commence 10mcg Vit D 
throughout pregnancy 


 Consider 75-150mg aspirin 
and consultant referral if 
significant other risk factor for 
pre- eclampsia (PET) 


 Assess thromboembolic risk 
(VTE risk chart) 


 Thromboprophylaxis if 
indicated 


 Book GTT at 26-28wks 


 Offer dietetic referral and 
document if accepted/ 
declined OR 
www.eatwell.org.uk 


At dating scan: 


 Check BMI documented 


 Offer dietetic referral and 
document if accepted/ 
declined OR 
www.eatwell.org.uk 


 Give advice and 
information re risks of 
obesity and pregnancy- 
complete checklist/ 
sticker 


 Assess VTE risk 


 Thromboprophylaxis if 
indicated 


 Use appropriate BP cuff  
 


 75g oral glucose 
tolerance test at 26-
28wks 


 Give advice and support 
re: benefits, initiation and 
maintenance of 
breastfeeding 


 Re- measure maternal 
weight and BMI at 36 
weeks 


 Individual risk 
assessment to decide 
planned place of birth 


 Recommend active 
management of third 
stage 


 


 Recommend active management of third 
stage 


 Ensure single dose antibiotic if LSCS 


 Suture Subcutaneous tissue space at 
LSCS if more than 2cm s/c fat 


 LSCS – Refer to Unit guidelines on 
Caesarean section 


 Encourage early mobilisation 


 Assess VTE risk and 
commence prophylaxis if 
indicated 


 Give advice and support re: 
benefits, initiation and 
maintenance of breastfeeding 


 Reiterate healthy lifestyle 
advice and give information 
re: postnatal options for 
weight management eg Get 
healthy Rotherham, Fit 4 
health/ Private/ dietetics  


 
 


        


Additional 
care for 
women with 
a BMI ≥ 
35kg/m2 


As above As above plus: 


 Refer to Consultant care  


 Arrange growth scan 
(28,31,34,37) 
 


As above plus: 


 Monitor for PET 3 wkly 
between 24-32 wks and 
fortnightly from 32 wks 
to delivery 


As above plus: 


 Fetal growth scans 3 
wkly  i.e. 28/31/34/37 
wks 


 Consider birth in 
consultant led unit 
(hospital) 


As above plus: 


 Consider birth in consultant led unit 


 Alert theatre staff if wt >120kg 


As above 


       


Additional 
care for 
women with 
BMI ≥ 
40kg/m2 


 


 


BMI ≥ 
45kg/m2 


 


  


As above As above plus: 


 36 weeks risk assessment 


 Anaesthetic referral  
 
 
 


 


 All care in Greenoaks 


As above plus   


 Refer to antenatal 
anaesthetic clinic 


 
 
 
 


 All Antenatal care in 


Antenatal Clinic under 


own Consultant 


As above plus  


 Risk assessment in ANC 
(hospital) for manual 
handling +  tissue 
viability issues 


 Assess for TEDS and 
counsel re: TINZAPARIN 
post delivery 


 Reiterate healthy lifestyle 
advice and give 
information re: postnatal 


As above plus: 
Advise birth in a consultant unit  


 Ensure manual handling  tissue viability 
assessment completed 


 Continuous midwifery care 


 Inform duty anaesthetist when admitted 
to delivery suite 


 Early IV access 


 Consider early epidural 


 Inform senior staff (ST6 or above) on 
admission 


As above plus: 


 Commence postnatal 
thromboprophylaxis for 10 
days regardless of mode of 
delivery and review with 
registrar or above whether 
required for longer duration 



http://www.eatwell.org.uk/
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options for weight 
management  


 Senior obstetric staff to review on 
admission + on ward rounds + attend 
any operative/ abdominal delivery 


EQUIPMENT / TRANSPORT 


 Weight Limit for Normal Ambulance – 
<159KG (<25st) 


 Bariatric Equipment Required – 
Contact Manual Handling Team or 221 
Bleep out of hours 
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GUIDELINES FOR THE MANAGEMENT OF 
PREGNANT WOMEN WITH A BODY MASS INDEX 


(BMI) OF ≥30kg/m2 AND OVER 
 


SECTION 2 
 


DOCUMENT DEVELOPMENT, COMMUNICATION, 
IMPLEMENTATION AND MONITORING 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 Version 10            GUIDELINE FOR THE MANAGEMENT OF PREGNANT WOMEN   Page 30 of 36 
WITH A BODY MASS INDEX OF =/>30KG/M2 AND OVER 


Please check the intranet to ensure you have the latest version 
 


8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 
 
This document was developed in consultation with midwives and 
consultants. 
 


9. APPROVAL OF THE DOCUMENT 
 
This document was approved by Maternity Governance 
 


10. RATIFICATION OF THE DOCUMENT 
 
This document is locally approved 


 
11. EQUALITY IMPACT ASSESSMENT STATEMENT 


 
An Equality Impact Assessment has been carried out in relation to this 
document using the approved initial screening tool; the EIA statement is 
detailed at Appendix 1 to this section of the document. 
 
The manner in which this policy impacts upon equality and diversity will be 
monitored throughout the life of the policy and re-assessed as appropriate 
when the policy is reviewed. 
 


12. REVIEW AND REVISION ARRANGEMENTS 
 
This document will be reviewed every three years unless such changes 
occur as to require an earlier review.  


 
13. DISSEMINATION AND COMMUNICATION PLAN 
 


To be disseminated 
to 


Disseminated 
by 


How When Comments 


All email users within 
the department  


Governance 
team  


Email Within 1 week 
of ratification 


Communication 
team will inform all 
email users of the 
policy and provide 
a link to the policy. 
 


All Staff with a 
role/responsibility 
within the document 


Author Meeting/E
mail as 
appropriate 


When final 
version 
completed 


The author must 
inform staff of their 
duties in relation to 
the document. 
 


All staff within area of 
management 


Heads of 
Departments 
/Matrons 


Meeting / 
Email as 
appropriate 


As soon as 
received from 
the author 


Ensure evidence 
of dissemination to 
staff is maintained.  
Instruct them to 
inform all staff of 
the policy including 
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those without 
access to emails 


 
14. IMPLEMENTATION AND TRAINING PLAN 
 


There is no specific implementation or training plan associated with this 
guideline. The processes described in this guidance are in use every day. 
Any issues regarding implementation of this guideline will be addressed via 
the monitoring of compliance process. 
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15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS 
OF THE TRUST DOCUMENT 
 


15.1 Process for Monitoring Compliance and Effectiveness 
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Audit/Monitoring Criteria 
 


Process 
for 
monitoring 
e.g. audit, 
survey 


Audit / 
Monitoring 
performed 
by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed 
to 


Action 
plans 
approved 
and 
monitored 
by 


The maternity service has 
approved documentation for the 
management of obesity in 
pregnancy, which as a minimum 
must include: 


a. the calculation and recording of 
the body mass index (BMI) in 
the Health records 


b. calculation and documentation 
of the BMI in the electronic 
patient information system 


c. requirement that all women 
with a  BMI ≥ 30 should be 
advised to book for maternity 


team based care  


d. requirement that all women 
with a  BMI ≥ 40 should be 
advised to deliver in an 
obstetric led unit 


e. requirement that all women 
with a  BMI ≥ 40 should have an 
antenatal consultation with an 
obstetric anaesthetist 


f. requirement that a documented 
obstetric anaesthetic 
management plan for labour 
and delivery should be 
discussed with all women with 
a BMI ≥ 40 


g. the requirement that all women 
with a BMI≥ 30 have a 
documented antenatal 
consultation wiith an 
appropriately trained 
professional to discuss 
possible intrapartum 
complications 


h. requirement to assess the 
availability of suitable 
equipment in all care setting for 


women with a high BMI. 


 


Audit of 30 
sets of all 
health 
records of: 


-women who 
have 
delivered. 


-women who 
have 
delivered 
who required 
an antenatal 
consultation 
with an 
obstetric 
anaesthetist. 


-women who 
have 
delivered 
who required 
an antenatal 
consultation 
with an 
appropriately 
trained 
professional. 


-women who 
have 
delivered 
who required 
an individual 
documented 
assessment 
in the third 
trimester of 
pregnancy 


Annual audit 
of equipment 
in all care 
settings 


Obs and 
Gynae 
consultant 
and trainee / 
midwife  


Every 2 
years  


Obs and 
Gynae 
consultant 
and named 
midwife and 
obs and 
Gynae 
clinical 
effectiveness 


Obs and 
Gynae 
consultant 
and named 
midwife  


i. the requirement that all women 
with a BMI≥ 40 have an 
individual documented 
assessment in the third 
trimester of pregnancy by an 
appropriately trained 
processional to determine 
manual handling requirements 
for childbirth and consider 
tissue viability issues. 
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15.2 Standards/Key Performance Indicators (KPIs) 
 
Achieve a minimum of 75% compliance with the standards detailed in the 
monitoring table. 
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Section 2 
Appendix 1 


 


EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL 
 
Document 
Name: 


 
Management of Pregnant women with a body 
mass index of ≥35Kg/m2 and over 


 
Date/Period of 


Document: 


 
 
2021 - 2024 


 
Lead 
Officer: 


 
 


 


 
Directorate: 


 
 
Obs and Gynae 


 
Reviewing 
Officers: 


 
 


 
 


      


    


  Function   Policy   Procedure   Strategy   Joint Document, with whom? 


Describe the main aim, objectives and intended outcomes of the above: 
The aim of the guideline is to safely manage women with a bmi of 30 or over during the pregnancy, labour and postnatal period     


 
You must assess each of the 9 areas separately and consider how your policy may affect people’s human rights. 


1. Assessment of possible adverse impact against any minority group 


How could the policy have a significant negative impact on 
equality in relation to each area? 


Response If yes, please state why and the evidence 
used in your assessment  


Yes No 


1 Age?  X  


2 Sex (Male and Female?  X  


3 Disability (Learning Difficulties/Physical or Sensory 
Disability)? 


 X  


4 Race or Ethnicity?  X  


5 Religion and Belief?  X  


6 Sexual Orientation (gay, lesbian or heterosexual)?  X  


7 Pregnancy and Maternity?  X  


8 Gender Reassignment (The process of transitioning from 
one gender to another)? 


 X  


9 Marriage and Civil Partnership?  x  


 
You need to ask yourself: 


 Will the policy create any problems or barriers to any community of group? No 


 Will any group be excluded because of the policy? No 


 Will the policy have a negative impact on community relations? No 
If the answer to any of these questions is yes, you must complete a full Equality Impact Assessment 
 


2. Positive impact: 


Could the policy have a significant positive impact on equality by 
reducing inequalities that already exist? 
Explain how will it meet our duty to: 


Response If yes, please state why and the 
evidence used in your assessment  


Yes No 


1 Promote equal opportunities  X  


2 Get rid of discrimination  X  


3 Get rid of harassment  X  


4 Promote good community relations  X  


5 Promote positive attitudes towards disabled people  X  


6 Encourage participation by disabled people  X  


7 Consider more favourable treatment of disabled people  X  


8 Promote and protect human rights  X  
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3. Summary 
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact 
on equality?   


Positive Please rate, by circling,  the level of impact Negative 


HIGH MEDIUM LOW NIL LOW MEDIUM HIGH 


Date assessment completed: 
July 2012 


Is a full equality impact assessment 
required? 


 Yes 
(documentation on the intranet) 


   No 
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Document History Summary 


 


Version Date Author Status Comment 


1   Archived  


2   Archived  


3   Archived  


4 July 
2012 


 


 


Ratified Document reviewed and reformatted 
to meet revised trust policy on 
development monitoring and review 
of trust documents 


5 Dec 


2012 


 


 


Ratified 
changes 


Amalgamated sections 1 and 2 


Explained full risk assessment details 


6 Sept 
2015 


 Ratified Updated document 


7 Dec 16   Updated BMI section and mental 
health criteria 


8 August 
2019 


 
 


Ratified Updated document 


9 July 
2021 


 Draft HHN – changed to HHR – handheld 
records 


Added HER – electronic health 
records 


VECO changed to 1-2 week 
appointment 


ECO – changed to 12 week with 
dating scan 


Added the new consultants  


Removed consultants who have left 
the trust 


Named consultant and place of birth 
to be updated in CLINICAL DATA in 
Meditech 


Sticker for electronic patient 
information leaflet added. 


Removed fax  


10 April 
2022 


 Ratified Attached appendix for consultant 
allocation of MLC patients 


Attached appendix for Maternal 
medicine referral pathway 
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1.  INTRODUCTION 
There is clear guidance from many national bodies and publications to support the 
need for repeated clinical risk assessment during the antenatal period and the 
need for booking to take place ideally before twelve weeks of pregnancy to allow 
correct timely management of any risks identified from the initial risk assessment.  
Clinical risk assessment is to be employed at every encounter between a woman 
who is pregnant or in labour and her lead health professional. This process 
enables appropriate care to be allocated and given to ensure the best possible 
outcome for both mother and baby. 


 
2.  EVIDENCE 


The guideline was developed to specify the risk assessments to be undertaken for 
pregnant women under the care of Rotherham NHS Foundation Trust (TRFT) and 
the actions to be taken after risk assessment at booking and throughout 
pregnancy.   


 
3.  PURPOSE 


It is the responsibility of health professionals to facilitate informed decision making 
by the mother and her family and to protect and support the health of women and 
their babies.  


 
The following guidance aims to promote such measures by way of a thorough risk 
assessment  which should be carried out at every encounter. The risk assessment 
process allows health professionals to determine the type of antenatal and 
intrapartum care required, where that care is provided, by whom and how often. 


 
This guideline covers: 


 How the risk assessments will be performed and documented 


 What tools will be used for the risk assessments (when applicable) 


 Who will undertake the assessments 


 The timing of the assessments 


 The process for allocation of pregnancy care at booking and the referral 
pathway into this care. 


 What actions are expected as a result of the risk assessment at booking OR 
when a change of care allocation is indicated within the antenatal period 


 
The guideline will ensure; 


 The majority of women are booked before 12 weeks,  


 Risk assessments are undertaken in a timely manner and risks are managed 
appropriately. 


 
These risk assessment guidelines overlap with the TRFT Guidelines on the 
identification of risk and management of venous thromboembolism in pregnancy 
and the Puerperium as well as the Guidelines for the care of women in labour. 
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4. SCOPE 
This guideline applies to all health professionals providing maternity care who are 
employed by the Rotherham NHS Foundation Trust. It applies to community 
midwifery, in antenatal clinic as well as on the labour ward, antenatal and postnatal 
ward. 
 


5. GUIDANCE 
 


5.1  Clinical risk assessments from booking to onset of labour 


5.1.1 General  
It is the responsibility of the healthcare professional taking the appointment  


 To conduct a risk assessment,  


 Document the risk assessment,  


 Document the management plan and refer where appropriate. 
 


A review of the patient’s medical record at the GP surgery, hospital (soft and hard 
copies), Child Protection - Information Sharing (CP-IS) is essential as part of the 
risk assessment. 
 
Risks assessments will be undertaken using the risk assessment reference tools in 
Appendices 1, 2 & 3. 
 
 Low risk women should be Midwifery Led Care (MLC) with care provided by the 


community midwife and GP. 
 


 High risk women should be Consultant Led Care (CLC) with care led by 
consultants in a team based setting.  


 
Formal risk assessment should be performed and documented in the hand held 
records (HHR) and electronic health record (EHR) by the relevant health 
professional 


 At booking,  


 In the third trimester around 28 weeks gestation  


 At onset of labour and  


 At any other time whereby health or social care circumstances change   
 
Risk assessment should take into consideration; 


 Any medical conditions that affect / are affected by pregnancy including 
mental health history & Female Genital Mutilation (FGM) 


 Screening risks 


 Factors affecting administration of anaesthetics / previous anaesthetic history 


 Factors from previous pregnancies  


 Lifestyle history including smoking and misuse of substances / alcohol 


 Identification of women who decline blood products 


 Appropriate place of birth (Refer to appendix 1) 


 Risk factors for  
o Venous Thromboembolism (VTE) 
o Pre-eclampsia  
o Preterm delivery  
o Fetal growth restriction. 







Version 8      GUIDELINE FOR CLINICAL RISK ASSESSMENT AND ALLOCATIONOF CARE IN PREGNANCY                                        
FROM INTIALBOOKING APPOINTMENT TO COMMENCEMENT OF LABOUR 


                             Please check the Intranet to ensure you have the latest version     Page 7 of 39 


 


 Late booking after 20 weeks 
If a risk is identified 


 The Health Care Professional (HCP) must document a management plan in 
the HHR as well as EHR and refer promptly and appropriately when 
necessary.   


 At booking and subsequently if a change is required in terms of allocation of 
care i.e. CLC / MLC (the name of a specific consultant must be recorded on 
the front of the HHR) and in clinical data in Meditech. 


 Place of birth should be documented in the management plan section of the 
HHR and dated and updated in clinical data in Meditech.  


 Transfer back to MLC must be recorded in HHR and Meditech.  
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5.1.2             BOOKING RISK ASSESSMENT and ALLOCATION OF CARE AND 
REFERRAL PATHWAY 


  
 


1. CONFIRMED PREGNANCY 


 
 


GP referral/electronic referral/ secure email to the antenatal services request referral 
form to community midwifery office /EPAU/REFERRAL FROM OTHER AGENCIES 


 
2. Community midwifery office task the community midwife/ community midwifery team via SystmOne 


Midwife to prioritise bookings based on gestation and known risks 
Risk Assessment and Booking Appointment to be completed within 2 weeks of referral (Ideally by 6-8 weeks) or 


earlier if history of pre-existing diabetes 
If patient already 12 weeks gestation or more, 


 they must be booked by midwife within 48 hours to ensure hospital appointment within next 2 weeks 
Interpreting services must be used when necessary  


 


5a. Very early consultant / 
urgent appointments before 
12 weeks 


(To be within 1-2 wks.) 
 


Clerk will contact patient directly by 
telephone to inform them of appt. and 


USS time if applicable 
A letter of confirmation will also be sent 
if time allows. 


Clerk must record actions and 
appointments on from of risk referral 


form 


 


If unable to appoint OR Out of area patient 


5c. Clerk refers individual case to 
member of antenatal clinic midwifery 
staff if required a  named consultant to 
action. 


 
Out of area referral assessed by clinic 


midwife and decision made re: 
allocation of care i.e. CLC/MLC within 


1 working day. 
Midwife to feedback to Clerk who then 
sends appropriate appointment in 
post/by telephone 


 
3. Booking appointment performed by Community Midwife by completion of the 


                                Antenatal Risk Assessment and Referral Form within the patients SystmOne record, combined 
screening and appropriate sections of the HHR thus assessing all criteria in 5.1.1. The 


Allocation of lead carer MLC/CLC and appropriate place of birth taking into account maternal choice 
Patient information will be given as appropriate. Personalised Care Plan (PCP) to be discussed and given 


Women who have not previously had a full medical assessment in the United Kingdom 
 must be referred to their GP for a full medical using an interpreter if required. The Antenatal Risk Assessment 
and Referral Form must be sent to the hospital of their choice if not TRFT. IF TRFT then a task must be made within 


the woman’s SystmOne record to the Greenoaks admin team, if a 1-2 week consultant appointment is needed a red 
flag must be added to the task. 


 
Out of area referrals are emailed to Greenoaks admin team and are expected to contain all necessary information with 


a risk assessment already completed. 
 
 
 
 


  


 


4. Greenoaks antenatal clinic clerk allocates the specified appointment and Ultrasound appointment  
and will action within 1 working day – see below 


Antenatal Booking Risk assessment and Referral form are filed in hospital notes by the clerk  


5b. MLC or Early consultant 
appointment at approximately 
12 weeks with dating scan 


 
 Clerk will send a letter to 
inform patient of appointment. 
 
Clerk must record actions and 
appointments on from of risk 


referral form 
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5.1.3. Further assessments and processes during the antenatal 
 period 


Risk assessment is a dynamic process and must be undertaken 
whenever a woman is seen by a midwife/ doctor during the antenatal 
period as per Section 5.1.1. 
However, in addition, the following specific documented assessments 
must take place at the following times during a woman’s antenatal 
journey. 


 
Booking Appointment 
In addition to the risk assessment the booking appointment will include,  


1. Completion of appropriate booking sections of the HHR. 
2. Any information discussed or provided must be documented in 


the HHR and EHR.  
3. The GP medical record of the woman must be formally checked 


for any medical conditions/communications/ attendances that 
may highlight a change in medical or social care- such as 
attendances at A& E, communications from 0-19 service, Social 
Care etc. 


4. Child Protection - Information Sharing (CP-IS) must be checked 
where appropriate. 


 
Investigations to include: 


 Calculation of Body Mass Index (BMI) (measurement of weight 
and height) and refer to dietician if required. Completion of the 
BMI sticker if indicated 


 Blood Pressure and urinalysis.  


 Screening for PET risk factors – completion of PET sticker in all 
women 


 Screening for VTE risk factors and VTE risk assessment sheet 
stapled to the VTE page in hand held records once completed. 


 Screening for asymptomatic bacteriuria – Midstream Specimen 
of Urine (MSU) 


 Blood screening should be done as follows - Full Blood Count for 
anaemia, Blood group and antibody serology, infectious 
diseases screening and haemoglobinopathies (ideally before 10 
weeks of pregnancy). 


 Screening for preterm delivery  


 Screening for fetal growth restriction. 


 TFT (free T4 & TSH) if thyroid disorder  
 


Further investigations may be required depending on the woman’s 
medical history. Please refer to appendix 1. 


 
Women should be given information, and assisted to make choices 
regarding;  


1. Combined screening,  
2. The place of birth and  
3. Type of care received.  
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Women should be directed to the trust website for information leaflets to 
support the discussions. This should be documented in the HHR by 
placing the sticker with the website and QR code (figure 1) on page 21 
of the HHR, and documenting the same in EHR. 
 
Figure 1 – Sticker with QR code and website link for patient information leaflets 


 
 
Women booked for MLC maybe suitable for a home or hospital birth. 
This will be initiated through discussion and information given at booking 
and throughout the pregnancy. Any choices made will be clearly 
documented in the HHR, EHR (Clinical data in Meditech) and 
Personalised care plans.  Preferences for birth should be completed as 
appropriate. 


 
Discussion with the woman should include  


1. Screening (Routine enquiry) for Domestic Violence  
Women should be given the opportunity to disclose domestic violence in 
an environment in which they feel secure, between booking and 15 
weeks  


2. Social care circumstances. 
3. The mental health and completion of the General Anxiety 


Disorders (GAD) questions. 
 
Women living outside the Rotherham area but wish to have scans and 
deliver at TRFT must have a TRFT ‘Antenatal Booking Risk Assessment & 
Referral Form. Completed by the midwife booking her out of area & a set of 
Perinatal Institute notes completed. 


 
The first Hospital Visit 


 Notes relating to previous pregnancies/medical history at TRFT 
will be required for any women attending a clinic. 


 Notes relating to previous medical history at TRFT will be required 
for all first appointments. These will have to be  obtained by the 
antenatal records staff 


If relevant medical / obstetric notes are at a different hospital, the 
midwife / doctor seeing the patient will (depending on the urgency 
with which the notes are needed) write to / directly contact by 
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telephone the relevant hospital and request a copy of the notes to 
be sent to: 
 


Antenatal clinic for midwifery review (if MLC) 
OR 


To the named consultant’s secretary if CLC 
 


 It is essential that any communication with consultants for their 
opinion be documented clearly in the HHR and EHR. 


 Consultant led care pathway sticker (appendix 5) To be 
completed by consultant/ registrar when woman seen at 1-2 
week / 12 week or 20 weeks appointment as a method of 
recording the plan of care. This must be attached to the back 
page of the Antenatal Booking Risk assessment Referral Form 
(appendix 3), which is filed in the hospital notes. 


 
Women attending Greenoaks antenatal clinic are expected to attend with 
a set of records including women who are booked for care at TRFT from 
out of area. 


 Generation of the customised growth chart, further risk 
assessment for serial scans, Risk assessment for BCG risks and 
combined screening if requested, will be performed and 
documented in the HHR and EHR. 


 


 Referrals to other specialists i.e. anaesthetists, neonatologist, 
physiotherapists, be performed at this stage if not previously 
completed, using the appropriate referral form.  


 


 Patient pathway check must be performed at first hospital 
appointment to ensure on correct pathway (see appendix 4). 


 
Oral glucose tolerance testing (GTT) as indicated on the antenatal 
booking referral form by the community midwife,  


 The Greenoaks admin clerk will book this Out of area women or 
women with previous GDM, once dating scan has been done.  
 


 The rest of GTT is performed at the Maltby & Rawmarsh hub by 
the community midwifery team. (Midwives must book a GTT 
appointment for 26 weeks’ gestation on SystmOne and give the 
woman the appropriate paperwork / discussion and appointment 
letter at their booking appointment). 


 
Women identified as fitting the criteria for growth scan on the Antenatal 
Risk Assessment and Referral Form will be allocated these by the 
Greenoaks admin clerk, 


 Once EDD is confirmed at dating scan  


 Electronic order is generated in Meditech by a HCP 


 Electronic outcome is completed in Meditech specifying the 
number and timing of scans.  
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Women who live out of the Rotherham area but choose to deliver 
at TRFT must have a full booking process and risk assessment 
checked at the first appointment. 


 
The second formal antenatal risk assessment 
The risk assessment is formally repeated by the midwife/doctor during 
the third trimester and documented in the HHR and EHR – Risk 
assessment -second assessment, to ensure the initial management plan 
and plan for place of birth remains appropriate and at any other time 
whereby health or social care circumstances change by the relevant 
health professional. 
 
The GP medical record of the woman must be formally checked for any 
communications/ attendances that may highlight a change in medical or 
social care- such as attendances at A& E, communications from 0-19 
service, social services etc. 
 


          Discussion with the woman should include  
1. Screening (routine enquiry) for Domestic Violence- Women 


should be given the opportunity to disclose domestic violence in 
an environment in which they feel secure, between 34 and 37 
weeks’ gestation 


2. Social care circumstances discussion. 
3. Discussion regarding the mental health and completion of the 


General Anxiety Disorders (GAD) questions. 
4. Fetal movements 


 
Women who are reviewed on triage/ antenatal day ward 
The midwife/doctor will review the HHR and EHR and record the 
outcome of the contact on Meditech. A brief summary of care given 
documented in the HHR. 
 
Screening (routine enquiry) for  


 Domestic Violence. 


 Social care circumstances 


 Mental health disorders 


 Fetal movements  


 Other relevant obstetric concerns – eg PET 
 


Women admitted to the antenatal ward / hospital as in patient  
The admitting midwife/doctor will complete the following in Meditech; 


 Antenatal admission record in Meditech  


 Maternity VTE risk assessment,  


 Moving and Handling Risk Assessment Sheet and a tissue 
viability assessment; Please see relevant guidelines. 


 
On completion of the episode of care a brief summary of the admission 
and its outcome must be made in the Other contacts/ visits section of the 
HHR and an electronic discharge summary sent to GP via Meditech. 
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Screening (routine enquiry) for  


 Domestic Violence. 


 Social care circumstances 


 Mental health disorders 


 Fetal movements  


 Other relevant obstetric concerns – eg PET 
 


Women admitted to a non-maternity setting 
Refer to Non- Obstetric Emergency Care Guideline 


 
5.1.4 Risk assessment at the commencement of labour 


 Women who are seen at the commencement of labour, regardless of 
 care setting, will be risk assessed.   


 The midwife / doctor will review the HHR, EHR and hospital records 
as per 5.1.1 and document any risks identified either antenatal or 
intrapartum in the appropriate section of intrapartum care note or  
in the antenatal admission record in Meditech. 


 The labour ward coordinator and on call Registrar or Consultant must 
be directly informed of all women identified as high risk at the 
commencement of labour OR if at any point during labour the care 
allocation requires a change from MLC to CLC.  


 An individual management plan must be documented for all high risk 
women 


 The on call registrar or labour ward co-ordinator will then refer directly 
to other disciplines at Registrar or Consultant level e.g. anaesthetists, 
paediatrics as required.  


 Any change of care must be clearly documented in intrapartum care 
note and a new plan documented. 


 Refer to the Guideline for the Care of Women in Labour   


 Refer to SOP for Continuity of Care & management in labour 
 
5.2  Special circumstances 
 
5.2.1 Suggested management plan declined by woman/ care unable to 


 be delivered 


 A woman may request consultant led care at any point during her 
pregnancy.  If this is the case she should be referred to CLC for 
further discussion. 


 Women with identified risk factors who after an in depth 
discussion, still request a home birth or MLC should be referred to 
the antenatal clinic for consultant input.        


 In the instance that a member of staff is unable to deliver a 
particular aspect of the proposed schedule of care, appropriate 
assistance should be sought within a reasonable time frame, and 
or, explicit arrangements be made to maintain the continuum of 
care.  Clear evidence must be provided of the care planned, the 
decisions made, the care delivered and information shared. (NMC 
2012) 
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5.2.2 Confidential information that woman does not want recording in 
 HHR 


Any referrals, confidential information or information that the woman 
does not want recording in the HHR, should be documented in the HER 
or hospital notes and a mark should be placed in the box at the top of 
page 2 of the HHR to identify this. 
 


5.2.3 Rotherham have 2 electronic systems as patient records. It is best 
practice for Midwives working in community to view Meditech for any 
admissions and care given (Sepia PT in SystmOne can be used for this). 
Hospital based staff must also view any documentation in SystmOne made by 
the community Midwives / maternity support workers, as this record may 
contain documentation which could not be added to the HHR. 


 
 


6. RELATED GUIDANCE  
 
TRFT guidelines  


 
Guideline on the identification of risk and management of venous 
thromboembolism in pregnancy and the Puerperium 


 
           Guidelines for ultrasound examinations in pregnancy.  
            
           Guideline screening and management of small-for-gestational-age   
 foetus  
 


Guideline for the care of women in labour 
 


Guidelines for the Management of Pregnant Women with a Body Mass 
Index (BMI) of =/>30kg/m2  and Over,  


 


Guideline for the Management of diabetes in the Preconception, 
Antenatal, Intrapartum and Postpartum Period 


 
          Overarching antenatal screening guideline  
 
          Policy for the screening and management of domestic abuse in 
 pregnancy,  
 


Female Genital Mutilation (FGM) TRFT Guidance for mandatory 
reporting by health professionals,  


           
          Guideline for the provision of information during the antenatal, 
 intrapartum and postnatal periods,  
 


Policy for the Clinical Management of Jehovah’s Witness and others 
who Refuse Treatment with Blood Components/Products and /or their 
Derivatives 
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Guidelines for the Management of Multiple Pregnancy and Birth 
 
          Guidelines for the management of hypertension in pregnancy  
 (antenatal) 
 


 Management of pregnant women with a history of drug and alcohol 
use,  


 
Guidelines for Women attending Rotherham Hospital Maternity 
Services with Mental illness 


 
Guideline for the management of group b streptococcus in pregnancy, 
labour and in the neonate 


 
 Guide line for the management of women with hiv in pregnancy 
including treatment regime for zidovudine in labour and prior to 
caesarean section 


 
           Guideline for management of Anaemia in Pregnancy  
 (Antenatal, Intrapartum and Puerperium) 


  
Guideline for the Management of Women with Epilepsy (WWE) in 
Pregnancy 


 
 Guideline for caesarean section 
 
Guidelines for care of pregnant women attending accident and 
emergency or admitted elsewhere in the hospital 
 
Guideline for the Early Recognition of the Severely Ill Pregnant Woman 
 
Guidelines For Vaginal Birth Following Caesarean Section Or In 
Women With A Previous Scar  
 
SOP for the management of women on a Continuity of Care Pathway 
 
National guidelines 
 


 
Confidential Enquiry into Maternity and Child Health.  
London: CEMACH. Available at www.cemach.org.uk. 


 
MBRRACE-UK Saving Lives, Improving Mothers Care Report at  
www.npeu.ox.ac.uk/mbrrace-uk 
 
MBRARACE- Perinatal Confidential Enquiry report Available at  
www.npeu.ox.ac.uk 


 



http://www.cemach.org.uk/

http://www.npeu.ox.ac.uk/mbrrace-uk
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National Institute For Health And Clinical Excellence (2014) Intrapartum 
Care: Care of Healthy Women and their Babies during Childbirth. 
London: NICE.   
www.nice.org.uk 


 
National Institute For Health And Clinical Excellence (2008) Antenatal 
Care: Routine Care for the Healthy Pregnant Women. London: 
NICE.www.nice.org.uk 
 
National Institute For Health And Clinical Excellence (2008) Antenatal 
Care: Routine Care for the Healthy Pregnant Women; Evidence update 
May 2013. London: NICE.www.nice.org.uk  


 
RCOG (2015) Reducing the Risk of Thrombosis & Embolism during  
pregnancy and the puerperium . London:RCOG . Available at  
www.rcog.org.uk 
 


 
7. FURTHER REVIEW 
 
          This document will be reviewed every three years unless such changes    
          occur as to require an earlier review



http://www.nice.org.uk/

http://www.nice.org.uk/

http://www.nice.org.uk/

http://www.rcog.org.uk/
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Appendix 1   Conditions and other factors that may affect planned place of birth & individualized assessment when planning place of birth 


 


Disease area Medical condition 


Cardio Vascular  Confirmed Cardiac Disease 


 Cardiac disease without intrapartum implications 


 Hypertensive disorders 


Respiratory  Asthma requiring an increase in treatment or previous hospital treatment 


 Cystic Fibrosis 


Haematological  Haemoglobinopathies – sickle cell disease, beta-thalassemia major 


 Anaemia 


 History of thromboembolic disorders 


 Immune thrombocytopenia purpura/other platelet disorder/platelet count below  


 Von Willebrand’s disease 


 Bleeding disorder in woman or unborn baby 


 Atypical antibodies which carry a risk of haemolytic disease of the new-born 


 Refusal of blood and blood products 


 Atypical antibodies not putting the baby at risk of haemolytic disease 


 Sickle cell trait 


 Thalassemia Trait 


 Anaemia – haemoglobin 85- 105g/ltre at onset of labour 


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


 Hepatitis B/C with abnormal liver function tests 


 Hepatitis B/C with normal liver function tests 


 Carrier of/or infected with HIV 


 Toxoplasmosis – women receiving treatment 


 Current active infection of chicken pox/rubella/genital herpes 


 Tuberculosis under treatment 


Immune  Systemic lupus erythematous 


 Scleroderma 


 Non-specific connective tissue disorders 


Endocrine  Hypothyroidism & Hyperthyroidism 


 Unstable hypothyroidism such that a change in treatment is required 


 Diabetes 


 Any endocrine disorders 


Renal  Abnormal renal function 


 Renal disease requiring supervision by renal specialist 


Neurological / 
Skeletal 


 Epilepsy 
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 Myasthenia gravis 


 Previous cerebrovascular accident 


 Multiple Sclerosis 


 Any other neurological condition 
 


 Previous fractured pelvis 


 Spinal abnormalities 


 Neurological deficits 


Gastro intestinal  Liver disease associated with current abnormal liver function tests 


 Liver disease without abnormal liver function 


 Crohns Disease 


 Ulcerative colitis 
 
 
 
 


Psychiatric  Disorder requiring current inpatient psychiatric care 


 Previous psychosis 


 Severe mental illness 


 
Anaesthetic  


 Difficult airway access 


 Lumbar spinal pathology 


 Cardio respiratory disease 


 Previous problems with regional or general anaesthesia 


 Serious medical condition and complications 


 Neurological disease 


 Risk of haemorrhage 


 Previous adverse drug reaction 


 Obesity, BMI ≥35 


 Women who declined blood products including Jehovah’s Witnesses 


 
 
 


Factor Additional Information 
 


 Women on long term steroid treatment 


 Women with history of CSE in the past for consultant review and who wish support 
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Previous obstetric 
complications 


 Unexpected stillbirth / neonatal death – related to intrapartum difficulty 


 Stillbirth/neonatal death with a known non-recurrent cause  


  


 Previous baby with neonatal encephalopathy 


 Previous growth restriction 


 Genetic disorder 


 Other fetal abnormality 


 Pre-eclampsia requiring preterm birth, eclampsia 


 Preeclampsia developing at term 


 Placental abruption with adverse outcome or placenta praevia 


 Placental abruption with a good outcome 


  


 Uterine rupture 


  


 Primary postpartum haemorrhage requiring additional treatment or blood transfusion 


 Retained placenta requiring manual removal in theatre 


 Caesarean section, indication stated 


 Shoulder dystocia 
 


 History of previous baby more than 4.5kg 


 Extensive vaginal, cervical, or third- or fourth-degree perineal trauma 


 Previous term baby with jaundice requiring exchange transfusion 
 
 
 


Current pregnancy  Multiple birth 


 Placenta praevia 


 Pre-eclampsia or pregnancy-induced hypertension or 2 risk factors 


 Preterm labour/preterm pre-labour rupture of membranes 


 Placental abruption 


 Anaemia – Hb less than 85g/lt at onset of labour 


 Confirmed intra uterine death 


 Induction of labour 


 Substance misuse 
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 Recreational drug use 


 Alcohol dependency requiring assessment for treatment 


 Onset of gestational diabetes 


 Malpresentation – breech/transverse lie 


 Body mass index of ≥35 see BMI policy) 


 Recurrent Antepartum haemorrhage 


 Antepartum bleeding of unknown origin (single episode after 24 weeks of gestation) 


 Blood pressure of 140mmHg systolic or 90mmHg diastolic on two occasions 


 Clinical or ultrasound suspicion of Macrosomia 


 Para 4 or more  


 Age > 40 at booking 


 Age over 35 at booking 


 Antepartum bleeding of unknown origin (single episode after 24 weeks of gestation) 


 Under current outpatient psychiatric care 


Fetal indications  Small for gestational age in this pregnancy 10th centile or reduced growth velocity on ultrasound) 


 Abnormal fetal heart rate / Doppler studies 


 Ultrasound diagnosis of oligo /polyhydramnios 


 Fetal abnormality 


Social Factors 
 


 History and / or disclosure of domestic abuse 


 Safeguarding Children’s Services involvement with the family 


 Personal history of CSE 


 


Previous gynaecological 
history 


 Major gynaecological surgery 


 Cone biopsy or large loop excision of the transformation zone 


 Fibroids 


 Female Genital Mutilation (FGM) 
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Appendix 2    


BOOKING & ANTENATAL REFERRAL PATHWAY GUIDANCE 
Clinic  
GENERAL ANC                SPECIALIST ANC  
LOO (L O OKOR)   SV – THYROID CLINIC 
CJR (C RICHARDSON)                          SV – HAEMATOLOGY CLINIC (First Friday of the MONTH) JOINT CLINIC WITH HAEMATOLOGIST 
NB (N BIKA)      RR – DIABETIC CLINIC (PRE-EXISTING DIABETES) JOINT CLINIC WITH DIABETIC MDT/ DIABETIC MW    
SV (S VIMALAMMA)   RP / SV – GESTATIONAL DIABETES (GDM ) CLINC – JOINT CLINIC WITH DIABETIC TEAM/ DIABETIC MW 
RR (R Ram)                            RR – MATERNAL MEDICINE CLINC/PRECONCEPTION COUNSELLING 
ATS (A SAXENA)                                   ATS – PRETERM CLINIC 
RP (R PRAJWALA)   RP – HIGH RISK PREGNANCY (Multiple pregnancy) 
SM (S MALIK)     NB – COMPLEX SOCIAL PROBLEMS/ TEENAGERS, BIRTH TRAUMA, STI, HEPATITIS AND HIV 
HM (H MISTRY)   NB – SEVERE PERINATAL MH) VULNERABILITY  
AP (A PANICKAR)    AP – OBSTETRIC ANAESTHETIC CLINIC 


                                  


IF ANY UNCERTAINTY EXISTS REGARDING RISK ASSESSMENT / ALLOCATION OF CARE PLEASE DISCUSS WITH CONSULTANT STAFF 


 


Referral to consultant clinic required  CLINICS & CONTACT NUMBERS 
Gestation to 


be seen 


Extra bloods/tasks 
required in addition to 
routine bloods 


 
MATERNAL MEDICINE 


   


Neurological disorders: MS, Myasthenia Gravis, 
Myotonic Dystrophy etc. 
 


Named Consultant - Any 
With Dating 


scan 
 


Epilepsy Ms O Okor – Tuesday AM 
With Dating 


scan 


Advance on 
contraindicated 
antiepileptic medication 


 
Cardiac Disease 


Named Consultant – Any 
(Joint care with Jessops Sheffield) 


1-2 weeks  


Congenital and acquired cardiac disease 
Maternal medicine clinic -Ms Ram/Ms Vimalama 
(Joint care with Sheffield) 


1-2 weeks  


Respiratory Disease: asthma if unstable / repeated 
admissions / required steroids, other respiratory 
disease 
 


Named Consultant - Any 
With Dating 


scan 
 


Medical disorders e.g. significant inflammatory 
bowel disease (not I.B.S) significant liver & 
pancreatic disease (including, 
cholestasis),malignancy (current & previous), 
Connective tissue disease 
 


Maternal medicine clinic -Ms Ram/Ms Vimalama  
(Joint care with Sheffield, Leeds or Local trust specialist 
as appropriate) 


With Dating 
scan 
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Referral to consultant clinic required  CLINICS & CONTACT NUMBERS 
Gestation to 


be seen 


Extra bloods/tasks 
required in addition to 
routine bloods 


Raised BMI (≥ 35)       
All women with a BMI ≥35kg/m2 at Booking must be 
referred by the midwife for consultant review 
(consultant/maternity team based care)  
 
BMI 35 – 39.9 with no other risk factors can be 
MLC. 
 
Raised BMI (≥ 40) will have individualised care 
planned. 
  


See BMI Guideline – Named Consultant – Any 
 
 
 
 
 
 
 
Named Consultant - Any  
 


IF VTE>3 then 
With Dating 


scan otherwise 
20 weeks 


 
 
 
 


With Dating 
scan or ASAP if 
later. 


Ensure on  


 5mg folic acid and 


 Vitamin D 10mcg 
prescribed 


 Risk assessed for 
Aspirin 


 GTT at 26 weeks 
(unless previous 
GDM) 


 Growth scans 


Diabetic and Endocrine disorders 
 


   


Diabetes outside pregnancy i.e. Type 1, Type 2, 
Impaired Glucose Tolerance,  
 
 
Previous history of gestational diabetes or 
gestational impaired glucose tolerance.  
 
 
Significant previous or current Endocrine Disorders. 
Current and past history of  hypothyroidism / 
hyperthyroidism – previous thyrotoxicosis patients 


RR – Diabetes Clinic 
Ext. 4323 
Specialist Diabetes Midwife  – ext. 7110 
 
Book early GTT – request ASAP on booking letter- does 
not need RG/SR cons clinic – SV and RP GDM ANC 
 
 
 
SV - Thyroid 
 


1-2 weeks 
Prior to dating 


scan 
 
 
 
 
 
 


With Dating 
scan 


 
Please ring and book 
appointment asap 
 
 
 
 
 
 
TSH & Free T4 at 
booking  


GYNAECOLOGICAL    


 
Female Genital Mutilation (FGM) 


NB OBS 20/40  


Cone biopsy or large loop excision of the 


transformation zone 
ATS – preterm clinic 


With Dating 
scan 


 


 
HAEMATOLOGY 


   


 
History of haematological disease pre/ during 
previous pregnancy   
 
 
Previous VTE  
 


 
SV – Joint Haematology clinic  
 
 
SV – Haematology or General Antenatal (whichever is 
earliest) 
 


 
With Dating 


scan 
 
 


1-2 weeks  
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Referral to consultant clinic required  CLINICS & CONTACT NUMBERS 
Gestation to 


be seen 


Extra bloods/tasks 
required in addition to 
routine bloods 


 
Thrombophilia 
 
 
 
VTE score of >/= 3 (No thrombophilia or previous 
VTE) 
 


 
SV Haematology or General Antenatal (whichever is 
earliest) 
 
 
Named Consultant - Any 
 
 


 
1-2 weeks 


 
 


1-2 weeks If 
VTE >3 


otherwise 12 
wks with NT 


scan 


Haemoglobinopathies – Sickle Cell Disease, 
Thalassemia 
Sickle Cell / Thalassemia Carrier status 
 


Screening Co-ordinator Ext. 7632 
SV - Joint haematology clinic 


1-2 weeks 


 Sickle & Thalassemia 
screen &  


 Serum Ferritin and 


 serum Iron profile 


 
Known  Antibodies 


Green Oaks Midwifery team 
Scan lists as required 


1-2 weeks after 
results received 


Red Cell Antibody screen 


Refusal of blood products – Jehovah’s witness 


SV – Joint haem clinic or General antenatal clinic 
whichever is earliest. 
 
Obstetric anaesthetic clinic 


12 wks with 
dating scan 


 
 


 


Refusal of blood products – not a Jehovah’s 
Witness 


Named Consultant – Any 
 
Obstetric anaesthetic clinic 


12 wks with 
dating scan 


 


OBSTETRIC FACTORS 
 


   


Grand Multiparty ≥ 4 Named Consultant - Any 20/40  


Previous GDM If no other factors MLC until GDM is  confirmed on GTT  


Need GTT asap before 
12 weeks and repeated at 
26 weeks. Will only be 
seen by RP & SV when 
GDM is again confirmed 
on GTT 


Previous P.E.T/ H.E.L.L.P syndrome or 1 High risk 
or 2 moderate risk factors for PET 


Named Consultant - Any 
12 wks with 
dating scan 


 


Previous Shoulder Dystocia Named Consultant - Any 20/40  


Previous  LSCS  Named Consultant - Any 20/40  


Previous Uterine Rupture Named Consultant - Any 20/40  


Previous Abruption  Named Consultant - Any 20/40  


Previous PPH ≥1000mls Named Consultant - Any 20/40  







Version 9     GUIDELINE FOR CLINICAL RISK ASSESSMENT AND ALLOCATIONOF CARE IN PREGNANCY 
FROM INTIALBOOKING APPOINTMENT TO COMMENCEMENT OF LABOUR 


                             Please check the Intranet to ensure you have the latest version     Page 24 of 39 


 


Referral to consultant clinic required  CLINICS & CONTACT NUMBERS 
Gestation to 


be seen 


Extra bloods/tasks 
required in addition to 
routine bloods 


Previous 3rd or 4th Degree Tear Named Consultant - Any 20/40  


FETAL FACTORS    


Previous Small Baby -  IUGR requiring previous 
early delivery or significant intervention, or when 
patient has been advised by a consultant for early 
consultant booking in next pregnancy 


Named Consultant - Any 
 


20/40 
 


Previous large baby (≥4000g) If NO complications of delivery - MLC  
Arrange GTT @ 26 
weeks. 


Previous large baby (≥4000g with complications, or 
≥4500g) 


If complications of last delivery- Named consultant - Any 20/40  


Previous stillbirth ≥ 20 wks. Named Consultant - Any 
12 wks with 
dating scan  


Previous pre-term birth (<34weeks) 
 


Named Consultant - Any 
12 wks with 
dating scan  


Previous pregnancy mid-trimester miscarriage 
 


Named Consultant - Any 
12 wks with 
dating scan 


 


Previous fetal abnormality without genetic problems Named Consultant – Any 


12 wks with 
dating scan  


3+ recurrent miscarriages +/- second trimester loss EPAU /  Named consultant -- Any 


12 wks with 
dating scan  


 
Familial genetic history 
 


Screening Co-ordinator EX 7632 ASAP 
Named Consultant - Any 


12 wks with 
dating scan  


OTHER    


Women who are very unsure of dates must have a 
scan asap to ensure that they do not miss out on 
screening 


Urgent scan within 1-2 weeks   


Mental health  Follow referral pathway - see appendix 5   


Maternal age+/- 40 years Named consultant - Any 
12 wks with 
dating scan 
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Appendix 3 
 


   APPOINTMENT   INFORMATION PAGE                                                                                                                            


 
                                                                                                                                                   


 


 


 


 


 


                                                                                                                                                   


                                                                                                                                                  


 


 


 


                                                                                                                                   


 


 


 


 


 
  
 
 


 


 


 


                                                                                                                                


 


 


 
 


  


COMMUNITY MIDWIFE MUST COMPLETE ALL AREAS 
 LMP-                       GESTATION AT BOOKING-.. 
(Women with very unsure dates needs early scan within 1-2 weeks) 
scan on epau?  yes    Date on EPAU-       
Gestation on EPAU scan-  


DATE WHEN  12 WEEKS ………… 


SMOKING AT 


BOOKING 


YES …….. NO……….. 


 MIDWIFE COMPLETING THE BOOKING- 


Date of booking …….. 


GTT REQUIRED 
YES /NO 


Reason for GTT… 


ASAP <12 weeks  & 26            /   26 only 


Booking Clerk to complete 
RECEIVED- 


ACTIONED- 


APPOINTMENT DATE- 


CLINIC ALLOCATION - 


CLINIC CODES –  
PLEASE TICK all that apply 
NBOBS   NBMH    
CJROB      
 SPOB     
SP Thyroid    SP Haem      
SR1OB   SRDB    
  ASAXINAOBS   
  ASOOB 
ANY 
SPECIALIST MIDWIFE 
REFERAL 
DIABETIC MIDWIFE 
Screening Team         
MW3- Substance misuse       
MW teen 
STOP SMOKING SERVICE 


LEAD CARER – CLC    1-2 week (-<12 weeks) / 12 weeks /   20 weeks 
NAME OF CONSULTANT                                                    / ANY 
REASONS FOR CLC- SUMMARY-……………………………………… 
……………………………………………………………………………….. 


LEAD CARER – MLC   


TYPE OF SCAN     NT  ……..           DATING …….. 


 


INTERPRETER NEEDED 


YES / NO 


LANGUAGE SPOKEN- 


…………………………….. 


Does this lady meet trigger for routine growth scan            YES / NO 
Reason if YES- ……………………… 
Please refer to the following TRFT guidelines 
313 GUIDELINES FOR ULTRASOUND EXAMINATIONS IN PREGNANCY 
398 SCREENING AND MANAGEMENT OF SMALL-FOR-GESTATIONAL-AGE FETUS 
GUIDELINE 
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OBS HISTORY      GRAVIDA                                 PARITY 
INCLUDE EARLY PREGNANCY LOSSES 
 
                                                                                 
OBS HISTORY      GRAVIDA                                 PARITY 
INCLUDE EARLY PREGNANCY LOSSES 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 


 
 
 
                                                                           
 
     Other information free text …. 


 
 
 


 
DATE 


PLACE OF 
DEL 


GEST MODE OF 
DELIVERY 


OUTCOME/ 
PROBLEM 


SEX WT 
KG 


FULL 
NAME 
CHILD 


RESIDES 
WITH 


 
 


        


 
 


        


 
 


        


 
 


        


 
 


        


ALLERGIES- 


For migrant women Full Medical Examination YES 
NO  


If NO refer to GP Date:  


Risk of Pre eclampsia  YES/ NO 
1 X High risk factor for PET: Yes No   
2 X Moderate risk factors: Yes No  
(REFER TO CONSULTANT CLINIC) 
Please list the risk factors: 
 


Known to Safeguarding  
YES/NO 


Height -          Weight           BMI 


Relevant medical history-                                      


Relevant family history- 


Substance misuse-  


FGM –  


VTE risk at booking 
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DEMOGRAPHICS   


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GP NAME & ADDRESS 


PATIENT DEMOGRAPHICS 


 NAME 


ADDRESSS 


 


TELEPHONE contacts 


 


NHS 


DOB 


MARITAL STATUS 


EMPLOYMENT STATUS 


OCCUPATION 


RELIGION 


PREVIOUS NAME 


COUNTRY OF BIRTH                        


 ETHNICITY 


HAS PT BEEN IN COUNTRY FOR LAST 12 MONTHS   YES /NO 


LANGUAGE SPOKEN- 


 


PARTNER INFORMATION 


NAME 


ADDRESS 


DATE OF BIRTH 
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Appendix 4  
Antenatal pathway check at first visit to Hospital based antenatal clinic 
 
The first sheet of the Antenatal Risk Assessment & Referral Form’ must be checked 
by the Health care assistant in Greenoaks to ensure that the woman is attending clinic 
has all appointments made and is on the correct pathway. If an omission is identified 
then the HCA must ensure all appointments are booked. File in hospital records 


Afix sticker  here- 


The following has been created by J YEATES 


 IF CIRCLED NO THEN PLEASE 
ARRANGE APPOINTMENT 


Needs Consultant Led Care 
 


   


Has 1-2 week consultant appointment 
made 
 


YES NO N/A 


Has 12 week consultant appointment with 
dating scan made 
 


YES NO N/A 


Has 20 week consultant appointment 
made 
 


YES NO N/A 


If does not have any consultant 
appointment made please discuss with 
ANC coordinator 


   


If has had 1-2 week consultant 
appointment and the next appointment is 
not until 28 weeks ensure any GROWTH 
SCANS needed are booked by a clinic 
midwife 


   


GTT REQUIRED:    


12 weeks 
 


YES NO N/A 


26 weeks 
 


YES NO N/A 


Other Appointments Needed:    
Screening team? YES NO N/A 


Anaesthetic appointment? (BMI >40) YES NO N/A 
Has anomaly scan been booked for 


between 18-20+6 
YES NO N/A 
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If out of Area – 28 week midwife 
appointment? 


NB: If BMI=>45 needs ALL routine 
midwife appointments at Greenoaks 


(unless woman opts for CMW) 


YES NO N/A 


Trigger for growth scans: 
BMI/SGA 


   


If triggers for growth scans and has 12 or 
20 week consultant appointment do not 


book scans 


   


If has no consultant appointment then 
book consultant for 20 week appointment 
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Appendix 5 


 


Referral criteria to Perinatal Mental health antenatal clinic 


1. Schizophrenia 


2. Bipolar affective disorder 


3. Women on antipsychotics and mood stabilizers 


4. New symptoms developed in pregnancy 


5. Recurrence of symptoms in pregnancy despite pharmacotherapy /psychotherapy 


6. Tocophobia (avoidance of vaginal delivery) 


7. Pregnancy secondary to sexual assault 


8. Self-harm within last 12 months 


9. Attempted suicide in last 24 months 


10. Hospital admission under psychiatry in last 48 months 


11. Previous puerperal psychosis 


12. Previous admission into mother and baby unit 


13. Previous traumatic birth and worsening anxiety in current pregnancy 


14. New mental health symptoms/anxiety in relation to baby  


15. Current mental health symptoms and complex social circumstances 


16. Current mental health symptoms and substance misuse  


17. Pre pregnancy counselling 


18. Admission to A&E in current pregnancy for mental health reasons 


To be seen at MHANC by 12 weeks - Numbers 1, 2, 3, 9, 11, 12, 13, 14 


To be seen at MHANC by 20 weeks - Numbers 6, 7, 15, 16,  


Next available MHANC appointment - Numbers 4, 5, 6, 8, 10, 18,  


Women will have a multidisciplinary triage assessment at booking and 


referral as appropriate 


1. Past history of mental health illness unless listed above 


2. Currently stable mental health and no medication 


3. Stable mental health on pharmacotherapy 


4. Mental health and obstetric comorbidities 


5. Family history or partner history of mental health 


6. Learning difficulties  


7. Currently undergoing counselling/psychotherapy 


8. Currently under a consultant due to other co morbidities 


 Provide all women with an information leaflet on mental health in pregnancy 


 Any other woman outside these criteria will require an Edinburgh PND score prior 


to acceptance for review  
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Appendix 6 


Allocation of care for Maternal Medicine patients 


Specialty  
 


Local provision in place at TRFT Referral pathways in 
place 


Congenital and 
acquired Cardiac 
disease  


 
Maternal medicine ANC  


 
Jessop  


 
Endocrinology  
 


 
Joint endocrine ANC  


 
Jessop 


Diabetes (Pre-
existing and 
Gestational) 


 
Joint ANC  


 
Jessop 


 
Respiratory 
 
 


 
Maternal medicine / ANC /Trust 
respiratory team 


 
Royal Hallamshire  


 
Neurology/ epilepsy 
 
  


 
Maternal medicine ANC/ Epilepsy ANC  


Jessop 
 
Royal Hallamshire 


 
Renal disease  
 


 
Maternal medicine clinic /ANC 


 
Jessop  


 
Hepatology 
 


 
None 
(Hepatitis – ONB ANC/Screening team) 


 
Leeds 


Rheumatology and 
Connective Tissue 
Disease  


 
Maternal medicine clinic/ ANC 


 
TRFT Trust consultant 


 
Haematology  
 
 


 
Joint heamatology ANC 


 
Jessop  


Inflammatory bowel 
conditions 
 


 
Maternal medicine clinic/ ANC 


 
IBD team at TRFT 


Maternal 
malignancy  
 


 
None  
Maternal medicine clinic 


 
Jessop 
Weston Park 


Severe perinatal 
mental health 
disorders  
 


 
Perinatal ANC 


 
Perinal mental health 
team (RDASH) 


Maternal genetic 
pre-conceptual 
counselling 
including PGD 
 


 
None 
Screening team 


 
Jessop  
Sheffield Children’s 


Complex obstetric 
anaesthesia/ airway  
 


 
Obstetric anaesthetic clinic 


 
Royal Hallamshire 
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Appendix 7 


Consultant allocation of Midwifery Led - Patients 


 


1. All out of area patients should be allocated to Miss Mistry 


 


2. Allocate patients to the obstetric consultant on call for the day (on the Rota) 


 Midwifery led patients who are admitted to labour ward and Wharncliffe ward or 


seen on Antenatal day unit and should be allocated as stated below 


 Midwifery led patients seen in ANC Greenoaks who need transfer to Consultant 


led care 


 


3. When the following gynaecology consultants are on call, allocate the patients as shown 


below to the corresponding buddy obstetrician 


 


Gynae consultant on call Buddy Obstetrician 
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 
 
This document was developed in consultation with: obstetricians, midwives 
and mangers 
 


 
9. APPROVAL OF THE DOCUMENT 


 
This document was approved by Maternity Governance 
 


10. RATIFICATION OF THE DOCUMENT 
 
This document is locally approved and does not require Trust ratification 
 


11. EQUALITY IMPACT ASSESSMENT STATEMENT 
 
An Equality Impact Assessment has been carried out in relation to this 
document using the approved initial screening tool; the EIA statement is 
detailed at Appendix 1 to this section of the document. 
 
The manner in which this policy impacts upon equality and diversity will be 
monitored throughout the life of the policy and re-assessed as appropriate 
when the policy is reviewed. 
 


12. REVIEW AND REVISION ARRANGEMENTS 
 
This document will be reviewed every three years unless such changes 
occur as to require an earlier review.  
 
Obstetric Consultant and  Midwife are responsible for the review of this 
document. 
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13. DISSEMINATION AND COMMUNICATION PLAN 
 
 


To be disseminated 
to 


Disseminated 
by 


How When Comments 


Quality Governance 
Team via polices email 


Author Email Within 1 week 
of ratification 


Remove 
watermark from 
ratified document 
and inform Quality 
Governance Team 
if a revision and 
which document it 
replaces and 
where it should be 
located on the 
intranet. Ensure all 
documents 
templates are 
uploaded as word 
documents. 


Communication Team 
 


Quality 
Governance 
Team 


Email  Within 1 week 
of ratification 


Communication 
team to inform all 
email users of the 
location of the 
document.  


All email users Communication 
Team 


Email Within 1 week 
of ratification 


Communication 
team will inform all 
email users of the 
policy and provide 
a link to the policy. 
 


All Staff with a 
role/responsibility 
within the document 


Author Meeting/E
mail as 
appropriate 


When final 
version 
completed 


The author must 
inform staff of their 
duties in relation to 
the document. 
 


All staff within area of 
management 


Heads of 
Departments 
/Matrons 


Meeting / 
Email as 
appropriate 


As soon as 
received from 
the author 


Ensure evidence 
of dissemination to 
staff is maintained. 
Request removal 
of paper copies 
Instruct them to 
inform all staff of 
the policy including 
those without 
access to emails 
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14.  IMPLEMENTATION AND TRAINING PLAN 
 
There is no specific implementation or training plan associated with this guideline. 
The processes described in this guidance are in use every day. Any issues regarding 
implementation of this guideline will be addressed via the monitoring of compliance 
process. 
 
15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS 


OF THE TRUST DOCUMENT 
 


15.1 Process for Monitoring Compliance and Effectiveness 
 


Audit/Monitoring 
Criteria 
 


Process 
for 
monitoring 
e.g. audit, 
survey 


Audit / 
Monitoring 
performed 
by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed 
to 


Action 
plans 
approved 
and 
monitored 
by 


Booking appointments: 


responsibilities of 
relevant staff groups 
 
process for ensuring that 
women have their first 
full booking visit and 
hand held record 
completed by twelve 
completed weeks of 
pregnancy  
 
process for ensuring that 
women who on referral to 
the maternity service are 
already twelve or more 
weeks pregnant are seen 
within two weeks of the 
referral  
 
process for ensuring that 
migrant women who 
have not previously had 
a full medical 
examination in the United 
Kingdom have a medical 
history taken and clinical 
assessment made of 
their overall health, using 
an interpreter if 
necessary 
 
process for identifying for 
which women health 
records from previous 
pregnancies are required 
for review by clinicians 
 
process for arranging the 
availability of health 
records from all previous 
pregnancies, for review 
by clinicians 
 


Audit 1% of 
notes of women 
who have 
delivered  


Audit of 1% or 
30 sets 
(whichever the 
greater) of notes 
of women who 
on referral to the 
maternity 
service are 12 
or more weeks 
pregnant 


1% or 30 sets of 
notes in whom 
risks are 
identified during 
the antenatal 
and labour 
clinical risk 
assessment 


Over a 12 
month rolling 
period 


 


Consultant/midwife Annually Maternity 
Governance 


 


 


 


 


 


 


 


 


 


 


 


Maternity 
Governance 
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Audit/Monitoring 
Criteria 
 


Process 
for 
monitoring 
e.g. audit, 
survey 


Audit / 
Monitoring 
performed 
by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed 
to 


Action 
plans 
approved 
and 
monitored 
by 


Antenatal Clinical Risk 
Assessments: 


timing of risk 
assessments  


 


medical conditions to be 
considered, including 
anaesthetic history 


factors from previous 
pregnancies  


lifestyle history to be 
considered 


identification of women 
who will decline blood 
and blood products  


risk assessment for 
appropriate place of birth  


 


development of an 
individual management 
plan for women in whom 
risks are identified during 
the clinical risk 
assessment 


 


process for referral of 
women in whom risks are 
identified during the 
clinical risk assessment 


 


process for referral back 
to midwifery led care if 
appropriate 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Audit 1% of 
notes of women 
who have 
delivered  


Audit of 1% or 
30 sets 
(whichever is 
the greater) of 
notes of women 
in whom risks 
are identified 
during the 
clinical risk 
assessment 


 


Midwife/ 
Consultant 


Annual Maternity 
Governance 


 


 


 


 


 


 


 


 


 


 


 


 


Maternity 
Governance 
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Audit/Monitoring 
Criteria 
 


Process 
for 
monitoring 
e.g. audit, 
survey 


Audit / 
Monitoring 
performed 
by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed 
to 


Action 
plans 
approved 
and 
monitored 
by 


Commencement of 
labour Clinical Risk 
Assessments: 


timing of the clinical risk 
assessment in all care 
settings 


 


medical conditions to be 
considered, including 
anaesthetic history 


 


factors from previous 
pregnancies  


lifestyle history to be 
considered 


 


risk assessment for 
appropriate place of birth  


 


development of an 
individual management 
plan when risks are 
identified during the 
clinical risk assessment 


 


process for referral of 
women when risks are 
identified during the 
clinical risk assessment 


 


documentation of all the 
above, where clinically 
relevant 


Audit 1% of 
notes of women 
who have 
delivered  


Audit of 1% or 
30 sets 
(whichever is 
the greater) of 
notes of women 
in whom risks 
are identified 
during the 
clinical risk 
assessment 


 


Midwife/ 
Consultant 


Annual Maternity 
Governance 


 


 


 


 


 


 


 


 


 


 


 


 


 


Maternity 
Governance 


 


 


 


 


 


 


 


 
 


15.2 Standards/Key Performance Indicators (KPIs) 
 
Achieve a minimum of 75% compliance with the standards detailed in the 
monitoring table. 
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Section 2 Appendix 1 


 


EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL 


 
Document Name: 


Guideline for clinical risk assessment and allocation 
of care 


 
Date/Period of Document: 


 
2022 - 2025 


 
Lead Officer: 


 
 


 
Directorate: 


 
OBS & GYNAE 


 
Reviewing Officers: 


 


      


    


  Function   Policy   Procedure   Strategy   Joint Document, with whom? 


Describe the main aim, objectives and intended outcomes of the above: 
Ensure women are booked at 12 weeks and regular risk assessments are undertaken 
 


1. Assessment of possible adverse impact against any minority group 


How could the policy have a significant negative impact on equality 
in relation to each area? 


Response If yes, please state why and the 
evidence used in your assessment  


Yes No 


1 Age?    


2 Sex (Male and Female?    


3 Disability (Learning Difficulties/Physical or Sensory Disability)?    


4 Race or Ethnicity?    


5 Religion and Belief?    


6 Sexual Orientation (gay, lesbian or heterosexual)?    


7 Pregnancy and Maternity?    


8 Gender Reassignment (The process of transitioning from one 
gender to another)? 


   


9 Marriage and Civil Partnership?    


You need to ask yourself: 


 Will the policy create any problems or barriers to any community of group? No 


 Will any group be excluded because of the policy? No 


 Will the policy have a negative impact on community relations? No 
If the answer to any of these questions is yes, you must complete a full Equality Impact Assessment 


2. Positive impact: 


Could the policy have a significant positive impact on equality by 
reducing inequalities that already exist? 
Explain how will it meet our duty to: 


Response If yes, please state why and the 
evidence used in your assessment  


Yes No 


1 Promote equal opportunities    


2 Get rid of discrimination    


3 Get rid of harassment    


4 Promote good community relations    


5 Promote positive attitudes towards disabled people    


6 Encourage participation by disabled people    


7 Consider more favourable treatment of disabled people    


8 Promote and protect human rights    


 


3. Summary 
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact 
on equality?   


Positive Please rate, by circling,  the level of impact Negative 


HIGH MEDIUM LOW NIL LOW MEDIUM HIGH 


Date assessment completed: 
JULY 2019 


Is a full equality impact assessment 
required? 


 Yes 
(documentation on the intranet) 


   No 
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1. INTRODUCTION 
 
Diabetes in pregnancy is associated with risks to both the woman and the 
developing fetus. Miscarriage, pre-eclampsia, preterm labour and stillbirth are more 
common in these women. 
 
Maternity services must ensure implementation of robust processes to manage the 
risks associated with pre-existing diabetes and consistently provide comprehensive, 
appropriate multidisciplinary care. 
 
2. EVIDENCE 
       
In recent years there has been an increase in the prevalence of pre existing 
diabetes, especially Type 2 diabetes. The incidence of gestational diabetes has also 
increased, as a result of increasing obesity in the general population and more 
pregnancies in older women. 
 
Congenital malformations, macrosomia, birth injury, perinatal mortality and postnatal 
adaption problems such as hypoglycaemia are more common in the newborn of 
these women. In addition, diabetic retinopathy can worsen rapidly during pregnancy. 
 
Up to 5% of women giving birth in England and Wales have either pre-existing 
diabetes or gestational diabetes, both of which can cause significant fetal morbidity 
and potential fetal mortality. 
 
The recent National Pregnancy in Diabetes Audit highlights the need for increased 
pre pregnancy care as ~1 in 8 women are adequately prepared for pregnancy. 
 
Non-compliance with glycaemic control by users of the service is also a risk factor 
associated with this guideline. 
 
3. PURPOSE 


 
To provide guidance to staff on the appropriate multidisciplinary care of women with 
pre-existing diabetes or gestational diabetes in the pre- conceptual, antenatal, 
intrapartum and postnatal periods. 
     
4. SCOPE 


 
To be used by all staff caring for women with pre-existing /gestational diabetes 
receiving pre-conceptual, antenatal, intrapartum and postnatal care at TRFT and 
within the Diabetes Nurse Specialists Team at the Diabetes Centre. 
 
5. GUIDANCE 


 
A named Obstetrician and named Diabetologist should be responsible jointly for 
coordinating services and for providing antenatal care for women with diabetes. 
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Diabetes NSF –www.doh.gov.uk/nsf/diabetes.htsm CEMACH Maternity services in 
2002 for women with type 1and type 2 diabetes 2004 
 
Hence throughout the guidance any women with pre-existing diabetes or who 
develop gestational diabetes will be cared for by the following multidisciplinary 
specialist team (MDT) :- 
 


 (Lead Consultant Diabetologist)  
 (Consultant Diabetologist) 


 (Lead Consultant Obstetrician) 
 (Consultant Obstetricians)  


Diabetes Specialist Midwife DSM  
Diabetes Specialist Nurse- DSN 


 (Diabetes Specialist Dietitian- DSD) 
 
5.1 Preconception Care 


 
Women may be seen either in the pre-conceptual clinic / the joint diabetes obstetric 
clinic or by the DSN/DSM/DSD in their own clinics. This service will offer information 
advice and support to empower women to have a positive experience of pregnancy 
and childbirth. The information will be provided in both verbal and written formats. 
 
A clear history of the woman’s diabetes should be taken and any other relevant 
history with regard to pre pregnancy within the pre-pregnancy notes. 
 
All women should have: 


 their BP, urine analysis and BMI recorded. 


 General advice about smoking cessation, alcohol avoidance and rubella 
status assessed if not known 


 contraception advice which is individualised in line with current UK Medical 
Eligibility Criteria for Contraceptive Use. 


 Offer of a structured diabetes education programme if it has not been 
undertaken previously 


 Emergency contact numbers made available for advice and support and for 
immediate contact when pregnant. 


 
Pre-existing Diabetes 
 
All women should have the following (those with Type 2 diabetes will be offered a 
blood glucose meter): 


 A full assessment of their diabetic control– capillary blood glucose(CBG) by 
examination of their blood glucose diary 


 Our targets for CBG are (if safely achievable): Fasting blood glucose: 5.0 - 
7.0mmol/l 


 Pre meal blood glucose 4.0 – 7.0mmol/l 


 Post meal and night time blood glucose levels will have individualised targets 
as required. 
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Monthly HbA1c measurements. 
HbA1c- Target = 48 mmol/mol - if safely achievable without causing problematic 
hypoglycaemia. Advise that any reduction in Hba1c towards the target 48mmol/mol is 
likely to reduce the risk to the baby 
If HbA1c >86mmol/mol - strongly advise to avoid pregnancy and appropriate methods 
of contraception explained if accepted contraception should be prescribed. 
 


 All women should be prescribed Folic Acid 5mg daily 
To be taken at least 3 months pre-pregnancy and until 12 weeks gestation 
 


 Blood ketone testing strips offered if Type 1 diabetes and instructed to test for 
ketones if they become hyperglycaemic(>11mmol/mol) on more than one 
consecutive reading or unwell.- see Appendix 6 
 


 Urine ketone testing strips – offered if Type 2 diabetes and instructed to test 
for ketones if they become hyperglycaemic (>11mmol/mol) on more than one 
consecutive reading or unwell. 
 


 Retinal assessment by mydriatic 2 field digital photography – refer at first 
appointment unless it has been performed within the last 6 months. Repeat 
annually thereafter. Women should be urged to avoid rapid optimisation of 
blood glucose control until retinal screening or any ophthalmic treatment has 
occurred. 


 


 Renal status assessment - U+E’s, eGFR, Urine for microalbumin assessment 
using a urine A/C ratio.  
If eGFR <45 or serum creatinine ≥ 120micromol/ litre or the A/C ratio is 
greater than 30mg/mol they should be discussed / referred to the obstetric 
renal clinic at Jessops to see a Nephrologist. 
 


 Blood tests for Thyroid function (TSH and T4) (all), LFTs and Coeliac screen 
(Type 1 only) 
 


 Review medication history (prescribed & recreational) and stop any 
medications that are harmful in pregnancy e.g. statins/ ACE inhibitors 
 


 Individualised dietetic advice. Women with a BMI ≥27kg/m2 should be offered 
advice on weight reduction and regular exercise 30mins/day. 


 
Further advice to be given: 


 If insulin treated diabetes advise re: risks of hypoglycaemia and impaired awareness 
especially in the first trimester. 


 Ensure women are offered supplies of concentrated glucose solution (buccal glucose 
gel) or have appropriate fast acting treatment options (if on insulin therapy ) and 
provided Glucagon (Type 1) Family members may need instruction/education  on the 
use of these. 


 The effects of nausea and vomiting in early pregnancy i.e. the early reversion to 
starvation+/- ketosis/ the need for early admission to hospital/ the potential 10% fetal 
loss rate with ketoacidosis 


 The need for 1-2 weekly assessment in pregnancy by the MDT 
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 The need for increased retinal and renal screening. 


 The importance of good glycaemic control in reducing but not completely eliminating 
fetal and neonatal complications. 


 The incidence of miscarriage/congenital anomalies esp. NTD, cardiac anomalies and 
their detection rates/ macrosomia 2x 


 /IUGR / Induction of labour/ increased LSCS rates (60%) / IUFD risk 3 x / prematurity 
2 (5-9%)x both iatrogenic and related to polyhydramnios / LGA/ NND 5x/ PET  


 Importance of glycaemic control in labour and delivery. 


 the need for neonatal CBG testing, early feeding, possible admission to the neonatal 
unit eg. 6 x incidences of RDS at any gestation and increased risks of neonatal 
complications. 


 The risks to the baby of diabetes and obesity in later life 


 If on Glargine (Lantus) / Detemir (Levemir) / Degludec (Tresiba) - may continue these 
if they have good glycemic control. Otherwise, Isophane insulin is the first choice for 
women in pregnancy. In practice most women prefer to stay on their usual 
background insulin. 


 If on metformin can conceive on this and it does not need to be stopped. All other 
oral blood glucose lowering agents should be discontinued and insulin substituted. 


 
Documentation of pre-pregnancy care 
 
A letter / copy of the pre-pregnancy care/advice form should then be sent to the 
referring clinician and a copy sent to the GP if they are not the referrer. 
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Version 10 Guideline for The Management Of Diabetes in Pregnancy 
10 


 


5.2 Antenatal Care - Type 1 and 2 
 
General issues 
Frequency / timing of contact / visits with the MDT: 


 1st contact with a member of the team / visit - ideally within 1 week of referral 


 then usually every 1 – 2 weeks during the antenatal period 


 6 weeks postnatal if pre-existing diabetes 


 Anaesthetic referral - if comorbidities e.g. obesity/ autonomic neuropathy. 


 Individualised management plans will be discussed and documented in the 
notes 


 
Folic Acid 


ALL women should be prescribed 5mg Folic Acid OD + continue until 12 weeks. 
 
Glycaemic control 
 


Capillary blood glucose monitoring (CBG) 
 
All women will be supplied with capillary blood glucose testing equipment. If there 
are doubts about capillary blood glucose measurements an assessment of the meter 
and testing technique will be undertaken. 
 
Offer capillary blood glucose (CBG) testing equipment and education to women with 
type 2 diabetes (see exceptions below) and follow the testing frequency plan below. 
If there are doubts about capillary blood glucose measurements, an assessment of 
the meter and testing technique will be undertaken. 
 
Continuous glucose monitoring (CGM) 
 
All women with type 1 diabetes should be offered continuous glucose monitoring 
(CGM) at their first antenatal appointment and by 12 weeks of gestation or first 
contact with Diabetes team to help them meet their pregnancy blood glucose targets 
and improve neonatal outcomes. 
 
Offer intermittently scanned CGM (isCGM, commonly referred to as flash) to 
pregnant women with type 1 diabetes who are unable to use continuous glucose 
monitoring or express a clear preference for it. 
 
Consider continuous glucose monitoring for pregnant women who are on insulin 
therapy but do not have type 1 diabetes, if: 


 they have problematic severe hypoglycaemia (with or without impaired 
awareness of hypoglycaemia) or 


 they have unstable blood glucose levels that are causing concern despite 
efforts to optimise glycaemic control.  


 All women choosing to use CGM will be contacted directly by the company for 
setting up the system jointly with Diabetes support team at TRFT 
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Testing frequency if using CBG 
 


Women using capillary blood glucose monitoring will be asked to test 6-7x/ day – 
fasting, pre meals, 1hr post meal + bedtime 
 
All women will be advised to maintain their capillary blood glucose above 4mmol/l 
and as below: 
<5.3 mmol/l - fasting/ preprandial 
<7.8 mmol/l – 1hr postprandial 
6-8 mmol/l – bedtime 
N.B. DAFNE graduates should be reminded the targets are tighter than in the non- 
pregnant state. 
Individualised targets to be set taking into account hypoglycaemia risk & awareness 
 
Special consideration: 
 
Driving 
The following advice will be given to women: 


 Test CBG before they drive + every 2 hours during the journey 


 Not to drive if their CBG is <5mmol/l 


 If CBG less than 5mmol/l eat a starchy snack to raise the BG + check CBG 
15mins later. 


 They can then drive if the CBG is >5mmol/l and they feel well enough to drive. 


 If CBG below 4 mmol/l - treat the hypo with rapid acting glucose and check 
their CBG 15 mins later. 


 Only drive if that CBG is greater than 5mmol/l after 45 min AND if she feels 
well enough to drive. 


 
Treatment therapies 


 Offer ALL women dietary assessment with our dietitian at booking + open 
access to the dietitian at each clinic visit thereafter. 


 Advise exercise 


 Short acting insulin analogues e.g. Humalog / Novorapid are preferred. 


 If on Glargine/ Detemir/ Degludec women should be advised on the evidence 
on this in pregnancy and offered to convert to isophane insulin but may 
choose to stay on these if troublesome hypoglycaemia. 


 Women on metformin can conceive and stay on this in pregnancy 


 All women should have a review of their medications especially with regard to 
ACE inhibitors/ statins and any drugs contraindicated in pregnancy should be 
stopped 


 
HbA1c measurements. 


 Target level =  48mmol/mol  


 Perform at 1st booking visit, and at ~12 ,20 and 28 weeks  


 (This is required for the National Pregnancy in Diabetes Audit ) 
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Hypoglycaemia 


 Advise all women who are using insulin/ sulphonylureas of the increased risk 
of hypoglycaemia in pregnancy, possible loss of hypoglycaemia awareness 
and warning signs especially in 1st trimester - see Appendix 3 for 
Management of Hypoglycaemia. 


 Advise all women with insulin treated diabetes / on sulphonylureas to carry 
rapid acting glucose with them at all times and offer prescription of fast acting 
glucose gel. 


 All women with Type 1 diabetes should be prescribed glucagon and her and 
her partner/relative be instructed in its use and storage 


 Women with disabling hypoglycaemia on MDI will be offered / considered for 
continuous subcutaneous insulin infusion (CSII – insulin pump therapy) 


 
Hyperglycaemia and ketoacidosis 


 All women with Type 1 should be taught to test blood ketones 


 Women with Type 2 diabetes will be advised to seek urgent medical advice if 
they are hyperglycaemic/ unwell and test urine ketones if unwell. 


 Women should test ketones / self refer if they feel unwell or if their capillary 
blood glucose is ≥ 11mmol/l. See Appendix 13. 


 All women will receive training on sick day rules by the DSN/DSM at booking 
and be made aware of the effect that nausea and vomiting can have in early 
pregnancy.eg never stop insulins/tablets / drink plenty /Test blood glucose 


 and ketones every 2 -4 hrs drink at least 100mls water / hr, rest , eat normally 
/ if not try 200ml milk,200ml carton fruit juice, scoop of ice cream , 150-200mls 
non diet fizzy drink – take quick acting insulin with these 


 
Sick Day Rules  


 Women should be made aware of the early reversion to starvation +/- ketosis 
in pregnancy / the need for early admission to hospital/ the potential fetal 
death rate (10%) from DKA – contact numbers will be given 


 Any woman with any form of diabetes that becomes unwell should have 
diabetic ketoacidosis (DKA) excluded as a matter of urgency regardless of 
blood glucose levels. 


 Women with suspected DKA should be admitted to: 
o HDU on delivery suite if  20 weeks gestation 
o Medical admissions unit < 20 weeks but with quick recourse to transfer 


to adult HDU 


 If DKA is suspected / confirmed the Trust guideline on DKA should be 
followed. 


 If admitted to hospital they should be notified to the medical SpR and obstetric 
SpR on admission. They should then ensure that consultant staff on each 
team are aware of the admission. 


 ,  and  or  should be directly involved 
in the care of these women at the earliest opportunity. 


 
Retinal Screening 


 Refer at the first booking visit for screening by digital imaging with mydriasis 
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 using tropicamide (National Screening Committees recommendations) unless 
it has been done in the last 3 mths 


o Email request to the Retinal Screening service 
( ) 


o On clinic days the retinal screening service will see patients as a drop-
in if we telephone Diabetes Education Resource Centre x .  


o If out of area contact Doncaster – OR 
Sheffield  


 Repeat at 28 weeks gestation. 


 Women with proliferative retinopathy at booking refer to see ophthalmologist 
urgently. 


 Women with other retinopathy at booking - screen again at 16-20 weeks 
gestation 


 Retinopathy should not be considered a contraindication to: 
o Rapid optimisation of control OR vaginal birth (individualise care in 


each case) 


 Explain to women how often screening will happen and that retinopathy can 
worsen in pregnancy 


 Women with preproliferative retinopathy should have follow up for at least 6 
months following delivery. 


 
Renal screening/ management of complications 


 all women should have a urinalysis for proteinuria at every visit 


 at booking a msu, u+es and urine microalbumin should be performed. 


 any woman at booking with greater than 2g / 24hrs proteinuria or a serum 
creatinine of ≥120 micromol/l or pcr >30mg/mmol should be discussed with/ 
referred the jessops renal/ obstetric clinic. 


 anyone with significant proteinuria > 1g/day should be considered for 
thromboprophylaxis see appendix 10 


 
Screening at booking visit for other co-existing auto-immune disease + 
prevention of pre-eclampsia 


 All women with Type 1 or 2 diabetes should be screened for Thyroid disorders 
at the booking visit and women with Type 1 should have a Coeliac screen 
performed. 


 All women should be offered Aspirin 75-150mg daily from 12 weeks gestation 
(if no contraindication), to reduce the risk of pre-eclampsia. 


 
Fetal Assessment 


 Ultrasound scans should be performed at the following times as a minimum: 
o Within the 1st few weeks after booking - to confirm viability 
o 11+2 -14+1weeks for dating +/- trisomy screening 
o 20 weeks fetal anatomy scan including 4 chamber view, cardiac out flow 


tracts and 3 vessel of the fetal heart assessment 
o 28, 32, 36 weeks for growth and detection of macrosomia and 


polyhydramnios as a minimum and 2 weekly scans if indicated. 
o If macrosomia is detected then further surveillance may be instigated. 
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Routine assessment of fetal wellbeing is not necessary unless the woman is at risk 
of IUGR (e.g. nephropathy/ macrovascular disease) / previous IUGR or has PET 
when an individualised care plan will be made. 
 
Timetable of antenatal appointments- See Appendix 2 
 
Planning for delivery 


 Preterm delivery < 36 weeks – if considered women should be admitted for 
antenatal steroids– See Appendix 1 GUIDELINES FOR THE MANAGEMENT 
OF DIABETIC ANTENATAL WOMEN RECEIVING ANTENATAL 
CORTICOSTEROIDS 


 Infant feeding discussions including Breastfeeding and glycaemic control/ 
hand expression / formula feeding safety issues should be facilitated by the 
DSM and community midwife prior to delivery. 


 By 36-37 weeks a care plan for delivery, intrapartum and postnatal care 
should be made by a Consultant Obstetrician and clearly documented 


 If ultrasound diagnosed fetal macrosomia discuss the risk and benefits of 
vaginal birth, induction and caesarean section (CS) – advise CS if EFWt is 
4.5kg or more – individualised plan to be made by or discussed with 
consultant obstetrician 


 Plans should include postnatal insulin doses, target CBGs, postnatal follow up 
and contraception. 


 Caesarean section should be planned for obstetric reasons only. 


 Diabetes in itself including retinopathy should not be a contraindication to 
VBAC. 


 All Type 1 / 2 women should deliver between 37+0 and 38+6 weeks unless 
there are any metabolic/ maternal/ fetal complications when delivery should 
be considered before 37 weeks. 


 Fetal wellbeing assessment with umbilical artery Doppler ultrasound 
assessment should occur if the pregnancy is prolonged beyond 39 weeks. 


 Membrane sweep should be offered to all women planning vaginal birth. 


 Electronic fetal heart monitoring should be advised in labour. 
 
In addition to the above, all women should receive the following advice: 
 


 About the incidence of miscarriage/congenital anomalies esp. NTD, cardiac 
anomalies and their detection rates/ macrosomia 2x /IUGR / Induction of 
labour/ increased LSCS rates (60%) / IUFD risk 5x / prematurity 2x both 
iatrogenic and related to polyhydramnios / LGA/ NND 3x see Appendix  


 About Transient neonatal morbidity, need for neonatal blood glucose testing 
and possible admission to NITU eg (6x incidence of RDS at any gestation) 


 That good glycaemic control reduces but does not completely eliminate 
miscarriage/ congenital anomalies/macrosomia/ neonatal 
problems/IUFD/NND. 


 That glycaemic control is important in labour. Maintain CBG between 4-
7mmol/l 


 The above information will also be given in written format. 
 







 


Version 10 Guideline for The Management Of Diabetes in Pregnancy 
15 


 


Planned and unplanned antenatal admissions 
Any pregnant woman with diabetes admitted to hospital should be notified to the 
medical SpR and obstetric SpR on admission and they should then ensure that 
consultant staff are aware of the admission on each team. 
The Lead Diabetes Endocrinologist and Consultant Obstetrician should be directly 
involved in the care of these women at the earliest opportunity 
 
Any woman with any form of diabetes that becomes unwell should have diabetic 
ketoacidosis (DKA) excluded as a matter of urgency regardless of blood glucose 
levels. 
Blood ketones should be tested as a matter of urgency – Nova Stat blood ketone 
meters are available on Delivery Suite and on Wharncliffe ward. If DKA is suspected, 
follow the Trust guideline on DKA. 
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Screening and Testing 
 
Gestational Diabetes Risk Factors and Diagnosis 
 
Women need to be able to make an informed decision about risk assessment and 
testing for GDM. It is important to explain:- 


 Most women with GDM will respond to changes in diet and exercise. 


 Some women however will need oral blood glucose-lowering agents or insulin 
therapy if changes in diet and exercise do not control gestational diabetes 
effectively. 


 If GDM is not detected and controlled there is a small increased risk of serious 
adverse birth complications such as shoulder dystocia. 


 Should a diagnosis of GDM be made it will lead to increased monitoring and 
may lead to increased interventions during both the pregnancy and labour. 


 
If the woman accepts the above then refer for 24-28 week OGTT 
 
NOTE: Women with previous GDM will be offered an OGTT as soon as possible 
after booking (early home blood glucose monitoring may be an alternative). 
A further OGTT will be offered at 24-28 weeks should the first test be normal. 
 


 BMI above 30kg/m2 


 Previous macrosomic baby weighing 4.5kg or above OR Previous baby above 
the 90th Centile 


 Previous GDM or impaired glucose tolerance test 


 Family History of Diabetes (1st degree relative with diabetes) 


 Minority ethnic family origin with a high prevalence of diabetes ( African, 
Caribbean, Black African, Chinese or South Asian) 


 Previous stillbirth 


 PCOS 


 Long term steroid use or anti-psychotic medication ≥ 3 months 
 
Current Pregnancy 
 


 Growth above the 90th Centile. (If GTT already performed and normal DO 
NOT REPEAT) 


 Polyhydramnios 


 Excessive thirst or polyuria 


 Glycosuria ≥ 2+ on 1 occasion or Glycosuria ≥ 1+ on 2 occasions 
 
Special Circumstances 
 


 OGTT’s Contraindicated in gastric bypass patients – arrange blood glucose 
monitoring. Gastric band patients can have OGTT 


 GDM can occur at any time, but OGTT’s are not indicated/cannot be 
interpreted after 32 weeks 


 Repeated OGTT’s are not advised on the same patient except when 1st 
OGTT was in early pregnancy 
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 In cases where there is significant clinical suspicion of GDM after 32 weeks, 
home blood glucose monitoring is an alternative but should be discussed with 
the Diabetes team prior to commencing. 


 
Procedure for OGTT 


 
1. Confirm patient identity, contact number, and explain the procedure.   Ensure the 
patient has followed the fasting guidelines. If the patient has not followed the fasting 
guidelines the OGTT must be rebooked in the next available slot. 
 
Fasting Guidelines:  NOTHING to eat or drink, except for plain water ONLY, for a 
minimum of 9 hours prior to OGTT.  This includes gum, mints, sweets, medication 
such as Gaviscon or other antacids.  Women taking metformin (PCOS only), 
steroids, anti-retroviral medication, or anti-psychotic medication are advised to still 
take these as normal.  All other medication should be taken AFTER the glucose test.  
If a woman has taken any other medication, the Midwife present should phone the 
drug information pharmacist on 424126 to confirm whether the medication would 
have an adverse effect on the OGTT results. The woman should be informed this is 
taking place and the procedure may need to be discontinued and rearranged. 
 
2. Take fasting plasma glucose sample (x1 yellow bottle) and mix well. Label with 
patient identification details and the time. 
 
3. Give 75g of glucose in the form of Rapilose® or equivalent. The patient must drink 
the whole drink within 5-10 minutes. Note the time the drink is finished. If the patient 
is unable to finish the drink, alternative testing should be offered. 
 
4. Inform the patient that they should remain in the designated waiting area for the 
duration of the test.  They should refrain from walking around and /or smoking. They 
must NOT have mints, chewing gum, or anything to eat or drink other than sips of 
plain water.  
 
5. After 2 hours (timed from when the patient finished the Rapilose®), take a second 
plasma glucose sample (x1 yellow bottle) and mix well.  Label with patient 
identification details and the time. 
 
6. All samples and lab forms MUST be checked with a second person for fail-safe.  
All blood samples must be transported to the labs promptly. 
 
7. Complete all relevant record-keeping.  Please ensure the OGTT is signed for on 
page 9 of the handheld record.   
 
8. Inform the woman that results are usually available after two working days. If the 
result is normal she will receive the result at her next routine antenatal appointment.  
If the results are abnormal, this means she has developed GDM and the results will 
be verbally communicated to her by telephone, along with a plan for GDM education 
and ongoing care. 
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NB If the woman vomits or is unable to complete the OGTT, please contact 
Greenoaks ANC on 424347 to arrange 7 days’ capillary blood glucose monitoring. If 
this happens during a weekend clinic, a message must be left in the ANC diary in the 
Midwives’ office for this to be actioned the next working day.   
 
If a woman has failed to attend for her OGTT appointment, she should be 
reappointed for the next available appointment. If she fails to attend a second time, 
the clinician who sees the woman for her next routine appointment must explore the 
reasons why, and must ensure the woman is counselled regarding the risks of 
undiagnosed GDM and offer alternative scree if acceptable. This conversation must 
be documented in full. 
 
Diagnosis 
 
On a 75g OGTT in accordance with NICE Guidance (2015) GDM should be 
diagnosed if:  
 
Fasting plasma glucose level of 5.6mmol/l or above 
 
OR 
 
2 hour plasma glucose level of 7.8mmol/ or above 
 
Process for actioning abnormal OGTT results 


 
1. Telephone the woman. Explain the result indicates she has developed gestational 
diabetes.  Reassure her that in most cases, this will resolve once her baby is 
delivered. Inform her that you will refer her to the Diabetes Team and we will be in 
touch with her within 1 week of diagnosis.  In the meantime, she needs to access the 
online GDM education videos – all the information she needs is on our website 
including a step by step guide showing her how to test her blood glucose levels. She 
can find the web page by searching for the Rotherham hospital website, clicking on 
‘our services’ then click on ‘G’ then click ‘gestational diabetes’ as seen below. Please 
ensure you document this conversation, and any other actions taken, using the ‘OP 
record of conversation’ template or ‘Nursing Note’ on Meditech, or in the ‘Key 
Significant Events’ template on Systmone. 
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2) Complete an outcome slip to request her scans in GDM clinic (request serial 
growth scans every 3 weeks from 28/40 plus anomaly scan if she has been 
diagnosed with GDM in early pregnancy).  Indicate on the outcome slip that she is a 
new GDM, the admin team will give you all her appointment letters & patient stickers.  
If her first scan appointment in GDM clinic is not due within one week, she MUST 
have a GDM telephone consultation booked within one week. 
 
3) Fill in a GDM notes pack (these are in our office on top of the filing cabinet and 
contain orange notes, all the GDM leaflets, and a letter for her GP) – a HCA can do 
this for you. There is an ‘example pack’ made up which shows you what to write in 
the orange notes.  Ensure the OGTT results are recorded on page 2 of the orange 
notes.  Ensure the GP letter is completed, the woman MUST take this to her GP 
surgery ASAP to obtain her ongoing supply of glucose test strips & lancets.  Add the 
notes pack to a black Agamatrix bag containing a meter, sharps bin and 50 strips/ 50 
lancets (these starter packs are in our office on the top shelf). The starter pack 
contains enough strips/lancets to last them for a full week -  after this they need to 
obtain further supplies from their GP – we cannot give further supplies from 
Greenoaks. This is why they must take the letter to their GP. Ensure the woman’s 
name sticker is on the front of the bag and leave this at reception for her to collect. 
 
4) Please leave a message in the diabetes team message diary so we know about 
her.  The GDM team will be in touch with her to discuss the GDM-health app and to 
answer any questions she may have.  
 
 
NB if the woman does not speak English and requires an interpreter, she will need to 
be booked for the next available GDM clinic for face to face education and 
demonstration of BG testing. 
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Antenatal care 
All women newly diagnosed with GDM need to be given specific information about 
changes to their care pathway for the antenatal, intrapartum and postnatal periods. 
This will be offered to the women both within the GDM education resources and 
within the Consultant led clinic. The Woman’s GP will be informed of diagnosis of 
GDM and will be asked to follow the woman up in the postnatal period.   
 
Monitoring blood glucose 


All women with GDM will be taught how to perform home blood glucose monitoring 
and supplied with capillary blood glucose testing equipment. The same capillary 
plasma glucose target levels which are used for women with pre-existing diabetes 
will be used. 
 
Women should maintain their capillary plasma glucose below the following target 
levels:- 
 


 
 
NB If there are doubts about capillary blood glucose measurements an assessment 
of the meter 
and testing technique can be undertaken and recorded in hospital notes. 
 
All eligible women will be offered access to the GDM-health app – please refer to 
Use of GDM-Health Patient to Clinician Application for Obstetric Patients SOP. 
 
Frequency of testing 
Initially testing needs to be commenced pre meal and 1 hour post meal (6 times per 
day).This will allow a thorough review of values and help determine treatment. Once 
blood glucose values are reviewed those women with GDM who are:- 
 
On diet and exercise therapy, Oral therapy or single-dose long acting insulin 
(Humulin I/Levemir) 
 
Are advised to test fasting and 1-hour post-meal blood glucose levels daily during 
pregnancy (4 times per day). 
 
On multiple daily insulin injection regimen or a single dose of a fast acting insulin 
(NovoRapid/Humalog) 
 
Are advised to test their fasting, pre-meal, 1-hour post-meal and bedtime blood 
glucose levels daily during pregnancy (7 times per day) 
 
 
 


<5.3 mmol/l - fasting/ preprandial 


<7.8 mmol/l – 1hr postprandial 


Women taking blood glucose lowering medications (glibenclamide or insulin) are 
at risk of hypoglycaemia and as such these need to be taken into account when 


discussing targets.eg if they drive consider fasting / pre prandial <5.9mmol/l 
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Measuring HbA1c in GDM 
Measure HbA1c levels in women with raised fasting levels / concern re Type 2 
diabetes at the time of diagnosis to identify those who may have pre-existing type 2 
diabetes. 
 
Interventions Education 


Women will be advised in the education session / at their first visit to GDM clinic: 


 Of the implications (both short and long term) of the diagnosis for her and her 
baby and that good blood glucose control throughout pregnancy will reduce 
the risk of fetal macrosomia, trauma during birth (for her and her baby), 
induction of labour and/or caesarean section, neonatal hypoglycaemia and 
perinatal death 


 Treatment includes changes in diet and exercise, and could involve medicines 


 About changes in diet and exercise at the time of diagnosis. Women will be 
advised to eat a healthy diet with a regular meal pattern with portion control 
during pregnancy, including low glycaemic index food choices. All women will 
be referred to a diabetes dietitian. 


 To take regular exercise (such as walking for 30minutes after a meal) to 
improve blood glucose control. 


 Regarding the recurrence risk of GDM in future pregnancies 


 30-84% generally – if previously treated with insulin ~ 75%. 


 Regarding the risk of developing Type 2 diabetes in later life and the 
symptoms and signs to watch for eg polyuria, polydipsia. 


 Advice that maintenance of a normal BMI, regular exercise and a balanced 
diet can reduce the risks of Type 2 diabetes in later life 


 Of the need for annual (fasting blood glucose) screens at their GP following 
delivery and the need for pre-conceptual advice prior to future pregnancies. 


 
Treatment 


The following outlines the treatment of gestational diabetes within RFT: 


 Blood glucose-lowering therapy will be tailored to the blood glucose profile 
and personal preferences of the woman with gestational diabetes and may 
include diet, oral hypoglycemics and/ or insulin. If fasting plasma glucose 
>7.0mmol/L then consider immediate insulin start with or without diet, 
metformin & exercise. 
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Timetable of appointments 
 


Gestation Appointment detail Health 
professional 


Booking Book early GTT if previous GDM  


As soon as GDM 
diagnosis 
confirmed 
 
NB this could be 
from booking 


Book anomaly scan & GDM clinic if 
early GDM 
Book USS for 28/31/34/37 weeks – for 
growth, Liquor volume and Doppler. 
Teach CBG monitoring 
Education Session (DSM) and Dietary 
Review (DSD) Obstetric review following all 
scans 
Perform U&E,LFT 
HbA1c (only in women with high FBG 
/symptoms of diabetes) 


MDT 


32 weeks USS and Diabetic/Obstetric review MDT 


36 weeks USS and Diabetic/Obstetric review 
Demonstration and support around early hand 
expression Arrange IOL or confirm date of 
LSCS 


DSM or MDT 


38 weeks 
(if applicable) 


USS and Diabetic/Obstetric review 
Demonstration and support around early hand 
expression Arrange IOL or confirm date of 
LSCS 


MDT 


40 weeks 
(if applicable) 


CM/MW A/N assessment 
offer membrane sweep if indicated 
Telephone contact by diabetes team 
available if needing extra support 


CM/MW and 
DSM 


In addition in women requiring additional care/support the DSM/ DSN/Dietitian 
will review/ have 
telephone contact as required 


 
Planning for delivery with gestational diabetes 


 The decision for delivery should be made by a Consultant Obstetrician 


 Care plan for labour, delivery and postnatal care should be completed at 36-
37 weeks 


 If the fetal weight estimate is normal and the woman is on dietary therapy 
book IOL between 39-40weeks. 


 If fetal weight estimation is normal and the patient has good blood glucose 
control on oral hypoglycaemic therapy – deliver between 38+0 and 40 +0 


 If however there are other concerns fetal/ maternal complications eg 
macrosomia / poor glycaemic control / use of insulin therapy delivery will be 
individualised but should be planned between 38-39 weeks at the latest. 


 In women with ultrasound diagnosed fetal macrosomia discuss the risk and 
benefits of vaginal birth, induction and caesarean section (CS) – advise CS if 
EFWt is 4.5kg or more 







 


Version 10 Guideline for The Management Of Diabetes in Pregnancy 
24 


 


 Infant feeding discussions including Breastfeeding and glycaemic control/ 
hand expression / formula feeding safety issues should be facilitated by the 
DSM and community midwife prior to delivery. 


 A membrane sweep should be offered to all women planning vaginal birth. 


 Electronic fetal heart monitoring should be advised in labour. 


 Aim to maintain the CBG between 4-7 mmol/l in labour this may require a 
variable rate insulin infusion. 


 Maintaining CBG between 4-7mmol/l decreases the incidence of neonatal 
hypoglycaemia+ fetal distress. 
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Intrapartum Care  
Type 1 and Type 2 


and Gestational diabetes 
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5.3 Intrapartum care of women with Type 1 or 2 diabetes 
 
General advice for all patients with diabetes 


 Inform the obstetric Specialist registrar of admission 


 For out of hours advice or advice on any diabetes related emergency 
admissions the on call obstetrician should contact the on call consultant or 
medicine SpR 


 Women with diabetes may require admission to Obstetric HDU 


 Planned admissions should have an individualised labour/postnatal care plan 


 Inform the neonatal team of admission 


 Monitor capillary blood glucose hourly during labour and birth and maintain 
between 4-7 mmol/l. to decrease risks of neonatal hypoglycaemia. 


 Continuous CTG should occur in labour 


 Any deviation from normal progress in labour should be notified to the 
obstetric SpR 


 All normal deliveries can be conducted by midwives 


 SpR should be informed and present on delivery suite when the woman is in 
2nd stage because of the increased risk of shoulder dystocia 


 
Rules for women with Type 1 / Type 2 diabetes in labour 
 
If on CGM/ Flash monitor then switch to CBG in labour 


 Type 1 –will require variable rate insulin infusion (VRII) when established in 
labour/amniotomy (unless the woman is on an insulin pump when they can 
self-manage their glycaemic control (if happy to do so). (See Appendix 12)) 


 Type 2 – will only require VRII if CBG not maintained between 4-7mmol/l. 
 
Induction of Labour 


 Women with Type 1 / 2 diabetes planned for induction of labour must be 
induced on delivery suite if possible 


 Priority should be given to these women 


 Admit to ward no later than 08:30 am on morning of induction and commence 
CTG 


 If possible an ARM should be performed. 
 
Management in labour / induction 
 
Type 1 on multiple dose insulin regime +/- metformin 


 Continue her normal s/c insulin regime and metformin until in active labour/ 
amniotomy performed. 


 Once in active labour commence CBG testing if not already doing and 
variable rate insulin infusion 


 When on VRII continue ONLY background/ long acting insulin and metformin 
but STOP short acting insulin as she will not be eating regularly 


 
Type 2 on multiple dose insulin regime 


 Continue her normal s/c insulin / metformin /diet regime until in active labour/ 
amniotomy performed. 
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 Once in active labour continue ONLY with background/ long acting insulin and 
metformin but STOP short acting insulin as she will not be eating regularly 
and check CBG every hour maintaining between 4-7mmol/l 


 If CBG > 7mmol/l commence VRII 
 
Type 2 on oral hypoglycaemic agents / diet 


 Continue her normal metformin /diet regime even in active labour/amniotomy 
performed. 


 Check CBG every hour maintaining between 4-7mmol/l 


 If CBG > 7mmol/l commence VRII 


 Type 1 on insulin pump – see Appendix 5 
 
Oxytocin use 


 Oxytocin should be commenced as per RFT Induction of labour guideline 


 A second cannula is NOT required if oxytocin is to be administered provided 
all infusions are administered through pumped infusions as there is no 
interaction between insulin and oxytocin. 


 If patient requires theatre a second cannula will be required 
 
Caesarean Section 
If a woman requires a general anaesthetic for her birth the blood glucose should be 
monitored every 30mins from induction of anaesthesia until she is fully conscious 
 
Elective caesarean section – General Rules for both Type 1 & 2 
First on the elective list 
Fasted as per enhanced recovery guidance but do not give the supplemental high 
carbohydrate drink on the morning – see RFT caesarean section guideline 
Advise to take background insulin (intermediate /long acting) as normal the evening 
before and morning of caesarean section 
Short acting insulin will not be required on the morning of surgery once starved. 
If taking metformin take the prescribed dose the evening before and morning of the 
caesarean section. 
Advise to monitor CBG hourly from waking / at least 0600hrs at home and to ring 
delivery suite if >7mmol/l 
Admit to delivery suite at 0700hrs 
Commence CTG on admission 
 
Management of Type 1 on multiple dose insulin regime 


 Check that the patient has taken their background insulin – if not will need 
VRII 


 Check CBG every hour from admission – 
o If stable CBG 4-7mmol/l and CS not delayed no need for VRII 
o If not stable OR CS delayed to afternoon/misses 2 meals / BM > 7mmol/l / 


if care plan advises e.g. in poorly controlled women – commence VRII 


 Women with Type 1 diabetes should have insulin at all times either 
subcutaneous / IV. 
They should never be without insulin treatment. 
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Type 1 on insulin pump 


 Continue insulin pump therapy (CSII) as normal Monitor CBG each hour 


 Commence VRII if any concerns or patient unable to manage own pump 
 
Management of Type 2 


 Monitor CBG at least hourly from admission 


 If CBG > 7mmol/l commence VRII  
 
Emergency caesarean section 


 Should an emergency LSCS be indicated during an active labour then 
continue with the existing management plan 


 If the woman is not in active labour and an Emergency LSCS is indicated an 
individual will need to be made by the obstetrician and or Anaesthetist taking 
into account the decision for the the LSCS, the speed at which this is required 
and both maternal and fetal wellbeing. NOTE: e.g. time factor involved in 
preparing a VRII along with reduction of insulin requirements postpartum. 


 Blood glucose should be maintained between 4 – 7 mmol/l during this time. 
 
Intrapartum Care (GDM) 


 
Spontaneous Normal Birth 


 Refer to birth plan within the woman’s diabetes notes 


 Manage as per Type 2 diabetes 
 
Induction of Labour 


 Admission to Wharncliffe Ward/ Labour ward 


 CTG on admission as per IOL guideline 


 Until labour is established or amniotomy blood glucose measurements should 
continue as per agreed antenatal plan along with any normal medications. 


 Once labour establishes/amniotomy blood glucose levels should be recorded 
hourly and manage as per Type 2 diabetes in labour 


 
Elective caesarean section 


 GDM diet controlled / oral hypoglycaemic / insulin treatment – manage as 
Type 2 diabetes 


 
ALL PATIENTS WITH DIABETES 
 
Treatment of hypoglycaemia in labour / pre op caesarean section 


 If not nil by mouth treat as per ward based hypoglycaemia box / Appendix 3 


 If nil by mouth treat with a slow IV bolus of 100mls of 20% Dextrose (via a 
pump at 300ml/hr give 100mls over 20mins) into a large cannula and flushed 
with normal saline. 


 DO NOT STOP VRII unless persistently hypoglycaemic. 


 The CBG should be checked 15mins later and if the VRII was discontinued 
this should be restarted once the CBG is greater than 4mmol/l 
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INSTRUCTIONS FOR VRII - FOR PREGNANT WOMEN WITH DIABETES 


 Women should continue their long acting/ background insulin or metformin 


 Insert IV cannula and take FBC, U+E , G+S – obtain results urgently 


 START IV insulin chart + strict fluid balance chart 


 Set up IV infusions 
o 5% Dextrose in 0.45% Normal saline and 0.13% potassium OR if not 


available 1 litre of 5% Dextrose with 20 mmol of potassium at 100mls/hr 
o (If the patient has renal impairment the amount of potassium may 


need modifying discuss with MDT) 
o 50 units of Actrapid (0.5ml of U100) made up to 50 mls with 


N/Saline given by infusion pump 


 All infusions should be administered by volumetric infusion pump via a single 
cannula with one way and anti-siphon valves 


 NEVER STOP VRII IN TYPE 1 diabetes UNLESS subcutaneous INSULIN 
has been given 


 Check blood glucose hourly - target range for blood glucose control is 4-7 
mmol/L. 


 Repeat U+E every 4hours during VRII 


 Run insulin infusion pump according to the standard regime below: 
 
Insulin infusion (mls/hr) 


Rate 2 Rate 3 
Blood Glucose (mmol/L)_            Rate 1  


<4 
 


4 – 6.9 


Nil (and recheck in 15 
min) 


1 


Nil (and recheck 
in 15 min) 


1.5 


Nil (and recheck in 
15 min) 


2.25 


7 – 9.0 3 4.5 6.75 


9.1 – 11.0 4 6 9 


11.1-14.0 6 9 13.5 


> 14 8 
AND Inform 


registrar Urgent 
medical advice 


required 
Check urgent U+E 


12 
AND Inform 


registrar Urgent 
medical advice 


required 
Check urgent 


18 
AND Inform 


registrar Urgent 
medical advice 


required 
Check urgent U+E 


 bicarbonate and 
urine / blood for 


ketones 


U+E bicarbonate 
and urine / blood 


for ketones 


bicarbonate and 
urine / blood for 


ketones 


 
NB Maybe modified during medical review 


 If blood glucose is > 7mmol/L for 2 consecutive hours this means more insulin 
is required and therefore the rate will need to be increased eg rate 1 will 
increase to rate 2 


 If high glucose readings persist please ensure you check with another 
member of staff present that all the equipment is infusing correctly, attached 
to the patient and that correct regimes are being used. An urgent medical 
opinion by the obstetric registrar +/ - medical registrar should be sought if the 
rate needs to be increased past rate 3. 
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 Once the rate has been increased it should not be decreased unless the 
patient is persistently hypoglycaemic when a rate reduction should be 
discussed with the SpR and hypoglycaemia managed according to guidance. 


 
Post delivery – PRE EXISTING DIABETES 


 Immediately half the rate of the insulin infusion if one is running and monitor 
CBG hourly. Maintain CBG between 6- 10mmol/l 


 Commence planned postnatal subcutaneous insulin regime (as in the 
diabetes care plan) when the patient is eating and drinking. DO NOT 
CONVERT OFF VRII after tea time -if still on VRII at this time continue VRII till 
breakfast the following day. 


 Continue insulin and dextrose infusions (VRII) for 2 hours after first normal s/c 
insulin doses to allow time for the s/c dose to become effective and to ensure 
that she tolerates food and fluids. 


 GDM - Stop VRII and all diabetes medications and arrange for fasting CBG on 
1st morning after delivery. 
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Postnatal and Neonatal care 
(All diabetes) 
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5.4 Postnatal Care 
 


Individual management plans can be found within the womans diabetes notes and 
management differs depending on how the diabetes was controlled prior to 
pregnancy. Following delivery, glycaemic control does not have to be so tightly 
managed, therefore blood glucose targets will be higher than in pregnancy. 
Women with pre pregnancy diabetes should ideally not be in a single room on the 
postnatal ward. All women should receive contraceptive advice relevant to their 
diabetes. 
 
Medication 


 Women who controlled their diabetes with insulin prior to pregnancy will need 
to reduce their insulin doses back to pre-pregnancy levels or less. 


 Women on oral hypoglycaemics prior to pregnancy will have an individualised 
care plan mde – metformin/ glibenclamide are safe postnatally, other oral 
hypoglycaemics are contraindicated with breast feeding 


 Women who were not controlling their diabetes with medication prior to 
pregnancy will usually stop all medication. 


 Women with GESTATIONAL diabetes will usually stop all medications 
 
Blood Glucose Monitoring 
 


 If well and back to normal dietary intake switch back to CGM/ Flash monitor 6-
8 hours post delivery. 


 Blood glucose readings should be recorded by the midwife in the postnatal 
care plan 


 Women with GDM will need a fasting CBG the morning after delivery. CBG 
levels less than 7 mmol/mol are normal. 


 A reading above this needs a medical review and discussion with a member 
of the obstetric diabetes team. 


 Women with pre pregnancy diabetes should monitor blood glucose as 
detailed in their care plan. They should aim to maintain their blood glucose 
between 6 – 10 mmol/L. This is a safety precaution for the woman and her 
newborn as insulin requirements will fall dramatically post delivery and 
hypoglycaemia is a risk. 


 Women with Type 1 or Type 2 diabetes who are breastfeeding need the 
following advice: 
o It may lower pre-pregnancy insulin requirements by 20-30% 
o when she feeds her baby her blood glucose will fall which may result in a 


hypo due to the use of glucose in breast milk production 
o she needs to increase her intake of starchy foods(50g carbohydrate extra/ 


24hrs) 
o she should always have a snack available wherever she breastfeeds and 


keep 15- 20g rapid acting carbs as hypo treatment whilst breast feeding 
o she should maintain her Blood Glucose levels higher- between 6-10 


mmol/l 
o she can continue to take metformin/ glibenclamide 
o Continue to avoid any drugs for treating diabetes complications that were 


discontinued for safety reasons in the pre-conception period. 
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o She must ensure she has an adequate calcium intake 
 
Before home: Gestational Diabetes 
These women can be discharged home following a normal fasting blood glucose by 
the midwife having ensured that the women knows that she needs a fasting blood 
glucose between 6-13 weeks or HbA1C >13 weeks postnatal at her GP surgery. 
Ensure this is documented on the discharge summary. 
These women do not routinely need a postnatal follow up at the hospital. 
 
Pre Pregnancy Diabetes 


 


 Must be reviewed/discussed with a member of the joint obstetric diabetes 
MDT 


 Check she has hypoglycaemia treatments and that she and her carers know 
when and how to use them 


 Ensure that she has the contact numbers for the MDT and delivery suite for 
emergency advice 


 She should receive contraceptive advice relevant to her diabetes. 


 She should have a discussion about pre-conceptual care and this will be 
reiterated at the six weeks postnatal visit. 


 She must have been made an appointment in the joint obstetric diabetes clinic 
for follow up at 6 weeks postnatal where they will then be referred back to 
their normal diabetes physician/ GP for follow up 
NB She does not need a GTT/ Blood glucose test at 6 weeks 


 
5.5 Neonatal Care 
 


 All women with any type of diabetes should be advised to deliver in hospital 
where advanced neonatal resuscitation skills are available 24hrs / day. 


 


 Babies should stay with their mother unless there is a clinical reason to be 
separated and skin to skin contact should be encouraged. 


 


 All babies should be fed within 30mins -1 hr of birth and every 2-3 hrs 
thereafter until feeding maintains the neonatal pre feed capillary plasma 
glucose at a minimum of 2 mmol/l 


 


 CBG testing should be performed post birth as per the hypoglycaemia policy. 
Blood tests for polycythaemia, hyperbilirubinaemia, hypocalcaemia and 
hypomagnesaemia should be performed in babies with clinical signs of these 
conditions. 


 


 The Trust neonatal hypoglycaemia policy should be followed for at least 24 
hours and babies of mothers with diabetes should not be discharged home 
until they have stable capillary blood glucose measurements. 


 


 Breastfeeding should be encouraged but all women should be supported in 
whichever method of feeding they chose. 
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 Breastfeeding may enhance ketogenesis and ketones may be an important 
alternative to glucose for brain metabolism in the neonatal period and hence 
be of benefit to the infant. 


 


 Any baby of a mother with diabetes with clinical signs of cardiomyopathy/ 
congenital heart disease should have an echocardiogram performed – the 
timing of which depends on the clinical circumstances. 


 


 Babies should be admitted to the NICU if they: have hypoglycaemia requiring 
admission according to the protocol, respiratory distress, signs of cardiac 
decompensation, neonatal encephalopathy, signs of polycythaemia, need IV 
fluids, need NG feeding, jaundice requiring intensive treatment, prematurity < 
34 weeks or 34-36 weeks if concerns on clinical assessment. 
 


6. RELATED GUIDANCE 
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7. FURTHER REVIEW 


 
This guideline will be reviewed in 3 years unless new evidence becomes available 
necessitating earlier review. 
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Intravenous infusion - 50 units Actrapid (0.5ml of U100) made up to 50 mls with N/Saline to be given by pump 


– start pump at rate 1 


If the BG is ≥11mmol/l –check urine for ketones. 
If ketones positive send urgent bicarbonate and blood glucose (these must be transported to the labs urgently) 
Request urgent obstetric registrar review. 
If ketoacidosis is confirmed the patient -commence RFT guideline for Diabetic Ketoacidosis, commence CTG , request urgent 
medical registrar review + transfer to delivery suite HDU 
 


Continue for at least 12 hrs post last steroid dose OR until IV insulin requirements persistently 0-1 unit/hr 


APPENDIX 1 
GUIDELINE FOR THE MANAGEMENT OF DIABETIC ANTENATAL WOMEN RECEIVING ANTENATAL 


CORTICOSTEROID INJECTIONS FOR FETAL LUNG MATURITY 


 


GUIDANCE: 


 
 


 


 
 
 


 
How to make up and run insulin regime 


 
 
 
 


 Insulin infusion (mls/hr)  


 
Blood Glucose (mmol/L)_ 


 
Rate 1 Rate 2 Rate 3 


<4 Nil (and recheck in 15 min) As rate 1 As rate 1 
4 – 6.9 1 1.5 2.25 


7 – 9.0 3 4.5 6.75 


9.1 – 11.0 4 6 9 
11.1-14.0 6 9 13.5 


> 14 8 
AND Inform registrar 


Urgent medical advice required 
Check urgent U+E bicarbonate and 


12 
As rate 1 


18 
As rate 1 


 urine / blood for ketones   


 
 
 
 
 
 


Admit to hospital , ensure senior staff of obstetrics and diabetes teams involved in care Continue 


normal insulins / oral hypoglycaemic drugs 


Advise women on subcutaneous basal insulin to increase all doses by 40% - ensure prescribed Allow to 


eat and drink as normal 


Strict fluid balance + start Insulin chart- variable rate infusion Test 


each urine for ketones 


Test CBG pre and 1 hr post meals - aim is CBG < 8mmol/mol 


CBG <8mmol/mol 


Continue pre and 


1hr post meals 


CBG 8 mmol/mol 


Start immediate 


additional IV 


insulin as below 


Diabetes should not be considered a contraindication to the administration of antenatal steroids for fetal lung 


maturation or tocolysis. 


Steroids have the potential to cause diabetic ketoacidosis (DKA) + DKA has a 10% risk of fetal death 


Patient on 


insulin pump 


On day of steroids given- increase basal 


rate to 200% and maintain at this till 


24hrs after last steroid dose 


If CBG raised > 8mmol/l x 2 


commence VRII 
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Keep in hospital for 24hrs after IV insulin stops if required 
On discharge ensure has appointment at Joint Obstetric Diabetes Clinic OR GDM clinic following week 
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VARIABLE RATE INSULIN INFUSION CHART 
 


Date Time Blood 
Glucose 
(mmol) 


VIP 
Score 


Rate 
Number 


Infusion 
Pump Rate 
(mls/hr) 


Total 
Infused 
(mls/hr) 


Volume 
Infused Check 


it agrees with 
rate x time 


Signature 


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


       Y/N  


 
 


Affix Patient Label 
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Appendix 2 
TIMETABLE OF ANTENATAL CARE VISITS FOR PRE-EXISTING DIABETES 


 Scan Bloods HbA1c Retinal 
screen 


Actions to complete at each visit 


 
 
 


First visit 
to 
clinic 


 
 
 
 


x 


 
 
 





 


 
- 


must 
be 


done 
at first 
visit 


 
 
 


Refer for 
retinal 
screening 


Discuss blood glucose targets req’d, review medicines (stop any contraindicated ones) and 
complications of diabetes Ensure on Folic acid 5mg – prescribe if not and document 
Commence 4 or 7 point 
blood glucose testing Give 
information leaflets and 
NPID audit leaflet Dietetic 
review 
Booking bloods if not done before and U+E, TSH, Coeliac screen for Type 1,(all in brown top bottle to 
biochemistry except coeliac screen to immunology) HbA1c (red cap bottle –biochemistry) 
Give form for Urine microalbumin to be brought to next visit (must be 1st 
urine of the morning) Book appointments every 1-2 weeks(likely virtual) till 
12 weeks 
Dictate booking letter to GP including need for supply of BG testing strips frequently +aspirin from 12 weeks 
Start NPID data collection form unless opts out and enter name into NPID folder in office 


 
 


 
8-12 


weeks 


 
 
 





 
 


 
- 


 


 



At 12 
weeks 


 



1st screen to 
be done by 
12 weeks 


Discuss in more detail re hyperglycaemia + supply ketone testing strips –complete discussions re diabetes in 
pregnancy and effects of pregnancy on diabetes 
Urine 
microalbumin to 
be done asap 
Viability USS at 
6-9wks 
Trisomy screening if wishes as per national 
guidelines and take HbA1c 12 wks –Complete paed 
alert and start aspirin if not contraindicated Book 
appts every 1-2 weeks till 20 weeks 


16 weeks - - -   


 


20 weeks 


 


-   (if 
retinopathy) 


Detailed scan inc.cardiac outflow tracts 
Book all appointment to 36 weeks every 1-2 wks and growth, umbilical artery Doppler +liquor volume scans at 
least 28/31/34/36 wks Warn re:need for increased insulin requirements from 20-28 weeks 


24 weeks      


 
28 weeks 


 



 



 



 



Discuss benefits of breastfeeding / feeding intentions + effects of breastfeeding on glycaemic control, possible 
neonatal morbidity/ SCBU admission/ neonatal care 
Give information on hand expression 
Serology and Hb, anti D if necessary plus HbA1c.Book 2 weekly virtual appointments unless requiring additional 
scan in between 


32 weeks  - - - Start to discuss plans for labour and delivery.  
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By 36 
weeks  


 
 
 


 





 
 


 



   Discuss all of above if not completed  
Plan delivery and complete written 
individualised plan of care. 
To include: 
Timing, mode and management of birth (offer delivery 
between 37-38+6 weeks) Changes to hypoglycaemic 
therapy during and after birth 
Management of 
the baby after 
birth 
Contraception 
and follow up 
Give syringes and storage information for women who wish to antenatally hand express breastmilk 
Book appointment for membrane sweep with diabetes specialist midwife / MDT/ community MW as req’d 
Book postnatal appointment for 6 weeks after delivery in joint obstetric diabetes clinic and document in handheld 
notes 
Put notification of delivery form on front of hospital notes 
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Appendix 3 TREATMENT OF HYPOGLYCAEMIA FLOWCHART 


Mild Moderate Severe 
 


 


 


 


 
 
 
 


 


HYPOGLYCAEMIA IS DEFINED AS BLOOD GLUCOSE OF LESS THAN 4mmol/L 


(IF SYMPTOMATIC BUT BLOOD GLUCOSE IS ABOVE 4mmol/L GIVE A SMALL CARBOHYDRATE SNACK FOR SYMPTOM 


RELIEF) 


Patient is conscious, orientated and able 


to swallow 


Patient conscious, able to swallow but confused, 


disorientated / aggressive 


Patient unconscious and / or unable to swallow May be 


convulsing 


Give 15-20g of quick acting carbohydrate (eg 


glucotabs 4-5, glucojuice 1 bottle) 


 


Retest blood glucose (BG) after 10-15 mins 


If still below 4mmol/L repeat treatment up to 3 times If 


this has been repeated 3 times and there is no 


improvement consider giving 1mg Glucagon IM 


(Glucagon should be in the fridge) 


If capable and cooperative treat as Mild hypoglycaemia 


 
If not capable and uncooperative but can swallow Give 


2 tubes of Dextrogel/ Glucogel 


Test BG after 10-15 mins. If still below 4mmol/l repeat 


above steps up to 3 times. 


If ineffective give 1mg Glucagon IM (once only) 


 
If still hypoglycaemic or deteriorating at any stage call 


doctor and consider IV glucose (as for severe) 


Check ABC Stop 


any IV insulin 


Fast Bleep doctor urgently Place 


patient in recovery position Give 1mg 


IM Glucagon (once only) 


If no response give IV Glucose 100mls of 20% over 15 


mins 


Flush with normal saline 


If IM Glucagon has been used – Give 40g carbohydrate to replenish glycogen stores (3 slices bread/4 biscuits/ 2 biscuits and 


300mls milk) 


For ENTERALLY FED ONLY 


Restart feed or give bolus as per guidance or IV 10% glucose at 100mls/hr 


Blood glucose should now be above 4 mmol/l 


Give 20g long acting carbohydrate eg slice of toast /bread / 2 biscuits /200mls milk/ next meal if due 


Once patient conscious check BG level 


Restart IV insulin 


Give follow up treatment as per mild hypo (quick acting 


carb followed by 40g long acting carbohydrate If nil by 


mouth give 10% glucose infusion at 100mls/hr until no 


longer NBM / reviewed by doctor 


DO NOT OMIT SUBSEQUENT DOSES OF INSULIN, CONTINUE REGULAR CAPILLARY BLOOD GLUCOSE MONITORING FOR NEXT 24-48 hours GIVE 


HYPO EDUCATION AND REFER TO DIABETES INPATIENT SPECIALIST NURSE 
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More about Hypoglycaemia 
 
What can cause “hypo?” 


 Eating less carbohydrate (starchy food) than normal, or missing or being late 
with a snack or a meal. 


 Doing more exercise than normal without taking extra carbohydrate (starchy 
or sugary food) or adjusting their insulin prior to the activity. 


 Taking too much insulin or too large a dose of sulphonylureas e.g.: gliclazide, 
glimepiride and prandial glucose regulators e.g. nateglinide, repaglinide. 


 Drinking too much alcohol, especially on an empty stomach. 
 
Can hypo symptoms occur at blood glucose levels above 4mmols? 


 Yes. This may happen when there has been a period of poor control (i.e. 
when blood glucose levels have been in double figures) and when this is 
corrected and blood glucose levels begin to drop to normal levels (BGs 
between 4-7mmol/l. 


 This is not a true hypo. 
 
What can be done when there are hypo symptoms but blood glucose is above 
4mmol/l? 


 Advise woman to sit down and have a non-sugary drink, and let the symptoms 
settle and monitor blood glucose. 


 It is not advisable to treat them as hypo as it will not give the body a chance to 
adapt to normal glucose levels. 


 Explain to woman why it has happened and why not to treat it as “hypo”. 
 
What if symptoms don’t settle? 


 Investigate other causes. 
 
Prevention: 
How can hypos be prevented? 


 Educate women and carers on: 
o Causes of hypos (see ‘what causes hypos?’) and how to avoid them. 
o How to treat them and what to carry with them. 
o Blood glucose monitoring and how to interpret the results. 
o Carrying identification. 
o Informing friends and family. 
o Give ‘Hypo’ ’ booklet from antenatal clinic to be kept at an easily 


accessible place. 


 Review oral hypoglycaemic medication/ insulin doses regularly, especially if 
woman is on a weight-reducing programme or has increased her activity level. 


 Remember women will need more input if they have irregular meal patterns, 
exceptionally active life style, poor appetite, gastroparesis, or Coeliac disease. 


 Make referrals to the relevant members of the diabetes team if further input is 
required. 
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GUIDANCE FOR THE USE OF METFORMIN IN GESTATIONAL DIABETES (GDM) Appendix 4 
 


Rationale: Metformin is a biguanide that exerts its effects by decreasing gluconeogenesis (hepatic glucose output), increasing peripheral glucose utiliization and reducing 
plasma free fatty acid. These effects increase insulin sensitivity. 


 


Advantages: Hypoglycaemia is unusual / lower incidence of weight gain compared to insulin or sulphonylureas / lower plasma insulin levels are achieved. 
 


Cautions: Renal impairment / Liver impairment / Avoid if any risk of lactic acidosis 
 


Contra-indications: Renal impairment (eGFR<30ml/min or Creatinine >150umol/l, Diabetic ketoacidosis, Hepatic impairment, Cardiac failure, Metformin should be 
stopped 2 days before general anaesthesia and before IV contrast. 


 


Side effects: Nausea/ vomiting/ diarrhea (usually transient)/ abdominal pain/ flatulence/ metallic taste/ skin rashes/ pruritis/ reduced Vitamin B12 absorption/ hepatitis/ 


rarely lactic acidosis. 
 


Initiation in GDM: 


Check no contraindications to metformin 
U+E s and LFTs done and normal 
Has received leaflet re Treatments for GDM 


START METFORMIN 500mg ONCE PER DAY WITH THE MAIN MEAL 


Advice patient to review after 3 days 


If still not in target increase to METFORMIN 500mg BD (with breakfast and main meal) 
 


1 week after starting Rx review by DSN/DSM/DSD/ Obstetrician 


If still not in target increase to METFORMIN 2.5g daily 
 


REVIEW AFTER 3 DAYS 


 
 
 
 
 
 
 


 
STOP METFORMIN IF: 
Any C/I 
Severe PET 
Sepsis 
Obstetric cholestasis 


Fetal Growth Restriction 


(<10th centile) 


Advise patient to review after 3 days 


If still not in target increase to METFORMIN 500mg TDS with meals - check U+Es and LFTs 


If still not in target continue Metformin +commence insulin in addition- using quick acting analogue basal bolus regime and basal isophane 
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Appendix 5 
 
Guidelines for women using insulin pump therapy (Continuous Subcutaneous 
Insulin Infusion – CSII) during labour and delivery 


 
General Guidance 


 
The decision to remain on insulin pump therapy during labour and delivery will be 
made after agreement between the woman on pump therapy (and, if appropriate, 
their partner) and the Diabetes Team. This decision will be documented in the 
woman’s records. 
 
Induction of Labour 
 
SELF-CARE 
 
On day of induction position the cannula into the upper abdominal, lateral areas of 
abdomen or loin regions (The woman or partner will be responsible for any 
repositioning of the cannula). 
 
a) Programme pre-pregnancy basal rate into pump (minus 20% if breast feeding) 
so that it is ready to be used immediately after delivery. 
 
b) Until in established labour continue usual basal rates, usual meal or snack 
insulin doses, using current insulin to carbohydrate ratio. 
 
c) Monitor blood glucose (BG) levels before and 1 hour after meals and at 
bedtime until in established labour. 
 
d) Adjust mealtime insulin dose according to pre-meal blood glucose level and 
carbohydrate content of meal. 
Once in Established Labour 
 
NB: Syntocinon can raise Blood Glucose levels 
 
e) Reduce hourly basal rate by 20%, aiming for blood glucose levels of 4 – 7 
mmol/L. 
 
f) Check blood glucose level hourly. 
 
g) If blood glucose less than (<) 4 mmol/L treat as per section 5.3.6.2 
 
h) If blood glucose greater than (>) 7 mmol/L, check cannula has not become 
detached or blocked or has air bubbles in it. Then increase basal infusion rate on 
pump by 50%. 
Re-check blood glucose after 30 minutes, if still > 7 mmol/L increase basal infusion 
rate by a further 50%. 
 
If blood glucose > 10 mmol/L on 2 consecutive occasions, check blood ketone 
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level using Nova Stat meter, if available and recheck the delivery of insulin is 
occurring. 
 


 If ketones negative or less than (<) 0.6 mmol/L continue to increase basal 
infusion rate by 100% hourly. 


 


 If ketones positive (++) or > 0.6 mmol/L increase basal infusion rate by 100% 
and assess for signs of Ketoacidosis (nausea, vomiting, acetone on breath, 
hyperventilation). 


 


 Check U & E and venous bicarbonate urgently. 
 


 If acidotic, abandon insulin pump and start on i.v. insulin sliding scale 
according to protocol. 


 


 Contact Consultant Diabetologist via switchboard if available, otherwise 
continue with established DKA protocols. 


 
Second Stage Labour 
j) When in second stage labour, reduce basal rate by a further 20% as this 
process is very active. 
Aim to keep BG levels between 4-7 mmol/L. 
 
k) With delivery of baby switch pump to pre-pregnancy basal rates (these may 
be pre-programmed into the pump). If not pre-programmed, they should have been 
documented in the antenatal care plan. 
 
l) If breast-feeding reduce pre-pregnancy basal rate by a further 20-30%. 
 
m) Adjust insulin carbohydrate ratio to pre-pregnancy ratios. 
 
If at any time the woman or partner is unable to manage the pump (or in the event 
that staff are unable to contact the Diabetes Team for advice) and there is evidence 
of glycaemic deterioration or ketosis, intravenous insulin and dextrose infusions 
should be commenced according to established protocols for diabetic pregnancy and 
labour. 
 
ON COMMENCING IV INSULIN THERAPY, THE INSULIN PUMP MUST BE 
DISCONNECTED. 
 
Pump Equipment List 
 


 Women will be responsible for bringing all their pump equipment into hospital. 
 
This includes: Batteries Adapters Infusion lines Cannula Usual insulin 
  
In addition: Blood monitoring equipment (for glucose) 
Ketone monitoring equipment (Xceed Meter or Ketostix) Blood glucose monitoring 
diary 
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Back Up: Pen injector devices 
Pen cartridges and needles 
 
In the event of Pump Breakdown 


 
Women are supplied with/taught how to calculate insulin doses for conversion back 
onto a basal bolus regimen. 
 
For such an emergency situation women will need access to a supply of 
 


 Rapid acting Analogue Insulin (Humalog or Novorapid) 


 Isophane Insulin (Humulin I or Insulatard/ analogue based insulin lantus/ 
levemir)) 


 Insulin pens/needles (if available) Or Insulin syringes 
 
The woman will have the 24 hour help-line number for their insulin pump provider. 
 
Surgical Intervention and Insulin Pumps 
 
At the present time if a woman requires an emergency or elective LSCS, they will be 
switched to the usual i.v. insulin protocol and the pump will be disconnected. 
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Appendix 6 


 
Blood Ketone Monitoring Advice For Type I and Type 2 Diabetes  


 


 


0.1 
to 
0.6 


 


(ß – OHB 
mmol/L) 


 


These are acceptable blood ketone levels 


 Treat high blood glucose appropriately 


  
It is important to reduce blood ketone levels to below 1.0 


  


0.7-1.0- Drink plenty of water- recheck glucose + ketones every 2hrs 


 
0.7 
to 
3.0 


1.1-3.0 


Take additional short or rapid acting insulin. Take the amount advised by 
DSN / Dr Muzulu, but if this has not been completed take 10% of total daily 
dose every 2 hrs. 


(ß – OHB 
mmol/L) 


 Retest blood glucose and ketones after 2 hours 


 If blood glucose and ketones are not falling at 2 hrs contact us again + 
we will advise admission and venous bicarbonate and U+Es are 
checked urgently. 


 If blood glucose and ketones are falling, retest every hour while 
ketones remain above 1.0 


  


Much too high. At risk of Diabetic Ketoacidosis (DKA) and the ketone 
level must be reduced urgently 


 
 


 
OVER 


3.0 


 


Take additional short – or rapid – acting insulin. Take the amount advised 
by DSN / Dr Muzulu, but if this has not been completed take 20% of total 
daily dose every 2 hours. 


 Seek immediate advice- should be advised admission to hospital 


 Drink plenty of water 


(ß – OHB 


mmol/L) 


INSTRUCTIONS FOR MEDICAL STAFF 


 Admit immediately to HDU on Labour Ward if ≥20 weeks gestation and 
follow trust guideline 


 If ≤20 weeks gestation to discuss with Obstetric Registrar and they 
should discuss with Medical Registrar 


Will need urgent venous bicarbonate and U+Es and may require DKA 
treatment as per RFT DKA guideline. 


NEVER ADVISE TO STOP INSULIN /TABLETS 
Admit immediately if unable to keep food down for 4hrs or 


more / continuous diarrhoea/vomiting / high fever 
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Appendix 7   
POSTNATAL TESTING IN WOMEN WHO HAVE HAD GESTATIONAL DIABETES 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


    Explain to women 
- about the increased risks of gestational diabetes in future pregnancies-up to 75% 


recurrence risk 
- risk of Type 2 diabetes and symptoms to consult with 
- the importance of planning their next pregnancy and give contraceptive advice 
- general pre pregnancy advice re: folic acid , weight, exercise , smoking , alcohol, 


rubella screening – if BMI 30 or over advise weight management pre pregnancy 
- that diet exercise and maintenance of normal weight decreases the 


risk of Type 2 diabetes Arrange annual testing for Type 2 diabetes at GP 


surgery 


If planning pregnancy - ensure they have had a recent screen for Type 2 diabetes and if the test 
reveals T2 DM ensure referral to specialist pre pregnancy care at joint diabetes obstetric clinic. 
Prescribe folic acid 5mg od for at least 3 months prior to pregnancy and advise re contraception 
and prescribe until reviewed in clinic 


 


If previous GDM and is currently pregnant refer for an OGTT as soon as possible. 
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Appendix 8 
Diabetic Eye Screening Proforma 
PREGNANT / PRE PREGNANCY 


 
ALL FIELDS ARE MANDATORY – WE WILL RETURN THE FORM IF THEY ARE NOT 
COMPLETED. EMAIL COMPLETED FORM TO t FROM AN NHS 
.NET ACCOUNT PLEASE PHONE THE NUMBERS BELOW IF SCREENING IS 
URGENTLY NEEDED 
 


Name: 


 
Address (including postcode): 


 
D.O.B : NHS No: 


 
Telephone contact: Home : Mobile: 


 
G.P Practice : 


 
If out of area GP state area belongs to : 


 
Diabetes Type: Type 1 Type 2 Date of Diagnosis : / / 


 
…………………. Weeks pregnant OR PRE PREGNANCY YES   / NO 


 
Please screen as per NICE Diabetes in Pregnancy Guidelines 
Please send report to: MISS R. RAM, CONSULTANT 
OBSTETRICIAN, B FLOOR , ROTHERHAM NHS FOUNDATION 
TRUST, MOORGATE ROAD, ROTHERHAM.S60 2UD. 


 


Diabetes Treatment: Mobility/Transport Requirements : NA 


Religion : Ethnicity :


 Cognitive Status : Normal Sight 


Impaired   Y / N Severely Sight Impaired  Y / N 
Reason for impairment :   


Date certified impaired:  


Hba1c : Blood Pressure: 


Signed: Print Name: Title: Date: 


 


Tel: /  Fax:  


BDGH, Gawber Road, Barnsley, S75 2EP 
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Appendix 9 
 


USEFUL INFORMATION FOR HEALTH PROFESSIONALS 
COUNSELLING WOMEN WITH PRE-EXISTING DIABETES IN 


PREGNANCY / PRE- CONCEPTUALLY 
 


Source – NICE GUIDANCE ON DIABETES IN PREGNANCY 2008 
 


MISCARRIAGE RATES 
 


 
 


 
 


CONGENITAL ANOMALIES 
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STILLBIRTHS AND NEONATAL DEATHS NPID 2014-2018 
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GUIDELINE FOR THE MANAGEMENT OF DIABETES 
IN PREGNANCY INCLUDING PRECONCEPTION AND 


POSTNATAL CARE 
 


SECTION 2 
DOCUMENT DEVELOPMENT, COMMUNICATION, 


IMPLEMENTATION AND MONITORING 
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 
 


This document was developed in consultation with:  
 


 (Lead Obstetric Consultant) 
 (Consultant Diabetologist) 


 (Consultant Diabetologist) 
 (Consultant Obstetrician)  (Diabetes Specialist MW) 


 (Specialist Diabetes Dietitian) 
 (Specialist Diabetes Dietitian) 


 
9. APPROVAL OF THE DOCUMENT 


 
This document was approved by: 
 
Maternity Governance Group 
 
10. RATIFICATION OF THE DOCUMENT 
 
This document was ratified by the Maternity Governance Group not requiring ratification by 
Trust Documentation Group. 
 
11. EQUALITY IMPACT ASSESSMENT STATEMENT 


 
An Equality Impact Assessment has been carried out in relation to this document using the 
approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of 
the document. 
 
The manner in which this policy impacts upon equality and diversity will be monitored 
throughout the life of the policy and re-assessed as appropriate when the policy is reviewed. 
 
12. REVIEW AND REVISION ARRANGEMENTS 
 
This document will be reviewed every three years unless such changes occur as to require 
an earlier review. 
 
The Lead diabetes Obstetric Consultant is responsible for the review of this document with 
the multidisciplinary team. 
 
13. DISSEMINATION AND COMMUNICATION PLAN 


 
To be disseminated 
to 


Disseminated 
by 


How When Comments 


Quality Governance Author Email Within 1 
week 


Remove 


Team via polices 
email 


  of ratification watermark from 


    ratified document 
    and inform 


Quality 
    Governance 


Team 
    if a revision and 
    which document 
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it 
    replaces and 
    where it should 


be 
    located on the 
    intranet. Ensure 


all 
    documents 
    templates are 
    uploaded as 


word 
    documents. 


Communication 
Team 


Quality Email Within 1 
week 


Communication 


 Governance  of ratification team to inform all 
 Team   email users of 


the 
    location of the 
    document. 


All email users Communication Email Within 1 
week 


Communication 


 Team  of ratification team will inform 
all 


    email users of 
the 


    policy and 
provide 


    a link to the 
policy. 


All Staff with a Author Meeting/E When final The author must 
role/responsibility  mail as version inform staff of 


their 
within the document  appropriate completed duties in relation 


to 
    the document. 


All staff within area 
of 


Heads of Meeting / As soon as Ensure evidence 


management Departments Email as received 
from 


of dissemination 
to 


 /Matrons appropriate the author staff is 
maintained. 


    Request removal 
    of paper copies 
    Instruct them to 
    inform all staff of 
    the policy 


including 
    those without 
    access to emails 
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14. IMPLEMENTATION AND TRAINING 
 
There is no specific implementation or training plan associated with this guideline. 
The processes described in this guidance are in use every day. Any issues regarding 
implementation of this guideline will be addressed via the monitoring of compliance 
process. 
 
15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF 
THE TRUST DOCUMENT 


 
15.1 Process for monitoring compliance and effectiveness 


 
 


Audit/Monitori
ng Criteria 


Process 


for 


monitoring 


e.g. 


audit/surve


y 


Audit / 


Monitorin


g 


performe


d by 


Audit/ 


Monitorin
g 
Frequenc
y 


Audit / 


Monitorin


g reports 


distribute


d to 


Action 


plans 


approve


d and 


monitore


d by 


a. the involvement of 


the multidisciplinary 


team including the 


obstetrician, 


midwife, diabetes 


physician, diabetes 


specialist nurse and 


dietician in the 


provision of care 


when appropriate 


b. the timetable of 
antenatal 
appointments 


Audit of all women 


n who have 


delivered with a 


diagnosis of pre-


existing diabetes 


for submission to 


the National 


Diabetes in 


Pregnancy Audit 


and local audit 


against national 


standards 


Maternity 


governanc


e group 


ris


k 


yearly Antenatal 


diabetes team 


Antenatal 


diabetes team 


c. the requirement to 


document an 


individual 


management plan 


in the health 


records that covers 


the pregnancy and 


postnatal period up 


to six weeks 


      


d. targets for 


glycaemic 


control 


      


e. advising women with 
type 1 diabetes of the 
risks of 
hypoglycaemia and 
hypoglycaemia 
unawareness in 
pregnancy 


      


f. offering antenatal 
ultrasound 
examination of the 
four chamber view 
of the fetal heart 
and outflow tracts 
at 20 weeks 
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g. how women who 


are suspected of 


having diabetic 


ketoacidosis are 


admitted 


immediately to a 


high dependency 


unit where they can 


receive both 


medical and 


obstetric care 


      


h. audit of the NPID 


criteria 


      


 
15.2 Standards/Key Performance Indicators (KPIs) 
 
Achieve a minimum of 75% compliance with the standards detailed in the monitoring 
table. 
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Section 2 
Appendix 1 
 


EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL 


 
Document 
Name: 


 
Guidelines for the Management of 
Diabetes in Preconceptual, 
Antenatal, Intrapartum and 
Postpartem Period 


 
Date/Period of 


Document: 


 
April 2021 


 
Lead 
Officer: 


 
 


 


 
Directorate: 


 
Obs & 
Gynae 


 
Reviewing 
Officers: 


 
 


      


    


  Function x  Policy   Procedure   Strategy 
BTL  


  Joint Document, with 
BTL  


Describe the main aim, objectives and intended outcomes of the above: 
 


 
You must assess each of the 9 areas separately and consider how your policy may affect 
people’s human rights. 
1. Assessment of possible adverse impact against any minority group 


How could the policy have a significant 
negative impact on equality in relation to 
each area? 


Response If yes, please state why 
and the evidence used in 


your assessment  
Yes No 


1 Age?  x  


2 Sex (Male and Female?  x  


3 Disability (Learning Difficulties/Physical 


or Sensory Disability)? 
 x  


4 Race or Ethnicity?  x  


5 Religion and Belief?  x  


6 Sexual Orientation (gay, lesbian or 
heterosexual)? 


 x  


7 Pregnancy and Maternity?  x  


8 Gender Reassignment (The process of 


transitioning from one gender to 
another)? 


 x  


9 Marriage and Civil Partnership?  x  
You need to ask yourself: 


 Will the policy create any problems or barriers to any community of group? No 


 Will any group be excluded because of the policy? /No 


 Will the policy have a negative impact on community relations? /No 
If the answer to any of these questions is yes, you must complete a full Equality 


Impact Assessment 
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2. Positive impact: 


Could the policy have a significant positive 
impact on equality by reducing inequalities that 
already exist? 
Explain how will it meet our duty to: 


Respons
e 


If yes, please state why 
and the evidence used in 


your assessment  Ye
s 


No 


1 Promote equal opportunities  x  


2 Get rid of discrimination  x  


3 Get rid of harassment  x  


4 Promote good community relations x   


5 Promote positive attitudes towards 


disabled people 
 x  


6 Encourage participation by disabled 


people 
 x  


7 Consider more favourable treatment of 


disabled people 
 x  


8 Promote and protect human rights  x  


3. Summary 
On the basis of the information/evidence/consideration so far, do you believe that the 
policy will have a positive or negative adverse impact on equality?   
Positive Please rate, by circling,  the level of impact Negative 


HIGH MEDIUM LOW NILx LOW MEDIUM HIGH 


Date assessment 
completed: 


Is a full equality impact 
assessment required? 


 Yes 
(documentation on 
the intranet) 


x   No 
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