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1. Introduction and Who Guideline applies to

This guideline applies to all care provided by the Maternity Assessment Unit (MAU) and
applies to midwifery, medical and other relevant staff caring for pregnant women and people
who may ring via the single point of contact for advice or attend in person.

The Maternity Assessment Units (MAU) at the LGH and LRI have been established to
provide a dedicated area for pregnant women and people to attend for advice, assessment
and for admission with pregnancy-related queries and/or complications. MAU is staffed by
midwives and midwifery care assistants, with medical support.

This document provides clear guidance on the purpose of the MAU, referral process, roles
and responsibilities, clinical pathways / patient information sheets, documentation, follow up
and audit.
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Related documents:

e Obstetric Cholestasis Guideline (Trust Ref C1/2013)

¢ Antepartum Haemorrhage Guideline. (Trust Ref C39/2011)

e Blood Pressure and Proteinuria Guideline. (Trust Ref C39/2007)

¢ Reduced Fetal Movements Guideline. (Trust Ref C70/2004)

e VTE (Venous Thromboembolism) in Pregnancy UHL Obstetric Guideline (Trust
Ref:C5/2001)

e Pregnant Women Admitted Outside the Maternity Unit UHL Obstetric Guideline UHL
Ref: B32/2011

e Self- discharge against clinical or medical advice in MAU

e Telephone Triage SOP

What'’s new?

e Updated in line with the new single point of contact
» Roles and responsibilities regarding chasing and actioning lab results specified

Maternity assessment unit:

e There is a Maternity Assessment Unit (MAU) at each maternity site within UHL. The
Maternity Assessment Unit (MAU) is a dedicated area away from the Delivery Suite at
LGH and LRI for pregnant women and people to access for advice and assessment.

e MAU should be staffed by a minimum of two qualified midwives who will provide
clinical care, one of which must be an experienced Band 6.

¢ |In addition to this, a midwife should be available to triage separately to the clinical
midwives away from distraction in order to facilitate privacy and dignity. This should be
a separate area where the use of a computer / iPad and telephone is available.

e Obstetricians are available to review pregnant women and people with appropriate
conditions and are accessed via the bleep system when not allocated to MAU. If the
workload is such that the triage time is within the recommend time frame of 15
minutes, then the Band 6 Midwife can be supported solely by a non-qualified member
of staff for short periods of time. The midwife should escalate if more staff is required
in MAU to the maternity bleep holder.

e On arrival to MAU, pregnant women and people should be welcomed and an initial
assessment undertaken using the BSOTS (The Birmingham Symptom-specific
Obstetric Triage System) assessment!. Pregnant women and people should be kept
fully informed at all times.

e The triage midwife clarifies and records details, completes a full assessment including
reason for attendance, maternal vital signs observations (these can be performed and
recorded by the MCA), fetal heart auscultation if applicable and commences the
relevant BSOTS chart.

e Those pregnant women and people who require more specialised assessment are
admitted to the MAU.
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¢ Pregnant women and people stay in MAU for a short time only, allowing full
assessment to be made and appropriate care or treatment to be given. They may be
discharged home or referred to the community midwife or GP following admission.
Those requiring further care or treatment may be transferred to maternity wards.

e Pregnant women or people found to be in established labour should be referred to
Delivery Suite or the Birth Centre depending on their birth place choices.

e Pregnant women or people requiring high dependency care should be transferred to
the care of Delivery Suite.

Telephone triage: Please refer to the - Midwifery Telephone Triage Service Standard
Operating Procedure UHL Maternity Guideline.pdf

2. Roles and responsibilities

Midwife in charge for MAU Roles and Responsibilities:

e The midwife in charge provides leadership, direction and support to midwives, student
midwives, health care assistants and junior doctors. The midwife in charge needs to
be visible, accessible and responsive to the needs of the women and people attending
MAU.

¢ The midwife in charge is responsible for the day to day running of MAU, ensuring that
quality care is given at all times. It is the midwife in charge’s responsibility to ensure
that pregnant women and people receive care that is respectful, confidential and
meets their individual needs.

e The midwife in charge is responsible for logging into Nervecentre at the start of each
shift to take referrals from ED at LRI.

e The midwife in charge should be aware of any pregnant women or people requiring
escalation to the Band 7 on Delivery Suite or Bleep Holder.

MAU Midwife Roles and Responsibilities:

e The triage midwife is responsible for performing initial assessment and triage of
women and people presenting to MAU, within 15 minutes from arrival, and complete
BSOTS assessment documentation. Some parts of the assessment may be delegated
I.e. maternal observations.

e The midwife can, following competency assessment and when confident to do so,
perform a speculum examination from 16 weeks gestation to term and take swabs if
appropriate. Where the pregnant woman or person has presented for the second time
or more with query pre-labour rupture of membranes, the assessment and
management must be reviewed by an Obstetrician.

e The midwife is responsible for enlisting medical advice from junior and/or senior
obstetric staff where there are features in a woman or person’s presentation or history
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that indicate deviation from normal. Where there is any uncertainty about any aspect
of the woman or person’s condition, or where the presentation is outside the sphere of
the midwife’s role, medical advice must be sought.

The midwife is responsible for escalating any concerns regarding a woman or person
needing urgent medical input, in the first instance by requesting the review, if a doctor
is unavailable then to the Delivery Suite Co-ordinator and may need to move the
woman or person to the Delivery Triage Room as a matter of urgency.

The midwife is responsible for the completion of discharge documentation and
ensuring that follow up arrangements, if any (clinic appointments etc.), are in place.

It is the responsibility of both the Maternity Assessment Unit (MAU) and Telephone
Triage (TT) Midwives to liaise with each other to ensure patient results are chased via
Nervecentre and actioned appropriately. If both areas have high activity levels and are
unable to chase results over a 24 hour period this needs to be escalated to the bleep
holder.

Hand-over at the end of a shift or when the midwife goes for a break should be
personally handed over to the midwife taking over the care using the SBAR tool.

Maternity Care Assistant (MCA) Roles and Responsibilities:

The MCA will work closely with the midwife to provide support, whilst always acting
under their guidance and supervision. The MCA may perform basic clinical tasks
for which they have been trained.

The MCA's responsibilities include:

- To support the midwife providing care

- To maintain clinical stocks and stationary

- To maintain general cleanliness

- To welcome people onto the unit, offer orientation and ensure their general comfort
and wellbeing

- To perform basic computer tasks

- To maintain and attend mandatory update sessions in accordance with the Trust
policies.

- Vital signs observations

- Venepuncture

- ECG if trained

- Cannulation if trained

Junior Doctor’s Role:

To assess those referred to the MAU who require a medical review.

To communicate with both senior doctors and experienced midwives within the
assessment unit. Close working and professional relationships must be maintained at
all times and senior help sought in cases where there is any uncertainty. Foundation
year doctors must discuss all patients with a senior doctor (registrar/consultant) and in
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some cases the senior doctor will have to review the patient together with the junior
doctor.

e To complete relevant documentation, including a management plan / plan of care for
women and people assessed in MAU, taking into account clinical need and the
woman/person’s needs and wishes.

Consultant’s Role:
¢ A named consultant should be present (or be immediately available) on MAU from:
o Monday to Friday all day at the LRI [08.30 — 1700]
o Monday to Friday afternoons only at the LGH [1300 — 1700]
o Weekend cover by consultant on Delivery Suite
e To aid and support junior medical and midwifery staff in the assessment and
management of women and people presenting to the MAU to ensure safe and efficient

patient flow through MAU.

e To ensure that women and people presenting to MAU receive high quality and timely
care and, where appropriate, on-going management, discharge and follow up plans.

e Complete electronic records discharge when necessary to aid with patients discharge

3. MAU ESCALATION POLICY

MAU Medical Staffing:

Monday to Friday 08:00 to 17:00 a junior doctor (FY1/2, GPST or ST1-2) is available to
review patients on MAU under supervision.

From 08:30 to 13:00 a consultant obstetrician (at the LRI) who is doing the ward round on the
ante/postnatal wards can be contacted by phone to discuss and review patients. A consultant
is available on the delivery suite at the LGH (0800-1300). From 13:00 to 17:00 the
Consultant is only responsible for MAU cover and is placed either on MAU or in the vicinity.
The junior doctor needs to discuss all patients with the consultant and more complex patients
need to be reviewed by the consultant.

Out of hours:

Out of hours if a patient needs urgent medical review using the BSOTS criteria, but the
doctors are busy and unable to attend MAU, the labour ward coordinator must be contacted
and the patient transferred to Delivery Suite.

If the labour ward coordinator is under the impression that the medical team will be unable to
conduct an urgent (BSOTS red/amber) review of the patient within 30 minutes, the
consultant on call must be called.

4. Admission and discharge procedure

Open referral from 16 weeks of pregnancy to 6 weeks postnatally if pregnancy related
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1. Pregnant women or people who self-refer to MAU from 12 weeks to 15+6 weeks
antenatally can be referred to GAU by the MAU staff for further assessment,
dependant on them having been booked by the Community Midwife/GP. Unbooked
women and people who attend during this gestation must be directed to their GP/ED.
Some pregnant women and people will be under the care of the Fetal Medicine Team
and they should not be seen in GAU.

2. Pregnant women and people who present with suspected VTE (venous
thromboembolism) = 16/40 should be admitted to MAU for review at any gestation as
per VTE (Venous Thromboembolism) in Pregnancy UHL Obstetric Guideline UHL
Ref:C5/2001

3. For pregnant women and people presenting with suspected VTE prior to 16 weeks
gestation, please refer to the Pregnant Women Admitted Outside the Maternity
Unit UHL Obstetric Guideline UHL Ref: B32/2011

4. Pregnant women or people who on telephone assessment report symptoms which
indicate that they appear to be in established labour should attend the Delivery Suite /
Birth Centre directly as appropriate, not via MAU.

5. Vaginal bleeding of any description in a preterm gestation is abnormal. This cannot
be assessed over the phone. If a pregnant woman or person reports vaginal loss
which is pink, watery and /or bleeding of any description 21+6 to 31+6 weeks
gestation she must be invited in to the LRI site where level 3 neonatal care provision is
available, for a clinical assessment.

6. If a pregnant woman or person reports abdominal pain 21+6 to 31+6 weeks gestation
they must be invited in to the LRI site where level 3 neonatal care provision is
available, for a clinical assessment.

7. If a pregnant woman or person has an alert on the electronic records which states -
'high risk safeguarding case’, they must be invited in admission considered (please
refer to Management of High-Risk Safequarding Cases Standard Operating Procedure
UHL Maternity Guideline.pdf).

8. Translation services must be used if the woman or person does not understand the
guestions or the information that the midwife is providing.

9. Between 07:00-08:00, 17:00-19:00 and 03:00-05:00, the Midwives on TT should
chase and action results for both sites. These are times when the volume of calls is
not as high and/or there is more than one Midwife answering calls. If the Midwives on
TT are unable to chase and action results at this time, they should liaise with the MAU
Midwives to ascertain if they are able to chase and action results via Nervecentre.

10.Pregnant women and people who have never been seen within UHL and are from out
of area or overseas should have a personal hospital number generated and a set of
hospital stored healthcare records created.

11.Initial assessment of the presenting concern is carried out with the aid of the BSOTS
triage assessment cards (see appendix 2 - 9)
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12.The midwife prioritises cases according to their BSOTS outcome and clinical need
assessment, consider;

13. Differential diagnosis
- Management plan dependant on differential diagnosis using BSOTS

- Medical review as appropriate NB - Foundation year trainees must not
discharge women without discussion with a senior obstetrician (ST3 or above)

14.Discuss findings with patient / answer any questions patient may have
15. Admit to Delivery Suite / Antenatal ward / other ward; or
Discharge home with follow up appointment if necessary:
» Community Midwife
» General Practitioner
» Specialist Obstetric Clinic / Consultant Clinic

» Other agencies as appropriate

16.The BSOTS triage assessment sheet must be filed in the notes behind the purple
divider card.

17.Each event should be documented clearly in line with the UHL Maternity Records
Documentation Policy

5. Documentation

Telephone calls: Please refer to the - Midwifery Telephone Triage Service Standard
Operating Procedure UHL Maternity Guideline.pdf

Admission records:

e All admission details should be recorded on the electronic records and the BSOTS TAC
which should then be filed in the patient’s hospital stored healthcare record. In the
patient’s written healthcare record (‘Hand Held’ notes) an entry should be made on AN
appointments page to indicate date of admission and direct to the electronic records for
information. Any confidential details can be recorded separately in the patient’s hospital
stored healthcare record.

Did not attend (DNA):

e If a pregnant or post-natal woman or person does not attend MAU following a referral, it is
essential that MAU staff follow up by making a telephone call. Any woman or person that
has not arrived at MAU after 2 — 4 hours after referral must be followed up.

e |If the woman or person chooses to not attend, after being advised to do so, it must be
documented on the electronic records triage telephone call sheet and appropriate advice
given to the woman or person.

e |If you are unable to get hold of the woman or person, inform the community midwives
office on (01162584834) who will pass it to a community midwife to follow up.

Page 7 of 45

Title: Maternity Assessment Unit

Approved by: UHL Women’s Quality & Safety Board: October 2024 Next Review: October 2027

V: 8 Trust Ref No: C29/2008

NB: Paper copies of this document may not be most recent version. The definitive version is held on UHL Connect in the Policies and
Guidelines Library


https://uhltrnhsuk.sharepoint.com/teams/pagl/
https://uhltrnhsuk.sharepoint.com/teams/pagl/
https://uhltrnhsuk.sharepoint.com/teams/PAGL/pagdocuments/Midwifery%20Telephone%20Triage%20Service%20Standard%20Operating%20Procedure%20UHL%20Maternity%20Guideline.pdf%23search=telephone%20triage
https://uhltrnhsuk.sharepoint.com/teams/PAGL/pagdocuments/Midwifery%20Telephone%20Triage%20Service%20Standard%20Operating%20Procedure%20UHL%20Maternity%20Guideline.pdf%23search=telephone%20triage

e All actions MUST be documented on the electronic records triage telephone call sheet.

6. Clinical pathways

e UHL multi-disciplinary guidelines should be used where applicable. These are held in the
Policy and Guidelines Library which can be accessed via INsite.

A. ltching in pregnancy, see Obstetric Cholestasis Guideline (Trust ref C1/2013)

B. Suspected Antepartum Haemorrhage, see Antepartum Haemorrhage Guideline.
(Trust ref C39/2011)

C. Raised Blood pressure +/- proteinuria, see Blood Pressure and Proteinuria
Guideline. (Trust Ref C39/2007)

D. Reduced fetal movements, see Reduced Fetal Movements Guideline. (Trust Ref
C70/2004)

e Specific care pathways have been developed for the following situations

Abdominal pain

Screening and management of UTI
Blood Pressure Profile

Use of computerised CTG

Fetal Ectopic beats in pregnancy
Pathway for Emergency in MAU
Pre-labour Rupture of Membranes

NoOkwWNE
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Abdominal Pain

Telephone referral — patient with symptoms of abdominal pain
(if 21+6-31+6 gestation refer to unit with level 3 neonatal care)

Gestation <16/40
Refer to GP, urgent
care or gynae ward /
EPAU.

If severe

A

Any gestation > 16/40
Reduced fetal movement
Moderate/Severe pain
Obstetric risk factor
significant symptoms

abdominal
pain then

A

Review in MAU
Admission history / exam / investigations |«

Gestation >16/40

Mild pain (No analgesia)
Not contracting

Soft abdomen

Active baby

Nil else

v

Advise Paracetamol and if
no improvement in 2 hours

to call again.

transfer to
delivery suite

v

Differential Diagnosis

If the 2" phone call is < 24 hrs.
after initial contact

v

Preterm Labour
(suspected)

Consider
steroids
A
Senior Consider
Obstetric Kleihauer
Review
| /
UTI Term Labour
\ 4 A\ 4 \ 4
See UTI Low Risk High Risk
Care
Pathway
A\ 4 A\ 4
Home / Medical
D/S Review

Title: Maternity Assessment Unit

A 4

Senior
Medical
Review and
refer to pre
term
guideline for
assessment
and
management

Transfer to
delivery Suite

Approved by: UHL Women’s Quality & Safety Board: October 2024

V: 8 Trust Ref No: C29/2008

\4

Unexplained /
non pregnancy
related

v

Senior Medical
Review ST 5-7
If analgesia given, keep in
area for one hour and
reassess. Consider all
possible diagnoses. Check
neutrophils

\ 4 A4

Admit or discharge and provide
analgesia according to clinical need
Ref: RCOG Scientific Advisory Paper
no.59, Antenatal and Postnatal
Analgesia
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UTI Care Pathway
Screening and management of UTI

Initial telephone contact: Refer to GP.
If patient unable to be seen within 24 hours then see in MAU.

ASYMPTOMATIC WOMEN SYMPTOMATIC WOMEN

(Abdominal pain urgency / dysuria)

Dipstix Send MSU and Dipstix Urine
+ve For Nitrites or +ve  For Nitrites or  -ve For Nitrates or
Blood or protein Protein or Protein or
Blood Blood
(not for Leucocytes only) (not for Leucocytes only) (not for

Leucocytes only)

MSU

See guideline for UTI No Antibiotics
l Antibiotic Guide for UTI
+ve Growth l
l Letter to Community Midwife
Antibiotics (inform GP) Community Midwife
Review 1 week after
Antibiotics
e If 2" confirmed UTI for follow If significant symptoms of pyelonephritis
up in ANC (Vomiting, pain, pyrexia, renal angle
tenderness)
e If >1+Protein send P/C ratio.
Check results and discuss with

medical team if abnormal.
MSU + Dipstix Urine

l

Medical Review
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Raised BP with or without proteinuria

Referred to MAU with
Raised BP

!

Commence
BP Profile

Abnormal BP
Profile

Normal BP
Profile

No Protein

Protein

No Protein Protein
No No and No
Symptoms Symptoms Symptoms Symptoms

PET Bloods &
PCR
Discharge |« PET Egsds & ¥
Home Arrange Dr
Dr Review not o
required
S MAU/TT to chase
results

~ —

N.B If Asymptomatic and No Protein Can discontinue BP Profile if Normotensive after
3 x BPs
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Use of Computerised CTG

There are two groups of pregnant women and people who may require fetal assessment
using fetal monitoring:-

e Those with previously recognised historical risk factors such as previous stillbirth,
neonatal death or medical disorders such as diabetes mellitus, hypertension or other
medical conditions.

e Low risk pregnant women and people who develop obstetric complications during
pregnancy such as antepartum haemorrhage, hypertension, reduced fetal
movements, (a change in fetal movement pattern from the norm experienced),
abnormal umbilical artery Doppler or oligohydramnios.

FETAL MONITORING IS FIRST AND FOREMOST ONE ASPECT OF CLINICAL
ASSESSMENT.

It is expected that the pregnant woman or person’s history will be reviewed and an abdominal
palpation performed. Any abnormality will be reported to the medical staff as per the
Midwives’ Rules and Standards

Computerised electronic fetal monitoring analysis is currently in use within the Antenatal
Service and Maternity Assessment Unit. There is also the Oxford Sonicaid System 2000
which provides an analysis system developed by Dawes and Redman (1985). Both
systems assess various features of the CTG trace within a set criterion.

The information produced is highlighted as ‘advisory only’ and clinical decisions
remain the responsibility of the clinician undertaking the fetal monitoring.

PLEASE NOTE - The computerised CTG is not suitable for use when there is uterine
activity.

In all cases the pregnant woman or person must be asked to monitor the baby’s fetal
movements during the CTG by using the clicker attachment provided on the machine.

Documentation

The Computerised CTG will print out a breakdown of the computerised analysis/Dawes
Redman criteria at the end of the CTG.

The CTG must be left to run to allow the breakdown to be printed. The CTG trace should be
filed in the CTG envelope as normal.

It should be documented in the health record that the computerised analysis/Dawes Redman
criteria has been met or not met and the length of time it took to meet. The antenatal CTG
stickers should not be used, the fetal heart rate baseline should be documented in the
handheld records after every CTG.
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Management

Failure to meet the criteria at 60 minutes indicates that normality has not been
demonstrated.
If the computerised analysis/Dawes Redman criterion is NOT met at 60 minutes:
The patient needs to be physically reviewed by a Registrar who should be ST6
or above, and a plan made. If there is only a ST4/5 in residence they should
discuss the case / management with the consultant
If there are CTG concerns BEFORE THE FULL HOUR analysis of the computerised
analysis/ Dawes Redman, this should prompt a review earlier, with the same principles as
above.
If the CTG is thought to be abnormal and there is no medical review available, the midwife on
MAU should liaise with the co-ordinator, to facilitate prompt transfer of the woman to delivery
suite.

The interpretations of the CTG MUST be considered in association with all other
assessments of the pregnant woman or person, including clinical condition, fetal assessment,
USS and other investigations, as well as current pregnancy and past history.

A management/follow up plan MUST be made in all cases. Any plans and discussions should
be clearly documented in the patient’s notes.

If the further management is not clear then this needs to be discussed with the Consultant
Obstetrician either directly involved in the care of the patient or on call (for MAU or Delivery
Suite).

If the fetus has risk factors for hypoxia and you have concerns with the CTG it is not
appropriate to wait 60 minutes for the computerised analysis/Dawes Redman analysis
to be complete before seeking a medical review. Remember to consider the full
clinical picture- observations, how the woman feels, any risk factors when making
your assessment and escalate using SBAR sooner if need be

Immediate review to be sought where there are concerns or criteria not met, if there is no
clinician immediately available, transfer the pregnant woman or person to delivery suite.

For more information on computerised CTG please see appendix 2.
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Fetal Ectopic Beats in Pregnancy (also refer to the Referral when Fetal Abnormality detected in the Antenatal Period guideline
(Please also refer to the Ultrasound UHL Obstetric Guideline)

NHS |

East Midlands

Clinical Networks

East Midlands flowchart for fetal ectopic beats

Where an irregular fetal heartbeat is detected, the woman should be referred to the local obstetric unit for ultrasound scan and seen within 3 /5
working days

Ultrasound scan.
Assess the heart.
Assess the rate (M mode if
possible)

N The heart appears normal but
Heart is structurally normal, and the there are concerns that the
irregular cardiac rhythm is caused by B I hvthrm i d b The heart appears structurally
intermittent ectopics irregular rhythm is caused by abrnormal or fetal hydrops
anything other than intermittent
ectopics

Manage locally. i - i
Fortnightly auscultation by community midwife Refer to fetal cardiology in Leicester
and see again if FHR greater than 180 bpm. Refer to nearest Fetal Medicine Tel: 0116 258 4860
Manage labour as stated in guidelines i.e. tertiary service E-mail the fetal cardiology referral form to:
intermittent auscultation is sufficient if no other uho-trfeardiac@nhs.net
risk factors. If there are other reasons for Where available, as well as referral to Leicester,
) rovide prom local Fetal Medicine scan to
continuous monitoring in labour, and the CTG is Eeuiew fEr anp: other anomalies or changes
uninterpretable, recommend delivery by C5. which may impact on care, and perform initial
counselling
[see structural cardiac anomaly pathway)
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FETAL CARDIOLOGY REFERRAL FORM. INHS

EAST MIDLANDS CONGENITAL HEART CENTRE o
Emiail this completed form (along with the detailed scan report) East Midlands of Liscaitir
to the ANNE screening team at UHL. Cemgerto Hecr ! Gorira ) )
E-mail:-fcardiac@uhl-tr.nhs.uk Coryat i 5
Tel: 01 1q 258 4860/07814339627

NHS No: MName of referrer:

Sumame:

E'géf“"" e Name of Base Hospital:

Firet Line of Address: Responsible Consultant:

Postcode: i

Primary Contact Number: Date Tf referral. ¢ etorrer

E-mail address: E-mail address of refarrer;

Contact numbar of refarrar:

Please provide phone number & e-mail of the patient, as she will be contacted by us directly regarding the appointment.

Parity: Anomaly scan date: EDD: Weight: BMI:
If referral from anomaly scans please provide report.

In orderto provide appropriate information for the fetal cardiac scan, pleasa see below for the type of refarral
required. Once you know which one is needed, please enter the number into the box below.

Referral type required. Please enter number from list below .

1. Fetal malformation or anomaly identified or suspected. Specfy anomalies in the box below

2. Abnormaal 4 or & chamber view [ suspected structural heart defect on detailed scan. Specify anomabes in the box below

-For these first two indications, there is evidenmce of a structural anomaly and a TIMELY diagnostic scan is
necessary. A referral form musi be sent urgenily to our Fetal Cardiac Referrals team, see above for email

address.
- For information regarding appointments & referrals, or if you would like confirmation that your referral has

been received, you may wish to call the Antenatal and Mewborn Screening team on 0116 258 4860 /
07814338627 Mon - Fri 8:30am and 4, 30pm
- For information | queries about anything else, please contact one of our Fetal Cardiclogy Consultants or Specialist
Murses directly.

3. Previous chald with structural cardiac defect. Using the box below, indicate diagnosis, date of birth and name of child.
NB: -If previous child has ASD ar PDA - subsequent pregnancy does nol need antenatal fetal cardiac scan, but should
be referred for postnatal cardiac assessment
-History of previous child with a murmur that resolved spontaneously does not require a cardiac refemral invesbgation

4. Pregnant woman or parfiner has a history of congenital heart disease. Usng the box below, indicate diagnosis, hospital of
diagnosis, current status as well as name and DOB of partner if he is the affected individual.

NB: Hf pregnant woman or partner has a history of ASD, PDA, an antenatal fetal cardiac scan s not indicated, but the
baby shouwld be referred for postnatal cardiac assessment
- History of cardiac murmur that resolved spontaneowsly in either parent does not require fefal or postnatal cardiac
referral.

&, Other Indicabon: Use box below to specify reason for referral.

Further Information:

Will the patient require Fetal Medicine input?

SAFEGUARDING:  MENTALHEALTH: MEDICAL INFORMATION:
PLEASE PROVIDE DETAILS

Flease send completed form to Jcargiacli@uni-tir. nhs. Uk
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Pathway for Emergency in MAU

Emergency situation in MAU

Pull emergency buzzer and ring delivery
suite on 17765.

Delivery Suite staff to respond
immediately
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Pre-labour Rupture of Membranes

Low Risk

>37/40

If contracting regularly and
labour is suspected,
perform VE

If not contracting perform
speculum examination.
DO NOT VE

PROM

High Risk

Term
>37 weeks

A

A 4

PROM confirmed — offer
the woman the choice of
immediate IOL or
expectant management
for up to 24 hours

- CTG

guideline)

- SFH Measurement unless
on scan pathway

- Consider Speculum + HVS
by competent midwife (as
per Intrapartum Care

- BP, Urinalysis, Temp, Pulse

Preterm
<37 weeks

v

SFH Measurement unless on
scan pathway

Computerised CTG
Speculum by competent
midwife or doctor, HVS &
actim prom.

4° BP, Urinalysis, Temp, Pulse
& respirations/MEOWS
Medical Review ST3 or
above

For antibiotic prophylaxis see
— Antimicrobial
(microguide.global)

v & respirations/MEOWS
No PROM Score
* A 4 A\ 4
Discharge
with advice ) NO PROM Confirmed
+ all of the above PROM
normal
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Medical review (ST3 or above
Offer immediate IOL or
expectant management as
per the IOL guideline. If opting
for IOL, book it and give
leaflet
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The Trust recognises the diversity of the local community it serves. Our aim therefore is to
provide a safe environment free from discrimination and treat all individuals fairly with dignity
and appropriately according to their needs.

As part of its development, this policy and its impact on equality have been reviewed and no
detriment was identified.

DEVELOPMENT AND APPROVAL RECORD FOR THIS DOCUMENT

Author / Lead Officer:
Maternity Assessment Unit Group

Executive lead:
Chief Nurse

REVIEW RECORD

Date Issue Reviewed By Description Of Changes (If Any)
Number

June 2014 V2 As above Insertion of section on Antenatal CTG and general
update

May 2015 Clarification on staffing and telephone triaging

August 2015 Insertion of updated reduced fetal movements flow
charts as per RFM guideline

September Further guidance re review after computerised CTG

2015 Insertion of community blood pressure and proteinuria
monitoring guidance

January 2016 | V2 As above Addition to MAU midwifes role

July 2017 V3 As above Update to most pathways. Protein threshold in
community flow chart added. Telephone triage section
added. Lead midwifes role added

November V3 M Finney Clearer and more specific guidance when CTG

2017 abnormal before not meeting criteria at 60 minutes or
earlier

August 2019 V4 M Finney General update and clearer guidance on triage and

roles and responsibilities. Insertion of escalation policy

April 2020 V5 Guidelines Group Changes to reduced fetal movements. Women now to
and Maternity be seen in MAU from 26/40.
Service Governance | Hyperlinks added and flowcharts removed.
Group
May 2020 V6 Guidelines Group PIGF chart added in.
and Maternity DNA protocol added in.
Governance Group
March 2021 V6.1 Fiona Ford BSOTS information added in. Appendices 2 — 9 added
in. PROM flowchart added. 3x phone call women to be
invited in for review.
May 2021 V6.2 Fiona Ford and Amendment to emergency pathway. Contact numbers

Pauline Coser

updated.
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September V7 Mark Finney Amended triage time from 30 minutes to 15 minutes
2022 Maria Tattersall Clarified admission location in suspected VTE,
Maternity Guidelines | gestation dependent
Group Made reference to electronic records throughout.
Maternity Added reference to computerised fetal heart rate
Governance Group assessment as well as Dawes Redman
December V7 Women’s Quality & Updated BSOTS card in appendix in line with agreed
2023 Safety Board changes
August 2024 | V8 L Taylor Updated in line with the new single point of
Maternity Guidelines | contact
Group Roles and responsibilities regarding chasing and
Maternity actioning lab results
Governance Group Updated cardiology referral form
Removed telephone triage information and
signposts/hyperlinks to new telephone triage SOP
Vaginal bleeding and abdominal pain present in
gestations 21+6 - 31+6 should be assessed at a
unit that has level 3 neonatal provision
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Appendix 1 - USE OF COMPUTERISED CTG’s (further information)

Computerised electronic fetal monitoring analysis is currently in use within the Antenatal
Service and Maternity Assessment Unit. There is also the Oxford Sonicaid System 2000
which provides an analysis system developed by Dawes and Redman (1985). Both
systems assess various features of the CTG trace within a set criterion

The analysis system assesses various features of the tracing, defining accelerations as a rise
in baseline of 10 beats for 10 seconds, and assessing baseline variability as mean range.
Mean range of variation is considered the most important index — if it is greater than 20
milliseconds it is normal

Features

Short term variability (STV)

e |t's similar to baseline variability, & LTV, but measured over a much smaller
interval of just 3.75s (typically 7 to 10 beats)

e |It's based on the difference between average beat intervals in each 3.75s
segment

e A significant benefit is that it is independent of baseline rate

e |t CANNOT be assessed visually from looking at the trace (there isn’t enough
detail in the printed trace)

e Itis NOT the same as beat-to-beat variability

It MUST NOT be used in isolation as an indicator of fetal condition — you can

have normal STV with a severely compromised fetus

It is only significant as part of a full 60-minute analysis

Results from two studies of compromised fetuses (Redman et al)

Predict when intervention is likely to become necessary

Thresholds for management (only valid when measured over the full 60

minutes):

> <4ms Low
» <3ms Abnormal
» <2ms Highly abnormal

STV <2.6 26-| >30
(ms)

(weeks)

When criteria not met the computerised CTG does give a code next to the criterion not
met
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Code Reason

Basal heart rate outside normal range

Large decelerations

No episodes of high variation

No movements and fewer than 3 accelerations
Baseline fitting is uncertain

Short-term variation is less than 3ms

Possible error at the end of the record
Deceleration at the end of the record
High-frequency sinusoidal rhythm

10 Suspected sinusoidal rhythm

11.Long-term variation in high episodes below acceptable level
12.No accelerations

CoNooG~WNE

Remember when interpreting Computerised CTG they are more sensitive than conventional
CTG at predicting fetal acidemia.

However:

STV

e Conventional fetal monitoring has no proven predictive value

e STV proven to correlate highly with fetuses at risk of metabolic acidaemia and
intra-uterine death

e Use only when measured over a full 60 minute analysis. Low STV on analyses
less than 60 minutes may simply reflect, for example, a period of normal fetal
“sleep” state

e Use onlyin the context of the full CTG analysis, not as a sole indicator of
fetal wellbeing

¢ High frequency sinusoidal FHR pattern associated with, but not reliable marker
for, fetal anaemia

e High frequency sinusoidal FHR pattern with low LTV highly predictive of fetal
anaemia
(100% sensitivity and specificity reported in one study based on Oxford
database)

If there was a possible error at the end of recording (code7), then it is appropriate to repeat,
however if criteria not met by 20 minutes a senior review is required.
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Appendix 2 —= BSOTS assessment Abdominal Pain

ANTEMATAL TRIAGE ASSESSMENT CARD FOR ABDOMINAL PAIM (version 4— july 2018)

[ASFS arrival im Triage Date Time

Unisversity Hospitals

Initial triage assessment Dats Time
e i, i At
Triage midwife name
Mame: _ - -
Gestation Jan Gravida Parity Blood
DOEB: group
Hospital number: EDDC
symptoms on arrival
Allergies:
Relevant medical &
ohstetric, sodal &
lifestyle history
safeguarding Concerns? ¥/M -
Current pregnancy
co
Medication B
Maternal Observations Abdominzal Palpation Fetalwellbeing Imvestigations
Fundal height [cm):
BP: OR Urinahysis:
FI: Mormal
Growth Scan Review YN
Tenderness: Reduced
P M5
Lie: MNaone
T: Presemntation: PCR
R: 5ths Palpable: HW'S
FMI's on attendance: Fetal heart rate (Finard or  [~Eo g
Sats: Doppler]
Yes Ko
B e = ]
MEDWS: PV loss:  Yes Mo [— CTG Commenced if =262
¥
Pain asséssment
, Monae Kild Ml rarbes Cavere
{plaase carcle)
Priority to be seen Green e llow Orange Red
e Within 4 heoawrs Within 1 howr Wiithin 15 minutes IMMEDIATELY

Flan of care

Page 22 of 45
Title: Maternity Assessment Unit
Approved by: UHL Women’s Quality & Safety Board: October 2024 Next Review: October 2027
V: 8 Trust Ref No: C29/2008
NB: Paper copies of this document may not be most recent version. The definitive version is held on UHL Connect in the Policies and

Guidelines Library


https://uhltrnhsuk.sharepoint.com/teams/pagl/
https://uhltrnhsuk.sharepoint.com/teams/pagl/

Abdominal Pain

This is not an exhaustive list of presenting symptoms and clinical judgement is required

Airway compromise

Respiration rate 230 or oxygen saturation

<92%.

Shock: BPF <80 systolic, HR =130bpm

Maternal collapse
Fit

Altered level of consciousness or

confusion

Massive haemorrhage
Constant severe pain
Fetal bradycardia

Shortness of breath or chest pain

Moderate or continuous pain

Moderate bleeding (fresh or old)

Active bleeding

Abnormal MEWS (1% red value or 2x

yellow values)

Fetal heart rate <110bpm or >160bpm

Mo fetal movements

bild pain

Mild bleed (not currently active)
Altered MEWS [1x yellow value)

Marmal fetal heart rate
Reduced fetal movements

Minimal or na pain

Mo bleeding

Mormal MEWS

Mormal fetal heart rate
Mo contractions

Mormal fetal movements
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1. Transfer immediately to DS, HOU or Obstetric

Theatres

2. Inform D5 Co-ordinator to inform senior obstetric

and anaesthetic medical staff

. Remain in triage room until medical asseszment or

room on DS available

. Complete and categorize CTG (if gestation z26/a0)f

uzing Dawes Redman & criteria not met within Lhr,
immediate review by most senior Registrar available

. Conzider |V aoosss
4. obtain blood for FBC
5. If bleeding P take blood for GES and if Rhesus Neg-

ative for kleihauer. Consider bloods for PET pro-
CRPfglucose, dotting

. Obtain urine zample for uringlysiz +/- M3U
. Infarm 5T3-7 obstetric medical staff of admission

and to attend [re-inform or escalate if no review
within 15 minutes)

. keep nil by mouth

. Can return to waiting room to 3wait more detailed

azzeszment, unless medical asssszment or room
awvailable

. Complete and categorize CTG [if gestation =2 §/a0)f

using D3wes Redman B criteria not met within 1hr,
immediate review by most senior Registrar
available.

3. Obtain wrine sample for urinalysis +/- MSU
. Inform 5T1-2 obstetric medical staff of admiszion

and to attend (re-inform or escalate § mo review
within 1 hour)

. Can return to waiting room to 3wait more detailed
azzessment, unless medical 3szessment or room

available

. Complete and categorise CTG (if gestation z26/40)If
using Dawes Redman B criteria mot met within 1hr,

immediate review by most senior Registrar available

. Obtain urine =ample for urinahysis +/- M3
. If after examination and discussion, pain i identified as
musculoskeletal/pelvic girdle pain, MW can offer
dizcharge home [at any gestation) and written adwvice

with appropriate follow-up with ChWW or ANC

. Or inform 5T1-2 obstetric medical staff of admission
and to attend [re-inform or escalate i no review

within 4 hours)
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THIS IS NOT AN EXHAUSTIVE LIST OF INVESTIGATIONS: CLIMICAL JUDGEMENT IS REQUIRED

PLEASE ENTER ALL OBSERWVATIONS ONTO MEOWS & DOCUMENT ADDITIONAL NOTES ON NEXT PAGE

AsSESSing Print name & FIN Signature Date Time assessment
midwife started
MName of medic bleeped Date and time bleeped Responded /M) Can attend (YN
Request for
medical staff
ORAMNGE (15 mins)
Remain in triage room until medical assessment or room available on D5
Complete and categorise CTG [if gestation = 26/40) Do not use Dawes
Redman if tightening/labowr. 1fusing Dawes Redman & criteria not
met within Lhr, immediate review by most senior Registrar available
Cconsider 1V access and offer Aanalgesia
Imstigations Obtain blood for FEC
reguuiired

If bleeding PV, take blood for G&S and if Rhesus Megative for Kleihauer
{state time K print

initisl. when done} | Consider bloods for PET profilef/cRP/glucose /oot ting/a mylase

Obtain urine sample for urinalysis +/~ M5U

Inform 5T3-7 obstetric medical staff of admission and to attend

MEQWS

Keep nil by mouth and repeat baseline observations dependant on maternal condition and

YELLOW (1 hour)

Can return towaiting room to await more detailed assessment unless medical assessment or room available

Complete and categorise CTG (if gestation 226/30) Do not use Dawes
Redman if tightening/labour. 1f using Dawes Redman & criteria not met
within 1hr, immediate review by most senior Registrar available

Iveatigas o . ; .
o Obtain urine sample for urinalysis +/- M50, Offer Analgesia

rescpuiine ol

|state time & prnt | Obt3in bloods for PET/CRP/Amylase
initiaks when dana)

Thrree Initials

Inform 5T1-2 obstetric medical staff of admission and toattend

Repeat baseline observations dependant on maternzl condition and MEDWS

GREEN (4 hours)

Can return towaiting room to await more detailed assessment unless medical assessment or room available

complete and categorise CTG [if gestation 226/40)D0 not use Dawes
Redman if tightening/labowr, 1fusing Dawes Redman & criteria not met
within 1hr, immediate review by most senior Registrar available

lmestigations Obtain urine sample for urinalysis +/- MsU, Offer Analgesia

reguuiired

{atate time B print Ifaft_eri.auamina.tinn & discussion, .|:Lain is identified as mu.ﬂ:ulns!:eletal,.l‘
initiak when done) | PENC girdle pain, MW can offer discharge home [at any gestation) &
written advice with appropriate follow-up with CMW or ANC

If not appropriate for MW to discharge then inform 5T1-2 of admission
and to attend
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Appendix 3 - BSOTS assessment Antenatal Bleeding

AMTENATAL TRIAGE ASSESSMENT CARD FOR AMTEMATAL BLEEDIMG (version 4 — July 2018)

i arrival in Triage Date Tiime
Linhversiiy Hospltals
ol l.n-!.rr"l.rn-r
, Initial triage assessment | Cats Time
ar it e
Trizge midwife name
N ame:
DOos: Gestation fan Gravida Parity g:‘:ﬂ;
Hospital mumiber: EDD
Symptoms on arrival
allergies:
Relevant medical &
obstetric, social &
ifestyle history
safeguarding concerns? ¥/M -
Current pregnancy
mMedication co BN
Maternal Observations abdominzl Palpation Fetal wellbeing Investigations
Fumdal height [cm):
BP: OR Urinahysis:
Fi: Mormal
Growth Scan Review Y/N
ahered
Tenderness:
p- Reduced MSU
Lie: Mone
T: Presentation: PCR
RR: 5ths Palpable: HWS
Fetal heart rate [Pinard or
FM's on attendance: ! Bloods:
Sats: m.p.p,brb
Yes Mo
T il B0 bt - et maypa
CTG Commenced i =267
MEQWS: PV loss:  Yes Mo [T grra—
YiN
Pain assessment
: Maone Rdild el rate Savare
| please carcla)
Pricrity to be seen Green Yellow Orange Red
\pheage drde] ‘Wihithin 4 howrs ‘Wihithin 1 howr Within 15 minubes IMMEDIATELY
Plan of care
B 2017 Birmingham Weo pen’s. and Children’s NHS Foundation Trust and University of Binmingham. Al rights nessred

Title: Maternity Assessment Unit

Approved by: UHL Women’s Quality & Safety Board: October 2024

V: 8 Trust Ref No: C29/2008

Page 25 of 45

Next Review: October 2027

NB: Paper copies of this document may not be most recent version. The definitive version is held on UHL Connect in the Policies and

Guidelines Library


https://uhltrnhsuk.sharepoint.com/teams/pagl/
https://uhltrnhsuk.sharepoint.com/teams/pagl/

: This is not an exhaustive list of presenting symptoms and clinical judzement is reguired

Alrway compromise

Respiration rate 230 or oxygen
saturation <92%

Shock: BP <80 systolic, HR >130bpm
Maternal collapse

Fit

Altered level of consciousness or
confusion

Massive haemorrhage

Constant severe pain

Fetal bradycardia

Shortness of breath or chest pain
Moderate o continuous pain
Moderate bleeding (fresh or old)

Any active bleeding

Abnormal MEWS (1x red value or 2x
yellow values)

Fetal heart rate <110bpm or >160bpm
Mo fetal movements

iild pain

Mild bleed (not currenthy active)
Altered MEWS [1x yellow walue)
Mormal fetal heart rate
Reduced fetal movements

Minirmal or no pain
Minimal bleeding/spotting
MNarrmal MEWS

Mormal fatal heart rate
MNarrral fietal movements

Title: Maternity Assessment Unit

Antenatal Bleeding i

1. Transfer immediately to delivery suite, HDU or
Obstetric Theatres

2. Inform DS Co-prdinator to inform senior obstetric
and anassthetic medical staff

1. Remain in triage room until medical assessment or
room available on delivery suite

2. Complete and categorise CTE (if gestation z26/40)
If using Dawes Redman & criteria not met within
ihr, immediate review by most senior Registrar
available

3. Review placental site on previous USS

4. Obtain 1 access and take blood samples for FBCYS
clottingfGands/Kleihauer [if Rhesus negative)

5. Infiorm 5T3-7 obetetric medical staff of admission
and to attend [re-inform or escalate if no review
within 15 minwtes)

&, Kesp nil by mouth

7. Repeat bazeline observations dependant on

1. Cam return to waiting room to await more detailed
aszeszment, wnless medical assessment or room
availzble

2. Complete and categorise OTE (if gestation =2 5/30)If using
Cawes Redman B criteria mot met within Lhr, immediate
review by maost senior Registrar available

3. consider bloods for FBC/clotting/GESS Kleihaver ([if
Rhesus negative)

4. Review placental site on prewvious USS

5. Inform 5T1-2 obstetric medical staff of 3 dmission and to
attend [re-inform or escalate i no review within 1 hour)

&. Repeat bazeline observations dependant on maternal
condition and MEQWS.

1.Can return to waiting room to await more detailed asseszment (i
no active bleeding or pain) unless medical assessment or room
available

2. Complete and categorise CTG (if gestation 2 26/40)If using Dawes
Redman & criteria not met within Lhr, immediate review by most
zenior Registrar available

3. Inform 5T1-2 obstetric medical staff of admiszion and to attend

[re-inform or escalate i no review within 4 hours)
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THIS I5 MOT AN EXHAUSTIVE LIST OF INVESTIGATIONS: CLINICAL JUDGEMENT 15 REQUIRED

PLEASE ENTER ALL OBSERVATIONS ONTO MEOWS & DOCUMENT ADDITIONAL MOTES OM NEXT PAGE

aszzessing midwife

Print name & FIN Drate

Signature

Time assessment

started

Request for medical

Name of medic bleeped Date and time bileeped Roesipromuded ¥ N

Can attend [Y,/N)

staff
ORANGE (15 mins)
Remain in triage room until medical assessment or room available on DS
complete and categorise CTG [if zestation z26/40)Do not use Dawes
Redman if tightening/labour. i Cawes Redman does not meet criteria
within 1hr, immediate review by most senior Registrar available
lrmsfigations . . )
Review placental siteon previous WSS
regpuiired
{state time & oObtain IV access & take blood samples for FEC/cotting/Ga&s/ Kleihauer
print initials when | [if Rhesus negative) Consider giving Anti D
danaj

Inform 5T3-7 obstetric medical staff of admiszsion & toattend

Keep nil by mouth and repeat baseline observations dependant on maternal condition and

MEDWS

YELLOW (1 hour)

Can return towaiting room to await more detailed assessment unless medical assessment or room available

lrmstigations
regpuiined
{state time B
print initiaks when
dane]

Review placental site on previous LSS

complete and categorise CTG (if 226/40 gestation) Do not use DEwes

within 1hr, immediate review by most senior Registrar available

Redman if tightening/labour. if Dawes Redman does not meet criteria

consider blopds for FEC/dotting/G&s/ Kleihaver [if Rhesus negative)

Inform 5T1-2 obstetric medical staff of admiszsion & toattend

Repeat baseline observations dependant on maternal condition and MEDWS

GREEN (4 hours)

Can return towaiting room to await more detailed assessment unless medical assessment or room available

Irmsiigaions
regpuiine d
{stabe tire B
print initiaks when
dane]

complete and categorise CTG (if 226/40 gestation) Do not use DEwes

Redman if tighteninz/labour. if Dawes Redman does not meet criteria

within 1hr, immediate review by most senior Registrar available

Keihawer if Rhesus negative and consider giving Anti D

Initialks

Inform 5T1-2 obstetric medical staff of admiszsion & toattend
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Appendix 4 — BSOTS assessment Hypertension

AMTENATAL TRIAGE ASSESSMENT CARD FOR HYPERTEMSIOM [version 4— July 2018)

(NS | Arrival in Triage Date Time
[¥] hlh‘ﬂri-l'.l" I.l-n:.nl'rnlq
e Initial trizgge assessment | Date Time
o b et
Name: Triage midwife name
DOo8: Gestation /40 Gravida | Parity ggﬂg
Hospital number: EDD
Symptoms on arrival
Relevant medical & Allergies:
obstetric, socal &
lifestyle history
" safeguarding Concerns? Y/M -
Current pregnancy
Medication co EMI
mMaternal Ohservations Abdominal Palpation Fetal Wellbeing Imvestigations
Cran'tax
Thmie B .
Fundal height [cm):
FM: N | . .
OFR orma Urinahysis:
crowth Scan Review ¥/N Reduced
A T Altered
Tenderness:
P None M5
Lie:
T Presentation: PCR
RR: sths Palpahble: HWS
FI's on attendance: Fetal heart rate (Pinard or |"gpge:
Sats: m.p.pbr'
¥es No
L10-1E0Eg - et marigs
MEDWS: PV loss:  Yes Ho (R CTG commenced if =267
¥iN
&
Pain assessment
Nomne Mild Moderate Severe
| e cincle)
Pricsity 1o be sesn Green Yellow Orange Red
NpheRse circe| Within 4 houwrs ‘Within 1 hour Within 15 minutes IMMEDIATELY
Flan of care
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Airway compromise

Respiration rate 230 or oxygen
saturation <92%

Shock: BP <80 systolic, HR >130bpm
Maternal collapse

Fit

Altered level of consciousness or
confusion

Massive haemorrhage

Constant severe pain

Fetal bradycardia

BP=180 systalic or 115 diastolic x2
readings

Shortness of breath or chest pain
Severe headache

Viomiting

Moderatie or continuous pain
Moderate bleeding (fresh or old)
Active bleeding

Abnormal MEWS (1x red or 2x vellow
values)

BP >160 systolic or >110 diastolic x2
reading

Proteinuria 23

Fetal heart rate <110bpm or »160bpm
Mo fetal movements

Mild pain

Mild bleed (not currently active)
Headache

Altered MEWS (1x yellow value)
BP =140/30

Proteinuria 1-2+

Maormal fetal heart rate
Reduced fetal moverments

Minimal or no pain

Mo headache

Normal MEWS

BP <140,90

Mojtrace proteinuria
Mormal fetal heart rate
MNormal fetal mowements

Hypertension

This is not am exhaustive list of presenting symptoms and
clinical judzement is required

. Transfer immediately to delivery suite HDU or Obs
Theatre

. Inform OS5 Co-ordinator to inform senior obstetric and
angesthetic medical staff

. Remain in triage room wtil medical assessment or room
on delivery suite available

. Consider |V acoess
. Take blood zamples for FEC/PET profile +/- Gands/

clotting scresn

. Obtain wrine zample for wrinalysis and wrinary protein

PCR

. Complete and categorise CTG (if gestation z2&/40 )if

Dawes Redman does not meet criteria within hr,
immediate review by most senior Registrar available

. Informy 5T3-7 obstetric medical staff of admizszion and to

attend [re-inform or escalate  no review within 15
mvinutes)

. Repeat observations dependant on maternal condition

and MEQWS.

. Cam return to waiting room to await more detailed
gszeszment, unless medical aszessment or room
available

. Complete and categorise CTG [if gestation z2&/40)if
Cawes Redman does not meet criteria within 1hr,
immediate review by most senior Registrar available

3. Take blood =amgples for FBC/PET profile
4. Obtain wrine =ample for urinahysis for PCR
S. Inform 5T1-2 obstetric medical staff of admiszion and 1o

attend [re-inform or escalate ifno review within 1 hour)

. Repsat baseline obssrvations depsndant on maternal

condition and MEDWS.

. Cam return to waiting room to await more detailed

azzeszment, unless medical assessment or room
available

. Consider completion and categorisation of CTG (i

gestation z26/40)f Dawes Redman doss not mest
criteria within 1hr, immediate review by most senior
Registrar available

. If 3= readings of normal BF (at least 30 minutes apart)

and mo proteinuria anmd not on antihypertensive
medication, can be discharged home by MW with
appropriate follow-up with AW or ANC

. Inform 5T1-2 obstetric medical staff of admizsion and to

attend if not suitable for MW to discharge (re-inform or
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THIS 15 NOT AN EXHAUSTIVE LIST OF INVESTIGATIONS: CLINICAL JUDGEMENT 15 REQUIRED

PLEASE ENTER ALL OBSERVATIOMNS ONTO MEOWS & DOCUMENT ADDITIOMAL NOTES OM MEXT PAGE

Azzeszing midwife

Print name & FIN Signasture Drate

Time assessment

started

Request for medical

Name of medic bleeped Date and time bleeped

Responded YN

Can attend [¥/N]

staff
ORANGE (15 mins)
Remain in trizge room until medical assessment or room available on D5
Consider IV access/grey cannula
Take blood samples [send urgently) for FEC/PET profile and/or G&S/
clotting screen, Commence BP profile,
lmstigaions
required Obtain wring sample for urinalysis and urinary protein PCR
{state time & print | complete and categorise CTG (if gestation 2 26/40)if Dawes Redman
initiats when does not meet criteria within Lhr, immediate review by most senior
dane}

Registrar available

Inform 5T3-7 obstetric medical staff of admission & toattend

Repeat baseline observations dependant on maternal condition and MEDWS,

YELLOW (1 hour)

Can return towaiting room to await more detailed assessment unless medical assessment or room available

Irestigaions
required

initials when
danal

Com plete and categorise CTG [if gestation z26/40) if Dawes Redman
does not meet criteria within Lhr, immediate review by most senior
Registrar available

Take blood samples for FBC/PET profile (send urgently). Commence BP
profile,

|state time B print

0btain urine sample for urinalysis for PCR

Inform 5T1-2 obstetric medical staff of admission & toattend

Repeat baseline observations dependant on maternal condition and MEDWS.

GREEN (4 hours)

Can return towaiting room to await more detailed assessment unless medical assessment or room available

Irestigafions
required

initials when
dane)

Consider completion and categorisation of CTG (if gestation 226/20)if
Dawes Redman does not meet criteria within Lhr, immediate review
by meost senior Registrar available

{state time & print

If 3% readings of normal BP (at least 15 minutes apart) and no
proteinuria and not on antihypertensive medication, can be
discharzed home by MW with appropriate follow-up with CMW or
ANC

Inform 5T1-2 obstetric medical staff of admission and toattend if not
suitable for MW to discharge
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Appendix 5 - BSOTS assessment Postnatal Triage

POSTNATAL TRIAGE ASSESSMENT CARD (version 4 - July 2018)

VI F
Winbversity Hospltsls arrival in TriagE Diate Time
ol Lalcoator
ar jiu deest Initizl triage assessment | Dats Time
Mame: Triage midwife name
DOE:
Date of delivery: i . Blood
Hospital number: Gravida Parity 2roup
) ___. | Spontaneous Waginzl : i
Wode of birth ELCS EMES Foroeps vaginal breech Wentouse
Significant events in EBL
the postnatal period

|#g. wound infection,
axtended stay, PPH)

Symptoms on arrival
including PET
symptoms, if raised BP,

Safeguarding Concerns? ¥/N -

Relevant medical &
obstetric, social &

Medication/allergies Urinahs 3
DESCAVATIONS INTLRLD ONTO MIOWS - e
& Ghuass NAD E a K B
{plemse cincle} YoM ¢
8: Blood

Method of feeding {please cirdle) Breast Botthe Mined

Right breast
Aszessment of breasts =g, mastitis]

Left breast

Signs of infection Fundal haizht

Ves No punds hent

Abdominal &xamination if o, demriben ko) {in relation 1o umibdicus)
Describe signs of infection:

Lochia |circle all that apoky] | Colour | Bright red | Brown | Heawy | Moderate | Minimal | Dffensive
Sszessment of legs P!i.é'h't |E§
{og. swelling, redness, hot to the touch, variooss weins ) Left leg

5 whound
Aszessment of wouwnd fperinewm {pleas e cincla) -

PErineum
Pain assessment

Mona Mild Maoderate Suyura

|plaase cincla)
Priority to be seen Green Yellow Orange Red
e Wiithin 4 houwrs Within 1 howr Within 15 minutes IMMECDIATELY
Flan of care
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Postnatal

This is not an exhaustive list of presenting symptoms and clinical judzement is required

Airway compromise
Respiration rate 230 or oxygen . Transfer immediately to delivery suite, HDU or Obs
;ah:l:ﬁ:‘ﬂm. HR >130bp Treatrs
M ' e - - . Inform O Co-ordinator to inform senior obstetric and
H:t" A anassthetic medical staff
Altered level of consciousness or
confusion . Remain in triagge room until medical asssssment or
Massive haemorrhage room on delivery suite available
Constant severe pain . Review details of birth
. Obtain 1w acoess and take blood samples for FBCACRRY
Gands/PET profie +/-venous lactate (and blood
Shortness of breath or chest pain cultures i pyrexial)
Moderate or continuous pain 4. Obtain urine sample for urinakysis
m"‘h'u"’ﬂ';“a' MIEWS LLCrec o2 yoRow 5. Inform 5T3-7 obstetric medical staff of admission and
Respiratory rate 520 toattend (re-inform or escalate if no review within 15
inutes
Moderate haemorrhage ministes)
Hypothermia &, Keep nil by mouth
Additional signs of sepsis - diarrhoea/ 7. Repeat bazeline observations dependant on maternal
vomiting/recent sore throat or condition and MEQWS.

respiratory tract infection/cough

. Can return to waiting room if no active bleeding or

pain 1o await more detailed asseszment, unless
medical aszessment or room available

. Review details of birth
. Consider obtaining I access and taking blood samples

Mild pain for FEC/CRP/Gands/PET profile +/-venous lactate
Mild bleed (not currently active) [and blood cuftures if pyrexial)

gt;:::nm R 4. Obtain urine zample for urinahysis +/- MSU

Waound dehiscence 5. Inform 5T1-2 obstetric medical staff of admission and
Additional signs of VTE to attend (re-inform or e=calate i no review within 1

Acute disturbance of mental health

Minimal or no pain

Feouar'§

. Refer to anaesthetist f evidence of post-dural

headache or possible nerve injury

. Repeat bassline obeervations dependant on maternal

condition and MEQWS.

. Can return to waiting room i no active blesding or

pain to await more detsiled assessment, unless
medical 3sseszment or room 3vailable

Mo bleeding

Hormal MEWS . Review details of birth

Voiding difficultics 3. Obtain urine zample for urinalysis

Heaqache o 4. Inform 5T1-2 obstetric medical staff of admission and
Possible nerve injury to attend [re-inform or escalate i o review within 4

Suspected wound infection

hours)

. Refer to anaesthetist i evidence of post-dural

hieadache or possible nerve injury
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THIS IS MOT AN EXHAUSTIVE LIST OF INVESTIGATIONS: CLINICAL JUDGEMENT 15 REQUIRED

PLCASE ENTECR ALL OBSCRVATIONS ONTD MLOWS & DOCUMENT ADDIMIONAL NOTLS ON NONT PAGE

Print name & FIN Signature Dt

Time assessment

Assessing midwife started
Name of medic bleeped Date and time bleeped Responded [Y/MN} | Can attend [Y/N)
Request for
medical staff
ORANGE (15 mins)
Remain in trizge room until medical assessment or room available on 0:
Review details of birth
Obtain 1V access and take blood samples for FEC/CRP/GES/PET profile
lmestigaians +/-venous lactate [and blood cultures if pyrexial) Consider Sepsis,
required o o . .
state time & print Obtain urine sample for urinalysis, Send appropriate samples if neces-
mitisls when | 01"
dane)

Inform 5T3-7 obstetric medical staff of admission and toattend

Keep nil by mouth and repeat baseline observations dependant on maternal condition and

YELLOW (1 hour)

Can return towaiting room if no active bleeding or pain_ to awsit more detailed assessment

unless medical assessment or room available

Iestigafions

required

initiak. whean
danel

Review details of birth

Consider obtaining 1V access and taking blood samples for FEC/CRRPY
GES/PET profile +/-venous lactate (and blood cultures i pyrexial) Con-
sider Sepsis,

Obtain urine sample for urinalysis, Consider BP profile i raised BP

{state time & print

Inform 5T1-2 obstetric medical staff of admission and toattend

Refer to anaesthetist if evidence of post-dural headache or possible
merve injury

Repeat baseline observations dependant on maternal condition and MEOWS

GREEN (4 hours)

Can return towaiting room if no active bleeding or pain to await more detailed assessment unless medical

assessment or room available

lstigations
reqpuined

initiaks whan
dana)

Review details of birth

Obtain urine sample for urinalysis, Consider BP profile i raised BP,

{state time & print

Inform 5T1-2 obstetric medical staff of admission and toattend

Refer to anaesthetist if evidence of post-dural headache or possible
merve injury
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Appendix 6 - BSOTS assessment PPROM

ANTENATAL TRIAGE ASSESSMENT CARD FOR (P)PROM [version 4 — uly 2018)

HS arrival in Triage Cate Time
Eimbvarsity Hospltsls
il t-r-!:.r-!.'rp-r
e Initial triage assessment Date Timne
Name: Triage midwife name
DOB: Gestation fan ood
. Gravida Parity B
Hospital number: EDD group
Symptoms on arrival
allergies:
Relevant medical &
obstetric, socal &
ifestyle history
- Safeguarding concerns? Y/N -
Current pregnancy
Medication co BRI
Maternal Ohservations Abdominal Palpation Fetal Wellbeing Inrestizations
Fundal height (cm):
Fh - Mormal ] ]
BP: OF Urinahysis:
Growth Scan Review Y/N Reduced
Tenderness:
P Altered MSU
Lie:
Mone
T: Presentation: PLR
RR: Sths Palpable: HWV'S
Fetal heart rate (Pinard or
FM's on attendance: ( Blocds:
Sats: m.p.pbr'
Yes Mo
10 A e - meesal ey
MEDWS: PV loss: Yes Mo P CTG Commenced if >267
¥iM
Pain assessment
Mone (S ] Pl ee raabs S
{please dircke)
Pricrity to be seen Green Yellow Orange Red
e Within 4 hours Within 1 heur Within 15 minuwtes IMMEDIATELY

Plan of care
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i (F]PROM — Ruptured Membranes

Airway compromise
Respiration rate 230 or axygen This is not an exhaustive list of presenting symptoms and clinical
saturation <92% judzement is required
Shock: BP <80 systolic, HR >130bpm T mm e
Maternal :ulh:: 1. Transfer immediately to delivery suite, HOU or ObsTheatres
Fit 2. Inform OS5 Co-ordinator to inform senior obstetric and
Altered level of consciousness,/confusion
Massive haemorrhage
Constant severe pain . Remain in triage room until medical asseszment or room on
Mo fetal heart delivery suite available
Cord prolapse 2. Review growth scans and time zince last assessment
Fetal bradycardia 3. Complete and categorise CTG (if gesta tion 226/40) If Dawes

= Redman wsed B criteria not met within Lhr, immediate
Shortness of breath or chest pain review by most senior Registrar available
Moderate or continuous pain . Consider taking blood samples for FBC, CRR/Gands (and
:::‘:”‘E bheeding iresh or o] blood cultures # pyresial]
P rmdMlEn'gi'S {1x red or 2« yellow . Inform 5T3-7 obstetric medical staff of admizszion and to
values) attend (re<inform or escalate i no review within 15
Fetal heart rate <110bpm or >160bpm minutes) Speculum and appropriate swabs to be taken
Meconium stained liquor €. Keep nil by mouth and contact DE/WNU
Reduced fetal movements 7. Repeat bazeline observations dependant om maternal
Suspected choricamnionitis condition and MEQWS.

Regular painful contractions

Mild pain

Mild bleed [not currently active)
Altered MEWS [1x yellow value)
Gestation <37,/40

Mormal fetal heart rate

Known fetal anomaly

High risk as per labour risk assessment
tool

Clear liguor or no liquor seen
Gestation 2 37/40

Minimal/no pain

Mo contractions

Mo bleeding

Mormal MEWS

Mormal fetal heart rate

Mormal fetal movements

Low risk as per labour risk assessment
tocl

. Can return to walting room to awalt more detalled

azzesament, unless medical assessment or room avallabls

. If appropriate, perform speculum examination f neceszary to

confimy PROM i no liguor wisible

. Complete and categorie CTG [ gestation 226/40)1f Dawes

Redman wsed & crterla not met within Lhr, immediate
review by most senlor Registrar availlable

. Offer immediate 10L f PROM =24 hours and not In active

labour dependant on gestation

. If PROM and GBS positive, offer immediate 1I0L dependant an

gestation

. Inform 5T1-2 obstetric medical staff of admizsion and to

attend (re-inform or escalate i no review within 1 hour)
Speculum and appropriate swabs to be taken

. Rapast basefine sbsarvations depandant on maternal  condition

and MEDWNS.

1. Can returm to waiting room to await more detailed

aszessment f no active bleeding or pain unless medical
assessment or room available

2. perform speculum examination if neceszary to confirm

FROM if mo liguor visible

3. If confirmed FROM and GBS positive, offer immediate 10L

dependant on gestation

4. Offer immediate 10L if PROM =24 hours and not in active

labour dependant on gestation

5. Arrange 10L or 24 hour review as policy: give written

information; wverbal advice re Bbour amd signs of
infection; complete 10L booking proforma anly then
suitable for MW to discharge

& i no evidence of PROM, MW to discharge with

appropriate routine follow-up with ChMW or ANC

TSl and Unnearsiy O Banmunghnam. S g nesareoed
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THIS 15 NOT &AM EXHAUSTIVE LIST OF INVESTIGATIONS: CLUMICAL WDGEMENT 15 REQUIRED
FLEASE CNTER ALL OBSCRVATIONS ONTD MOOWS & DOCUMENT ADDITIONAL WOTES ON NIMT PAGE

Assessing midwife Print name & PIN Signature Daate Time assessment
started

Request for medical Mame of medic bleeped Diate and time Responded [Y/N) Can attend |YSN]

staff bleeped

ORANGE (15 mins)
Remain in trizge room until medical assessment or room available on DE

Review growth scans and time since last assessment

Complete and categorise CTG [if gestation z26/40) Mo Dawes Redman
if tightening/labouring. If using Dawes Redman and not met criteriz
lnmsfigations within 1hr, for immediate review by most senior Registrar available

required consider taking blood samples for FBC, CRP/GES [and blood cultures if
|state time & print pyrexial) Consider cannulation if pyrexial or in labour.
initials when donal

Inform 5T3-7 obstetric medical staff of admission and to attend,
Consider speculurn and swabs for further investigations.

Keep nil by mouth and repeat baseline observations dependant on maternal condition,
If meconium transfer to DS

YELLOW (1 hour)

Can return to waiting room to await more detailed assessment unless medical assessment or room available

rerform speculum examination if necessary to confirm PROM. Use
appropriate swabs if no liguor visible.

Complete and categorise CTG [if gestation z26/40) Mo Dawes Redman
if tightening/labouring. If using Dawes Redman and not met criteriz
within Lhr, for immediate review by most senior Registrar available

lnmstigations
¥ Offer immediate 10L f PROM =24 hours and not in active labour

regquired dependant on gestation.

|state time & print
initials when done)

FBLC and CRP if confirmed PROM (and blood cultures if pyrexial)

If confirmed PROM and GBS positive, offer immediate 10L dependant
on gestation

Inform 5T1-2 obstetric medical staff of admission and to attend

Repeat baseline observations dependant on maternzal condition and MEDWS

GREEN (4 hours)
Can return towsaiting room toawait more detailed assessment (if no active bleeding or pain)
unless medical assessment or room available

Perform speculumn examination if necessary to confirm PROM i no

liguor visible
If confirmed PROM and GBS positive, offer immediate 10L dependant
on gestation
Ivesiigations
required Offer immediate 10L f PROM =24 hours and not in active lbour

{state time & print | Arrange return for 10L or 24 hour review as policy: give written
initials wien done] information; verbal advice re labour and signs of infection; complete
10L booking proforma onfy then suitable for MW to discharge

If no evidence of PROM, MW to discharge with appropriate routine
follow-up with CMW or AMC
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Appendix 7 - BSOTS assessment RFM

ANTEMATAL TRIAGE ASSESSMENT CARD FOR REDUCED/ALTERED FETAL MOWEMENTS

NHS | arrival in Triage Date Time
Elinilwersity Hosplisls
af Lelcester

dirh Trest

Initial triage assessment Date Time

air (b0 derit

Name: Trizge midwife name

OB Gestation fam
i Gravida Parity gm';
Hospital mumber: EDD

Symptoms on arrival

Relevant medical & allergies:
obstetric, social & ifestyle
history

safeguarding concerns? ¥/M

CUrrent pregnancy

Medication Co B

A full assessment of associated risk factors for stillbirth as per local guidance ©  Yes D Mo D

Mo risk factors D risk factors present D S A0 AGE DD SANMER  ASTIC ROST DATES

. .. . . . . i HE
ME If risk factor is identified, level of clinical urgency is ORANGE R PRTER S e

FEOWION S BRE00E OF WY INLEST 21 DATS

Hleckbed fasbatasey S o, Pdnn e el £ NS R DM
SN RN LM ITAL O O R T SENU OIS T
Maternal Dbservations Abdominal Palpation Fetal Wellbeing Imvestigations

Fundal height (cm): FM:
BF: OR Reduced Urinahysis:

Growth Scan Review

Altered

Tenderness:
P MEU

Lie: None
T: Presentation: PCR
RR: Sths Palpable: HVS

Fetal heart rate [Pinard or

FM's last felt:

Sats: Coppler)
CTiE Commenced if =267
LL-LR B - el e
YN

MEDWS: PV loss: Yes No Pp—
Pain aszessment
: Maone Mild Moderate Suvere
(ks e Canche)
Priority to be seen Green Yellow Orange Red
kphtaze Cirac) ‘Within 4 howrs ‘Within 1 hour Within 15 minutes IMMEDIATELY
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Reduced/altered Fetal Movementis

Airway compromise 1. Transfer immediately to delivery suite, HDUW Obs Theatres

Respiratory rate 230 or oxygen 2. Inform DS Co-ordinator to inform senior obstetric and

saturation <32% anaesthetic medical staff

Shock: BP <80 systolic, HR >130bpm 3. UsS if unable to auscultate FH

Maternal collapse

Fit 1. Remain in trigge room until medical assessment or room

Altered level of consciousness or on delivery suite available

confusion 2. Us5 if unable to auscultate FH

Massive haemorrhage 3. complete abdominal palpation, 5FH and plot i not done

Constant severe pain in the last 2/52, or review growth scan if done.

Fetal bradycardia 4. Complete and categorise CTG (if gestation 228/a0) If
Dawes Redman not met oriteria within thr, review by

Shortness of breath or chest pain mast senior Registrar available

Moderate or continuous pain 5. Inform obstetric 5T3-7 of admission and to 3ttend if pain

Moderate bleeding (fresh or old) or bleeding or additional concerns [re-inform or escalate

Active bleeding if mo review within 15 minuwtes)

Abnarmal MEWS (1x red value or 2x & If mormal CTE, but perception of reduced fetal

yellow values) movements persists or additional risk factors are

Mo FHR on auscultation present, them Uss for EFW, L and Ua Doppler as per

Fetal heart rate <110bpm or >160bpm local policy and guicance

Kniown risk factor for stillbirth, as per

TAC 1. 1f FHR & nomaal, can return towa ting room to awalt more

Known pre-existing medical condition detalled azzeszment, unless medical azsessment or room

or pre-eclampsia avallable

Mo fetal movements prior to 2. Review senal growth USS meazurements and consider LSS

attendance with RFM o recent sertal growth LS

Previous attendance with RFM 3. Compiete abdominal palpation

4. complete and categorise CTG (i Zestation z26/40)If Dawes
Redman not met criteria within Lhr, review by most
zenior Registrar availzble

5. If morma | TG, but pereeption of reduced feta | movements

Mild pain persists or additional rsk factors are present, then LSS

Mild bleed [not currently active) for EFW, ¥ and LA Doppler as per local policy and

Altered MEWS (1x yellow value) guidance

Mormal fetal heart rate &. If mormal CT G, no 1dentified rsk factors and peroeption of

Reduced FM or altered pattern prior fetal movements retums to wswal pattern, can be

to attendance dizcha rged by MW with appropriate follow-up with Chaw
or AMNC

7. Inform 5T1-2 of admission and to attend f pain or bleeding

[re-inform orescalate f no review within L houwr)

1. If FHR i mormal, can return to waiting room to awa it more
detailed azzessment, unless medical 3szessment or room
available

2. Complete abdominal palpation

3. Complete and categorise CTGE (i gestation z2&6/a0)If

Minimal l:'.urnn-pah Cawes Redman not met oriteria within Lhr, review by

No bleeding most senior Registrar available

Normal MEWS 4. If normal CTG, but perception of reduced fetal

::m: ﬁ: :.::::::I: on movements  persists, t.hen Uss .fnr EFW, LWV amd L&
o Doppler as per local policy and guidance

admission 5. If mormal CT&, no identified risk factors and perception of

fetal movements returns to wsual pattern, cam be
dizcharged by MW with approprizte follow-up with ChW
or ANC
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THIS IS NOT AM EXHAUSTIVE LIST OF INVESTIGATIONS: CLINICAL JUDMGEMENT 15 REQUIRED

FLCASE ENTER ALL OBSCRVATIONS ONTD MOOWS & DOCUMENT ADDITIONAL NWOTES ON NOKT PAGL

Asceccing midwife

Print name & FIN Signature Date

Time asesument

starbed
Request for Mame of medic bleeped Diate and time blesped Responded (Y/N) |  Can attend [Y,/N]
medical staff
DORANGE (15 mins)
Remain in trizge room until medical assessment or room available on DS
U5s5 if unable to auscultate FH. Perform Ultrasound if unable tolocate
FH.
Complete abdominal palpation , 5FHand plot if not done in the last
kil pall i 2/52, Or review grmﬂhscan if -.d-DI'rE. :
required Complete and categorise CTG (if z26/40 gestation) If Dawes Redman not
i met criteria within 1hr, review by most senior Registrar available
1:1..11-=1.|r!1.=: Inform obstetric 5T3-7 of admizssion and to attend if pain or bleeding or
:;: ::;L additional concerns
i niormal CTG, but reduced fetal movements persist, additional risk factors are
present or on GROW pathway for review by STE or abowe for management
plan.
Repeat baseline observations dependant on maternal condition and MEOWS

YELLOW (1 hour)

If fetal heart rate is normal, cam return to waiting room to await more detailed assessment

unless medical assessment or room available

Review serial growth Uss measurements 3nd consider WSS if no recent
serial growth UEs

Complete abdominzl palpation , SFHand plot i not done in the last
2/52, or review growth scan if done,

Complete and categorise CTG (if 226/40 gestation) If Dawes Redman not
rvet criteria within 1hr, review by most senior Registrar available

Imstigations
reguired i mormal TG, but reduced  fetal movements persists or sdditional risk factors are
X . presemt, to be revieessd by 5T3 or abowe. Then UES for EFW, LV B LA Doppler 22 por
{state time Eprint | oy policy and guldance. Escalate sy concorms to consultant i m ediately.
initials when
danal

If normal CTG, no identified risk factors & perception of fetal
rCvemnents returns to usual pattern, can be discharged by mMw with
appropriate follow-up with CMW or ANC,

Inform 5T1-2 of admission and toattend if pain or bleeding

Repeat baseline observations dependant on maternal condition and
MEDWS.,

GREEN (4 hours)

If fetal heart rate is normal, can return towaiting room to await more detailed assessment

unless medical assessment or room available

lnestigations
required
{state time & point
initials. whean danal

Complete abdominzl palpation , 5FHand plot if not done in the last
252, or review growth scan if done.

Complete and categorise CTG (if =26/40 gestation) If Dawes Redman
not met criteria within 1hr, review by most senior Registrar available

If normal CTE, but reduced fetal movements persists, for medical
review, Then US5 for EFW, LV & WA Doppler as per local policy and
guidance

If normal €T, no identified risk factors & perception of fetal
movements returns to usual pattern, can be discharged by MW with
appropriate follow-up with CMW or ANC

If required, inform 5T1-2 of admission and to attend. Any CoOnCErns
escalate to 5T3 or above,
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Appendix 8 - BSOTS assessment Suspected Labour

BNTENATAL TRIAGE ASSESSMENT CARD FOR SUSPECTED LABOUR [version 4 — july 2018)

AHES | L .
T ,,;p;,,,, Arrival im Triage Date Time
e T
{ earinsy s [ Aurat Imitizl trizge assessment Cate Time
Naime: Triage midwife name
OB -
Gestation /40 ) ] Blood
Hospital numiber: Gravida Farity sroup
EDD
Symiptoms on arrival
Allergies:
Relevant medical &
obstetric, socal &
iifestyle history
Safeguarding Concerns? Y/M -
Current pregnancy
Medication co ERI
Maternal Observations Abdominzl Palpation Fetal wellbeing Investigations
Fundal height [cm):
BP: oR FM: Normal Urinahysis:
Growth Scan Review /N Reduced
Tenderness:
P: Altered MSU
Lie:
None
T Presentation: PCR
RR: Sths Palpable: HWE
Fetal heart rate (Pinard or
FM's on attendance: [ Bloods:
Sats: m.p.pbrb
Yes Mo
VE0-L a0 - moeal e
MEDWS: PV loss:  Yes Mo R CTG Commenced if =267
¥
Fain assessment
) Mone Itild Koderate Severe
{ pebeas s Canche|
Priority to be seen Green Yellow Orange Red
Pleate ance] Within 4 howrs Within 1 howr Within 15 minutes IM M EDIATELY

Plan of care
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suspected Labour

This is not an exhaustive list of presenting symptoms and clinical judgement is required

Alrway compromise

Respiration rate 230 or oxygen
saturation <92%

Shock: BP <80 systolic, HR >130bpm
Maternal collapse

Fit

Altered level of consciousmess
confusion

Massive haemarrhage

Constant severe pain not whaolly
attributable to labour

Cord prolapse

Fetal bradycardia

Imrminent birth

Shortness of breath or chest pain
Moderate or continuous pain
Maoderate bleeding (fresh or ald)
Active bleeding

Abnarmal MEWS (1x red or 2x yellow
values)

Fetal heart rate <110bpm or >160bpm
Mo fetal movements

Gestation <37/40

Severe distress with regular painful
contractions

Meconium stained liquor

Gestation 237/40

Regular painful contractions

Altered MEWS |1x yellow value]
Wormal fetal heart rate

Known fietal anomaly

FROM > 24 hours

High risk as per labour risk assessment

Gestation 237/40

Irregular mild contractions

Mo bleeding

Morrmal MEWS

Hormal fetal heart rate

Hormal fetal movements

PROM <24 hours

Low risk as per labour risk assessment

1. Transfer immediately to Delivery suite or Birth Centre
[Birth Centre suitable i low risk as per labowr risk
aszessment tool and imminent birth)

2. Inform DS Co-ordinator

1. Remain in trizge room until medical asseszment or
room available on delivery suite

2. Take history of presenting zigns and symptoms

3. Complete and categorise either CEFM or irtsrmittent
guscultation (do not use Dawes Redmanifin suspecied
labour)

4. Inform Shift Leader

5. Inform 5T3-7 obstetric medical staff of admiszion and
to attend i reqguired (re-inform or escalate fno review
within 15 minutes)

&. Repeat baszeline observations dependant onmatsrnal
condition and MEQWS.

1. Can return to waiting room to await more detailed
aszeszment, unless medical assessment or room
available

2. Take history of presenting signs and symptoms

3. Auscultate FH for L minwte; if high-risk commence
CEFM (do mot use Dawes Redman if in suspected labour)
4. =3in consent and complete vaginal examination

5. Offer immediate 10LF PROM =24hrs and not in active
labour

6. If PROM and GRS positive, offer immediate 101

7. If mormal CTE/FHR and notin active labouwr, discharge
home or transfer to antena tal ward with 3 dvice for earky
labour care

E. Repeat maternal and fetal observations dependant on
maternal condition and MEDWS.

1. Can return to waiting room to await more detailed
azzeszment, unless medical 3szessment or room
available

2. Take history of presenting signs and symptoms

3. consider vaginal examination

4. Offer and arrange 10L3t PROM 24hrs if not in
active labour

5. Offer immediate 10Lf PROM =23hrz and not

in active labour

& fPROM and GBS positive, offer immediate 10L

7. If mormal FHE and not in active labour, dizcharge
home by MW or transfer to antenatal ward with advice
on strategies for early labour
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THIS 15 NOT AN EXHAUSTIVE LIST OF INVESTIGATIONS: CLIMICAL JUDSEMENT 15 REQUIRED

PLEASE ENTER ALL OBSERVATIONS ONTO MEOWS & DOCUMENT ADDITIOMAL MOTES ON MEXT PAGE

Print name & FIN Signature Date Time assessment
Aszzessing midwife started
Request for medical Name of medic beeped Date and time bleeped | Responded [¥H]) Can attend [Y,/N)
staff
ORANGE (15 mins)
Remain in trizge room until medical assessment or room available on DS
Take history of presenting signs and symptoms
Iesfigaions | comnlete and categorise either CEFM or intermittent auscultation [do not
reguired

{atate time & Inform D5 Co-ordinator, Consider transfer to DS at any point depending on

print initiak clinical situation

whan donae)

Inform ST3-7 ohstetric medical staff of admission and to attend if required

Repeat baseline observations dependant on matemnal condition and MOOWS

YELLOW (1 hour)

Can return towaiting room toawsit more detailed assessment unless medical assessment or room available

lresiigaions
reéqpuined
|=tate time &
print initiaks
when done]

Take history of presenting signs and symptoms

Auscultate FHfor L minute; i high-risk commence CEFM (do not use

Gain consent and complete vaginal examination

offer immediate 10LF PROM =24hrs and not in active labour

If PROM and GES positive, offer immediate 10L

H normial CTG/FHR and not in active labour, discharge home or transfer to ante-
natal ward with advice for early labowr care. Escalate any concerns to DS Co-

Repeat maternal and fetal observations dependant on maternal condition and MEOWS

GREEN (4 hours)

Can return towaiting room toawasit more detailed assessment unless medical assessment or room available

Ivmstigations
reguiined
|=tate time &
print initiaks
when dane)

Take history of presenting signs and symptoms

Consider vaginal examination with consent

Offer immediate OLF PROM =24 hours and not in active labour

Offer and arrange 10Lat PROM at 24 hours if mot in active labour

If PROM and GES positive, offer immediate 10L

If normal FHR and not in active labour, discharze home by MW or
transfer to antenatal ward with advice for early labour care
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Appendix 9 - BSOTS assessment for the unwell/other

ANTENATAL TRIAGE ASSESSMENT CARD FOR UNWELL/OTHER [version 4 - uly 2018)

Linbwarsity Mospltsls Arrival in Trl.agE Ciate Time
ol ti"-!fi"l.'l’ﬂ'r
=t Initial triage assessment Cate Time
Maime: . L
Triage midwife name
OB : -
Gestation fam Blood
Hospital number: Gravida Parity group
EDD
Symptoms on arrival
Relevant medical & Allergies:
obstetric, social & ifestyle
history
Safeguarding Concerns? ¥/M - ]
Current pregnancy
Medication co BRI
Maternal Observations Abdominal Palpation Fetalwellbeing Imvestigations
Fundzl height (cm):
F: Normeal ) )
BP: oR Urinahysis:
Growth Scan Review Y/N Reduced
Tenderness:
P: Altered M5U
Lie:
Mone
T: Presentation: PCR
RR: Sths Palpahble: HWS
FM's on attendance: Fetal heart rate (Pinard or Riooqe
sats: m.p.pbr'
Yes Mo
101G g - il i
MEDWS: PV loss:  Yes PR CTG commenced i =267
¥IN
Fain mszeszment
: None Mild Moderate Severe
{ s canche)
Pricrity to be seen Green Yellow Orange Red
tpleace: ncke] ‘Within 4 howrs Within 1 houwr Within 15 minutes IMMEDLATILY
Plan of care
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Airway compromise

Respiration rate 230 or cxygen
saturation <92%

Shock: BP <80 systolic, HR >130bpm
Maternal collapse

Fit

Altered level of consciousness or
confusion

Massive haemorrhage

Constant severe paln

Fetal bradycardia

Shortness of breath or chest pain
Mederate or continuous pain
Moderate bleeding (fresh or old)
Active bleeding

Abnormial MEWS (1x red or 2x yellow
vilues)

Fetal heart rate <110bpm or >1&0bpm
Reduced fetal moverments
Pre-existing history of diabetes with
ketones

Mild pain

Mild Bleed (not currently active)
Altered MEWS | 1x yellow value)

Owert physical traumafinjury

Calf pain

Acute disturbance in mental health
Mormal fetal heart rate

Pre-existing maternal medical condition

Itching
Minimal o no pain

Ho bleeding

MNormal MEWS

Hormal fetal heart rate
Mormal fetal movements

Unwell or Other

This is mot 2n exhaustive list of presenting symptoms and clinical judgement is required

1. Transfer immediately to delivery suite or HDU
2. Inform S Co-ordinator to inform s=nior obstetric

and anassthetic medical ztaff

1. Remain in triage room until medical asseszment or
room on delivery suite available

2. Obtain 1V aooess

3. Take bloods for FBCSCRRSPET/OC profile/Gands/
gluoose fHBALC (and blood cultures +/- lactate i
pyrexial)

4. Obtain urine sample for urinalysis

5. Complete and categorise CTG [ gestation z2&/a0)f
Dawes Redman not met criteria within 1hr, review by
most senior Registrar available

&. Inform 5T3-7 obstetric medical staff of 3 dmission and to
attend (re-inform or escalate i no review within 15
minubes)

7. Keep il by mouth

1. Camreturn to waiting room if no active bleeding or pain to
await more detailed 3zzessment, unlesz medical
gzzessment or room availzble

2. Consider taking blood samples as directed by history and
for FBC/CRPY Gands/PET/OC profile (and blood  cultures
+/- lactate if pyrexial)

3. Inform 5T1-2 obstetric medical staff of admission and to
attend (re-inform or escalate oo review within 1 hour)

4. Obtain urine zample for wrinalysis — zend for MU
positive

5. Repeat baseline obssrvations dependant on maternzl
condition and MEQWS.

£. If Dawes Redman not met criteria within Lhr, review by

maost senior Registrar available

1. Can return to waiting room if no active blesding or pain to
await more detailed asssssment, unless medical ass=s=ment
or room 3vailable

2. Corgider taking blood samples as directed by history and for
FBC/CRR/PET profile/LFT/BA (and blood cultures if pyresial)

3. Obtain urine zample for urinalysis

4. Inform ST1-2 obstetric medical staff of admiszsion and to
attend (re-inform or escalate fno review within 4 hours)

5. If itching with normal LFTs and BA result, midwife can
discharge with appropriate routine follow-up with CMW or
AMC [at any gestation)

6. If after examination and discussion, pain i identified as
musculoskeletal/pelvic girdle pain, MW can offer discharge
horne (3t any gestation) and written advice with appropriate
follow-up with CMW or ANC
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THIS 15 NOT AN EXHAUSTIVE LIST OF INVESTIGATIONS: CLIMICAL JUDMGEMENT 15 REQUIRED

FLEASE CNTCR ALL OBSCRVATIONS ONTD MOOWS & DOCUMENT ADDIMIONAL NOTES ON NEMT PAGE

Azzessing midwife

Print name & FIN Signature Drate

Time assessment

started

Request for medical

Name of medic bleeped Date and time bleeped

Responded (YN

Can attend [Y/N)

|state time & print
initiaks when danal

staff
DORAMNGE (15 mins)

Remain in trizge room until medical assessment or room available on D5
Obtain IV access, ECG if maternzal HR =100,

Take blood samples for FEC/CRR/PET profile/G&S/glucose /HEALC

[and blood cultures +/- lactate if pyrexial) Follow Sepsis proforma

a1 g Obtain urine sample for urinalysis, +/- MSU/PCR
reéquired

Complete and categorise CTG (if gestation 26/40) If Dewes Redman
not met criteria within Lhr, review by most senior Registrar

Inform 5T3-7 obstetric medical staff of admission & toattend

MEDWS

Keep nil by mouth and repeat baseline observations dependant on maternal condition and

YELLOW (1 hour)

Can return towsaiting room if no sctive bleeding or pain to await more detailed assessment

unless medical assessment or room available

lestigations
requined

initials when
dane}

|state time & print

Consider taking blood samples as directed by history and for FEC/CRPS
GES/PET profile/OC (& blood cultures +/- lactate if pyrexial)

Inform 5T1-2 obstetric medical staffof admission and to attend

Obtain urine sample for urinalysis —send for MSU if positive

Repeat baseline observations dependant on maternz| conditions and MEOWS

GREEM (4 hours)

Can return towaiting room if no active bleeding or pain to await more detailed assessment

unless medical assessment or room available

lesigations
reéquired

| state time &

print initials

when done)

Consider taking blood samples as directed by history and for FEC/CRRS
GES/PET profile fOC [& blood cultures i pyrexial)

Obtain urine sample for urinatysis

Inform 5T1-2 obstetric medical staff of admission and toattend. Consider

Ifitching with normal LFTs & Ba result, midwife can discharge with
appropriate routine follow-up with CMW or ANC (3t any gestation)

Ifitching persists/worsens, advise repeat bloods required after 1-2 weeks

If after examination and discussion, pain is identified as musculoskeletalf
pehic girdle pain, MW can offer discharge home [at any gestation) and
written advice with appropriate follow-up with CMW or ANC
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