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1. Document Definitions  
BSOTS© - Birmingham Symptom specific Obstetric Triage System  

MPU – Maternity Priority Unit. 

CTG – Cardiotocograph 

2. Duties and Responsibilities  

2.1 Midwives  

  

Midwives provide most of the care for women during initial assessment and immediate 

care in Triage and should do so in accordance with NMC standards.  

Midwives should carry out the initial assessment (together with the Maternity Care 

Assistant (MCA)) which includes baseline maternal observations, fetal heart auscultation, 

abdominal palpation and urinalysis within 15 minutes of a woman’s arrival in the 

department.  

Midwives are required to continue to use their clinical judgment whilst using the BSOTS© 

algorithms and immediate care guidance.  

 

One midwife will be the midwife responsible for the initial triage assessment and any 

follow-up (and will help where she can otherwise) and if in the case that there are two 

midwives in triage the other will undertake the subsequent care and investigations.  

 

Midwives should inform the ST3-7 obstetric medical staff if a woman is deemed to have 

“orange” clinical priority and expect review within 15 minutes. If the ST3-7’s on duty are 

unable to attend, then a more junior doctor can review in the first instance or escalate to 

the obstetric consultant if required. Any care plan assessed yellow/green can be 

reviewed by the F1-ST2.  

 

The unit coordinator should be informed, and an obstetrician should be notified if there 

are concerns about meeting the expected timescales and appropriate actions taken to 

ensure safety as per escalation policy. (Escalation Policy) 

 

Care provided on admission should be recorded on the specific BSOTS© Triage 

Assessment Cards (TACs) and the RED stickers, ‘I’ve attended Triage – check my notes’ 

https://wisdom.nhs.wales/health-board-guidelines/cwm-taf-maternity-file/escalation-policy-ctm-guideline-2019-pdf/
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should be included in the hospital notes on the most recent clinic/community midwife 

sheet. 

 

The records should then be filed in the hospital notes.  

 

Midwives have received the training package for the use of the BSOTS© and the 

associated paperwork. Training You will only be able to access this training via the MPU 

teams channel. Please see a CSfM or the senior midwife to gain access.  

 

The triage midwife should escalate to the unit shift leader/coordinator if they are unable to 

carry out the initial triage of service users within 30 minutes of arrival – this should be 

recorded as a red flag event and appropriate action taken such as utilisation of the 

escalation policy to provide extra midwifery staffing support and a Datix reported.  

  

 

 

2.2 Medical staff  

  

Obstetric staff should respond promptly to requests to review and assess women in 

accordance with GMC good medical practice standards.   

   

On-call teams should inform the MPU midwife of any telephone referrals taken and 

provide the MPU clerical and administrative team with the woman’s details and :- 

• Be familiar with the BSOTS© system for prioritising women’s care in triage  

• Continue to use their clinical judgment whilst using the BSOTS© algorithms and 

immediate care guidance  

 

Care provided on admission should be recorded on the specific BSOTS© Triage 

Assessment Cards (TACs). 

 

Escalate to senior members of the medical team if concerned about an individual 

woman’s clinical condition or if unable to attend triage if busy elsewhere in the hospital 

(i.e A & E), or if workload exceeds capacity leading to excessive delays for review of 

women in MPU.  

 

2.3 Midwifery Management Team  

  

The midwifery management team are responsible for ensuring the appropriate allocation 

of midwifery staffing to triage  

 

The manager will collate the DATIX information and presented in the Governance 

meetings.  

https://nhswales365.sharepoint.com/sites/CTM_MaternityPriorityUnit/SitePages/BSOTS-Training-Videos.aspx
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3 Service Provision  

 

The operational policy will be delivered through the MPU, on both Prince Charles 

Hospital (PCH) and Princess of Wales (POW) sites, 24 hours a day, 7 days a week.  

 

3.1 Referral Criteria  

  
Women booked at Cwm Taf Morgannwg University Health Board (CTMUHB) who are 

pregnant; ≥16+0 weeks gestation, or postnatal (within 6 weeks of birth) presenting with 

the following criteria and requiring urgent assessment:  

Abdominal Pain  

Antenatal Bleeding  

Hypertension  

(P)PROM – Ruptured Membranes  

Reduced Fetal Movements (>24+0 as per All Wales Altered Fetal Movements 

Guideline) 

Suspected Labour  

Unwell/Other Postnatal concerns  

Complications following operation or procedure undertaken within Maternity Service 

during the pregnancy  

  

Women not booked at CTM who are pregnant; ≥16+0 weeks gestation, or postnatal 

(within 6 weeks of birth) requiring urgent assessment and visiting the area.  

  

Women attending scheduled clinic appointments who develop urgent concerns 

regarding suspected labour, ruptured membranes, and antenatal bleeding.  

 

 

 

 

2.4 MPU clerical and administrative team  

 

The ward clerks will greet the service users upon their attendance to MPU noting time of 

arrival 

 

The ward clerks will file the relevant paperwork in the woman’s notes. 

 

The ward clerks will collate the acuity and store in the appropriate folder to enable 

collection of data for quality improvement purposes.  

https://wisdom.nhs.wales/all-wales-guidelines/all-wales-guidelines/all-wales-altered-fetal-movements-managementmaternity-network-wales-2021pdf/
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3.2 Referral Exclusion Criteria  

  

Women presenting with the following symptoms may not be suitable for the Maternity 

Priority Unit (MPU)  

Any woman presenting with early pregnancy (≤16 weeks’ gestation) related problems 

→ EPAU (this is only up to 12 weeks) 

Any non-pregnant woman who are greater than 6 weeks beyond birth  

Complications following operation or procedure undertaken within Gynaecology 

service. 

Any non-urgent, planned care ie scan reviews  

 

  

3.3 Referral Pathway for Women  

  
Women can self-refer directly to MPU  

Women are encouraged to contact the department by telephone initially and following 

this contact, a Telephone Triage Assessment Form should be completed to record the 

telephone conversation and information and advice given.  

Once completed, the telephone form should be filled in the woman’s maternity record. 

The admission sheets should be completed for each service user in full and entered 

onto the Maternity admittance system. The admission sheets will then be collated by 

the Clincial Coding directorate.  

If the patient does not need to attend/does not attend the MPU, the triage forms are 

kept on the MPU, and filed in the woman’s hospital notes via antenatal clinic (ANC) in 

both POW and PCH depending on the location of the hospital notes (please check 

WPAS for tracking).   

 

Women can be referred from:  

Community midwife  

GP  

Antenatal clinic – antenatal bleeding, suspected labour, ruptured membranes.   Day 

Assessment Unit – abdominal pain, antenatal bleeding, ruptured membranes  

Women can also refer themselves.  

   
Women will be booked under the care of the lead consultant obstetrician on call that 

day, if admitted and previously under midwife led care. If already under the care of a 

consultant and admitted to MPU, it should be under their named consultant.  

The triage line is opened 24 hours a day, 7 days a week on all days of the year 

however the agreed staffing model on both PCH & POW sites is that MPU is staffed 

from 7am to 7pm 7 days a week.  
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4 Patient Assessment and Treatment Plan  
 

4.1 Telephone Triage  

  
Women are encouraged to telephone maternity triage if they have urgent concerns.  

All telephone calls are recorded in paper form and kept for 48 hours. If the service user 

calls within 48 hours, they should use the same TAC card. These then get filed in the 

maternity notes.  

Women should be advised to attend or given guidance or signposted to more suitable 

healthcare providers, e.g. GP for symptoms of cold and flu.  
 
 

  

4.2 Arrival at MPU Reception  

  

MPU Reception staff to welcome women to department and take her hand-held notes and 

note the time of arrival during 7am-7pm, when on duty. Out of these hours women will be 

welcomed to the unit by either a midwife or MCA 

  

  

4.3 Initial Assessment  

  

One midwife will be the midwife responsible for the initial triage (and will help where she 

can otherwise) and will undertake the subsequent care and investigations. Where there is 

more than one midwife in MPU the first midwife should undertake all initial triage 

assessments and the second midwife should undertake the ongoing care and 

investigations. 

 

Women will be seen in the order of their clinical need and should be informed when they 

are likely to be seen.  

 

Immediate assessment to determine the urgency in which women will need to be seen will 

be done in one of the triage rooms in PCH and within MPU in POW.  

 

PCH: - It means there will be a single identified triage room where that takes place, 

although that room may change if women cannot be moved once they have been 

assessed.  

 

POW: - The triage will continue within the MPU. 

  

Triage will be undertaken by a midwife (together with an MCA) in the designated triage 

room/bay. The midwife will assess the woman’s condition using a standard assessment.  
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Documentation is provided for each symptom and contains guidance on initial assessment 

and immediate care and investigations. The initial assessment will allocate a level of 

urgency within which further assessment and investigations should take place (According 

to BSOTs) 

This initial triage assessment will include:  

• Discussion of woman’s reasons for attending  

• Observing the woman’s general appearance  

• MEWS urine output, neurological response, amniotic fluid loss or other vaginal 

discharge/ PV loss (if applicable), lochia (if applicable)  

• Abdominal palpation including fundal height if appropriate and auscultation of the 

fetal heart  

• The woman’s pain should also be assessed. using the scale: None, Mild, Moderate 

or Severe  

• Level of urgency to prioritise care using BSOTS© symptom specific algorithms  

• Plan of immediate care  

• Documentation of the above using the BSOTS© Triage assessment Card specific to 

the woman’s presenting condition.  

• Standard initial assessment should occur within 15 minutes of the woman’s arrival 

in the department.  

• If initial assessment is after 30 minutes this should be recorded and reported as part 

NICE Midwifery Staffing Red Flag indicators.  
  

 

  

4.4 Prioritisation  

  

Level of clinical urgency to be ascertained (red, orange, yellow, green) for the common 

reasons for attendance (abdominal pain, antenatal bleeding, reduced fetal movements, 

suspected labour, hypertension, spontaneous rupture of the membranes, unwell/other, 

and postnatal), using the BSOTS© algorithms (example in Appendix A.3) Following this 

initial triage women are identified as having a level of urgency which indicates when they 

should be next seen. The highest level of urgency (red) should be seen immediately. This 

is usually around 1% of women who attend MPU. Women identified as orange should be 

seen within 15 minutes and remain in the Triage room. Women identified as yellow can 

return to the waiting room and be seen within an hour. Women identified as green can 

return to the waiting room and should be seen within 4 hours for further assessment.  
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4.5 Immediate Care  

  

Standardised immediate care and investigations for the eight most common reasons for 

attendance is also directed (abdominal pain, antenatal bleeding, hypertension, suspected 

labour, ruptured membranes, reduced fetal movements, unwell/other and postnatal) using 

BSOTS© and the Symptom Specific Triage Assessment Card paperwork supports this. 

(Appendix A.3)  

 

All service users on attendance to MPU must have their VTE risk reassessed in line with 

the Venous Thrombo Embolism (VTE): Risk Assessment, Prophylaxis, and Treatment in    

Pregnancy and Puerperium. 

 

4.6 On-going Care  

  
Handover and transfer of care should be from one health care professional (midwife or 

medical staff) to another directly, ideally in person, but if this is not possible, by telephone. 

BSOTs handover paperwork to be utilised.  

Effective communication is central to promoting patient safety. A structured and consistent 

handover and transfer of care between staff can be achieved using the  

SBAR tool that covers details on the woman’s Situation, Background, Assessment, and 

Recommendation as per the BSOTs paperwork.  

 

4.7 Discharge and Follow up  

 

Following review women may be admitted and transferred to labour ward, Midwife led unit, 

HDU, obstetric theatres or inpatient ward areas; or will be discharged with appropriate 

follow-up appointments arranged if necessary. The details of transfer or discharged should 

be documented on the final page of the Symptom specific TAC and this filed in the 

woman’s handheld records. 

 

All documentation following an MPU assessment, must be filed in the woman’s hand – 

held maternity records as evidence of all maternity care given within the MPU. Where 

BSOTS 

category  

Maximum time until 

treatment  

Red  Immediate  

Orange  15 minutes  

Yellow  1 hour  

Green  4 hours  
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necessary, updates may need be added to digital records such as WPAS (Myrddin), WCP 

and MITS, to ensure good communication between staff. 

 

 

4.8 Results and Further Management  

 

Any tests undertaken during the Triage assessment should be recorded in the MPU diary. 

It is the daily responsibility of the midwifery staff on the MPU to check these results and to 

undertake any further action required. 
 

5 Management of the Department  

 

Systematic assessment and triage of women should enable improved management of 

the department by assisting staff to:  

 

• See how many women have not yet had their initial assessment to determine level 

of clinical urgency  

• For those women who have had the initial assessment the level of clinical urgency 

is known for each woman  

• When further assessments are due for women in the department  

 

This should also allow easy handover between shifts and enable escalation when 

workload exceeds capacity.  

 

In circumstances where women attend who require urgent treatment it allows women 

with less clinical urgency to be safely moved out to the waiting area and escalation to 

occur. 
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6 Review, Audit & Evaluation of Service 

 

This guideline will be reviewed every three years unless national guidance, legislation 

or clinical evidenced based practice requires revision at an earlier date.  

 

Monitoring Method Frequency Lead Reporting to 

Number of women seen 

within 15 minutes 

Audit Annual Lead 

Clinician/Matron 

Antenatal 

Forum/Audit 

Day 

Number of women seen 

within timeframe for red, 

orange, yellow and green 

Audit Annual Lead 

Clinician/Matron 

Antenatal 

Forum/Audit 

Day 

Number of red flags – 

women not triaged within 30 

minutes from time of arrival 

– due to midwifery staffing 

Audit Annual Lead 

Clinician/Matron 

Antenatal 

Forum/Audit 

Day 

 

 
 `````````````````````````````````````````````````````` 

 

 

References 

 

Birmingham Symptom Specific Obstetric Triage System (BSOTs)   2019 

NICE Antenatal care (NG201) August 2021 
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Flowchart of Maternity triage using Birmingham Symptom specific Obstetric 

Triage System © 1. Check in with ward clerk or 
administrator and hand in pregnancy 

notes.

2. MSU sample

3. Take a seat in waiting room to 
await being called into room (should 

be within 15mins of arrival)

4. Initial triage- should take 5 mins and 
include taking history, mat obs, urinalysis, 
and fetal heart rate check. Assign category 

according to BSOTS algorithm

Red: consider emergency 
buzzer/transfer to LW or theatre 

Orange: Remain in room and start 
assessment within 15 mins

Yellow/Green can return to waiting 
room to await assessment.                           

Yellow= up to 1 hour                        
Green = up to 4 hours

5. Assessment: 
investigations/ongoing care pathway 
as indicated by algorithms and local 

guidance

6. Medical review if needed (may 
return to waiting room following 

assessment if yellow/green)

Appendix A1 
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