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Evidence Base

Please list any National Guidelines, Legislation or Health and Care
Standards relating to this subject area?

NICE NG201 Antenatal Care

To be used in conjunction with MAT 030 Midwifery Led Care Guidelines

Detail:
Baseline assessment completed. Powys meet 97% of Criteria.

Maternal sleep position is to be recorded within the maternity record.

Powys Caveats:

Any care that requires obstetric or neonatal input will be arranged and
received in an obstetric or neonatal commissioned service outside of
Powys.

Assessment of fetal growth and schedule of appointments:

Powys provides care in line with the Perinatal Institute guidance and as per
MAT 084 - Small for gestational age and fetal growth restricted babies -
Antenatal management - All Wales guidance.

Multiparous women therefore require a schedule of appointments that falls in
line with GAP/GROW guidance.

SFH should be commenced from 26-28 weeks and at 2-3 week intervals for all
women who follow this pathway - this will result in multiparous women who
follow a SFH pathway requiring an antenatal appointment at 31 weeks which is
out with NICE guidance recommendation.

SFH in all cases should start at 26-28 weeks (will fall with 28/40) and not
25/40 as recommended by NICE.

Powys appointments are as follows:

Visit Who What

1 Booking | All Women | Booking appointment
Visit by
10
weeks

1+ | Dating All Women | Dating scan and combined screening
Scan
16 All Women | Antenatal check
weeks

2 18-20 All Women | Anomaly scan.
weeks




25 Nulliparous | Antenatal check
weeks Women
3 28 All Women | Antenatal check - commence fundal height
weeks measurements or serial growth scans
4 31 All women | Antenatal check
weeks
5 34 All Women | Antenatal check and birth preferences discussion
weeks
5 36 All Women | Antenatal check
weeks
38 All women | Antenatal check
weeks
6 40 Nulliparous | Antenatal check
weeks women
Post All Women | Antenatal check
dates
from
41+0

Equality Statement

Powys Teaching Health Board Maternity Services are committed to:

e The elimination of unlawful and unfair discrimination

e The active promotion of equal opportunities for women and their families and
our workforce

e The protection of the human rights of women and their families and our
workforce

e The promotion of inclusive relationships between groups who share protected
characteristics and those who don’t

e The valuing of the diversity inherent in the communities we serve and in our
workforce.

The words ‘woman’ and ‘women’ have been used throughout this document as
this is the way that the majority of those who are pregnant and having a baby
will identify. For the purpose of this document, this term includes girls. It also
includes people whose gender identity does not correspond with their birth sex
or who may have a non-binary identity. Similarly, where the term ‘parents’ is
used, this should be taken to include anyone who has main responsibility for
caring for a baby. It is recognised that there are many different family
arrangements.

When translation services are required, there is the expectation that a face-to-
face translator or digital interpretation services will be provided.




The Language Line App is available to all maternity staff to use for this
purpose. Consideration is required with written documents and leaflets to be
provided in a woman'’s preferred or 1t language.

For further support and advice contact PTHB Equality Team:
powys.equalityandwelsh@wales.nhs.uk

Safeguarding

If any safeguarding concerns or significant risk factors are identified for a
unborn child or young person/vulnerable adult practitioners must follow Wales
Safeguarding Procedures (2019) and SGP036 Safeguarding Policy Policies &
Written Control Documents - SGP 036 Safeguarding Policy.pdf (sharepoint.com)
. Advice and support concerning any safeguarding issue can be sought from
PTHB Safeguarding Team via the Safeguarding Hub on 01686 252806 or email
PowysTHB.Safequarding@wales.nhs.uk (Monday-Friday 09:00-17:00, excluding
Bank Holidays). Outside of office hours, Local Authority can be contacted on
0345 0544 847 or contact Silver on Call.

All registered practitioners should access appropriate safeguarding supervision
and training as per guidance. Safeguarding Supervision (sharepoint.com)



mailto:powys.equalityandwelsh@wales.nhs.uk
https://nhswales365.sharepoint.com/sites/POW_comm_policy%26writtencontrol%20documents/Shared%20Documents/Forms/AllItems.aspx?id=%2Fsites%2FPOW%5Fcomm%5Fpolicy%26writtencontrol%20documents%2FShared%20Documents%2FPolicies%2C%20Procedures%20and%20other%20Written%20Control%20Documents%2FNon%20Clinical%20Libraries%2FSGP%20%2D%20Safeguarding%20%28Adult%20and%20Children%29%2FSGP%20036%20Safeguarding%20Policy%2Epdf&parent=%2Fsites%2FPOW%5Fcomm%5Fpolicy%26writtencontrol%20documents%2FShared%20Documents%2FPolicies%2C%20Procedures%20and%20other%20Written%20Control%20Documents%2FNon%20Clinical%20Libraries%2FSGP%20%2D%20Safeguarding%20%28Adult%20and%20Children%29
https://nhswales365.sharepoint.com/sites/POW_comm_policy%26writtencontrol%20documents/Shared%20Documents/Forms/AllItems.aspx?id=%2Fsites%2FPOW%5Fcomm%5Fpolicy%26writtencontrol%20documents%2FShared%20Documents%2FPolicies%2C%20Procedures%20and%20other%20Written%20Control%20Documents%2FNon%20Clinical%20Libraries%2FSGP%20%2D%20Safeguarding%20%28Adult%20and%20Children%29%2FSGP%20036%20Safeguarding%20Policy%2Epdf&parent=%2Fsites%2FPOW%5Fcomm%5Fpolicy%26writtencontrol%20documents%2FShared%20Documents%2FPolicies%2C%20Procedures%20and%20other%20Written%20Control%20Documents%2FNon%20Clinical%20Libraries%2FSGP%20%2D%20Safeguarding%20%28Adult%20and%20Children%29
mailto:PowysTHB.Safeguarding@wales.nhs.uk
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fntenatial care (MG

Your responsibility

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence avallable. When exercising their judgement, prolessionals
and practitioners are expecied Lo take this guideling Tully inta aceaunt, alangside the
individual needs, preferances and values of their patients or the people Using their servce.
It iz not mandatery to apply the recommendations, and the guideline does nat override the
respansibility to make decisions appropriate lo the circumstances of the individual, in
cansultation with therm and their lamilies and canars or guandian.

Al prablems [adverse svenis) related (o a medicine or medical devics used for treabment
of if & procedure should be reported o the Medicines and Healthcane prodscts Fegulatory
fupEmcy usang the Yellow Cand Schrme.

Lacal cofmimssaness and providers of healthcars have a respansibility 1o enable the
guideline to be applied when ndividual professionals and people using services wish Lo
uge it. They should do 20 0 the cantext of lacal and national priarities far Tunding and
develaping Services, and in bght of their dulies o heve due regard 1o the nesed (o aiminate
unlawiul discrimination, to advance equality of opporiunity and 1o reduce healih
imegualities. Mathing in this guideline should be nleapreted in & way thal would be
incofsEstent with cofmplying with thosa dutes.

Cofmm-sianers and praviders hasve a regponsibility (o promaole an emviroamentally
sustainable health and care sysiem and should ascsess and reduce the environmmental
impact of Wnplementing MICE recammendations wherevar possible.
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Antenatal care (NG2OT)

This guideline replaces CGE2 and ES20.
This guideline is the basis of §522, 0535, 5105, Q5204 and QS17E.

This guidedine should be read in conjunction with KE137, NG207, MG182 and NGZ35.

Overview

This guidelife covers the oune anlengtal cane thal women and their babies should
receive. I &ms to ensure that pregnant wamen are offered regular check-ups, infarmation

and support. We have also published a guideline on pesinatal care, which covers the
tepics of emational attachment and baby feeding.

The guideline uses the lerms woman' or 'mother’ throughout. These should be taken 1o
include people wha do not identily as women butl who ane pregnant. Similarly, where the
tesm “parents’ is used, this should be taken 1o include anyone who has main respansibiity
lar caring for & baby.

Who is it for?
« Healheare professionals

# Commissioners of antenatal cane sarvices

+ ‘Women using antenatal services, their partners, their famiies, and the public

oomdiben sSEnotica=of -righns). a3



Antenatal care (MG2IT)

Recommendations

Peaple have the fight to be nvolved in discustnns and make informed decisions

about their care, as described in HICE's information on making decisions ahout vour
pet-hi-

htaking decisions using MICE guidslings explains how we use words 1o show the
sirength [or certainty) of our recommendations, and has information about

prescribing medicines [including off-tabel use), prafessional guidelines, standards
and laws (including on consent and mental capacity], and saleguarding.

Supporting wormen 1o make decisions aboul their care is impartant during pregnancy.
Healheare FI'I:IIHEI-I-I:I'IHE sheaild ansure that women have the infarmatian I|'|Ej' rered
1o make decisions and to give cansent in line with General Medical Councl [GMT)
guidance, the Nursing and Midwilery Council (NMC) Code and the 2015 Montgomery
uling.

1.1 Organisation and delivery of antenatal care

Starting antenatal care

111 Ensure that antenatal care can be stared in a variety of straightforwand ways,
depending on women's needs and circumstances, Tor example, by self-referral,
raferral by & GP, midwife of another healthcane prafessonal, of thaugh a schoal
AUrse community cenire o refluges hostel,

112 Al the point of amenatal care referral:

= Provide an easy-lo-complete referral farm.

« Offer marky pregrancy health and wellbeing infomation belare the boaking
appointment. This should include information aboul modifiable factors that
may affect the pregnancy, including stopping smoking, avoiding akeahal,
Laking supplements, and eating healthily. See also recommendation 1.3.9 and

oomditonsRnotica-of -righis]. a3



Antenatal care (NG20M)

11.3

the MICE quidel | child putrlion vitamiio D. and ot _
. ; . - | na _

& Engure thal the matenals ane available n Sifenant |E'rgl.lﬂgﬂ-tl' farmals siuch
as digital, printed, braibe or Easy Read,

The referral Tarm For wamen (o 32ari anfenatal care should:

+ enable healtheare prafessionals 1o identily women with:
— specilic health and social care needs

— rigk Tactars, including those that can potentially be sddressed balare the
booking appointment, for example, smoking

s inchide contact details about the waman's GP.

For & shorl explanation af why the commitiee made the recommendationg and how
they might affect practice, see the rationale and impact section on Starting antenaial

iCHins,

Full detala of the avidence and the cammitles's discussion s in evidenos fayviaw F:
BCeELSing Anlenaial care.

Antenatal appointments

114

115

115

Offer a first antenatal (booking) appaintment with a midwile to take place by
10+0 weaks of pregnancy.

If weormen contact of ane referred 1o matemily services kEter than 9+0 weeks of
pregnancy, offes a first antenatal (booking) appaintment to take place within

2 waeks il possibie.

If & woman books [ate in pregnancy, ask about the reasans for the |ale boaking
because it may reveal social, peychalogical or medical issues that need (o be
addireddad.

poredition S notica-of -rghtsl. a3



Antenatal care (NG201)

1.7

11=

115

1110

11m

1112

1113

Plam 10 rouisne anlenatal Iplp-ti'll.l'l'llﬂ'lli wilth a madwile ar doctar for I'II.i|||!|-H'I!|I.I1
wamen. (See schedule of sppointments )

Planm 7 mowlnée ant&natal !FlFliﬁ'ltl'l'l-H'll! wilth a madwile ar doctor for parous
wamen. {See schedule of sppoiniments )

Also see the NICE guideling on pregnancy and compes secial actars for:

& women wish misude subsiances

 fecenl migrants, asylum seekers of refugees, of women who have difficulty
reading ar speaking English

+ young women aged under 20

* women wha experiencse domestic abuse.

Offer additional or longer antenatal appointments if nesded, depending on the
waman's medical, Social and emational needs. Also mmw

Ensure that reliable inerpreting sarvices are svailable when needed, indluding
Britizh Sign Language. Inerpreters should be independent of the woman rather
than using a Tamily membes or Triend.

Thase responsible for planning and delivering antenatal services should aim o
provide continuily of cares.

Ensure thal there is effective and prompl communication betweean healthcare
professionals who are involded in the woman's care during pregnancy.

comdibon S notca-of -righisl. &3



Antenatal care (MG201)

For a shorl explanation of why the commitllee made the recommendations and how
they might affect practice, s the rationale and impact section on antenatal

appaintments.

Full details of the avidence and the commitiesa’s discussion ane in:

+ evidencs review H: timang of first antenstal sppoaniment

= evidenics review | nombar af antanatal appaintmednls

+ evidencs review J: referral and delivery of antenaial cans,

Involving partners
1114 A waman can be supparied by a partnes during her pregnancy so healthcare
profesdinrala shaulkd:

+ ifwalve partners accordang 1o the woman's withes and

+ infarm the woman that she is welcome 10 bring a partnes o antenatal
appoiniments and classes.

15 Consider arranging the timing of antenatal classes so that the pregnant woman's
partner can attend, it the waman wishes.

e When planning and delivering antenatal services, ansure that the enviranment is
weloaming for partners as wel a3 pregnant wamen by, Tor example:

+ providing information about how panners can be involved in Supporting the
waman during and after pregnancy

+ providing information about pregnancy for partners as well as pregrant
wWarmen

s displaying positive images of partnes involvement [Tor example, on nolice
boards and in wailing areas)

s providing sealing in consullation rooms Tor both the waoman and her partner

= = ¥ F]

oomdition SR notica- of -righis). a3



Antenatal care (NG20M)

+ considering providing opportunities for partiers 1o attend appointments
remalely as appropriate.

For a short explanation of why the commities made the recommendations and how
they might affect practice, See the ralionale and impact sectlion on invalving parners,

Full details of the avidéance and the commilles's discussion ans in evidenos meview C:
invalving pariners and evidence revies B approaches o information prosision.

1.2 Routine antenatal clinical care

Taking and recording the woman's history
1.2 Al the first antenatal [Booking) appainiment, ask the waman aboul:

« her medical higtary, obstetric histary and Tamily history (ol bath bislogical
parents)

+ previous ar current mental health concerns such as depredsion, anxiety,
severs mental ibness, psychalogical trauma ar psychiatrie treatment, to

+ current and recent medicings, including over-the-counter medicines, haalth
supplements and harbal remedies

o allergies
+ her oocupation, discussing any risks and concems

+ her familly and home situation, avalable suppart network and any health ar
piher igsues alfecting ber partner or family members (hat may be significant
far her health and wellbeing

« olher peaple wha may be involved in the care of the baby

ol bon SR notkca- of righns]. a3



Antenatal care (MG201)

= contact detals for her partner and her next of kin

+ Taclors such 85 nutrition and diet, physical activity, smoking and lobacco use,

alcohal consumplion and recreational drug use [See also fecommendations
Ll3.8and1.3.0).

lzz Consider reviewing the woman's presious medical records if nesded, mcduding
recards hiedd by other healthcare providers.

123 Be aware thatl, according to the 2020 MERRACE-LIK reporls on matermal and
perinatal martalily, women and babies from some minority ethnic backgrounds
and thase wha live in deprived areas have an increasad risk of death and may

feed closer monitoding and additonal suppart. The repans showed that:

« tompared with white wamen (B1100,000), the risk of maternal death during
pregnancy and up to B weeks after birth is:

— 4 temes higher in black wamen {34900,000)
— 3 tmeEs higher 0 woimen with mixed sthnic background (25100,000]

— 2 times higher in Astan wamen [15/100,000; does nat include Chinesse
W ]

= compared with white babées [34.,10,000), the stillbarth rate is
— mare than twice a5 high in black babees (7410,000)
— amund 50% higher i Asian babees [53740,000)

& WO I'li'lg in IhEm:‘l-ﬂEp-l'i'l.l'Eﬂ grags (15M100,000) are mare than
25 tifmes mare likely ta die compared with woenen living in the least deprived
aregs [6/100,000)

+ the stllbirth rate increases accarding 1o the level of deprivation in the area
the mather Fves in, with almost twice a8 many stillbarths Tar wormen living in
the most deprived areas (47/10,000) compared with the least deprived areas
(26/10,000).

124 If the waman or her partner smakes ar has stopped smaking within the past

oordBonsEnotica=of -righis]. a3



Antenatal care (MG201)

125

1Z2E

127

128

129

12W

Emhs,t-ﬂerar-ﬂerral o HHE:Ei‘tn-pSmnhi'rg Services in ine with the NICE

Ask the woman about domestic abuse in & kind, sensitive manner at the first
amenatal [boaking) appointment, o at the eafiest appartunity when she is alone.
Ensure that there is an oppertunity 1o have a privale, one-la-ane discussion. Also

mthwwwmmw

Assess the waman's risk of and, if appropriate, discuss female genital mutilation
(FGM) in  kind, sensitive manner. Take appropriste sction in line with UK

Refer the woman for a clinical assessment by & doctor 10 detect cardiac
conditions if there is & concern basad on the pregnant woman's personal o

mymmalm-mmmww

Refer the woaman 1o an obstetrician of other redevant doctor il there are any
medical canterns of if review of current long-Lednm medicines i3 nesded.

ANer discussion with and agreemenl [rom the woman, contact the woman's GP 1o
share information about the pregnancy and patential concemns of comphications

during pregrancy.
AL every antenatal appainlment, Carmy oul & risk assessment a5 follows:

+ a3k the woman aboul her general health and wellbeang

+ ask the woman jand her pariner, if presant] if there are any cancems they
v Ll ke 10 discugs

« provide a sale environment and oppartunilies for the woiman to discuss
tagics such as concerns at home, domestic abuse, conterns aboul the birth
ifor example, il she previously had & traumatic birth) or mental haalth

condibonERnotica-of -righis]. &3



Antenatal care (NG2IT)

COMmEErms

« review and reassess the plan of care for the pregnancy

= jdentily wormen who need additional care,

Far guidance on ofganising, planning and providing care and support far
pregnant wamen who are approaching end of e and their carers, see
the HICE ouide it for aduga: sand "

1ZMm Al every antenatal contact, update the woman's antenatal records to include
details af history, test resulfis, examination findings, medicines and discussians.

For a sharl explanation of why the commitiee made the recommendations and how
they might affect practice, s the rationale and impaci seclion on laking and
mecarding the waman™s higlory.

Fisll chelails of the avidence and the cammitbes's discussian ane in evidencs fdview &
cofilEnl of antenstal sppainimeants

Examinations and investigations

1212 A1 the first face-lo-Tace antenatal appoantmednt:

# OfTér to mesasine e waman's |'|Ei-ﬂ'|l amd \'I'Ei-ﬂ'll and caleulans h-l'.'d'ﬁ' mass
[5T= [F

« offer a blood test o check full blood count, blsdd group and rhesus D SLatus.

1213 Al the first antenatal [bBoakingl appaintment, discuss and shade information
about, and then offer, the following screening programimes:

s MHS inleclious diseasas in prgnancy Sersening programme (HIV, 3y philis
and hepatitis B)

o MHSE sickle call and thakasssamia scrdeding prodqramime

s MHE leial anomaly Schsening programime.

coredition SR notica-of -righis). 83



Antenatal care (MG201)

Infarm the waman that she can accepl or decling any part al any of the
sefeening programmes of fered.

1214 Offer pregnant waomen an uilfasouwnd Scan 1o take place batween 11+2 wesks and
12+1 weeks tac

+ determine gestational age

+ detect mulliphe preghancy

« and il I!IFII!I‘.'-H Tar, soresn Tar Down's !j‘l‘lﬂfﬂl‘l‘lt_, Exira andts” !!.I'I'Idl'ﬂll'l'l! amd
Patau's syndrome (see the NHS (e1a) anomaly screening programene).

1215 Offer pregnant women an ulirasound Scan 1o take place between 18+0 weeks
and 20+8 wesks 1o

« screen for fetal anomalies (see the NHS fs1al anomaly screening programme)

« determine placental lacation.

1218 Al the antenatal appointment at 2B weeks, affer:

+ & biood test to check full blood cownt, blood group and antibodies

+ anti-D prophylaxis to rhesus D-negative women who ane not known Lo be
:-mﬂl-.m:l 1o the rhe:u: D zmlgen in line with W

1217 If there are any unexpecied resulls from examinations or investigations, offer
referral accarding o local pathways and ensure appropriate information provision

and support.

L] . = Y E .
comdibon =R notca-of f'!;rﬂil. 83



Antenatal care (NG20T)

For & shart explanation af why the commillee made the recommendationg and how
they might affect practice, sae the ralionale and iMmpact Seclion on axammalions amnd

investigations.

Full dhetails of the avidence and the cammilles's discussion ans in evidencs maview &
codilenl af antenalal appainimenls

Venous thromboembolism

1218

1273

1230

desess the waman's risk Tactars for venous thromboembalism & Tk first
amtenatal [boaking) appoimment, and after any hospital admission or significant
health event during pregnancy. Consider using guidance by an appropriate
professinnal body, for example, the Boval College of Obsteltricians and
Fpnaecokoqists’ quidaline an reducing the risk of venous ThrambBoesmbalism
AUFinGg Bregrancy.

FNP'E-EMI'H. warmen Wi are admitied o a HEIEI-FIiE.Hl aor & midvife-led unit, saa the
gaclian on nlervenlions fod pregiant vwoamen and wamen sho gave Birth aor had a
midcarridgdage ar lerminaian ol pregnancy in he past § wesks in e ICE guideline
an vanals thromboambolism in ower 185,

Fod wiodmeen &1 fisk of wenous thiomboembalism, offer referral to an abalalrcian
for fTurther managemenl.

For a short explanation of why the commillee made the recommendations and how

they might affect practice, see the [ationale and iMpact Section on venous
thrombaembolism.

Gestational diabetes

123

At the first antenatal [baakingl appointment, assess the woman's risk factars far

= I
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Antenatal care (NG20T)

1222

g!&!ﬂiﬂl‘lﬂl diab==tes in line with the recommeEndatons on gestational digheies
risk assessment in the MICE quideline on diabelss in pregnancy.

It & worman is at risk of gestational diabetes, affer referral for an oral glucase
loleramnce test to take place betwean 24+0 weesks and ZB+0 weaks in line with
A H 0 A . 3 I O - ) HHM

diabetas in pregrancy.

For a shart explanation of why the commillee made the recommendations and how
they might affect practice, see the ralionale and impact seclion on gestational
diabeies.

Full detads of the avidance and the cammillea's discussion ane in evidenos meyisew G:
conlenl of anbenalal appainimants

Pre-eclampsia and hypertension in pregnancy

1223

1224

1235

1235

Al the first antenatal [(baaking] appaintment and again in the 2acand rimester,
asgass the woman's rigk Tactars far FI-I'E-I‘.'-I:IHI'I'IFﬂi-E,. and advise thase 8l risk bo

LEE LT E!]ﬁl'il'l im e with the s=ction cn antiplatelet agems in the NICE guideline an
Fypariengian in pregrancy.

Megturea and recard the woman's hl-l!l-l'.'ﬂﬁl't-ﬂll't an avary rautine face-1o-Tace
antanatal appointment using a device vahdated for use in pregnancy, and
I'I:lh'ﬂi'lg the recomimendalions on mMeasuding bloocd peedaure in the NICE
quideline an hyperiendon in sdulis.

For weormen under 20+0 weaks with Ir!.l'tl!rlﬁ'lﬁfﬂ'l, Pl the recammendations an
the management of chronic hivpearien2son in pregnancy in e MICE guidaline an
Fvpariengian in pregrancy.

Refer wormen aver 20+0 weeaks with a first episode of hypertension (blood
pressune af 140/80 mmHg or hegher) to secandary cane 10 be seen within

24 hawrs. Ses the recaommendatians an diaqnoseng hyperlenson in e HECE
fuidelinge an hypertendion in adulis.
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1237

1238

Urgently refer wamen with severs hypertension (blood pressure af 160/
110 mmHg or higher] 1o secondary cane lo be seen an the same day. The wgency
of the referral should be determined by an overall clinical assesament.

Offer & urine dipstick test for proteinuria at every routine face-to-Tace anlenatal
Appointment.

For a shor explanation of why the commiliee made the recommendations and how
they might affect practice, See the ralionale and impact seclion on pre-eclampsia and
hyparlansson in preaqnancy.

Full details of the evidence and the commilted's discussion ane in evidencs mview K
identification of hyperiansion in preqnancy and evidence review G: conlent of

antenatal appointmenis.

Monitoring fetal growth and wellbeing

1238

1230

123

12=%

Offer & rick assesement faor felal growth resiriclion &t the firat antenatal (baaking)
appointment, and again in the second imester. Consider using guidance by an
appropriate professional or national body, Tor examgle, the RBoyal Collegs af
CDhatatriciansg and Gynaacalogisis' qusdelire an (he nyestigalian and
managemant of the small-for-gestational-age eius ar the MEHE saving babies
liwas care bundle warsion 2.

Offer symphysis Tundal heighl measurament a1 aach antenatal appaintmeant afles
24 +0 weeks (but no more frequently than every 2 wesks) for waomen with a
singleton pregnancy unkess the woman is having regular growth scans. Plol the
mMesdurefent oo a growth chart in e with the NHS saving babies' lives care
bBumdla wardion I

If there are cancerns that the symphysi fundal height is large for gestational age,
congider an ultrasound scan for fetal growth and welbeing.

If there are cancerns that the symphysi fundal height is small for gestational
age, olfer an ultrasound scan Tor Tetal growth and welbeing, the urgency of
which may depend an additional elinical findings, for example, reduced fetal

comdliben S ot a=of -righns). a3
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mavements of raised matemal blood pressure.

1233 Do not routinely offer utrasound scans after 28 weeks for uncomplicated
singleton pregnancies.

1224 Discuss the topic of babies” movements with the woman after 24 +0 weeks, and:

o ask il she has any concerns about her baby's movements at each antenatal
contact after 24+0 weeks

o advise her 10 contact malerndly sarvices at any time of day or night if she has
any concerns about her baby's movements or she notices reduced fetal
movements after 24+0 weeks

o assess the woman and baby if there are any concerns about the baty's
movements.

1235  Service providers should recognise that the use of siruciured feial movement
Avareness packages, such as the one studied in the AFFIRM trial has not been

shown to reduce stilbirth rates.

For a short explanation of why the commiltee made the recommendations and how
they might affect practice, see the rationale and impact section an monitoring fets
growth and welibeing.

Full detadis of the evidence and the committee's discussion are in:

o evidence review O: monltoring fetal growth

o evidence review P: fetal movemeant monitoring

o evidence review Q- routine third trimester ultrasound for fetal growth.

Breech presentation

1235  Offer abdominal palpation a1 all appaintments after 36+0 weeks 1o identify
possible breech presentation for women with a singleton pregnancy.

coogvonsenotica-of «oghts). 83
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1237 | breech presentation is suspected on abdominal palpation, offer an ultrasound
scan o determine the presentation.

1238 For women with an uncomplicated singleton pregnancy with breech presentation
confirmed after 36+0 weeks:

« discuss the different aptions available and their benefils, risks and
implications, ineluding:

— external cephalic verson (1o tumn the baby Mrom bottom o head down)
— bresch vaginal barth

—  ‘lettive castarasn birth

+ Tor wormen wha prefer cephalic (head-down) waginal birth, affer external
cephalic version,

For a sharl explanation of why the commili=e made the recommendations and how
they might affect praclice, Lee the rationale and impact Ssection on braech

e Sen L0,

Full details of the avidence and the commities's discussion ane in evidenos myiew L:
denlification of biesch presentalion and avidence revied’ M: managemeanl of bieach

[Bresen LTSN,

pondibonsEnotca-ol -righnsl. &3
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1.3 Information and support for pregnant women
and their partners

Communication - key principles

1.:1

133

133

134

When caring Tor & pregrant waman, listen 1o her and ba responsive o her neads
and preferemces. Aot see the NICE gudeline an palient experiencs in sdult HEHS
SarycEs, in |'.'|-H"I.i¢Li.BI' the secliong on comimunicalian and micrmaticn, and the
MICE fisdaline an shafad decitan making.

Encure that when affering any assessment, intervention of procedune, the risks,
benefits and mplications are discussad with the waoman and she is awane that
she has a right to decline.

Wamen's decisions shauld be respected, aven when this & contrary o the views
afl the heafthcare professional.

When giving women [and their pariners) information about antenatal care, use
chear language, and tailor the timing, cantent and delivery of information o the
nesds and preferences af the woman and her stage of pregnancy. Informatian
should suppart shared decision making betweean the woman and her healhcare
team, and be:

« offered on & one-1o-ofé of couple basis
« supplemented by group dicussions (women andy or women and partners)

& gupnlamenied h]' wiillen infarmation in 8 suitable format, Tar exampls, ﬁgitﬂ,
printed, brafle or Easy Read

« offered throughout the woman's cane
+ individualiced and sensilive

= Siuppartive and respectiul

s Eidence-bddad and consicbent

« ranslated ina other languages il neaded.

oorsdibonsSFnotica-of -righns]. a3
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For more guidance on communication, providing infomation (including

different formats and languadges), and shared decision making, see the NICE
ik . . : L NHS icas and the NHS

! ible Inf —T——

135 Explare the knowledge and understanding that the woman jand her partner) has
about each topic to individualise the discussion.

13E Check that the woman (and her partner] understands the information that has
been given, and how it relates 1o them, Praovide regular opportunities to ask
guestions, and sel aside anough Gme 1o discuss any concems.

For a sharl explanation of why the commillee Mmade the recommendations and how
they might affect practice, see the rationale and impacl seclion on cofmfmunicalon -

ey principles.

Full detals of the avidence and the cammiliea's discusgion ane in:

= svidence review B: approached bo nformalion provigion

= svidencs review A infamalion provision

=+ pyidenos reaview J: relerral and delivery of anlensial cans.

Information about antenatal care

137 Al the first antenatal [bookingl appointment, discuss antenatal care with the
waman [and her partner) and provide her schedule of antenatal appontments.

138 Al the first antenatal [booking) appointment (and later il appropriate), discuss
and give infermation an:

« whal antenatal care involves and why il i important

+ the planned number of antenatal appointments

= = I ] ¥

e ety b= e B e A g3



Antenatal care (MGE300)

where antenatal appointments will take place
which healthcare professionals will be involved in antenatal appoiniments
how te contact the midwifery team for nan-ungent advice

haw 1o contact the I'I'IH‘I.-Ei"I'Il'IZ‘ﬁl Sargice abaul I.l'g!l'l‘l comnceams, such ag pﬁ'l
and bleading

EI-I‘.'I'EH'IiI'I-g programeTses whial blood tests and ultrassund scans ane afferad
ard why

hevw the Baby develops during pregrancy
what 1o expect al sach stage of the pregnancy

physical and emotional ehanges during the pregnaney
mental health during the pregrancy

relationship changes during the pregrancy

Mo the worman and her partnes can suppar each other

immmunisation for u, pertussis (whoaping cough) and other infections (for

example, COVID-13) during pregnaney, in fne with the NICE guideine on [y
B : o
o — ecti e

infections that can impact on the baby in pregnancy or dufing birth {such as
group B streptococcus, herpes simplex and cylomegalovins)

reducing the risk of infections, for example, encouraging hand washing

gafe use of medicines, haalth supplemants and herbal fefmedies durng
pregnancy

resounces and support for expectant and new parents

et Lo el iy Rowch wilh local of Ratiohal peer SUpport Services,

135 AL the first antenatal [booking) appaintment, and later i appropriate, decuss and

corditicn SR notca-of -rights). &3
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give information about nutrition and diet, physical activity, smoking cessation and
recreational drug use in a non-judgemental, compassionate and persanalised

way. Suthemnmmummnmmmwm

1330 Arthe first antenatal (Dooking) appointment, and later ¥ appropriate, discuss

alcohol consumption and follow the LK Chief Medical Officers’ loverisk dooking
quidelings. Explain that:

o there is no known safe leved of alcohol consumption during pregnancy

« drinking akcohol during the pregnancy can lead 10 long-term harm to the baby

« the safest approach & to avoid alcohol altogether 1o minimise risks 10 the
baby.

1311 Throughout the pregnancy, discuss and give information on:

physical and emotional changes during the pregnancy

relationship changes during the pregnancy
how the woman and her pariner can support each other

resaurces and support for expectant and new parents

how the parents can Rong with their baby and the impartance of gmotonsl

atlachment {aiso see the gaction o0 promoting emotional sttachment in the
NICE quideline on pesinatal cars)

o the results of any blood of screening tests from previous appointments.

1312 See the NICE guiddine on pelvic floor dysfunction for guidance on:

* peadding infonmation stout pedvic floor dvafunction (recommendation 11.6)
o pelc oot muscle Lraining during and aflel DIEANANCY.
1313 After 24 weeks, discuss babies’ movements (See also soommendation 1.2.34).

cornnoas:mn of- nm-s) X a3
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124

1215

126

1297

1278

1218

Before 28 weeks, start talking with the waman about her birth preferences and
the implications, benefits and risks of different oplions (Ses the saclion on

planning phsce of birth in the WICE guideline on intrapartum care and the seclion
an planning mode of birth in the MICE quideling on caesaraan birlh).

After 28 weeks, discuss and give information on:

+ preparing for labour and birth, including information aboutl coping in labaur
and creating a birth plan

. PecogRising active labour
« the pastnatal period, ncluding

— eare of the new baby

— the baby's feeding

— witamin K prophylaxis

—  newbarn sereening

— postnatasl sell-care, inchuding pelvic Noor exercides

— awareness of mood changes and postnatal mental healh.

Also see the NICE quideline on postiatal care.

From 28 weeks onwards, as approgriste, continue the discussions and confinm
the waman's birth preferences, discussing the imglications, beneflits and risks af
all the aptions.

From 3B weeks, discuss prolonged pregnancy and oplions on how 1o manage
this, in line with the RICE guidefine on inducing laBour.

See the MICE guideline on preterm kabour and birth for women at increased risk
al, & with l‘.ll'I'IFI'IIﬂ-I'I'I!: and !lgl‘ﬂ -tlf,[H'EI-H'l'I'I labows [bafone 37 weaks], and women

having & planned pretesm birth,

Provide appropriate information and support for wormen whose baby is

cordition SR notica-of -righisl. a3
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confgidensd 1o bé &1 an increased risk of neonatal admissian.

For a sharl explanation ol why the commillee made the recommendations and hiow
ey might affect practice, See the ralionale and impact seclion on inloimatian aboul
antanalal cans.

Full detals of the avidence and the commitles’s discussion ane in:

= Eyidence review & infomakon provision

= pyidence review B: approsched bo nfonmation provigion

= pvidencs review O invalsing partners

= Evidenicos feview O peai ippar

= pyidencs paview & canbent of anlenatal appointments

= pyidencs ravigw J: referral and delivery of anlanatal cana

= gyidence raview P Telsl movemanl monilomng.

Antenatal classes

1320 Offer nulliparows wamen [and thair partners) anenatal classes that include tapics
Saich a5:

« preparing for labouwr and birth
+ supporting each other throughout the pregnancy and alter birth
s common events in labowr and birth

« how to care Tar the baby

w o the panents can bond wilh their baby and the mpartancos of emaotional
aitachment (alot See the seclion on promoling emaolional atlachmant in ihe
MICE guideline on pasinalal care

= = I a ksl d
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* pl.nrmng and mn.ugmg thesir hﬁby': feeding [.ulfu:- SEE 1hew

1321 Consider antenatal classes for multiparous women [and their partners) f they
eould benafit Trom altending (Tfor example, if they have had a long gap betwesn
pregnancies, of hve never aitended antenatal classes befode),

1322 Ensure that antenatal classes are welcoming, accessible and adapled 1o meet the

needs of local communities. Also see the gaclion on young pregnant women soed
R —— | pr——

For a sharl explanation of why the commitiee made the recommendations and how
they might affect practica, See the rationale and impact seclion an antenalal classes,

Full details of the avidance and the cammittées's discussian ans in evidenos meview E:
antenalal clatses and avidance review B approachas 1o informalion prosision.

Peer support

1323 Diseuss the patential benefits of peer support with pregnant wamen [and their
partmers), and explain how it may:

« provide practical support
« help to buid confidence
o reduce feslings of solation.

1.324 Offer pregnant women [and their partners) nformation aboul how 10 access |ecal
and natonal el SUPRGT Services.

For a shar explanation of why the commilies made the recommendations and how
they might affect practice, See the rationale and impact Section on pesr Support.

Full detals of the ayidence and the commitiea's discussion ane in evidencs review Ot
peer support.

oordibonsEnotca-of -righns]. a3
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Sleep position

1335 Advise wamen 1o avoid goang (o Sléesp on thel back after 28 weaks of preghancy
and 1o consder using pllows, fof example, to Mmaintain their position whilke

sheEping.

1326  Explain 1o the woman thatl there may be a link between gaing to sleep on her
back and atillbirth in late pregrancy (after 26 weeks).

Fﬁﬂmtﬁﬂﬁlﬂthﬂ I!I['llhj' the commiliee made the recommendations and how
they might affect practice, see the [aticnale and impact section on sleep position.

Full details of the evidence and the committee's discussion ane in gyidence review W,
| iion duri

1.4 Interventions for common problems during
pregnancy

Nausea and vomiting

141 Reassune woamen that mild o moderale nausea and Yomiling are commaon in
pregnancy, and are likely 1o resolve before 18 1o 20 weeks.

1432 Recagnise that by the lime wamen seek advice fram healthcare prolessionals
about nausea and vamiting in pregnancy, they may have already tried a number
of different interventions.

143 For pregnant wamen with mild-lo-moderate nauses and vomiting who prefer a
non-pharmacological option, Suggest that they try gingsr.

144 When considering pharmacological treatments for nausea and vomiting in
pregnancy, discuss the advantages and disadvaniages of different antiemetics
with the warman. Takes ints saceount Ber preferanpces and hesr EI!FIII‘.'fiEl'lv.".'E with
trestments in |'.'IrE'I.'i-I‘.'l.I!. ﬂ'ﬂ;ﬂ.ﬂﬁﬁtﬂ. Boes ftabds 1 on the advantages and
disadvaniages of differan pharmacolaqical reatments for rauses and vamiling

omdibion =R notca-of -righis]. a3
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in pregnancy o support shared decision making.

145 For pregnant wamen with nausea and vomiting wha choose a pharmacalogical
treatment, offer an antiemetic tﬂumwwmﬂmﬂ:s

14E For pregnant women with moderate-to-severe nauses and samling:

« ponsider infravenous fluids, ideally on an outpatient basis

« cafsider acupressune a5 an adjunct treatment.

147 Consider inpatient care il vomiting is severe and not responding to primary care
ar oulpatient management. This will include women with hyperemesis
gravidarum. For mare Infnrrmﬂnnm mnruglrhg I'yperen'-e-u ya-.rn:larm Gisis (e

For a shorl explanation of why the commillee made the recofmimendations and how
they might affect praclice, see the rationale and impact section on naus=a and

vormilling.

Full dhstails of the avidéence and the cammilléd's discussion ane in evidenos meview B
rdandgersenl of nouses and vormiling in preqhancy.

Heartburn

148 Give information about ifestyle and dietary changes lo pregnant women with
heartburn in Bne with the section on common skements of care in the NICE
guideling on gasiro-oesophageal reflux diseass and dyspepsia in adulls.

a4 Consader & trial of an antacid or alginate for pregnant women with heartbum.

cordiicn s notca-ol-rightsl. &3
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For & sharl explanation of why the commilles made the recomfmendations and how
they might affect practice, ses the rationale and impact section on heariburn.

Full detalls of the avidence and the commities's discussion ane in evidencs review 5
ifand qedment of hearthir in presghancy.

Symptomatic vaginal discharge

1430 Advise pregnant women who hasve vaginal discharge that this is commoan during
pregnancy, but if it iz sccompanied by symploms such as Rehing, soreness, an
unpleasant smell of pain on pasding wine, there may be an infection thal needs
1o be imvestigated and treated.

141 Consider carrying oul & vaginal swab for pregnant wamen with symglamatic
waginal dischange ¥ there is doubt aboul the cause.

1412 If & sexually transmitted infection is suspected, consider arranging appropriate
iFvestigations.

1413 Offer vaginal imidazale [such as clotrimazale or econazobe) to treal vaginal
candidiasis in pregnant wonmen.

1414 Consider oral of vaginal antibiolics to treal bacterial vaginosis in pregnant women
ir1 liree with e MICE guidaling an antimicrabial Stesardship.

For a sharl explanation of why the mmnit‘tee friade II'|-|! wnﬂaﬂmsﬂ bty
they might practice, see the (sl :
ducharge.

Full details of the evidence and |he cammilles's dlm.'dnn ane in gyidence raview T

comclibon s nothca-of -righs]. a3
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Pelvic girdle pain
1415 For women with pregnancy-related pelvic girdle pain, consider referral 1o
phygiatherapy services for

« pxercEe advice andjor

+ & nan-rigid lumbopelvic bell.

Fuuﬂmr‘terpimathn I!Ilhh!" thee commitiee made the recommendation and B it
maght affect practice, see the falionale and impact section on gelvic girdie pain.

Full details of the evidence and the committes's discussion ane in gyidence reviev L
f Ceivic cindle pain |

Unexplained vaginal bleeding after 13 weeks

1418  Offer anti-D immunaglebulin o women who present with vaginal bleeding after
13 weeks of pregnancy il they are:

« rhesus D-negative and
# a8 sk of isoidrunisalion.

1417 Reler pregnant women with unexplained vaginal bleeding alter 13 weeks 1o
secondary care for 8 review.

1418 For pregnant wamen with unexplained vaginal bleeding after 13 weeks, assess
whether 1o admit them 1o haspital, 1aking ina acoournt:

the riak of placental abruption

the risk of preterm defivery

+ he woman's ability 1o attend secondary care in an emergency.

the axtent of vaginal bleeding

= = ¥ a bkl |
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1418 For pregnant wamen who present with unexplained vaginal bleeding, offer to
carry oull placental localisation by ulirasound ¥ the placental site is not known.

1430 Far pregrant wamen with unexplained vaginal bleeding who are admitted 1o
|'|I:IEI-|:|i'I..H|, congder cormcosienaids for fatal h.ll'rg maturation il thera i< an increasad
rizk of el S birth within 48 hours. Take imo sccount gu.ut'rmzl age |oEe |
Seclian on Maternal corlicostarosds in the NICE quideline an preterm |abaur Snd

143 C omsider ﬂi!.I:Llﬂ'l'lg he increased rigsk of peEienm barth with women who Rave
unexplained vaginal bleeding.

For & shorl explanation af why the commillee made the recommendations and how
they might affect practice, see the rationale and impact seclion on unexplained
vaginal blesding aler 13 weaks,

Full destadd of ihe avidance and the cammitles's discustion ams in evidencs mevisw
management of wnexplained vaginal bleading in pregnancy.

Terms used in this guideline

This section defines tenms thal have been ued in a particular way for this guide]ine.

Bonding and emotional attachment

Banding is the positive emational and paycholagical connection that the parent develops
with the baby.

Emational attachmenl refers to the relationship between the baby and parent, driven by
innate behaviour and which ensures the baby's proximity 1o the parent and safety. Its
develapment is & complex and dynamic process that is dependent on Sensitive and
ermolionally attuned parent inleractions supporting healthy infant psychological and social
development and a secure altachment. Babies form attachments with a variety of
caregivers but the first, and usually most significant of thede, will be with the mother andf
or Tathes.

ooreditien s notica-of -righns). a3
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Continuity of carer

Hawing continuity of carer means that a trusting refationship can be developed between
Ll woeman and the hesltheans |'.'II'I'.'I‘|'EE|!.iﬂI'I.I| wisd cares far her, Baiter Births, 8 I'EF!:IH. h}'
the Maticnal Maternity Review, defines continuity of carer as consistency in the midwilery
team {Betwesn 4 and B individuals) that pravides care Tar the waman and her baby
thraughaut pregrancy, labseur and the postnatal pericd. & named midwile coordinates the
care and Lakes responsibilly Tor ensuring that the needs of the woaman and her baby are
mel thrasghaul the antenatal, intraparium and posinatal pesods.

Far the pupogeE af this -El.iﬂ!“ﬂt-, defingtian tlf-i'.'l!ll'lrl'llJil'ﬁ' of carer in the Baller Hirths repadn
has been adapled to include not just the midwilery team but any healthcare team invalved
in the care of the woman and her baby. It emphasises the mpartance of effective
infarmation transfer belwean [he individwals within the team. For mone infarmation, see the
MNHS Implessenting Bailer Births: cantinuily of cares.

Partner

Partner refers o the waman's choden supporter. This could be the baby's father, the
waman's partmer, family member of friend, or aryone wha the woman Teels supparted by
and wishes 1o invalve in her antenatal care.

Shared decision making

Shared decision making is a collaborative process that invalves a person and their
healthcane professional warking together to reach a joint decision about care. It could be
care the person needs straightaway of care in the fulure, for example, through advance
care planning. See EMWMMW In
limses writh o ; i

Wﬂ;n |'|'I.!||!h'|'|||!!.r services, this I'I'I.H!.I'bE'I'E'lEI'I'Eﬂ to a8 inlonmed
decision making'

Structured fetal movement awareness packages

The sirectured fetsl movermsen asaraness FI.!I:".# deseribed in the Asaremness of fatal
movements and care package 1o reduce fetal martality (AFFIRM) trial consisted of:

+ an e-learning education package for all clinical staff about the importance of a recent

coreditionsRnotca-of righis]. &3
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ehange in the frequency af fetal movements and how 1o manasge reduced fetal
v ments

+ & |ealletl given 1o pregnant women &l 20 weeks of pregnancy 1o raise awareness of the
importance of monitoring fetal movemeants and reporting reduced movements

+ & structured management plan for hospitals following reporting of reduction in fetal
movement including cardiotocography, measurement of liguar wolume and a growth
scan [umbilical artery doppler was encouraged if available).

Coorad o SR ot e a-of regria). . &3
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Recommendations for research

The guidefine commitiee has made the fallowing recommendations for ressanch.

Key recommendations for research

1 Hospitalisation of pregnant women with unexplained vaginal
bleeding

Whal is the dinical and cost effectiveness of hospitalisation compared with outpatient
management for pregnant woren with unexplained vaginal blesding?

For a shart E!l.#ﬂ'lﬂtﬂl‘l af 'nh!,' the commitlee made this recommendation Tor
research, see the falionale section ¢n unexplained vagingl bleeding.

Full details of the evidence and the committes's discussion are in gyidence raview v

2 Medications for mild to moderate nausea and vomiting in
pregnancy

What is the clinical and cost effectiveness of medication Tor women with nausea and
vamiting in preghancy?

For a shart explanation af why the commitiee made this recommendation for
resaarch, Ses the ralionale saclion on naudes and womiling.

Full details of the avidence and the commiltes's discussion ans in evidenos mview B

management of nBuses and vermiling in pregnancy.

cooracliton S notica-of -righs]l.
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3 Models of antenatal care

What is the clinical and cost effectiveness of different models of antenatal cane with
varying numbers and times of appaintment, and should different models be wsed for
groups at risk of worse autcomes?

Fﬁ-ﬁmtﬁﬂﬂathﬁ I!Ilhh!p' the commitles made the recommeandation Tor research
about how 1o £1art antenatal care, see the [lionale section on slaning antenslal care.

Full details of the evidence and the committes's discussion ane in gyidence reviewy F.
sccessing anlenalal care.

For a shorl explanation of why the commillee made the recommendation Tor research
about the ideal number and timing of antenatal appointments, See the [alionale

saclion on antenaldl apeointments.

Full details of the evidence and the commiltee's discussion ane in gyidence review F.
SLCESSing AMenalal CArg.

4 Identification of breech presentation

What is the clinical and cost effectiveness of routing ultrasound from 38+0 weeks
compared with selective ultrasound in dentifying breech presentation?

For a sharl explanation of why the commitiee made this recommendation Tor
research, see the fationale section on breech presentation.

Full details of the evidence and the commiltes's discusdion ane in gyvidence review L:
dantification of } : .

5 Management of severe nausea and vomiting

What is the clinical and cost effectivaness of corticostensids Tor women wilh savere
RAUSEs and vomiting in preghancy?
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For & shorl explanation of why the commillee made this recommendation for
research, see the rationale seclion on nausea and womiting.

Full detalls of the avidence and the committes's discussion ans in evidencs review B

imand gedenl of nauses and vomiling in preghancy.
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Rationale and impact

These sections briefly explain why the commillee made the recommendations and how
they might alfect practice.

Starting antenatal care
Becommendations L1 1o 113

Why the committee made the recommendations

Mo relEvant evidence was idemified and 26 the commitlles made [he retammend Alons
based on thedr kiowledge and expanence, and aldo made & recammendation for reseanch
abaul how o Start anlenatal care. The committes discussed the ways in which wamen
should be abde 10 access antenatal care, bl agresd that the configuration details wauld
depend on local arfangements.

The commilles agresd that antenatal service planning should take into Sccount Women's
needs and circumstances, and should not discriminate against, for example, a limited
abiity 1o use and access online services, limited skills in English language of in Meracy, or
mot being registered with a GP surgery. The commillles were aware thal for Some wormen
in vulmerable sfuations ar with limited English language skills, there may be a delay in
accessing and starting antenatal cane.

The baaking appaintment shoud ceur by 10 weeks of pregnancy but the initial contact
and referral might have happened several weeks sarier, so the commillee agreed that the
referral contact should include provision of eary pregnancy infarmation, Tar example,
public health messages lor the woman about Tolic acid supplementation or stopping
smaking. It is alse important to identily women with specific needs ar risk Tactors early on
50 that appropriate care can be provided from the beginning.

The commiliee agresd that it is impartant (o have the contact details for the woman's GP
to ensure that information can be shared belwesn primary care and matlernlly Services so
that care is provided according 1o the waman's individual needs, and 1o identify potential
saleguarding Bsues.
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How the recommendations might affect practice

These is variation in current praclice in how wamen access antenalal care and the time
between women's first cantact with a healthcare professional and subsegquent Steps.
Emabling wormen o start their antenatal care throwgh various routes, including through
school nurses, communily centres or refugee hostels, may have some implicatians on
resources; however, thess should be autwesghed by the benefits of timely antenatal care.
The recammendations shauld improse limely access to antenatal care for women in
various Situations, and improve early recognition of specillic needs and sk factors 5o that
care can be planned.

Return o rescoemerendations

Antenatal appointments
Recommendatons 1.4 (o 1113
Why the committee made the recommendations

There was na new evidence 1o suppart changing from the exisling recommended practice
of wamen having their first antenatal [booking] appointment by 10+0 weaks

Same women only contact, or are refemed o, maternily services after 3+0 weeks, This
'late booking' may be particularly commean among some socially vulnerable wamen ar
warnen with limited English Bnguage skils. Based on their knowledge and sxperience, ths
commilles agreed that women wha contact, or ane referred to, maternily services afer
B+0 weeks should have 8 booking appointment ideally within 2 weeks so that early
pregnancy care, including information provision and screenings, can happen within the
right timelrame. The commitles agreed that & would be helpful to identily any underlying
lactors that may hase ed o the Tate booking So that the waman's need for potential
addilional support or care can be condiderad and that any potential inequality and
accessibilily Btues can be addiéessed.

There was no new evidence that led the committes to change from the existing

recommended practioe of arranging 10 appeintments for nulipanous wamen and

7 appointments for parous wornen. Instead, the commiliee made a fecommendation Tor
- gy = ] e g " H H ¥ % b= 3 H . imlmg
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Antenatal care (NG20T)

The evidence an wamen's experience and salisfaction in relation Lo the number af
antenatal appointments was mixed, but the commiltes agreed the importance of being
Mlexible 1o mesl women's needs.

Thers was evidence that women wha needed to use interpreters found the service to be
wirekable and inconsistent, S0 the oommilles: made & !].‘H‘."I:i'rlt recomemendatian
haghlighting that interpreters should atways be available when needed (including, for
example, al scan appoiniments] and that they should be independent af the waman and
not, far example, & family member ar a friend.

There was good evidence that women value having the same midwife throughout their
antenatal care, although the review did not look at the benefits and harms of continuity of
cares in relation to clinical- and cost-effectiveness outcomes. The NHS England’s fepert

1S, HTIRE] e DULS DITHES L TR SEN T == - 1 SN — & 1T . &L

' recommends continuily of carer by 1 midwile who is part of a Small
team ol midwives based in the community, 2o that they can gel 1o know the woman and
provide support o her throughoul pregnancy all the way 1o the postnatal period.

Various health professionals or providers may be invalved throughout the pregnancy, and
the commilles emphasised the need for good communication between different health
professionals and providers.

How the recommendations might affect practice

The timing aof the baoking appointment and the number of appainiments refllects curmant
clinical practice. The recommendation aboul women whao da nol have a booking
appointmeant arranged by 9+0 weeks may kad to more women attending booking
appaintments befare 11 weeks and it may slso reduce how long il takes 1o secure a
booking appointment. However, this may alsa be challenging far services Lo organise.

The recommendation about offering additional or longer antenatal appoinimeants
depending on nesd may lead 1o a small increase in the number of antenatal appointments,
bt thig is likely ta be negligible and patentially have benefis e on.

The recammendation on the use of nterpraters is nol new bul B not well implemeanted in
all units, 20 may invalve a change in practics.

In current praclice, providing continuity of carer can be difficult to achieve and there can

= = ¥ alkld
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be significant resource imphcations,; however, the recommendation reflects MHS England's
st rd alions.

The cammilles agresd that the recammendations would not resull in & majgor changs in
practice but should reduce variation in practice and improvwe cane for wamen.

BeEturm ko rescoamimend ations

Involving partners

Recammendations L1114 to 1.1.18

Why the committee made the recommendations

The commilles recognisad that women's home and Tamily cireumstances vary, and it s up
to the woman to decide who she may wanl 1o irvolve in her antenatal care. nvalving
partners is an important part of anenatal care, and the World Health Organization has
ermphasised the importance of engaging with partners during pregnancy, childbirth and
postnatally. The commilltee discussed the impact that a partner's support, lack of suppart,
of their welbeing can have on the wellbeing of the pregnant woman. The commilies
recoghided thal the woman's partner is often also an expectant parant and being involved
in the antenatal cane, if the woman so wishes, can provide infarmation and suppart Tor
Chem as wed.

The cammillés discussed thal partners can Tace many types of banmiers when engaging
with antenatal services. There was good quality evidence on partners” views and
experiences of antenatal care that showed that women appreciate being able to invalve
thseir partrers in antenalal care, bul that this can be difficult, for axample, because of the
partner's wiark pattems. Therefare, the cammilles agreed that the Services shauld
cansider adapting when to offer antenatal classes [Tor example, in the esenings or al the
weekends) o enable partners to be invalved if the waman wishes.

Evidence showed thal partneds can feel like bystanders in appaintiments il, for example,
there is fno space fod them o sil with their partner. The commilles agreaed ways that

antenatal services could promate panner invedvement. The commilles agréesd that
partners are not always given information, including an how parners can support the
woman during and after pregnancy, and the general pregnancy information that women
e
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Increased use of virtual platforms Tor appointments may alss imprave parners’
invaksermant in antenatal care. For example, this could enable the partner 1o attend
refmotiely if the waman has a face-to-face appointment, of for the couple 1o attend
together il She has a video appointment. However, the commilles recoghided that
evidence on video consultations and appaintments was not reviewed far this guideline,
and the benefils, harms and expediences related 1o them is impaortant 1o consider when
planning services, The committes also agreed that it is important o carefully assess any
potential inequalities issues that could be associated with video appointments, Tor
example, among people with sensary impainments of language bariers, minarity groups, of
in relation to access (o devices of inlernel connection.

How the recommendations might affect practice

The commillee agreed that the recommendations may increase and promole the
imvaliement of partners, while respecting the woman's decisions. The recommendations
are ol expected o have a large resource impact or be difficull 1o mplement althaugh
there may be some arganisational changes needed to support making the timing of
antenatal classes more fexible.

Return o rescormenendalions

Taking and recording the woman's history
Becommendations L21e 1L21]

Why the committee made the recommendations

The recommendations were nol developed by the usual NICE guideling systematic review
process. A new evidence review was nol considered necessary because the issues are
covered by other NICE guidelines, or there is no clinical uncertainty or significant resounce
impact. Where there might be a polential limited resouree impact, this could be justifiably
offset by improved oulcomes, avoidance of serious adverse oulcomes of addressing
inegualities. The recommeandations were based on commilles consendus on what is best
practice, &5 well &5 other existing NICE guidelines.

ﬂ'_'i!il'hgﬂ'lé warman aboul her pasl and Pres et conditicng and th'i!ﬂ-.‘.'ﬂ in relaion o
Pt gy sical, obetetric, payehalogical, emational and social health enables potential risk

oorsdibensEnotca-of -righis]. a3



Antenatal care (NG201)

factors 1o be demillied and managed. The commintes uSed their knowleddge and
experience o st the factors that should be discussed so that appropriate action can be
taken, and care talored to the woman's needs. For example, it is important 1o note which
pharmacological and non-pharmacological remedies the woman uses so that current
medication can be reviewed in light of pregnancy. It is important that women do mot
automatically stop using their regular medication without consultation. This discussion also
allaws for individualised advice an safe medicine use during pregnancy and can belp with
identilying any haalth istues that may have otherwise nal come up.

The commiltes also agresd that it is important to discuss the woman's home and famiy
giluation and the avalable support she has. There may be issues thatl can impact on her
wellbeing, for example, lack of support, illness in the familly or & pariners substance use
FE

Sametimes there may be a reason 1o review the woman's previous medical recards, for
example, when her previous maternily care has been in a different arganisation, she
camnnat recall detals of 8 polentially significant issue, of the discussion somehow triggess a
CarCErmL

The cammillées agreed That healthcans professannals shauld be aware of the
dispropartionate maternal mortality and stillbirth rates among wamen and babies from
black and Asian backgraunds and those Fving in deprived ansas, as highlighted by the
2020 MBARRACE -LIK reparts an maternal martality and perinatal mortality. This moneased
risk of death indicates thal interventions 1o improve engagement, suppart and closer
micnilaring need 1o be explored. Fulure research could halp understand the mechanisms
underlying these disparities and what interventions could improse the cutcomes. In
genaral, action an the wider determinants of health, including different social, ecanamic
and envirenmental factors, is also needed 1o overcome such inequalities.

The commiliee agreed that domestc abuse puls both the woaman and her baby at risk of
harm, S0 il is impoertant that all pregrant women are asked aboul it in & kind, Sensitive way.
Pregnancy can sometimes be & trigger Tor domestic abuse ar existing domestic abuse can
continue of worsen during pregrancy, 5o it is impartant thal wamen feel that they can
discloze it salely o that they can be supported, and interventions put in place ¥ nesded.
ARhough partmer imvelvement in antenatal care is welcome, it is also important 1o ensure
that there & an apportunity 1o discuss domestic issues privately with the woman.

The commiliee recognised the need Lo identily wamen who hase undergone female

E =} 1 a ] L | i ] L i L
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genital mutilation (FGM] or whose unbom baby girl might be at risk of FGM so that
appropriate safeguarding can take place. In the cantext of this guideline, this could be the
pregrant waman, of the unbar baby when there i3 a family history or tradflion of FGM.
Theres is a mandatory duty 1o report suspected or known FGM in under 185 The
Cepartment of Health and Social Care has produced & quick guide far healthcare
professionals on FEM saleguarding and risk assessment, which includes infarmation about
countries where FGM is practised, and practical advice on how Lo starl the conversation,

|dentifying underlying cardiac problems is mpartant because cardiovascular disease is the
leading cause of death amang wamen in 1.I'|-E LK dunng and afer pfemantg.r,atr:uﬂg 1o
the 2013 repnrl -

W Same wamen ae at a l-gher risk of undisgrosed structural cardise
problems, such as women with & family history of cardiac abnarmalities o wamen who
were braught up in & couniry with a high incidence of rheumatic fever. Clinical asssssment
cannat identity all cardiae problems thal cause matemal maortality, But it might pick up
struciural heart disease of concerns that warrant further investigations. Early identification
of underlying cardiac condilions allows thess women Lo receive appropriate care during
their pregnancy, childbirth and postnatal period, and patentially avoid poor oulcomes.

The commilles also agreed the importance of infarmation sharing betwesan the matemity
wnit and the GP, and agresing this with the woman. This is particutarly impartant # the
woman has sell-referred [because the GP may be unaware of her pregnancy), and il
warmen have 8 compbes medical, psychological ar social history (becsuse different
agencies may need 1o be invobeed in hes and hes baby's care).

Antenatal Hnﬁiﬂ-il'lh'l'lt'l'lt'.’l are ﬂp-p-tl'tll'lil.i-ﬂ lar cantinwed I'I'i!ll'll'l.ﬂ-l'il'l-g and rizk atsessment an
the health and wellbeing of the woman and her baby. They alsa alow for regular
regsgecamanis of women's anenalal care neseds and FI|E'IH-

How the recommendations might affect practice

The recommendations I.ur-gﬂ,' reflEct curent best FI'II:‘li.".L Clhnical assessment for cardiac
candiians 2 nat EI'I'!E]".’I dane Tar waden wha Yy bBe at an increased fisk o this
resoimmmendation I'I‘I-Iij'-l‘.‘hﬁ'lgt prm:ii:e by S axlenl. The number of woimen this
recemenendation applies 1o is refatively small and the petantially ife-saving benelit of 1his
simple examination autweighs the potential cost and resouwce mplications.
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Return o rescoamimendations

Examinations and investigations

Recammendations L2212 te 1.2.17

Why the committee made the recommendations

Mast of the issues are covered by national screening programmes of other NICE guidance,
50 Ao Mew evidence review was needed. The commillee agreed, by condensus, any other
recommendations where there is o clinical uncerainty of significant resounce impact.

The timing al thie ultrasound scans algrs with the NHS Talal anamaly soreening
RIGQrAMmmsE.

It i= impartant that wamen understand the patential mplications of each of the 1esis being
offered o that they have the opporiunity o accepl of declife.

How the recommendations might affect practice

The recammendations reflsct current practice and no change in practice B expecled.

Beturm i rescoamgmendations

Venous thromboembolism

Recommendations 1218 te 1.2.20

Why the committee made the recommendations

The cammilles based the recommendations on the evidence on independent risk factors
faf venous thramboembalism in prugnm:g.r. their Ir.ntrnludge and exper'iuﬁ:e and the HEE

Wﬂ]ﬂﬂhﬂn The evidence an 'ﬂ'l‘FfE"ﬂEﬂ'l risk factors
for venous thramboemibolism during pregnancy did nol assess the accuracy of tools used

to measure the risk, $0 the commillée recomimended thal ookl should meet certain quality
crileria. They agreed that an example of a taal that meght be uSed is the risk assessment
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toad i the Boyal College of Obstelricians and Gynascologists' green-lop quideline an
reducing the risk of wenous thromboembolism dunng pregnancy (2015), which s
I'."ﬂll'l'll'l'lﬂl"'h' used in praclics.

The cammittes highlighted some risk Tactars in the evidence review (blood type & or B,
miscarriage alter 10 weeks in the current pregnancy and history of previous blood
transfusicn) that aré mal llh‘l‘ﬂ!.l'!. 'I'II'_‘d-I'I'.'I-I!II'E'I.Eﬂ irba -.".I!II'I"II'I"!#I'IH.I' LUded ermus
thramboembolism tools. However, they agreed not ta include them specifically in the
recomemendations because it could grl.l'E & Talas il'l"lFII'E!.ﬁ:!-l'l that these Taciors wers more
iI'I"IFﬂI"I.II'I[ than others or esd o avariraalmenl

The commiltee agreed Lhal women assedded a5 being at an noreased risk of vwenous

thramboembalism should be alfered referral 1o an obstelrician so that a risk management
plan can be made, Tar Example, Starting thrombogso phylaxis.

How the recommendation might affect practice

The recommendation refllects current practice and nd change n praclice i3 expected.

Returm o rescormemendations

Gestational diabetes
Becommendations 122100 1.2.22

Why the committee made the recommendations

Guadance on rsk assessment Tor and dentification of gestational dabeles B covered by

How the recommendations might affect practice

The recommendation refllects current practice and no change in practice i3 enpecied.

Returm io rescormimendations
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Pre-eclampsia and hypertension in pregnancy

Recommendatons 1.2.23 to 1.2.28

Why the committee made the recommendations

Guidance on risk assessment and risk reduction far pre-eclampsia is covered by the MICE
guideline on hyperiension in pregnancy. Although the guideline imphes that pregnant
wamen will be routinely tested for proteinuria, it does nol explicitlly recommend this.
Therelare, the cammilles agreed that, in line with current practice, urine testing for
proteinuria should be offered at avery routine face-lo-Tace appaintment.

There was Bile avidence an the 5-&1.1.'!'19 and 1.-|‘.'-|‘:|'|r'|i-|:p.|E Foar rr'rmilnl'i'ng Blaod preafoire
during pregnancy, So the commities made the recommendations based on their
kr'ltrl'nlll'_'li'.lgnt amd -E!l.ﬁ-l‘.'ﬂﬂ'ltt Br'u!l t!!lﬂl!l'lg I'-H::E g.ln:lmr:e The cofmmitlse wera ammmm
[P Biliedt Ap : A b i 2
W Thl!hﬂt L bﬁ!ﬂ moted in H'*HEE.M&:M
bypertension i sdulls.

The commilles agresd thal monlloring blood pressune and testing for proleinunia al every
reuting face-la-lace antenalal appaintment enables hypertension and pre-eclampsia 1o be
identified and treated earty, which is impartant because they can have severs
CONSEQUENCES,

Guidance on care for pregnant women with gestational or chranic hypertension is covered
by the MICE guideling on hypertension in pregnancy.

How the recommendations might affect practice

The recammendation rellects curréent practioe and no change n praclice is expeciead.
Belurn o recomimendations

Monitoring fetal growth and wellbeing

Recammendatons 1.2.28 1o 1.2.35
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Why the committee made the recommendations

Risk assessment starting in early pregnancy enables increased monitoring of babies who
afe &1 an increased risk of Tetal grawth restriction, which is associaled with fetal marbidity
and I'I'II!II'IEE'I.]'. The commilles were aware of available risk asgesameant tools, swuch &% those
in the Boyal Colege of Obstetricians and Sy nastolagisls’ guidelinge on The invesligaian
and mandgemant of the small-Tar-gestational-age aius ar the NHES saving babies' ves
care bundle version 2.

Evidence shawed that ullrascund scans and symphnysis Tundal height measurement da not
accurately predict a baby being barn small or karge Tor gestational age. Howewer, the
commiltes agreed that the current routine practice of using symphysis fundal height
measuremant to manitor Tetal growlh should be used, because it is a simple and low-cost
intervention and can alert to further investigations when concerms arise about the baby
being either larger or smaller than expected for gestational age. When the symphysis
fundal height measuremeant is large for gestational age, uiirasound Scans could be used to
assess the size of the baby and the volume of amniatic Tuid. Small-far-gestational-age
babies are a1 an increased risk ol perinatal mortality and marbidity; therefore, when this is
suspected, Turther irvestigations should be done to monitar the growth and welbeing of
the baby, Laking inlo consideration the full cinical picture.

The commilles were aware thal many women may reguest rouline uitrasound scans in late
pregnancy, but available evidence showed no benefit from routine witrasound in |ale
pregnancy (from 28 weeks) for uncomplicated singleton pregnancies. Howeder, the
absence of effect Taund in the evidence does nol mean that there i3 definitely no effect.
Thens was alsa no evidence on maternal andety in relation to routine ultragound scanning.
The commitles were in favour of research on this in the Tulure; however, a
recommendation for research was nol prioritised because there is a good amount of
evidence on other key cutlcomes.

The cammilles ware gwars thal cases of slillbirth hasve been Biked io resduced fetal
movedments. Therelone, Structured fetal Movement Awarsness packages hase been alled.
Evidefics of the use of 8 siruciured Telal mdavemenl awarsness package, such as the o

described in the UK trial Awareness of fetal movements and care package 1o reduce fetal
mortality [AFFIRM], did not detect a reduction in stillbarths or perinatal mortality but did
lind that there were more interventions at birth, mcuding mone caesarean births and
inductions af labaur, and fewer spontanesus vaginal births. Another study from Sweden
compared giving & leafiet 1o pregnant women eaching them a method of being aware of

E = I ATl 1 | | . SO
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fetal movements, with usual care. Mo clinically mpartant benefits or harms were detected,
including no difference in perinatal martality, although there was a small, but statistically
significant, reduction in births after 41+6 wesks and Tewer cagsarean births. Health
ecanamic evaluation did not establish cost effectiveness for either of these struciured

awareness packages.

ARhough the available evidence did nol support the use of structured packages, the
commilles agreed that fetal movements should be discussed routinely and women's
concarms should be taken sariously. The commilles agreed that thers is no agreed
definition of nonmal fetal movemeants. Discussing the topic of babies' Movemants in the
wamb and how they change throughout the pregnancy can help wamen recognise
changes o their own baby's movement patierms. When there are concems, an assessment
ol the woman's wellbeing and the baby's wellbeing and size should be done.

How the recommendations might affect practice

The recommendations on fetal growth monlloring largely rellect cumment practice, although
in some matemity units it is comman to affer wamen with uncomplcated singleton
pregnancies ultrasound scans after 28 weeks 1o monitor the baby, so there might be &
change of practice for these units and some polential cost savings. On the other hand,
there may be same mone dcans due to suspected large for gestational age.

Current practice for managing reduwced fetal movements i€ to follow the MHS saving
babees' lives care bundle version 2. The recommendations in this guideline simiarly
emphasise the imparance of recognising and reparting concerns on fetal movements and
acting on those concems by assessing the woman and the baby.

Relurn o rescoimimendalions

Breech presentation

Becommendatons LEIE 10 1238

Why the committee made the recommendations

There was nat enough evidence (o suppart routing ultrasaund atl 36+0 weeks 1o
39+0 weeks to identily bresch presantation, so the commitiee did mol change the current
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standard practice of offering abdominal palpation with selective utrasound when breech is
suspected.

Because of the lack of evidence, the commiltes made a recommendation for ressarch 19
compars roulinge ulRrascund scans from J8-+0 weaks with Selective ultrasownd SCans.

In the case of breech presentation, the commilles agreed that a discussion aboul The
different options and their potential benefits, harms and implications is needed Lo ensure
an infarmed decision. Extemal cephalic version is standard practice for managing breech
pressntation in uncomphicated singlelon pregnancies at or alter 36+0 weeks. Head-down
vaginal birth is preferred by many wamen and the evidence suggests that extemal
cephalic version i4 an effective way o achieve this,

How the recommendations might affect practice

The recommendations reflect current clinical practice and no change in practice is
expacted.

Relurn o recomimendations

Communication - key principles
Becommendations 120 1o 136

Why the committee made the recommendations

The commillee agresd That the key principies of cafe in the antenatal perad are 1o Fslen
Lo wamen and hereq:rnrun-e be their nm:ls., in line with the rm:lmg: of the Dokandan

: : g1, and o
mal:lumnen o mﬂ:emlnmd :lerus.nna aboul their care, in line with the Monigomery
[uling. The committes emphasised that women should be supported in their decision
making even when their preferences and values differ from those of the healtheare
prafessionals.

The evidence did nol show & particular benefit from any one specific approach 1o giving
infarmation, afthowgh 1 study feund that supplementing information provided face-10-Tace
with anline infarmation increased knowledge. The commillles basad the recommendations
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on their knowledge and experience.

The caommiltea agreed that infarmation should meet the needs of the woaman, for example,
taking into account any language barrers, keaming disabilities or other needs. Most
antenatal care infarmation is given in & one-lo-one of couple discussion. Offering othes
formats to supplement this can help improve understanding and engagement, including
wiitlen materials and group discussions in antenatal classes or, in some cases, group
antenatal appaintments.

Thens was evidence thal woren value information that is relevant 1o their own
circumatances. The cammilles agreed that healthcare pralessionals should explare the
level and accuracy of the waman's [and her partmer's) existing knowledge and
understanding of the topic. The commilles discussed the importance of allowing sufficient
time Tar discussions.

How the recommendations might affect practice

The recommendations largely refiect cunment practice.

Relurn o rescoimimendalions

Information about antenatal care
Becommendatons 13710 1310

Why the committee made the recommendations

The commillee agréeed, based on the evidence and their knowledge and egperience, that if
wiamen are given information about antenatal care, their schedule of appointments and
what happens at different appointments and stages of pregnancy, they ane mare likely o
be engaged, fallow advice and share their concerns with healhcare professionals,

Thene was no evidence identified 1o inform the timing of information provision, but the
committes agreed that it is mpartant 1o have a staged approach and cover lopics relevant
to each Slage of preghancy.

The first antenatal (booking) appointment is an opportunily 1o discuss and share
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infarmation aboul various practical issues related 1o pregnancy and antenatal care 3o that
Lhvie worrsan kriows what 1o expect and haow 1o gel support. The evidence shawed that
partners alse value practical information throughout the pregnancy. For example, in
redation 1o sale use of medicines in pregnancy, the commilles were aware of the LK
Teralology nformation Service's informatian resources an best pse of medicinges in
pregnancy (bumgs).

The evidence suggested thal women want infarmation on how behavioural Taclars, swuch
as amoking, alcohal, diet and physical sctivity may alfect them and their baby's health.
The edidence also highlighted how emotional these topics could be Tar wormen and that
warnen may feel judged or patronised. The commilles agreed that it is important to have
these discussions in & sensilive manner thal supports individual wemen. Guidance an all
thess Eoues it covered by other NICE guidelings or government documents.

The cammilies recognised that pregnant wamen and their partners often loak far
infarmation and support Trom vanous sources, such as websites and not all of them are
necessarily evidence-based, 2o signposting 1o trusted resounces may be helpful

Thene was Soime evidence thatl womean and their partners valued infarmation and
discussion amund the transltian to parenthood, and the changes that pregnancy and
becoming a parent will bring to their life and relationship. The commitlee were aware af
various avallable resources that could be helpful Tor parents, particulaty new parernts.

The evidence shawed thal wamen want infarmation an their options far giving birth. The
-I'.'ﬂ-l'l'll'l'li!tbl‘.‘-&p'-l‘."tﬂ Lheal these ditscussions should 3tart, at the latest, around the start of the
thind Triafmes e, ﬂ-E-p-El'lliil'rn o T WA FI'-HEI'EI'L".H and circumstancas. The cofmfmilae
aqgresd, in Bne with the Monlgomery suling that discussing the implcations, bepafits and
risks i fundamental 1o making shared and informed decisions. Guidance on making
decisions about place of birth, made of birth and pralonged pregnancy are also coversd
by ather MICE guideiines.

Considering the amaunt of new information given at the beginning of antenatal care,
discussions around practical aspects related to labaouwr, childbirth and postnatal care ane
often more appropriate later on in pregnancy. Thene was some evidence that healtheane
prafessionals thought that praviding information on emotional attachment and banding
eauld improve wamen's conlidence and increase their preparedness for birth, Furthes
recommendations aboul pramaling emational attachment and banding, as well as planning

and managing infant feeding, are covered by the NICE guidsline on posinatal care.
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How the recommendations might affect practice

The recommendations will improve consistency of care and reinforce best praclice.

Return o recomimendalions

Antenatal classes
Becommendatons 121210 1.3.21

Why the committee made the recommendations

Evidence amang nulliparous wamen showed that women wha went (o antenatal classes
were more likely o have their cervik dilated by 3 em ar mare on admission 1o Bbour. &
dilated cervix on admission may reduce the need for interventions. This may indicate that
women who attended antenatal classes have betler coping sirategies and the conlidence
to deal with pain at home n the sarly stages of labaur. There was no evidence about the
most affective content for antenatal classes, 30 the commitiee made the
rescomemendations based an thesr expearisncse.

The commiltee recognised that there may be multiparous women who could also
particularly benefit from antenatal classes so providing them for these women should be
considened.

The commitles recognised thal some groups of women may be less likely 1o attend
antenatal classes [lor example, some women from low income or disadvantaged
backgrounds or minadty ethnic groups, o those for whom English is not their first
language]. The commilles agreed that in order 1o incresse engagement with antenatal
classes, service providers should ensure that classes are accessible, welcoming and
adapted 1o meet the needs of local communilies.

How the recommendations might affect practice

The recammendations reflect current praclice. However, adapling classes 1o the nesds of
the bocal communities might involwe Some resrganising of practices.

Returm o recormmendalions
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Peer support

Re:ammendations 1.3.22 and 1.3.23

Why the committee made the recommendations

The evidence showed that peer support could offer helpful and valuable care and
guidance during the antenatal period. There was evidence amang wamen fram particular
subpopulations, such as migrant women, women of lower Socioeconomic SIS, wamen
with intellectual disabilities, or younger women, and the commilles agreed thal pesr
SUpPOrt groups among wamen in similar circumstances might be particularly helpful

The commitles discussed that peer suppart, including group peer support, volurlesr peer
suppart, doula support and online suppart, is usually provided thraugh “third sectar
services, and they agreed that healtheare professionals shauld give women information
aboul how 1o contact local and national services. Although there was ithe evidence on
pariners' experiences of peer support, in the commilles’s experience, some pariness Tind
pear support sarvices for partners helpful.

How the recommendations might affect practice

The recomméendations reflect current bedt practics.

Return o rescormimendations

Sleep position

Recommendations 1.3.24 and 1.3.25

Why the committee made the recommendations

The evidence sugpested that there i an ncreased rak of stillberth and babées being bom
srmall for gestational age after 28 weeks il wamen fall adeap on their backs. The
commiltes agread that there B some uncertanty about this risk because the evidence
was from redatively small studies whose dedign made it difficull to assume that seep
position caused 1he adverse cutlcomes. The commilies recagnised that further research =
unlikely because canducting sufliciently powered prospective cahorn studies & not
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feasible giden the relatively low incidence of Stillbirth [1in every 244 barths in England and
Wales accordang ta 2018 Office for Mational Statistics [OMNS] data). The commilles aldo
moted that not all the included studies used the Same definition of Stillbirth and that only

1 study reporied data according 1o whether the stillbirth sceurred at tarm or a1 pretenm.
On balance, the commilles agreed that the evidence was strong enough 1o advise women
Lo try Lo avaid going 1o sleep on their back alter 28 weeks.

The commiltea knew fram their experience thal providing practical advice aboul risk
reduction is extremely mportant for pregnant women, They discussed reassuring wommean
aboul sleep pasitions, aids that could make it easier for pregnant women nol 1o go 1o sleap
B their backs and maintain this position when sheeping, for example, by using pillows.

The commiltes also agreed that the reason for this advice should be explained, and they
recognised the potlential anxety and fealings of guill that wommen may experience, for
example, if they wake up on their backs.

How the recommendations might affect practice

Healtheare professionals may need to spend mare time 1alking 1o women about sleep
position in pregrancy, but the recommendations are nol expected to have a significan
cosl oF MEsSOUrce mpact.

Return o restoimimendalions

Nausea and vomiting

Becommendalons 1aiio 147

Why the committee made the recommendations

Mausea and vamiting in pregnancy can alfect daily Tunclioning and guality of life, and can
cause significant worry and upsel. Based on their knowledge and experience, the
committes agreed that it is Fmpartant 1o reassune pregnant wormen who experience
mild-lo-moderate nausea and vamiting that thess are comman symploms in eary
pregnancy and will uSually seltle later in the second trimester.

Howeser, the commitles recognided thal marny pregnant women expect nauses and
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wamiting in preghancy and might even tolerate significant symplams and try vamious sell-
help approaches belare seeking medical advice. |t is therelare impartant 1o take it
seriously when women do seek help.

Same women prefer 1o use non-pharmacological treatments whereas others may prefer
pharmacolagical treatments, so both aplions are recommended.

Thene was Somée avidence that ginger is effective in treating mild-to-moderate nausea and
vamiting in preghnancy compared with placebo, and this may be an option particularly Tar
wamen who want 1o Iry & non-pharmacological oplion.

There was evidence on a wide variety of pharmacalogical reatments, many of which ane
commoanly used in cument practice. The avidence aon the medicines varied in guality and
lar sofe mMedicinges, no evidence was faund. Metaclopramde hydrochlonde was
supparied by goad quality evidence shewing that it was affective in improving symplams.
Ondansetron was also found 1o be effective in impraving symploms. A combination drug
with pyridoxine and doxylamine is curmently the only drug Fcensed for this indication, but
the avidence is wery old and of low quality and did not show a canvincing effect an
symplam improvement. Evidence on histamine H1 receptor antagonists was of very |ow
guality and nat particularly convincing. Studies on pyridoxine hydrochlonde shawed
dilfering results, with larges trials showing no impravement in symploms. No evidence was
identilied on the elfectiveness of cyclizine hydrochloride alone in pregnant wamen, so the
commilles made & - ' T Al

- nE= | S L e ] 1 TIES 2 IO [EH

The trestment oplions have dffement advantages and disadvantages, ineluding
effectiveness in relieving symploms, safely and others considerations, which have been
summarised in a table to help with decigion making. The commillee wed inflormation
available from the British National Farmulary [BMWF], the UK Teratology Infonmation Sendce
menagraghs and patient information leaflets, and the manufacturers' summaries of
praduct characteristics 1o inform women about the potential effects on the baby. The
commitles recognised that wamen are often concerned about the possible adverse
effects of medicines on the baby and that these should be diseussed in the context of
understanding the small risk of adverse culcomes unfelated 1o medicine use.

The evidence for treating the mone severe Torm of nausea and vamiting in pregnancy did
mol generally support any different trestment aptions fram those used far mild and
misderate nauses and vomiting in pregnancy. An exceplion was lor acupressure combined
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with standard care where the evidence shawed benefits in relieving symplams in wamen
wilth moderate-lo-Severs nauses and vomiling in pregnancy, which was nol shown Tar
wamen with mild and moderate nausea and vomiling. Therefore, the commities
recommended thal acupressure could be considered for women with moderate-lo-severs
mauses and vomiling &5 an addiional treatment.

Mo recormmendation was made an the use of corticosiensids as & treatment for seversa
mluseEs &nd 'I."tll'l"ll'l.-l'lg if pregrant wamean becalse, ﬂEH-FIiEE regagned i i arss, no
evidence was found 1o support s use. The commilles didcussed that aithaugh
corlicosterids have well-known harms, the beneflits can outweigh them s that same
wnils ude corticosteraids in sevens cates of naudtas and 'l'ﬂl'l'litil'hg-l'l pregnancy, and sa a
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Same women with moderale-lo-severs nausea and vamiting in pregnancy might need
intravenaus fluids. The evidence showed no difference in most oulcomes between offering
intravenaus fluids in an ingatient ar oulpatient setiting. OMering them lo an autpatient is
less expensive, reduces time spent in hospital and, in the commilles's expenence, is
generally prefermed by women. Inpatient care may be needed when severs nausea and
vamiting persists despite reatment. Hyperemesis gravidarum can have serious harmful
tonsequences, and treatment and care in hospital may be nesded. i should be noted that
this guideline anly covers treatments o manage nausea and vamiting in pregnancy, and
comprehensive management al hyperemesis gravidarum, which may include nutritional
inlersenlions, i< nol covened by thg guideline on routine antenatal cane.

How the recommendations might affect practice

The treatment options ane all used in curent practice but there may be 8 changs in
practice in encouraging shared decision making for different options. This may mean that
thase prescrbing medicines may need 1o spend mone time discussing the oplions with the
Waman.

An increase in giving intravenous fluids a< an oulpatient service instead of an inpatient
service could bring cost savings.

Helurn o recomimendations
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Heartburn

Recommendations 148 and 1.4.8

Why the committee made the recommendations

There was no evidence on whather giving Mestyle and diet information o pregnant women
with heartburn is effective, but the commiltes agreed, based on their own knowledge and
experience, thal i may help. This is supported by guidance for the general adult

popaulation in the MICE guidsline on gastre-oesoohageal reflyx diseass and dvipepsia.

The commilles recommended considering either antacid or slginate therapy Tar women
with heartburn in pregnancy because there is evidence that they are equally effective,
These medicines ane avalable aver the counter. Because the studies examined various
antacid and alginate remedies, the commillee agresed that they could not make a more
specilic recommendation.

The commiltes did nol make any recommendations aboul acupunciune or prolan pump
inhibitors (PPIs) because, athough there was sofme evidence that acupuncture is effective
in alleviating heartburn and that PP use in the Tirst trimester i nat harmiul to the baby, it
wias af wery low quality and nol good enaugh 1o Suppart recommending them o be used
routinely. In addition, there was no evidence on H2 receplor antagonist [H2ZRA) therapy to
treal heartbum in pregnancy.

How the recommendations might affect practice
The recommendations reflect current clinscal praclice.
Return o recomimendations

Symptomatic vaginal discharge

Recammendations 1L.430 s 1.4.14

Why the committee made the recommendations

There was Emited evidence an the effectiveness af reaiments for Symplormatic vaginal
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dischange in pregrnant wamen, 3o the committes used their knowledge and dinical
experience to maks the recommendations. The commities agreed thal Some wamen can
findd an increass in vaginal discharge distressing or uncomlonable, sa it is impartant 1o
reassure women that it is a narmal feature of pregnancy. Howeser, women should alss be
made aware of the symplams and signs of infection that may need further action, because
there is & small chance thal some infections could lead to complcations.

Candidiagis [thrush) is aften an easily dentifiable cause of symplomatic vaginal discharge
and &y fol meed & farmal il'l'l'-l‘.'-ﬂiglﬂi!n'l. However, ¥ theam i deaibl about the causs, &
vaginal swab could be used. It is impartant that passible sexually transmitted infections
are apprapriately investigated so that they can be treated, becauss they could have an

impact on the baby.

The evidence on antifungal treatment to reat symplomatic vaginal discharge because of
vaginal candidiasis was very limited, iridazale being the aaly drug class being studied.
Howeser, imidazoke {for El..ll'l'ﬂ!ﬂ!_. clotrimarole or sconaiole] was -t-ﬂl'lﬂifllh'l“!" sk o e
elfective.

The evidence an [ benefits and Rarms of antibiotics 1o traal !.]'I'I"Iptﬂl'l'ﬂt'l: '.l.ugin.ul
discharge due to bacterial vaginosis was also very imlled. There was only evidence on
oral amodeilin [which is nol commonly preseribed in curment practice for this indication)
and oral metronsdazoke. The commiliee ware guware of ayidence SMEang H!.lﬂ'lp-ttl'l'lll.ﬂ‘.'
populations that antibiatics are efMective in treating the underlying infection, but the
cormmittes agresd that it cannol be assumed that they wauld be effective in relieving
symplamatic vaginal discharge. The commiltes noted thal it is comman practice to
predcribe vaginal rather than oral antibiotics far this indication - in particular, clindamycin
of metranidazale. Combining this with ther knowledge and experience, they
recommended that sither aral ar vaginal antibiotics could be condidered. The NICE
quideline an antimicrabial slewardship ghves guidance on good practice in preseribing

antimicrabials.
Mo evidence was identified on the effectiveness of metronadazole 1o real symplomatic

vaginal discharge because of vaginal richomoniasis, therefore o recommendations were
made,

How the recommendations might affect practice

The cammilles agread Lhat the recommendations will renforce curfent best practice and
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sland andide cars,

Return o recoimimendalions

Pelvic girdle pain

Rezammendation 1 415

Why the committee made the recommendation

There was evidence of varying quality fram saveral randomised controlled trials that
mxercise advice fram & physiotherapial may reduce pain intensity and pelvic-resated
funclional disability. The committes recommended referral 1o physiotherapy sarvices
rather than to a physiotherapist because, in some cases infarmation and advice could be
given awer the telephone or inan email ar leter rather than in a face-lo-Tace appainiment.

Moderate guality evidence fram 1 randomised controlled trial showed that a non-rigad
lumbopetvic belt together with general information aboul anatomy, bady posture and
ergonomic atvice reduced pelvic girdke pain intendity, compared with exercise advice and
infarmation, and information anly. However, it did not have an impact on functional status
in daily activitkes. Mo evidence was identified aboul adverse effects of using a umbogelvic
belt. Prowiding & non-rigid lumbopelvic bell was alse found to be cost effective based on
an acanofmec evaluaton, bul because the clinical evidence base was limited, the
commitles agreed notl 1o make a strang recammendation.

The commitles agreed that there was not enough evidence 1o show that manual thesapy
alone had any benefits for wormen with pelvic gindle pain, o did not make a
recommendation. The commilles agreed that the evidence for acupunciune 1o treal pelvic
girdle pain was mixed, of poor quality and therelone not adequate enough 1o justily &
recomimendation that would have a substantial resource impact.

How the recommendation might affect practice

Curremt practice for pregnancy-related pelvic girdie pain i o offer anakgesics (lar
example, paracetamal) and provide information about lifestyle and health changes. Same
hospitals slso have access o physiotherapy services. Providing a lumbopelvic belt is not
current practice in all units, so the committes recognised that the recommendation may
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have cost implications. However, health econamic modelling showad that it is cost
effective even il women are referred for physiotherapy. The recommendation may increases
the number of pregnant women seeking referral 1o physiotherapy services.

RBelurn o recoimimendation

Unexplained vaginal bleeding after 13 weeks

Recaommendations 1406 to 1.4 21

Why the committee made the recommendations

There was very little evidencs, so the commilles used their knowledge and axperience o
make recommendations. They toak inlo account the risks associgted with a delay in
assessing and Lreating unexplained vaginal bleading in pregnancy, th passibility that
anti-D injections may be needed Tar women who ane rhesus D-negative, the need to
Exclude & low-lying placenta [placenta praevia) and that corticostercids may be nesded if
there is & risk of pretenm barth.

The cammilles agreed that a review in secondary cane is nesded when unesplained

vaginal bleeding occurs after 13 weeks of pregnancy. Evidence on the effectiveness of
hospllaksation was limited, with only 1 retraspective study that showed no differance in
the number of fetal deaths whether women were sdmitted to hospital or discharged on the
day they presented. Because of limited evidence, the commilles made a [ecommendation

] i L] 1] ] el L raE S S S ] ST PR SIS DILVUCSS LTI [Tl ] e |

The cammiltes agreed that hospitalisation should be considered far monitaring,
adfministering corlicosteraids and neonatal unit care i the baby is barn pretenm.
Discission with the waman about the possibiity of pretesm birth may also be helplul.

How the recommendations might affect practice

The recomméandations reflect currant praclicos.
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Context

Araund BE0,000 woemen give birth in England and Wales each year, The antenatal period is
an excellen! opportunily 1o nat anly provide suppart and information 1o wormen (and their
familie=) abaut pregnancy, birth and the postnatal period, bul alsa 1o assess their fsk of
-i'.'ﬂl'l'lplif.'ﬂﬁ.‘.ﬂ'lﬂ- Ewan in it and |'|E.H|H'rh' WO, concams and mﬂ‘ﬂ:ﬂiﬂﬂt canm still arise,
and good quality anenatal care i vital to identily and deal with potential problems and
rﬂﬂ“ﬂﬂﬂﬁttﬂmﬂr oulcormses Tar bath the woman and hea bﬂ.‘.ﬁ'.

Antenatal service delivery and provision of care have changed over time and this guideline
updates and replaces the version of the NICE guideline on antenatal care (first published

im 200E].

This guideline covers routine antenatal care Tor all women. However, it does nat cower
specialited care for women with underying medical condiions or obatetic complications
(once disgnosed) bul refers o other NICE guidelines.

This guideline covers the arganisation and delivery of antenatal care, in particular, how 1o
inflially access antenatal care and antenatal appointments, and the involvement of
partners in antenatal care. Routine care and manitaring during pregnancy is coverad and
the guideline makes references io other guidance on risk assessment and screening. This
guideline also covers providing information and suppart during antenatal care, and

managing some of the comman problems during pregnancy.

Throughout the develapment of this guideline, the commilles has considered how
antenatal care could be made accesaible, fair and high guality for all women, regardiess of
their backgrownd or Situation.
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Finding more information and committee
details

Ta find MICE guidance on related topics, including guidance in development, sse thie NICE

Far full details of the endence and the gusdeline commliies’s @scussions, 3ae the

gvidence reviews. You can slso find information about how the guideling was developed,
including details of the committes.

MICE has produced [o0l3 and resources 1o hesp vou put this guideline nio practcs. For
general help and advice an pulling cur guidelines inlo practice, see fesouces 1o help vy
NICE guid . .
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Update information

August 2021: This guidefine updates and replaces NICE guideline CGE2 [published March
200B)

Minor changes since publication

May 2025: We ameanded a column heading in lable 1 1o clarily that it enly covers notable
salely concerns relaling to the use ol same pharmacological trealments in pregnancy.

March 2025: We updated inks 1o relevant technology appraisal guidance in the section on
examinations and investigations.

December 2024: We added a link to the NICE guideline an end of ife care for sduis. Ses
the survedl@nce report for lurther details.

October 2023: We updated the Bnk 1o the NICE guideline on inrapartum care.

August 202.3: In our recommendalions an managing nauses and vamiting we Enked to
infarmation cn hj‘ﬂ-!fﬂ'ﬂ!-!.i!. ?’Bl.l'iﬂﬂ'l.ll'l'l in the Boyval Caollsge of Obateibcians and
Gynaacalogists' gusdelie an the management of rauses and vamiting ol preghnancy and
hyperemesis grasidarum.

December 2021: 'We have added links (o owr guidelne an pelvic floor dysfunction
(recormmendation 1.3.12).

ISBM: B78-1-4731-4227-5
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