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1. Introduction 

 

The Maternity Assessment Unit (MAU) at Queens Hospital, Burton, and the Pregnancy Assessment 
Unit (PAU) at Royal Derby Hospital provide a 24-hour triage and assessment service for urgent 
problems in pregnancy. Patients can either self-refer to the service or be referred by health care 
providers such as community midwives, G.P.’s and doctors. 
Women that require clinical assessment +/- intervention can attend the Maternity /Pregnancy 
Assessment Units as an emergency or planned appointment.  
 

2.  Abbreviations 
 

ANC  - Antenatal Clinic 
APH  - Ante partum Haemorrhage 
CMW  - Community Midwife 
CRP  - C Reactive Protein 
CS  - Caesarean Section 
CTG  - Cardiotocograph 
ECG  - Electrocardiograph 
FBC  - Full Blood Count 
FH  - Foetal Heart 
G&S  - Group and Save 
HVS  - High Vaginal Swab 
IUGR  - Intrauterine Growth Restriction 
LAU  - Labour Assessment Unit 
MSU  - Mid Stream Urine 
NICE  - National Institute of Clinical Excellence 
PAU  - Pregnancy Assessment Unit 
PCR  - Protein Creatinine Ratio 
PDC   - Pregnancy Day Care 
PPROM - Preterm Prelabour Rupture of Membranes 
PV  - Per Vaginum 
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ROM  - Rupture of Membranes 
SROM  - Spontaneous Rupture of Membranes 
USS  - Ultrasound Scan 
UTI  - Urinary Tract Infection 
 

3.  Documentation 
 

Ensure all assessments and individual plans of care are documented clearly in the medical records, 
the maternity handheld records and if appropriate the maternity clinical system special instructions 
page. 
 

PAU - Midwives are requested to use the Pregnancy Assessment Tool for all women attending as an 
urgent admission or alternatively use the Pro-forma for Required Management of altered foetal 
Movements for all women attending with perception of altered (reduced, changed or absent) foetal 
movements. 
 

For both tools the front page is designed to be used for the initial assessment on arrival and to then 
document a plan of care for this visit (i.e. need of CTG, blood tests or other plans). An initial 
assessment to prioritise care will be due ideally within 15 minutes of arrival. 
All care following at a later stage or directly following the initial assessment can be documented on 
the back and is designed to provide an overview of the visit completed by midwives. Medical staff 
should document their review if applicable in the handheld records as well as on the white medical 
notes. 
 

In case of planned visits, documentation should be completed in the medical notes with a short 
summary in the handheld records prior to discharge.  
 
MAU – The telephone log sheet (Appendix 2) continues to form part of the initial assessment and has 
space for contemporaneous record keeping. The Pro- forma for reduced foetal movements is also 
completed as appropriate. Either a ward attendance or admission is completed on Meditech V6 
dependant on the outcome of the appointment. A copy of this is printed and attached to the handheld 
records.  
 

4.  Telephone Logs 
 

PAU - Maternity Triage Call log in Lorenzo is completed to document every phone call to PAU and 
includes details of the person calling/answering, reason for calling, medical details and advice 
provided. 
MAU -   individual patient telephone log sheet is used to record phone calls to MAU and includes 
details of the person calling/answering, reason for calling, medical details and advice provided. 
Following completion these are then filed into the medical records.  
 

5. Initial Assessment on Arrival 
 

The initial midwifery assessment should be completed within 15 minutes of arrival for all women 
attending as an urgent admission (does not include women that have an appointment).  
 

Completing this initial assessment can be a rapid process with the aim to establish clinical urgency to 
prioritise care. Define a plan of care for this admission based on the specific details for the reason for 
attending MAU/ PAU, including specific investigations to be carried out (i.e. for CTG, serology, BP 
profile), doctors review etc. 
 

If clinical urgency allows (i.e. normal observations, normal movements, no active bleeding etc) the 
women can return to the waiting room until a midwife is available to continue care according to the 
care plan. 
 
The Obstetric Triage Proforma must be completed during this initial assessment. The RAG rating 
should be highlighted on the triage board in the handover office.  
 
Based on this initial RAG score - An obstetric review should be completed within the following time 
scales: 
 
Red - Obstetric review within 5-15 mins from request. 
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Amber - Obstetric review within 30-60 mins from request depending on clinical scenario. 
Green - Obstetric review within max 4 hours from the request (aim for within 2 hours).  
 

6. Investigations, Medical Review and Discharge 
 

Use the back of the documentation tool/V6 admission template/medical records to document all 
investigations carried out and communication with medical staff if applicable. Use the appropriate 
CTG sticker to review a CTG .  
 

Situations where discharge can be considered without review by medical staff (this is not meant as a 
complete list covering all possibilities, please follow appropriate clinical guidelines): 

• 1st episode of altered foetal movements in the absence of any risk factors (including any risk 
factors on the SGA risk assessment tool) if normal CTG and normal perception of foetal 
movements on admission prior to discharge 

• Hypertension only when all following criteria are met:  
o Biochemistry and haematology within accepted ranges for gestation. 
o Urinalysis shows no greater than a trace of protein. 
o Blood pressure settled to normal ranges (see full guideline) 
o If plan of care already in place and woman’s condition remains stable. 
o No other signs of changed well being 

• Abdominal pain only when all following criteria are met: 
o Pain resolved  
o All findings within normal ranges 
o ≥ 37 weeks gestational age 
o Normal perception of foetal movements 
o No PV bleeding  

•  Foetal Tachycardia  when all following criteria are met: 
o Normal CTG 
o No signs of infection 
o Normal perception of foetal movements 
o All findings within normal ranges 

• Prelabour ruptured membranes only when all following criteria are met: 
o Low risk pregnancy ≥37 weeks gestational age 
o All findings within normal ranges 
o No signs of infection 
o Normal perception of foetal movements 

• Minor trauma only when all following criteria are met: 
o All findings within normal ranges 
o Pain resolved if applicable 
o Normal perception of foetal movements 
o No PV bleeding 

 

When ready for discharge please check and document: 

• Is the next appointment with the CMW or in ANC within a suitable timeframe 

• Confirm with medical staff if suitable for MLC on discharge 

• Has an ultrasound scan been arranged if needed 

• Has advise on altered foetal movements been re-iterated 
 

6.1  Medical review: 
This list is not exhaustive covering all possibilities and refer to the specific guidelines. 
Registrar/consultant should review situations such as CTG abnormality, suspected preterm labour in 
twin pregnancies, confirmed preterm prelabour rupture of membranes, scar pain, persistent 
abdominal pain, see women with recurrent reduced foetal movements.  
 

7. Specific Care Elements and Investigations 
 

Please see the clinical guidelines for guidance on care for women presenting with the following: 

• Obstetric Cholestasis 

• Hypertension 

• Foetal Tachycardia or arrhythmias (foetal monitoring guideline) 

• Antepartum Haemorrhage 
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• Genital tract  

• Hyperemesis 

• Preterm labour and Preterm Prelabour rupture of membranes 

• Altered foetal movements (changed, reduced or absent) 

• Suspected Venous Thromboembolism (VTE) 

• UTI in pregnancy 

• Early labour at term 

• Prelabour rupture of membranes ≥37 weeks gestational age 
 
 

7.1  Abdominal Pain 
Women presenting with abdominal pain require assessment and observation. 
The following women require immediate admission to Labour Ward (RDH site):- 
 

o Regular painful contractions (established labour/needing analgesia see Care of Women in 
Labour guideline 

o Tender/tense uterus 
o Tenderness over previous CS scar 

 
QHB site – as above once labour has established to be transferred to Delivery Suite when bed 
availability or assessed by doctor for transfer with other above. 
Management 
All women presenting with abdominal pain who are not in labour should have a full assessment of 
maternal and foetal wellbeing and an obstetric review 
. Additional investigations to be considered 

o Ultrasound if clinically appropriate  
o MSU to be sent for lab analysis according to UTI in pregnancy guideline 

 
7.2 Minor Trauma  

Assessment of foetal wellbeing may be required following a fall/minor road traffic incident/trauma to 
the abdomen.  The woman will require an antenatal assessment including examination and 
documented. This can be undertaken by the midwife. 
Additional investigations to be considered: 

• A CTG  

• If the woman’s blood group is rhesus negative a Kleihauer must be taken. The woman must 
stay on the assessment unit until the blood bank has determined if Anti D is required or not. If 
Anti D is required this must be administered before the woman is discharged home. 

• FBC if cause of fall appears to be secondary to a faint. 
Raise awareness in checking for foetal movements 
 

Medical review is needed for the woman if any deviation from the norm identified e.g. CTG/maternal 
observations otherwise can be discharged by the midwife. Appropriate follow up should be confirmed 
– may be suitable to attend an already arranged appointment either with their MW or in ANC, if no 
suitable appointment arranged this will need to be organised prior to discharge home. 
 

7.3 Shortness of Breath or Chest Pain 
Women calling with the above symptoms should be advised to attend ED  
 

7.4 Postnatal readmission  
        PAU 

All women presenting for postnatal review will have been referred to PAU via an obstetric registrar 
bleep 2206.  
 

All postnatal readmissions will require senior medical review and are not for midwife or junior doctor 
discharge. 
 
MAU 
 

Direct to ward 11 and bleep 620 
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MAU/PAU - If query sepsis use Maternity Sepsis tool (Appendix C). If Sepsis 6 triggered; for urgent 
transfer to Labour ward/HDU and refer to ‘babies readmitted with mother’ clinical guideline as baby 
will be at increased risk.  
 

7.5  Postnatal feed query telephone call 
When a telephone feeding query is received appendix 4 – an assessment form  must be completed 
“Maternity Telephone Log – Postnatal Infant Enquires” to ensure the wellbeing of babies by 
appropriate screening and management of feeding issues in new-born babies. is made and the baby 
if directed into the appropriate service within a prompt time frame. This needs to be considered with 
the Trust Policy for infant feeding. 
 
The time frame that this assessment cover is from transfer home from hospital until the time of 
transfer to the Health Visitor, however individual consideration needs to be given to all telephone calls 
received out of this time frame. 
 
Enable all staff, irrespective of role, to:  

• Recognise when the feeding pattern/behaviour of the baby deviates from a well-baby and 
requires a medical review 

• Support women to feed their babies effectively  
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Appendix A 

 

      PREGNANCY ASSESSMENT TOOL        

 
 
 
 
 
 
 
 
 
 

Date Time Grav/Par EDD Gestation BlGr/Rh Allergies BMI 

        

Reason for admission: 

 

 

 

Vaginal loss: Pain: 

Risk factors Pre-existing Identified in this pregnancy 

Obstetric  

 

 

 

Medical  

 

 

 

Lifestyle 
(include smoking, 
alcohol,safeguarding) 

 

 

 

Blood pressure 
 
………/……... 

Pulse: 
 
……….BPM 

Resp rate: 
 
…………/min 

Temperature 
 
…………..°C 

Saturations: 
 
…………. % 

Urinalysis Oedema 

SFH (i/a) 
 
........... cm 

Pres / lie: 
 
 

PP to brim: Foetal 
movements: 

Foetal Heart rate (Pinnard or handheld Doppler): 
 
………………………………….. BPM 

Signs of infection:   NO      YES    Amber or Red scores on Meows:  NO   YES:……….. 
Consider SEPSIS if signs of infection, foetal tachycardia or unwell 

Comments: 

 

 

 

Plan of care: CTG indicated:  NO      YES      Medical review indicated:  NO   Yes, level: 

 

Name: ……………………………. Designation: ……………………… Signature: 

…………………………… 

 
 
 
 
 
 

Insert patient sticker or complete: 

Name: 

Date of birth: 

Hospital number: 

Arrival in PAU: 

……………………………….. 

Referred from: ……………………………….. 

Midwife:           ……………………………….. 

Consultant:      ……………………………….. 

Previous PAU admissions: ……………......... 

...………………………………………………

…..……………………………………………

…….. 
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Patient Name: ………………………………………….. Hospital Number: 

…………………………………….. 

Notes: 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

…………………………………………………………………………………………  
Care on discharge: MLC / CLC Next appointment:    Date: …………………..  Location: ……………….. 
 
Ultrasound scan appointment: Yes: date: …………………………….   N/A  

Medical review completed:    Yes, level …………………………….    Not indicated   
Discharged: Date: ………………………………... Time: ……………………………………….. 
Name: ……………………………… Designation: ……………………………….. Signature ………………………….. 
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