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Antenatal care in uncomplicated 
pregnancies 
PAULA BARRY, RESEARCH MIDWIFE, COOMBE WOMEN AND INFANTS UNIVERSITY 
HOSPITAL AND TRIONA COWMAN, DIRECTOR OF THE CENTRE FOR MIDWIFERY 
EDUCATION, COOMBE WOMEN AND INFANTS UNIVERSITY HOSPITAL

A
ntenatal care is a routine part of pregnancy for 
most women in Ireland. Under the Irish Maternity 
and Infants Care Scheme, 1 care during pregnancy 
is free. Women can avail of care in the community 
or hospital setting. National and international 

department of health policies state that effective antenatal care 
should focus on the individual woman’s needs and preferences; 
should be collaborative and should offer continuity of care. 2, 3, 4 

The following paper is to guide you on the provision 
of antenatal care to healthy women, with uncomplicated 
pregnancies. It gives an overview of recommended care 
provision, including advice that may be given to women during 
the antenatal period.

Models of care
The recently published Irish Maternity Strategy proposes that 
a choice of pathways of maternity care be available to women 
and these pathways should be individualised to a pregnant 
woman’s needs and wishes. This Strategy recommends that all 
care pathways should support the normalisation of pregnancy 
and birth.4

Currently, healthy women with uncomplicated pregnancies 
can be cared for independently by midwives5  or with the 
option of sharing care with their GP/practice nurse*. Some 
maternity units offer Midwifery Led Services, for example, 
Domino care, and/or hospital and community-based midwife 
clinics. Other women may choose obstetric led care, with the 
option of public, private or semi-private care, which again 

can be combined with their GP/PN. Irrespective of model of 
care chosen, it is essential that there is good communication 
between healthcare professionals and the woman. Care should 
be evidence-based, tailored to meet the woman's needs and 
should be culturally appropriate. All information should be 
accessible to women with additional needs such as physical, 
sensory or learning disabilities and to women who do not 
speak or read English.2, 3

For most women in Ireland, antenatal care usually begins 
with a visit to their GP/PN in order to confirm pregnancy, 
estimate a due date and assess the woman’s general health. 
This is an opportunity for health promotion and education 
regarding the importance of healthy lifestyle behaviours 
such as folic acid, vitamin D and iron supplementation, 
nutrition and lifestyle factors, such as smoking, drinking 
and illicit drug use or substance misuse. The woman’s social 
circumstances and support structures should be established. 
Healthcare professionals need to be alert to the symptoms or 
signs of domestic violence and women should be given the 
opportunity to disclose domestic violence in an environment in 
which they feel secure 2, 3. The woman’s occupation should be 
ascertained to identify those who are at increased risk through 
occupational exposure, so advice can be given. Women should 
be advised to register with their chosen maternity unit and/or 
a self-employed community midwife (if planning a home birth) 
prior to 10 weeks of pregnancy if possible.

*For the purpose of this article it is assumed that the practice 
nurse is on the NMBI live register of midwives.
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The general appearance 
of the woman is 
assessed at every visit. 
The caregiver notes 
the woman’s colour, 
observes for signs 
of depression and 
assesses the general 
well being of the woman

Booking visit
Most maternity units aim to offer women a booking visit 
before 14 weeks gestation. At the booking visit a full physical 
and psychological assessment including baseline Body Mass 
Index (BMI), blood pressure and urinalysis is performed. 
Women should be offered routine screening for asymptomatic 
bacteraemia by midstream urine culture early in pregnancy, 
particularly those giving a history of recurrent Urinary Tract 
Infections. Identification and treatment of asymptomatic 
bacteraemia reduces the risk of pyelonephritis, which could 
prevent the risk of preterm labour. Blood investigations are 
preformed such as a full blood count, blood group and rhesus 
status, rubella, HIV, hepatitis and varicella screening. Additional 
screening such as haemogobinopathy may be offered to those 
at risk. An ultrasound scan is offered to confirm estimated date 
of delivery, and some units offer an anatomy scan between 20 
to 22 weeks. Women with medical/obstetrical ‘risk factors’, are 
referred to other healthcare professionals as necessary. Health 
promotion material is given and advice regarding healthy 
living, booking of antenatal classes and infant feeding are 
discussed. It can be an anxious time for women, as it may be 
their first encounter with the maternity unit and caregivers. All 
staff should be cognisant of this, as first impressions do matter. 

Follow on care and advice
NICE (2008) recommend that a schedule of antenatal 
appointments should be determined by the function of each 
appointment. For primigravida woman with an uncomplicated 
pregnancy, a schedule of 10 appointments should be adequate. 
For parous women with an uncomplicated pregnancy, a 
schedule of seven appointments should be adequate.2  Follow 
up appointments are generally every four weeks until 28 
weeks, then two-weekly until term.2 The Maternity and Infant 
Care Scheme offers women the option of weekly visits from 36 
weeks. Under the combined model of care, visits can alternate 
between the maternity unit and GP/PN.1

Each visit should consist of a full, holistic assessment 
including recording of blood pressure, performing a urinalysis 
and abdominal palpation. The general appearance of the 
woman is assessed at every visit. The caregiver notes the 
woman’s colour, observes for signs of depression and assesses 
the general wellbeing of the woman. The caregiver should 
make enquiries about diet and review last haemoglobin (HB) 
level to assess for anaemia. A HB of 11g/100ml or more at 
booking and 10.5g/100ml or more at 28 weeks is considered 
normal and iron supplementation is not recommended. 2 
Enquiries are made into the woman’s sleep pattern, or any 
other concerns the she may have. Discussion about how the 
woman feels about her pregnancy, plans she may have for birth 
and her chosen method of infant feeding are discussed. 

Symphisis-fundal height measurements should be measured 
and recorded at every antenatal visit from 24 weeks.2 At 
24 weeks the fundus should be at the level of the woman’s 
umbilicus, or just above. Some midwives use their hands/
fingers to assess fetal growth; one finger breath equals one 
centimeter. Others use a measuring tape which is applied to 
the top of the fundus and measured down to the woman’s 
public bone (in centimeters), 1cm representing a week 
gestation. There does not appear to be a ‘gold standard’, 
although some would recommend using a measuring tape, to 
reduce subjectivity particularly in women who do not receive 
continuity of care.2 If there is a concern regarding fetal growth 
(measuring 2cms more/less than gestation) referral should be 

made to the obstetric team. Cognisance should always be given 
to women who give a history of smoking during pregnancy, in 
order to observe for intrauterine growth restriction.6 Likewise, 
if concerned about a big baby, a glucose tolerance test may 
by recommended to rule out diabetes.7 According to NICE 
(2008) routine auscultation of the fetal heart at every visit is 
not recommended. While it may confirm that the fetus is alive, 
it is unlikely to have any predictive value. However, when 
requested by the mother, auscultation of the fetal heart may 
provide reassurance.2 Enquiries should be made regarding fetal 
movements (FM). Nulliparous women usually report feeling 
‘flutters’ from approximately 20 weeks, for women who have 
had a baby before, movements can be felt a little sooner, from 
16 to 18 weeks. Routine counting of fetal movements is not 
recommended as it has been linked to increased maternal 
anxiet. 2 However, decreased fetal movements or an absence 
of fetal movements for an extended period of time have been 
associated with an increased risk of intrauterine death.8, 9 For 

this reason, the Royal College of Obstetrics and Gynaecology 
(2011) recommend that fetal movements should be assessed on 
subjective maternal perception of fetal movements and women 
should not delay in contacting their healthcare provider in 
the event of perceived reduced fetal movements or change in 
pattern of movements.

Fetal presentation should be assessed by abdominal 
palpation at 36 weeks or later, when presentation is likely 
to influence the plans for the birth. Routine assessment of 
presentation by abdominal palpation should not be offered 
before 36 weeks because it is not always accurate and may 
be uncomfortable.2 If at 37 weeks, the baby appears to be 
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in the breech position, a discussion should take place with 
the woman and obstetrician regarding having an external 
cephalic version.10 If the woman does not consent, or the 
procedure is unsuccessful, an elective caesarean section may 
be recommended.

As mentioned above, the woman’s blood pressure is 
recorded at each visit. Hypertension is defined as a single 
diastolic blood pressure of 110mmHg or two consecutive 
readings of 90mmHg at least four hours apart.2, 3 If concerned 
about a woman’s blood pressure, a urinalysis should also be 
performed for proteinuria and the woman should be referred 
to her obstetric team for review. All women should be made 
aware of the need to seek immediate advice if they experience 
symptoms of pre-eclampsia, such as severe headache, blurred 
vision, severe pain just above the ribs, vomiting, and sudden 
swelling of the face, hands or feet.

By the third trimester most women have commenced 
attending antenatal classes and experiences of same can be 
discussed. Discussion should occur about any plans a woman 
and her partner may have for their birthing experience. Some 
women may decide to write a birth preference list, guidance 
can be given with same. At 28 to 32 weeks women who are 
rhesus negative should have their bloods repeated for rhesus 
antibodies. In the UK, National Policy recommends offering 
prophylactic anti D to rhesus negative women at this stage.11 
Some units in Ireland have started to implement this practice. 
Women should be advised to make enquiries at their unit 
regarding local policy. A repeat full blood count can be taken at 
this time also, to assess HB level.

As pregnancy progresses, women may begin to feel tired, 
many report experiencing back ache from the weight of their 
growing baby. Women should be encouraged to balance 
rest with activity. They should be encouraged to keep active, 
incorporating a 15 to 20 minute walk or swimming into their 
daily routine. Some women may decide to take up pregnancy 
yoga/pilates classes or aqua-aerobics. Rest and sleep are also 
essential. Women should be encouraged to rest when they feel 
the need and are advised to elevate their legs in the evening to 
reduce oedema. Some women may still be working, legally they 
should commence maternity leave at least two weeks prior to 
their due date.12 

Towards the end of pregnancy, discussion should take place 
regarding practicalities such as packing their hospital bag, 
planning their route to hospital for when labour commences 
and organising a babysitter (if necessary). A discussion should 
occur regarding signs of labour, tips to help cope at home in 
early labour and advice on when to present to the hospital. 
Women should be advised to have their maternity unit 
telephone number in their phone, so they can ring at any time 
if concerned about themselves/their baby. 

At term (40 weeks), women generally return to the hospital 
for assessment by the obstetric team/midwife. Women may be 
offered a vaginal examination to assess the cervix and the care 
provider may discuss the option of doing a membrane sweep. 
Induction of labour (IOL) may be discussed at this time, or may 
be left until the following week (41 weeks), if spontaneous 
labour does not occur. Women need lots of reassurance and 
encouragement at this time, as they may feel tired and are 
anxious for their baby to be born. They need to be reminded 
that no matter how tired or anxious they are, spontaneous 
onset of labour is preferable for both the mother and baby12 
and should be encouraged to be patient.

In the healthy woman, with an uncomplicated pregnancy, 

IOL can occur any time from 41-42 weeks, 2, 13 depending on 
the local hospital guidelines. Women over 41 weeks gestation 
may be offered an ultrasound scan to assess liquor volume and 
close monitoring of FM is recommended. If a woman does not 
consent to IOL by 42 weeks, extra surveillance such as regular 
ultrasound and fetal heart monitoring will be recommended.2, 13

Conclusion
In summary, a woman centred approach to care during 
pregnancy is essential. Care should be holistic, taking into 
account the woman’s social, emotional, physical, psychological, 
spiritual and cultural needs and expectations.2 This paper 
gives an overview of recommended care provision to healthy 
women, with uncomplicated pregnancies. It is not exhaustive, 
but it is hoped it will guide you in your practice.
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