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RISK ASSESSMENT IN PREGNANCY  

The major goal of obstetric care is to ensure the birth of a healthy baby with minimal risk to 

the mother. 

 

Risk assessment is the process where: 

 Hazards are identified 

 The risk associated with that hazard is analysed 

 Appropriate ways to eliminate or control the hazards are determined 

Obstetric risk assessment involves the identification of problem areas associated with the mother, 

fetus and organisation or service. 

Patient safety is influenced by the rate of preventable adverse events. Medical errors present a 

significant burden on the healthcare system. The five categories of solutions to reduce “error” in 

the healthcare system reported by Gluck therefore need constant attention: 

i. Provide leadership 

ii. Respect human limitations 

iii. Develop effective team function 

iv. Create a learning environment 

v. Anticipate the unexpected 

Obstetric risk assessment should not be a single evaluation; instead this is a series of 

assessments and interventions throughout the pregnancy and the postpartum period. The ultimate 

aim is for the individual components to collectively result in a safe and successful pregnancy 

outcome. 

 

Maternal Risk Assessment 
 

1. Pre-conceptual (see Preconception Counselling guideline) 

 

a. Maternal risk assessment should start pre-conceptually to optimize pregnancy 

outcome 

b. Diabetes – normalising blood glucose levels before and in early pregnancy reduces 

the risk of miscarriage, congenital abnormalities, macrosomia, stillbirth etc. 

c. Epileptics should be counselled on increased seizure frequency in pregnancy and 

the potential effects of seizures and anticonvulsant medication on pregnancy 

outcome. Should be placed on anticonvulsant mono-therapy with the lowest 

effective dose. Sodium valproate should be avoided whenever possible and, if it 

cannot be discontinued, the mother should be informed of the increased fetal risks. 

Folic acid supplementation (high dose: 5mg/d) should be initiated at least 1 month 

(preferably 3 months) prior to conception and continued until 12 weeks gestation.  

d. Women with BMI > 26kg/m2 must be counselled and offered behavioural strategies 

to reduce calorie intake and increase physical activity. 



 

 

 

RISK ASSESSMENT IN PREGNANCY         VERSION 1               Effective Date:  2019 12 01               Page 2 of 7            

The printed copies of this document shall be treated as uncontrolled. Please refer to the online version for the latest version.           

e. Alcohol, tobacco and recreation drug usage should be discussed and patients 

informed about the association of these substances with adverse outcomes. 

Evidence has shown behavioural interventions to be effective to reduce use. 

f. Potentially teratogenic medications must be reviewed and replaced by safer 

alternatives if possible. 
 

2. During pregnancy 

a) First prenatal visit should preferably take place before 10 weeks of gestation. 

 

b) Universal risk assessment for preeclampsia (see Preeclampsia First Trimester Risk 

Screening and Prevention) is recommended as prophylactic measures to reduce this risk 

and may be prescribed: Aspirin 150mg/day from 11 – 14 weeks until 36 weeks, Calcium 

1g/d in women with low calcium intake. Patients can be considered to be at increased risk 

for preeclampsia for a variety of reasons: 

i. Prior history of pre-eclampsia (7% risk of recurrence).  

ii. Pre-existing hypertension, renal disease, antiphospholipid syndrome or 

lupus, pre-existing diabetes.  

iii. In addition, NICE/RCOG/ISSHP suggest to also offer prophylaxis for women 

with more than one moderate risk factor for pre-eclampsia; i.e.: 

i. first pregnancy 

ii. age 40 years or older 

iii. pregnancy interval of more than 10 years 

iv. body mass index (BMI) of 35 kg/m2 or more at first 

visit 

v. family history of pre-eclampsia 

vi. multiple pregnancy 

iv. First trimester combined screening using maternal factors, uterine artery 

Doppler, blood pressure and pregnancy-associated plasma protein (PAPP-

A) is useful to predict pre-eclampsia, esp. early onset PE. Risk calculators 

are available online e.g. 

https://fetalmedicine.org/research/assess/preeclampsia/background 

NB Incorporate uterine artery Doppler measurements into risk assessment ONLY if 

FMF accredited 

NB Measure blood pressure by standardized protocol (annually calibrated 

automated blood pressure monitor; patient sitting with arms supported at level of 

heart, legs uncrossed, repeat blood pressure readings every minute until different 

readings differ less than 10 mmHg systolic and 6 mmHg diastolic) 
 

c) Risk assessment for thromboembolism as this is one of the major causes for maternal 

mortality - decisions need to be made about thromboprophylaxis during pregnancy, 

puerperium or both (see “Thromboprophylaxis” guideline). 

 

d) Risk assessment for abnormally invasive placenta AIP (also called morbidly adherent 

placenta MAP or placenta accrete spectrum PAS) in patients who had previous 

Caesarean section(s) or uterine surgery like myomectomy or uterine reconstructive 

https://fetalmedicine.org/research/assess/preeclampsia/background
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surgery. First trimester ultrasound is indicated to determine the position of placental 

implantation (potentially in the scar) and signs of possible placental infiltration into the 

myometrium (accreta & percreta) as this will drastically increase the risk of massive 

bleeding and alter the approach to the delivery (see “Placenta Accreta Spectrum 

guidelines” for detailed management). 

 

e) Risk assessment for postpartum haemorrhage:  

i. Risk factors during the current pregnancy include multiparity, uterine 

distension from multiple pregnancy, polyhydramnios, macrosomia and 

prolonged labour.  

ii. Optimise the Hb during the antenatal period by iron supplementation and 

regular surveillance of the Hb. 

iii. Active management of the third stage of labour and prophylactic oxytocin are 

indicated to reduce this risk and arrangements for close surveillance and 

swift intervention need to be made (see PPH management guideline). 
 

f) Risk assessment in established pre-eclampsia 

i. Adequate blood pressure control is essential to reduce the risk of intracranial 

haemorrhage. 

ii. Magnesium sulphate will reduce the risk of (recurrent) eclamptic fits by half. 

iii. Close surveillance (clinically as well as with special investigations) is needed 

at all times to ensure complications are diagnosed early and managed 

swiftly. Be aware of signs that require urgent attention (see Hypertensive 

disorders in pregnancy guideline) 

 

g) Risk assessment for pulmonary embolism (in patients with suggestive signs or 

symptoms) 

Prevention of death from embolism requires a high index of suspicion followed by a timely 

and accurate diagnostic approach. (See guideline on “Thromboprophylaxis” as well as 

“Pulmonary Embolism Diagnosis and Management in Pregnancy and Puerperium”).While 

waiting confirmatory testing, full anticoagulation is recommended. 

 

h) Screening for intimate partner violence (IPV); see example WHO guidelines 

Although the evidence on benefits and potential harms of clinical enquiry and subsequent 

interventions for IPV is uncertain, ANC provides an opportunity to enquire about IPV 

among women for whom barriers to accessing health care may exist, and also allows for 

the possibility for follow-up during ANC with appropriate supportive interventions, such as 

counselling and empowerment interventions. A minimum condition for health-care 

providers to ask women about violence is that it must be safe to do so (i.e. the partner is 

not present) and that identification of IPV is followed by an appropriate response. In 

addition, providers must be trained to ask questions in the correct way and to respond 

appropriately to women who disclose violence.  
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i) https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-

care/antenatal-care/who-recommendation-clinical-diagnosis-intimate-partner-violence-

pregnancy 

 

j) Screening for postpartum depression, see e.g. ACOG 

It is recommended that all obstetric care providers complete a full assessment of mood and 

emotional well-being (including screening for postpartum depression and anxiety with a 

validated instrument e.g. Edinburgh Postnatal Depression Scale) during the comprehensive 

postpartum visit for each patient. Women with current depression or anxiety, a history of 

perinatal mood disorders, risk factors for perinatal mood disorders, or suicidal 

thoughts warrant particularly close monitoring, evaluation, and assessment. Initiation of 

treatment or referral to mental health care providers offers maximum benefit. 

https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-

on-Obstetric-Practice/Screening-for-Perinatal-Depression?IsMobileSet=false  

Fetal Risk Assessment (see Prenatal Tests guideline) 

 

1. Genetic Screening (see SASOG Prenatal test leaflet) 

a. This should be offered to ALL pregnant women. 

b. This is best performed in the first trimester. 

c. All available screening options need to be discussed with and offered to the parents. 

d. A combination of ultrasound and biochemical screening can identify pregnancies at 

increased risk for especially T21 thus enabling patients to receive counselling, 

possible referral and further testing, either by NIPT or invasive procedures as 

appropriate and according to parent preference. 

e. As minor deviations in NT measurement can drastically alter the risk assessment 

and screening performance, ultrasound-based assessment of T21 risk should only 

be done by professionals with FMF- accreditation.  

f. The counselling process should be clearly documented. 

2. Screening for fetal anomalies (see SASOG Prenatal test leaflet) 

a. Pregnancies at increased risk for structural anomalies (e.g. relevant history, 

teratogen exposure) are best scanned by an expert, either in the first or second 

trimester or both. 

b. For low risk pregnancies, a detailed anatomical scan in the second trimester is a 

good screening tool for structural malformations if performed by a skilled operator.  

c. Accuracy should be discussed with the parents as it is very operator-dependent. 

Referral to an expert needs to be offered if the parents opt for maximal sensitivity. 

d. Raised maternal serum levels for AFP at 15-20 weeks may identify pregnancies at 

high risk for certain defects (incl. neural tube defects, abdominal wall defects, etc.) 

for whom referral to an expert is recommended. 

  

https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-care/antenatal-care/who-recommendation-clinical-diagnosis-intimate-partner-violence-pregnancy
https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-care/antenatal-care/who-recommendation-clinical-diagnosis-intimate-partner-violence-pregnancy
https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-care/antenatal-care/who-recommendation-clinical-diagnosis-intimate-partner-violence-pregnancy
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Obstetric-Practice/Screening-for-Perinatal-Depression?IsMobileSet=false
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-Opinions/Committee-on-Obstetric-Practice/Screening-for-Perinatal-Depression?IsMobileSet=false
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3. Screening for fetal anaemia 

a. The most important causes of severe fetal anaemia include red cell antibodies, fetal 

infection with parvovirus B19 and feto-maternal haemorrhage (FMH). 

b. Non-sensitised Rhesus-negative women need close surveillance and prophylactic 

measures to prevent sensitisation (see Rh disease and allo-immunisation 

guideline). 

c. Indirect Coombs needs to be performed in ALL pregnancies. 

d. Sensitised women should be discussed with a fetal specialist if any atypical 

antibodies of clinical significance are present (see Rh disease and allo-

immunisation guideline). 

e. In sensitised women, middle cerebral artery (MCA) peak systolic velocity (PSV) 

measurement is indicated, to detect severe fetal anaemia that requires urgent 

intervention (either in utero transfusion or urgent delivery). 

f. MCA PSV can also be used to monitor pregnancies with confirmed parvovirus 

infection (serology or PCR in the context of a clinical history). 

g. In women presenting with reduced fetal movements at an advanced gestation, 

blood should be drawn for urgent Kleihauer Betke test to rule out a severe FMH. 

4. Screening for spontaneous preterm birth 

a. A short cervical length (measured by transvaginal ultrasound) in mid-gestation can 

identify women at high risk of severely preterm birth, who may benefit from 

preventative interventions. 

b. Universal cervical length screening in low risk women is currently not widely 

recommended but optional. 

c. Cervical length assessment (16-24 weeks) is recommended in high risk women 

(esp. if prior preterm birth) as it distinguishes between women who can benefit from 

preventative interventions and those who will not benefit. Highly recommended to 

obtain FMF accreditation for cervical length screening. 

d. Both cervical cerclage and vaginal micronized progesterone reduce the risk of 

recurrent preterm birth in women with a singleton pregnancy, spontaneous preterm 

birth in a prior pregnancy AND current cervical length <25mm.  

e. Elective history-based cerclage remains an option for women with a very high 

recurrence risk for late miscarriage or severely preterm labour. 

5. Screening for fetal growth restriction 

a. Fetal growth restriction (FGR) due to placental insufficiency is associated with 

increased perinatal mortality, morbidity and risk for suboptimal neurodevelopmental 

outcome. Timely diagnosis and appropriate monitoring is needed to optimise the 

timing of delivery. 

b. Accurate pregnancy dating is essential to assess fetal growth and the EDD should 

never be changed once determined by early ultrasound. 

c. Fetal measurements must be accurate and reliable weight calculation formulae 

(Hadlock) and fetal weight reference ranges (e.g. INTERGROWTH-21st, WHO, 

Salomon) should be used to determine whether fetal size is adequate or not (AGA 

or SGA). 
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d. Doppler measurement of the umbilical artery is indicated for pregnancies at 

increased risk for placental insufficiency as it allows triaging of patients, which 

results in statistically improved outcomes (see Cochrane). Increased risk can be 

based on current SGA or hypertension, previous history or earlier screening test 

results (biochemistry, uterine artery Dopplers etc.) 

e. Analysis of the waveforms of the umbilical artery, ductus venosus (DV) and middle 

cerebral artery (MCA) waveforms are used to determine placental function and fetal 

well-being and to improve outcomes by altering management plans (see “Guidelines 

for the Obstetric use of Doppler Ultrasound”). – DV & MCA not in the scope of 

practice of average obstetrician; maternal/fetal medicine referral recommended 

 

Abbreviations 

Term, Acronym or 

abbreviation 

Definition 

AIP Abnormally adherent placenta 

PE Pre-Eclampsia 

MAP Morbidly Adherent Placenta 

PAS placenta accrete spectrum 

IPV Intimate partner violence 

ANC Antenatal Care 

NIPT Non-invasive Prenatal Testing 

T21 Trisomy 21 

AFP Alpha Fetoprotein 

FMF Fetal Medicine Foundation  

AGA Appropriate for Gestational Age 

SGA Small for Gestational Age 

DV Ductus Venosus 

MCA  Mid Cerebral Artery 
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These guidelines were drafted by a clinical team from Mediclinic and were reviewed by a 

panel of experts from SASOG and the BetterObs clinical team. All attempts were made to 

ensure that the guidance provided is clinically safe, locally relevant and in line with current 

global and South African best practise. Succinctness was considered more important than 

comprehensiveness. 

All guidelines must be used in conjunction with clinical evaluation and judgement; care 

must be individualised when appropriate. The writing team, reviewers and SASOG do not 

accept accountability for any untoward clinical, financial or other outcome related to the 

use of these documents. Comments are welcome and will be used at the time of next 

review. 
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