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GUIDELINE SUMMARY 

Fetal growth restriction is a common complication in pregnancy that is associated with 
adverse perinatal and neurodevelopmental outcomes including stillbirth, neonatal mortality 
and short- and long-term morbidity. This Guideline provides evidence-based guidance to 
support maternity services in the care planning for pregnant women with suspected or 
confirmed fetal growth restriction, ensuring women and their families are fully informed of 
risks, potential outcomes and their options of care.  

This Guideline applies to all NSW Health maternity services. 

KEY PRINCIPLES 

This Guideline reflects evidence based clinical practice for the screening, management, and 

escalation of Fetal Growth Restriction (FGR) during pregnancy. Women with confirmed FGR 

require as a minimum, a multidisciplinary collaborative care plan in line with the Tiered 

Perinatal Networks. 

Throughout all pregnancy and perinatal care, women and their families must be fully informed 

of risks, potential outcomes and their options of care. Women and their support person(s) are 

always included in care planning and decision making, and consent for healthcare treatment 

must be established. 

Throughout the antenatal period, all women must be assessed for risk factors associated 

FGR in line with the NSW Fetal Safety Risk Assessment Pathway and an appropriate care 

plan developed in collaboration with the woman. 

FGR is associated with adverse perinatal outcome including stillbirth. Aboriginal and Torres 

Strait Islander women experience higher rates of stillbirth. Risk factor identification is vital to 

support perinatal risk reduction and reduce adverse outcomes for Aboriginal and Torres Strait 

Islander women.   

Serial plotting of symphysis fundal height (SFH) measurements on the NSW Health 

International Symphysis-Fundal Height Standards chart are to be conducted as part of 

routine antenatal care starting from 24 to 28 weeks gestation, to monitor for potential FGR. 

Women who are unsuitable for symphysis fundal height measurements or have FGR risk 

factors as per the NSW Fetal Safety Risk Assessment Pathway will require growth ultrasound 

assessments. 

Where FGR is identified, consultation and referral for specialist obstetric care must be offered 

and arranged as appropriate. 

Care of women with suspected or confirmed Fetal 

Growth Restriction 

https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0004/674419/NSW-Fetal-Safety-Risk-Assessment-Pathway.pdf
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0004/736051/International-symphysis-fundal-health-standards-form.pdf
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In the presence of FGR, decisions for planning birth should include consideration of the 

gestational age and be balanced against the benefits of ongoing pregnancy, in collaboration 

with the woman. 

Optimal care planning includes ensuring the availability of multidisciplinary team members 

including the neonatal team, to support stabilisation and potential admission of the baby to a 

neonatal unit. 

For future pregnancies, women with a history of FGR require as a minimum, multidisciplinary 
collaborative care planning involving midwifery and medical consultation. 

All women should be provided the opportunity to debrief with clinicians about their pregnancy 
and birth experience and appropriate follow up support be made available. This should 
include psychosocial support where indicated with appropriate wellbeing support made 
available.  
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1. BACKGROUND  
Maternity care is coordinated across NSW and the ACT through formalised arrangements of 
Tiered Perinatal Networks (TPNs), local endorsed Operational Plans and escalation 
pathways in line with the NSW Health Policy Directive Tiered Networking Arrangements for 
Perinatal Care in NSW (PD2020_014) and the NSW Health Guideline NSW Maternity and 
Neonatal Service Capability (GL2022_002). These elements ensure safe care is provided at 
a facility with designated service capability for the woman’s gestation, clinical needs and 
clinical complexity as close as possible to her home and her support network. 
Fetal growth restriction (FGR) is a common complication in pregnancy that is associated with 
adverse perinatal and neurodevelopmental outcomes including, stillbirth, neonatal mortality, 
and short- and long-term morbidity.[1,2] It is known that Aboriginal and Torres Strait Islander 
women experience higher rates of stillbirth than non-indigenous women. Extra consideration 
is required when risk factors such as physical health, smoking and access to care for 
Aboriginal and Torres Strait Islander women are identified. Aboriginal staff including 
midwives, health practitioners and liaison officers may be able to provide further advice and 
support.[3] 
Women who have suspected or confirmed FGR may require a higher level of care. A 
multidisciplinary approach is required to optimise outcomes for women and their babies. 
Women and their families are to be provided with information and resources to guide shared 
decision making. Where possible, provision of continuity of maternity care is recommended. 
To further support maternal and fetal wellbeing, care is to include a systematic A to G 
assessment and the development of a comprehensive management plan which is 
documented in line with the NSW Health Policy Directive Health Care Records - 
Documentation and Management (PD2012_069). This management plan is to include an 
appropriate response to any identified deterioration of the woman or fetus in line with the 
NSW Health Policy Directive Recognition and management of patients who are deteriorating 
(PD2020_018). 

1.1. About this document  
This Guideline applies to all NSW Health maternity services and refers to the care planning 
for pregnant women with suspected or confirmed FGR.   
There are currently no proven treatments for FGR. Maternity care must focus on risk 
assessment, preventative care strategies and the early identification of modifiable risk 
factors. The care of women with specific pregnancy risk factors identified during care 
including concerns about fetal movements, hypertensive disease and diabetes, may require 
additional surveillance and care planning.  
Informing women about their treatment options, and the risks and benefits must be part of 
shared decision making. Consent from the woman must be established and clinicians are to 
refer to the NSW Health Consent to Medical and Healthcare Treatment Manual (Consent 
Manual). 
Women with confirmed FGR require as a minimum, a multidisciplinary collaborative care plan 
involving midwifery and medical consultation in line with the TPN and the NSW Health 
Guideline NSW Maternity and Neonatal Service Capability (GL2022_002).  

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_014
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2012_069
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www.health.nsw.gov.au/policies/manuals/Pages/consent-manual.aspx
https://www.health.nsw.gov.au/policies/manuals/Pages/consent-manual.aspx
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
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1.2. Key definitions  

Abdominal 
Circumference (AC) 

Abdominal circumference (AC) is a measurement taken during a 
pregnancy ultrasound in order to gauge the circumference of the 
fetal abdomen. The AC gives an indication of whether the fetus is 
growing normally inside the uterus in relation to size and weight. 

Decreased fetal 
movements (DFM)  
 

Women’s concerns about fetal movements override any 
traditional definition of decreased fetal movement. Women’s 
concern may include decreased frequency of movements, 
changed quality of movements or absent movements. 

Estimated Fetal 
Weight (EFW) 

An estimate of the weight of a fetus based on ultrasonographic 
measurement and the use of standard reference tables 
incorporating fetal growth parameters including biparietal 
diameter, circumference of the head, femur length and 
circumference of the abdomen. 

Fetal growth 
restriction (FGR)  
Also known as 
intrauterine growth 
restriction (IUGR) 

Fetal growth restriction (FGR) describes when a fetus does not 
reach its full growth potential in-utero.  
For the International Society of Ultrasound in Obstetrics and 
Gynecology (ISUOG) FGR diagnostic definition[1] see Section 2. 

Live birth  
 

The birth of a baby after 20 or more completed weeks of 
gestation, or of 400 grams or more of birthweight (where the 
gestational age is not known) who, after being born, breathes or 
shows any evidence of life such as a heartbeat. 

Multidisciplinary care  Multidisciplinary care is comprised of at least one patient and 
multiple health professionals from several different disciplines 
and/or organisations. Health professionals who participate in 
multidisciplinary care work together to deliver comprehensive 
patient care through collaboration, communication and team care 
planning.  

Neonatal death The death of a live-born baby within 28 days of birth. 

Perinatal death  A stillbirth or neonatal death. 

Periviable gestations Earliest stage of fetal maturity where there is a chance, although 
not a high likelihood, of extrauterine survival. This period is 
generally between 22 and 25+6 weeks gestation. 

Persistent 
cerebroplacental 
ratio (PCR) 

A Doppler measurement calculated by dividing the Doppler 
indices of the middle cerebral artery by those of the umbilical 
artery. 
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Small for gestational 
age (SGA)  
 

A baby with antenatal ultrasound biometry less than 10th 
percentile for gestational age according to National birthweight 
percentiles.  
Note: growth restricted babies are frequently but not always SGA. 

Stillbirth A stillbirth is defined as the birth of a baby who has died any time 
from 20 weeks into the pregnancy through to the due date of 
birth. When the length of gestation (pregnancy) is not known, the 
birth will be considered a stillbirth if the baby weighs 400 grams or 
more. 

Symphysial fundal 
height (SFH) 

The distance (in centimetres) on the longitudinal axis of the 
abdomen from the top of the fundus to the superior margin of the 
symphysis pubis.  

Umbilical artery 
pulsatility index (UA-
PI) 

A Doppler measurement of the umbilical artery. 

Uterine artery 
pulsatility index (UtA-
PI) 

A Doppler measurement of the uterine artery. 

1.3. Relevant NSW Health Policies and Guidelines  
This Guideline should be read in conjunction with the following documents. 

Table 1: Related NSW Health Policy Documents 

Document Number Document Title 

Consent Manual Consent to Medical and Healthcare Treatment Manual 

GL2021_007 NSW Emergency Surgery Guidelines and Principles for Improvement 

GL2022_002 Maternity and Neonatal Service Capability  

PD2012_069 Health Care Records - Documentation and Management 

PD2014_028 Open Disclosure Policy 

PD2020_008 Maternity - National Midwifery Guidelines for Consultation and Referral 

PD2020_014 Tiered Networking Arrangements for Perinatal Care in NSW 

PD2020_018 Recognition and management of patients who are deteriorating 

PD2020_047 Incident Management  

PD2022_050 Reducing the effects of smoking and vaping on pregnancy and newborn outcomes 

2. DEFINITION OF FETAL GROWTH RESTRICTION  
Fetal Growth Restriction (FGR) is defined as when a fetus does not reach its growth potential 
in-utero due to a pathological factor, most commonly placental insufficiency. It may be 

https://www.health.nsw.gov.au/policies/manuals/Pages/consent-manual.aspx
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2021_007
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2012_069
https://www1.health.nsw.gov.au/PDS/pages/doc.aspx?dn=PD2014_028
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_008
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_014
https://www1.health.nsw.gov.au/PDS/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_047
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2022_050
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identified in the early or late antenatal period, or it can be revealed after birth.[3, 4] FGR may 
be caused by fetal issues such as chromosomal anomalies, genetic syndromes, and fetal 
infection. It may also be caused by maternal disease, environmental toxins including cigarette 
smoking and the most common cause, uteroplacental insufficiency.[5] 

2.1. Fetal Growth Restriction  
All women must be assessed throughout the antenatal period for risk factors associated with 
FGR. 
A clear plan is to be developed in consultation with women, that includes the identified risk 
factors, and the strategies to be used to mitigate or monitor the identified risk(s) in line with 
the NSW Fetal Safety Risk Assessment Pathway. 
The care of women who have risk factors for FGR must be undertaken within a maternity 
service with the appropriate service capability in line with the NSW Health Guideline NSW 
Maternity and Neonatal Service Capability (GL2022_002) and the NSW Health Manual Guide 
to the Role Delineation of Clinical Services.[6] 
Consideration is to be given to care planning for women with an identified small for 
gestational age (SGA) fetus, to ensure appropriate screening, assessment and follow-up is 
planned.[2] 

2.1.1. Early Fetal Growth Restriction  

Early onset FGR is identified prior to 32 weeks gestational age, in the absence of congenital 
anomalies.  
Diagnosis is based on the following criteria[1]:  

• Abdominal circumference (AC) or estimated fetal weight (EFW) <3rd centile or 
Umbilical artery (UA) absent/reversed end-diastolic flow 

OR 
• AC or EFW <10th centile combined with Uterine artery pulsatility index (UtA-PI) >95th 

centile, and/or Umbilical artery pulsatility index (UA-PI) >95th centile. 

2.1.2. Late Fetal Growth Restriction  

Late onset FGR is identified at 32 weeks gestational or greater, in the absence of congenital 
anomalies.  
Diagnosis is based on the following criteria[1]: 

• AC or EFW <3rd centile  
OR at least two out of three of the following: 

• AC or EFW <10th centile 

• AC or EFW crossing centiles of >two quartiles (50%) on consecutive growth 
ultrasounds  

• Persistent cerebroplacental ratio (PCR) <5th centile or UA-PI >95th centile. 

https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
https://www.health.nsw.gov.au/services/pages/role-delineation-of-clinical-services.aspx
https://www.health.nsw.gov.au/services/pages/role-delineation-of-clinical-services.aspx
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Note: These criteria reflect diagnosis of FGR and are not indicators for monitoring, care or 
imminent birth care planning. 

3. PREVENTION OF FETAL GROWTH RESTRICTION  
There are currently no proven treatments for Fetal Growth Restriction (FGR) that improve 
fetal growth.  
Maternity care therefore must focus on risk assessment, preventative care strategies and the 
early identification of modifiable risk factors. 

3.1. Risk assessment  
Risk assessment for FGR must be undertaken by clinicians in early pregnancy, and at each 
antenatal visit, including consideration of:  

• Maternal characteristics and medical history 

• Previous obstetric history 

• Risk factors that may arise in pregnancy.[3, 4] 
Clinicians are to refer to the NSW Fetal Safety Risk Assessment Pathway. 

3.2. Smoking cessation 
The earlier smoking and nicotine cessation is achieved in pregnancy, the more impact there 
is in preventing FGR. Exposure to passive smoking must also be explored with women. 
Clinicians are to refer to the Smoking cessation care pathway and the NSW Health Policy 
Directive Reducing the effects of smoking and vaping on pregnancy and newborn outcomes 
(PD2022_050). 

3.3. Aspirin use 
Recommendations for care of women at increased risk for FGR, as outlined in the NSW Fetal 
Safety Risk Assessment Pathway include low dose aspirin commencing prior to 16 weeks’ 
gestation and continuing until 36+0 weeks’ gestation.[4] 

3.4. Other modifiable risk factors 
Provide supportive referral pathways where women are using alcohol or other illicit drugs. 
Women with prior occurrence of FGR have nearly a 20% risk of recurrence.[3] Planning the 
next pregnancy with adequate spacing may be useful and is based on the woman’s individual 
needs. This period can be used to manage co-morbidities, for example hypertension and 
obesity, to reduce the risk of FGR in subsequent pregnancies. 

https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/smoking-cessation
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2022_050
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
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4. SCREENING FOR FETAL GROWTH RESTRICTION   

4.1. Risk assessment 
Pregnancy care planning must involve a risk assessment for maternal or obstetric 
characteristics which may be associated with Fetal Growth Restriction (FGR).[3] Risk 
assessments are to be guided by the NSW Fetal Safety Risk Assessment Pathway. 

4.2. Symphysial fundal height measurement 
Symphysis fundal height (SFH) measurements are taken during the antenatal period 
primarily to assist in the detection of FGR. Unless there is a plan for serial ultrasound, SFH 
measurement must be undertaken at each antenatal visit starting from 24 to 28 weeks 
gestation.  
SFH measurement may not be reliable for all women including those with a high body mass 
index (BMI) >40kg/m2, or who have large uterine fibroids >10cm, in which case ultrasound 
assessment of fetal size and growth is required.  
Recommendations for SFH measurement include: 

• Serial plotting of SFH measurement must be undertaken using the NSW Health 
International Symphysis-Fundal Height Standards chart. 

• A standardised process for SFH measurement must be employed, including 
measuring the longitudinal axis of the abdomen from the top of the fundus to the 
superior margin of the symphysis pubis, using a non-elastic tape measure with 
numbers on the tape measure facing downwards.[3] 

• Performed by the same clinician where feasible to reduce the likelihood of variation. 

4.2.1. Thresholds for escalation 

Serial plotting of SFH measurement will support clinicians in identifying variances in fundal 
height measurement, which may assist in the detection of FGR. Criteria for review includes:  

• Static growth: Same measurement at least one week apart in the absence of descent 
of the fetus into the maternal pelvis.  

• Reduced growth: Equal to or more than 3cm below the expected fundal height for 
the estimated gestational age. 

• Escalated growth: Equal to or more than 3cm above the expected fundal height for 
the estimated gestational age.  

Where criteria for review have been identified, consultation, care planning and referral for 
ultrasound must occur. Local referral processes must be in place to support escalation of 
care. 

4.3. Growth ultrasound assessments 
Growth ultrasound assessments are required from 24 to 28 weeks gestation, and (as a 
minimum) repeated after six weeks, where women: 

https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0004/736051/International-symphysis-fundal-health-standards-form.pdf
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• Have three or more Level 2 FGR risk criteria outlined in NSW Fetal Safety Risk 
Assessment Pathway.  

• Are unsuitable for SFH measurements (e.g., body mass index (BMI) >40 kg/m2, large 
uterine fibroids >10cm). 

Serial growth ultrasound assessment is required at two to four weekly intervals from 
24 weeks gestation, until birth, where women: 

• Have any Level 3 FGR risk criteria. 
All growth ultrasound assessments require plotting of all measurements on the NSW Health 
Fetal Biometry Ultrasound Growth Scan Chart. 

4.4. Antenatal complications 
Serial growth ultrasound assessment is required at two to four weekly intervals from 24 
weeks gestation where women have antenatal complications that arise during the pregnancy 
as outlined in the NSW Fetal Safety Risk Assessment Pathway with plotting of all 
measurements on the NSW Health Fetal Biometry Ultrasound Growth Scan Chart. 

5. SURVEILLANCE AND ESCALATION OF FETAL GROWTH 
RESTRICTION  

Diagnosis of Fetal Growth Restriction (FGR) must prompt monitoring for associated 
hypertensive disorders of pregnancy with review of blood pressure and urinalysis at each 
clinical visit.  
Women must be educated regarding the importance of fetal movements and advised to 
present promptly if they notice any change in fetal movement pattern.  
Ongoing surveillance must include comprehensive assessment and monitoring, including 
ultrasounds. 

5.1. Ultrasound surveillance  
Once FGR is diagnosed the umbilical artery (UA) Doppler is to be performed every one to 
two weeks as appropriate.  
The umbilical artery Doppler frequency is increased to at least once per week in the setting of 
FGR or if the umbilical artery pulsatility index (UA-PI) is >95th centile.[7,8,9] 
Amniotic fluid needs to be measured at least once per week and surveillance increased if the 
deepest vertical pocket (DVP) is <2cm or if there are other identified risk factors.[1,2,10] 
Serial growth ultrasound must be performed every two weeks following the diagnosis of FGR. 
Increased frequency of growth ultrasound measurements at greater than a two weekly 
interval is associated with lower sensitivity and therefore not recommended.[2,11] 
The middle cerebral artery pulsatility index (MCA-PI) is to be assessed in the setting of one 
or more diagnostic criteria for FGR:  

• Abdominal circumference (AC) or estimated fetal weight (EFW) <10th centile 

https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0005/736052/Maternity-fetal-biometry-ultrasound-growth-scan-charts.pdf
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0005/736052/Maternity-fetal-biometry-ultrasound-growth-scan-charts.pdf
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0005/736052/Maternity-fetal-biometry-ultrasound-growth-scan-charts.pdf
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• Abdominal circumference or estimated fetal weight crossing centiles of >two 
quartiles (50%) on serial growth ultrasounds  

• Umbilical artery pulsatility index >95th centile.  
In the setting of  middle cerebral artery pulsatility index <5th or cerebroplacental ratio (CPR) 
<1 in an FGR fetus, then at least weekly  umbilical artery. Doppler and amniotic fluid volume 
assessment is recommended.[1,2,12] 
Whilst  middle cerebral artery pulsatility index can help guide surveillance, it is not currently 
used as a trigger for birth planning.[1] 

5.2. The role of antenatal cardiotocography  
Routine antenatal cardiotocography (CTG) monitoring is not recommended.[13] 
In maternity settings where computerized CTG is available then the short-term variation 
(STV) values on CTG may be used in conjunction with ductus venosus (DV) Doppler findings 
to assist in birth planning decision making.[14] Local processes are to be in place for the use 
of computerized CTG. 
For women with small for gestational age (SGA) or FGR presenting with maternal 
comorbidities (e.g., hypertension, antepartum haemorrhage) or fetal concerns (e.g., concerns 
about fetal movements) CTG monitoring is recommended as per NSW Health Guideline 
Maternity - Fetal heart rate monitoring (GL2018_025). 

5.3. Escalation and referral of women 
Where a fetus is identified as growth restricted by early or late onset definition, consultation 
and referral for specialist obstetric care must be offered and arranged as appropriate.[6] 
Maternity and neonatal service capability levels are outlined in the NSW Health Guideline 
NSW Maternity and Neonatal Service Capability (GL2022_002).  
FGR with concerning features e.g., oligohydramnios, abnormal UA Doppler requires referral 
to an obstetric specialist for ongoing care. 
FGR identified at less than 32 weeks or with significant comorbidities or suspected 
abnormalities requires consultation with a Level 6 tertiary maternity service where Maternal-
Fetal Medicine (MFM) expertise is available.  
FGR identified at greater than 32 weeks requires increased surveillance and coordination of 
care involving a Level 4 facility or higher. 
When an Aboriginal woman or woman pregnant with an Aboriginal baby, if known, needs to 
be transferred to another facility for assessment and or care, she may require additional 
support. Consider referral to Aboriginal health professionals such as Aboriginal liaison 
officers, Aboriginal health practitioners or other professionals (if not already provided) who 
can provide culturally safe care. Ensuring women are fully informed along the process is 
essential to cultural safety. 
It is important that all women and families receive psychosocial support where indicated, and 
that appropriate wellbeing support is made available e.g., social work referral, cultural and 
diversity supports.  

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_025
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
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6. BIRTH PLANNING 

6.1. Birth planning and service capability  
Refer to the NSW Health Policy Directive Tiered Networking Arrangements for Perinatal Care 
in NSW (PD2020_014) and local operational plans for the local Tiered Perinatal Network 
(TPN).  
Individualise care through multidisciplinary consultation and shared decision making with the 
woman, her support person/s and carers, obstetrician, midwife and paediatrician. Liaise with 
the Maternal-Fetal Medicine (MFM) specialist and neonatal team at the Level 6 hospital if 
needed. 
Undertake suitable risk assessments to consider location of birth, timing of birth and mode of 
birth to support optimal outcomes.[6,15] 

All women are to have a known nominated lead maternity care provider, ensuring continuity 
of care where possible. Women and their support person/s are to be always included in care 
planning and decision making. 
Additional considerations for 35 weeks gestation and under include: 
Optimise preparation for birth in line with the NSW Health Guideline Management of 
Threatened Preterm Labour (GL2022_006) and local guidelines for administration of 
antenatal steroids for fetal lung maturity and magnesium sulphate (MgSO4) for 
neurodevelopmental protection (where appropriate).[1] 
Services are to ensure that women and their babies have appropriate access to higher levels 
of neonatal care when risk factors are identified beyond the designated service capability of 
the local health facility.[1,6,15] 
Women and their families must be fully informed of risks, potential outcomes and their 
options of care at periviable gestations. In circumstances where birth is imminent, appropriate 
counselling must occur with women and their families. Decision making at these gestations 
requires multidisciplinary conversations between the lead maternity care provider and tertiary 
maternity and neonatal services in line with the NSW Health Guideline NSW Maternity and 
Neonatal Service Capability (GL2022_002) and the NSW Health Policy Directive Tiered 
Networking Arrangements for Perinatal Care in NSW (PD2020_014).  

6.2. Timing of birth  
Timing of birth planning recommendations need to be based on a combination of: 

• Maternal assessment, including: 
 Maternal risk factors 
 Systematic A to G assessment  

• Fetal assessment, including:  
 Antenatal cardiotocography (CTG) [where appropriate] 
 Ultrasound indicators for birth planning 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_014
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_006
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2022_002
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_014
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 Gestational age (balanced against the benefits of ongoing pregnancy) 
 Biophysical profile (where this is undertaken)[1,2,10,13] 

6.2.1   Ultrasound indicators for birth planning 
Early onset FGR birth planning must be in consultation with an MFM consultant. 
Late onset FGR birth planning must be in consultation with a senior obstetrician, or an 
MFM consultant. 

Table 2: Fetal Growth Restriction (FGR) – Ultrasound indicators for birth planning  

Gestation  Ultrasound indicators for birth planning 

23+0 - 29+6 weeks 
 

Ductus Venosus A wave at or below the baseline 
Note: birth planning needs to be individualised with multidisciplinary team 
input, including MFM and neonatal teams and be aligned with the woman, 
and her family or support person/s preferences 

30+0 - 31+6 weeks Plan birth if umbilical artery end diastolic flow is reversed  

32+0 - 35+6 weeks Plan birth if umbilical artery end diastolic flow is absent 

36+0 - 37+6 weeks               Plan birth if UA-PI is >95th centile, or if EFW <3rd centile, or if AC <3rd centile 

38+0 - 39+0 weeks Plan birth for FGR which has not met criteria for earlier birth  

7. INTRAPARTUM AND PERINATAL CARE PLANNING 

7.1. Fetal heart rate  monitoring 
A fetus with Fetal Growth Restriction (FGR) will have limited placental reserves and is 
therefore likely to decompensate more rapidly when subjected to hypoxic stress during labour 
and birth. 
Assessment of fetal wellbeing must be undertaken from the first contact in labour as per 
NSW Health Guideline Maternity - Fetal heart rate monitoring (GL2018_025). 
When the woman is first assessed prior to or during early labour, it is essential to ensure that 
the appropriate antenatal fetal heart rate (FHR) assessment tool is used to assist in accurate 
interpretation of the cardiotocography (CTG) recording.  
If any abnormal features are present including the absence of reactivity, then a senior 
obstetric review is required to determine suitability for labour. 
Continuous FHR monitoring must be recommended to the woman during labour.  
Once labour is established or Syntocinon is commenced, the intrapartum FHR monitoring 
tools must be used as per NSW Health Guideline Maternity - Fetal heart rate monitoring 
(GL2018_025). 
Consideration is to be given regarding the use of Altered Calling Criteria to prompt earlier 
recognition of fetal deterioration.  

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_025
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2018_025
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7.2. Birth planning with the neonatal team  
Where maternity services have determined the need for imminent birth of a baby with FGR, 
communication with the neonatal team is required. Always ensure that the appropriate clinical 
handover has occurred, including but not limited to: 

• Gestational age 

• Estimated fetal weight (EFW) 

• Any maternal and pregnancy factors 

• Fetal investigations e.g., microarray, infection persistent cerebroplacental ratio (PCR), 
ultrasound or MRI findings, fetal echocardiogram (where available) 

• Condition of the fetus  

• Planned method of birth 

• Antenatal corticosteroids and Magnesium Sulphate (MgSO4) administration, where 
appropriate, including the gestational age of administration.   

Optimal care planning includes the location of birth and the availability of multidisciplinary 
team members to support stabilisation and potential admission to a neonatal unit.[1] 
Where birth occurs without appropriate neonatal services, early escalation within the Tiered 
Perinatal Network (TPN) and early communication with the NSW Newborn and paediatric 
Emergency Transport Service (NETS) is required.[6,15] 

7.3. Newborn feeding considerations   
All women are to receive consistent, impartial, evidence-based information to support safe 
feeding for their baby.  
There is no clear evidence to support routine antenatal breast expressing prior to 36 weeks 
gestation.[16,17] 
Antenatal breast expressing may be useful in maximising access to breastmilk for a growth 
restricted baby and expressing close to the day of planned birth may offer support of 
lactogenesis and availability of expressed breast milk (EBM) for the baby. 
Any contraindications for the woman and fetus must be determined prior to any antenatal 
breastmilk expressing plans being made. Consultation with the lead maternity care provider 
is required.  
Local Health Districts must refer to the NSW Health Policy Directive Breastfeeding in NSW - 
Promotion, Protection and Support (PD2018_034) and the NSW Health Policy Directive 
Maternity – Breast Milk: Safe Management (PD 2010_019). 

7.4. Postnatal care 
In the postnatal period, it is recommended the woman is provided the opportunity to debrief 
with clinicians about her experience and discuss her postnatal care plan. This includes any 
complications arising and any clinical outcomes or investigations completed relating to both 
her and her baby. Inclusion of her family members or support person/s in the debriefing 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2018_034
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2010_019


 NSW Health 
Care of Women with Suspected or Confirmed Fetal 

Growth Restriction 
 

GL2023_004 Issued: February 2023 Page 14 of 16 

NSW Health Guideline 

process must be offered. It is important that the woman is offered psychosocial support 
where indicated, and that appropriate follow-up care is made available.  
A formal histological examination of the placenta may provide valuable explanation for FGR, 
as well as information relevant to the care of the baby and/or subsequent pregnancies. Refer 
to the NSW Health Guideline Maternity – Indications for Placental Histological Examination 
(GL2014_006). 

8. CARE PLANNING FOR FUTURE PREGNANCY 
Women with a history of Fetal Growth Restriction (FGR) require as a minimum, 
multidisciplinary collaborative care planning involving midwifery and medical consultation. 

8.1. Pre-conception care 
Pre-conception care recommendations include: 

• Optimisation of maternal medical conditions e.g., diabetes, chronic hypertension 

• Promotion of healthy lifestyle choices and referral to appropriate support services 
(where indicated) e.g., healthy weight optimisation, cessation of alcohol or other 
recreational/illicit drugs, smoking and nicotine cessation 

• Adequate spacing of pregnancies, including contraceptive needs, based on the 
woman’s individual needs.[3]  

8.2. Care in future pregnancies 
Care in future pregnancy recommendations include: 

• Early referral for obstetric care when viability confirmed 

• Determine accurate dating; review menstrual and invitro fertilisation (IVF) history and 
dating by first trimester ultrasound 

• Commence aspirin therapy prior to 16 weeks 

• Screen at first antenatal care visit with the NSW Fetal Safety Risk Assessment 
Pathway 

• Comprehensive multidisciplinary early pregnancy assessment to discuss: 
o History of FGR 
o Other identified risk factors  
o Early pregnancy screening options, including for pre-eclampsia.  

  

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2014_006
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
https://www.cec.health.nsw.gov.au/keep-patients-safe/maternity-and-neonatal-safety-program/Safer-Baby-Bundle/fetal-growth-restriction
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