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1. Aim/Purpose of this Guideline 
 

1.1 To identify and optimally manage small and growth restricted fetuses 

 

Small-for-gestational-age (SGA) fetuses may be constitutionally small, growing to 

their normal genetic growth potential, or fetal growth restriction (FGR) may occur 

as a consequence of pathology.  The morbidity in the antenatal period and in 

extra uterine life depends upon the underlying cause.  This may be placenta-

mediated growth restriction, fetal structural, chromosomal and infective 

abnormalities or may be secondary to maternal factors. The purpose of this 

guidance is to aid the identification, investigation and management of the SGA 

fetus.  It is based upon the Royal College of Obstetricians and Gynaecologists’ 

Green-top Guideline No. 311 of the same title (further references can be obtained 

from that source) and Saving Babies’ Lives Version Two (NHS England). 

 

1.2 This guideline makes recommendations for women and people who are 

pregnant. For simplicity of language the guideline uses the term women 

throughout, but this should be taken to also include people who do not identify as 

women but who are pregnant, in labour and in the postnatal period. When 

discussing with a person who does not identify as a woman please ask them their 

preferred pronouns and then ensure this is clearly documented in their notes to 

inform all health care professionals. 

 

1.3 This version supersedes any previous versions of this document. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to 
process personal and sensitive data. The legal basis for processing must be identified 
and documented before the processing begins. In many cases we may need consent; 
this must be explicit, informed and documented. We cannot rely on opt out, it must be 
opt in. 

DPA18 is applicable to all staff; this includes those working as contractors and providers 
of services. 

For more information about your obligations under the DPA18 please see the 
Information Use Framework Policy or contact the Information Governance Team  
rch-tr.infogov@nhs.net 
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2. The Guidance 
 

2.1. Identification of the SGA Fetus 

 

2.1.1. Risk assessment should be undertaken at booking and women 

assigned to ‘Low’, ‘Moderate’, ‘High’ and ‘Other’ categories as per Table 

1. This should be documented on Maternity electronic record and in the 

handheld notes.  

 

2.1.2. ‘Low’ risk women should be screened for an SGA fetus by serial 

measurement of symphyseal fundal height (SFH). Women at ‘Moderate’ 

and ‘High’ risk should be screened initially by SFH measurement but 

only until the first growth scan is performed. Women in the ‘Other’ 

category should be screened entirely by ultrasound scan. 

 

2.2. Risk factors for SGA and responsibility for booking scans 

 

2.2.1. Most risk factors require referral to the Obstetric clinic for SGA risk 

assessment as soon as possible after the dating scan and by 16 weeks 

at the latest. 

 

2.2.2. Growth scans must be booked on Maxims at that visit according to the 

scan schedule outlined in Table 1. The requirement for FGR prevention 

aspirin therapy should also be assessed (see section 2.3).  

 

2.2.3. Previous FGR is defined as: 

• Customised birthweight <3rd centile (recorded on current customised 

growth GROW chart) (NEW 2020) 

 

• Early onset placental dysfunction necessitating delivery <34 weeks 

 

• Customised birthweight 3rd-10th centile with evidence of placental 

dysfunction (abnormal uterine or umbilical Doppler, reduced amniotic 

fluid volume or related neonatal issues such as low cord gases, poor 

feeding, temperature or glucose regulation) (NEW 2020) 

 

2.2.4. Previous hypertensive disease is defined as: 

• PET diagnosed 

• No PET but regular anti-hypertensives required (not single stat dose) 

• Induction of labour for elevated blood pressure 

 

2.2.5. Maternal medical history: 

• The list in Table 1 is not exhaustive and other serious medical 

conditions may require serial growth scans 
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• If uncertain, discuss with Maternal Medicine specialist before booking 

scans 

 

2.2.6. Significant bleeding requiring scans is defined as: 

 

• Bleeding >spotting persisting into the second trimester 

• Abruption or unexplained APH 

 

2.2.7. Some individual risk factors (in the absence of other obstetric issues) do 

not need to be referred to the Obstetric clinic and the scans should be 

booked on Maxims by the community midwife (see Table 1). These 

risks are: 

 

• BMI 35-40 at dating scan calculation (on GROW chart) 

• Any regular tobacco smoking at booking 

 

2.2.8. Risk factors may develop during pregnancy and all clinicians should be 

vigilant to switch these women to a scan pathway and book appropriate 

scans on Maxims. 

 

2.2.9. Women with risk factors for SGA (and those in the ‘Other’ category for 

whom SFH measurement is inappropriate) should be referred via 

Maxims to the RCH Ultrasound Department for serial ultrasound 

assessment of fetal size and wellbeing (see section 2.4 for scan 

frequency) 

 

2.3. FGR Prevention Aspirin Therapy (New 2019) 

 

2.3.1. Table 1 shows the women at ‘Moderate’ and ‘High’ SGA risk who 

should be considered for aspirin therapy to reduce the risk of placental 

disease. Many of them will already qualify for aspirin to reduce the risk 

of pre-eclampsia.  

 

2.3.2. The Obstetrician should assess whether there is any evidence from 

previous pregnancy of placental dysfunction and, if so, recommend 

aspirin 150mg daily. This should be started at this assessment and, 

ideally, before 16 weeks’ gestation.  

 

2.3.3. Evidence of possible placental disease includes reduced amniotic fluid 

or abnormal Dopplers on scan, low cord gases and neonatal issues 

such as poor feeding, temperature or glucose regulation. 

 
2.3.4. When the PAPP-A measurement is <5th centile at the time of Combined 

Screening the woman should be offered aspirin 150mg daily. This is 

communicated to her in the letter sent by the Fetal Medicine Unit (FMU) 
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informing her that growth scans have been arranged for her (NEW 

2020) 

 

2.4. Frequency of serial ultrasound assessment (Table 1) 

 

2.4.1. Risk categories 

• ‘Moderate’ risk category: 

• scans at 32, 36 and 40 weeks 

• add 28 week scan if >1 moderate risk factor 

 

• ‘High’ risk category: 

• Scans at 28, 32, 36 and 40 weeks 

• For women with multiple risk factors, the scan start gestation 

and frequency should be individualised (at Consultant level) 

with advice of the Fetal Medicine Unit (FMU) if needed 

 

•  ‘Other’ category: 

• scans at 32, 36 and 40 weeks 

• add 28 week scan if primigravid or any additional risk factor 

 

2.4.2. For women whose scans start at 28 or 32 weeks, SFH should be used 

at routine midwife appointments prior to the onset of scanning (25, 28 

and 31 weeks for primips and 28 weeks for multips). SFH is not 

appropriate for the ‘Other’ category 

 

2.4.3. Ultrasound assessment of fetal size and wellbeing after the anomaly 

scan should routinely include Umbilical artery Pulsatility Index (UA PI) 

and documentation of absence or reversal of end diastolic flow 

(AREDF).  An abnormal UA PI is >95th centile of the mean for 

gestational age (Viewpoint database definition). Estimated fetal weight 

(EFW) should be plotted on the GROW chart (with symbol ʘ) 

 
2.4.4. Middle Cerebral artery Doppler PI should be measured >32 weeks for 

SGA fetuses (see section 2.8.2) and as part of any growth scan >32 

weeks where there is an additional risk factor for placental disease (e.g 

hypertension, reduced fetal movements, oligohydramnios, impaired 

growth velocity >25 centiles by AC or EFW). If both UA and MCA 

Doppler are measured, the Cerebral Placental Ratio (CPR) will be 

calculated by the Viewpoint database. A CPR <1 should be considered 

abnormal. (NEW 2020) 
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TABLE 1 

 

Risk Assessment Prevention Scans to be requested at time 

of risk assessment (weeks) 

LOW No risk factors Nil None 

MODERATE Previous SGA (3rd-10th birthweight centile 

and no evidence of placental disease)  

Previous stillbirth (normal birthweight) 

Current regular smoker at booking  

Drug misuse 

Women >40 years of age at booking 

Assess for 

history of 

placental 

dysfunction and 

consider aspirin 

150mg at night 

<16 weeks 

Single risk >1 mod risk 

SFH at 28 weeks 

(+25w and 31w if 

primip) 

32 

36 

40 

 

28 

32 

36 

40 

HIGH Maternal medical conditions [e.g. chronic 

kidney disease, hypertension, autoimmune 

disease (SLE, APLS), cyanotic congenital 

heart disease, diabetes] 

Previous FGR (<3rd birthweight centile or 

evidence of placental disease) 

Previous pregnancy hypertensive disease 

Previous SGA stillbirth 

PAPP-A <5th centile 

Echogenic bowel 

Significant bleeding 

 

Assess for 

history of 

placental 

dysfunction and 

consider aspirin 

150mg at night 

<16 weeks 

SFH at 25 weeks if primip 

28 

32 

36 

40 
 

 

Consultant decision for 

individualised scan schedule 

for highest risk women 

OTHER Women unsuitable for symphyseal fundal 

height measurement with no other risk 

factors: 

BMI ≥35kg/m2 calculated at the dating scan 

‘Significant’ fibroids (obstetrician to assess) 

 

Nil Primips  

 

Multips 

 

28 

32 

36 

40 

 

32 

36 

40 
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2.5. Biometry at the 18+0 - 20+6 week anomaly scan  

 

2.5.1. EFW should be routinely calculated for all women using BPD, HC, AC 

and  FL 

 

2.5.2. EFW <10th centile or AC <5th centile (when EFW is >10th centile) 

makes any woman ‘High’ risk. Action is required according to Table 2 

 
2.5.3. The sonographer will need to know the prior risk for SGA if the EFW is 

<10th centile or AC <5th centile.  This can be obtained from the handheld 
notes, recorded by the community midwife on page 6. If this is not 
available, the sonographer should notify FMU of the <10th centile EFW 
(or <5th centile AC) anomaly scan case and FMU will obtain details of 
the prior risk and implications for future growth scans 
 

 
2.5.4. For women who were previously ‘low’, ‘medium’ or ‘other’ SGA risk and 

have an EFW 5-10th centile or AC <5th centile (with EFW >10th centile) 

Additional scans will need to be booked by the sonographer: 

• at 24, 28, 32, 36 and 40 weeks for previously ‘low’ risk women 

• at 24 and 28 weeks if the previously booked schedule 
commenced at 32 weeks 

 

2.5.5. For women who are already ‘high’ SGA risk and have an EFW 5-10th 

centile or AC <5th centile (with EFW >10th centile) the woman should be 

referred to FMU for assessment will be at 24 weeks 

 

2.5.6. For women in ANY SGA risk category (NEW 2020), if EFW is <5th 

centile or the sonographer has other concerns (e.g. severe biometry 

asymmetry or very short long bones), FMU will see the woman within 

three working days. A detailed anatomical survey, fetal and maternal 

Doppler studies, genetic testing and maternal serology for CMV and 

toxoplasmosis will be considered 

TABLE 2 

 

SGA Risk Category and Low EFW / AC Management 

‘Low’ risk or ‘Moderate’ risk       AND 

EFW 5th-10th centile or AC <5th centile (with 

EFW >10th centile) 

Book all or additional scans: 

24, 28, 32, 36 and 40 weeks 

‘High’ risk                                   AND 

EFW 5th-10th centile or AC <5th centile (with 

EFW >10th centile) 

Refer to FMU for assessment at 24 weeks 

Any risk category                      AND 

EFW <5th centile (or marked asymmetry) 

Refer to FMU for assessment within 3 

working days 
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2.6. Symphyseal Fundal height (SFH) examination (see Appendix 3) New 2020 

 

2.6.1. A customised growth (GROW) chart will be generated at the time of the 

dating scan and filed immediately after the antenatal clinic notes in the 

handheld notes. Previous birth weight data will be obtained to enable 

birth weight centiles to be recorded on the chart. These should be 

reviewed in determining risk factors for SGA in the current pregnancy 

 

2.6.2. The following groups of women should have SFH measured: 

 
2.6.2.1. ‘Low’ risk women who do not require scans screening for SGA 

 

2.6.2.2. ‘Moderate’ and ‘High’ risk women at routine midwife 

appointments before scans commence 

 

2.6.3. The SFH measurement should be measured in cm and plotted (X) on 

the GROW chart in the handheld notes from 25 weeks (primips) or 28 

weeks (multips) 

 

2.6.4. Plotting SFH measurements on the GROW chart is a tool to screen for 

the following issues. Refer to Appendix 3 for examples (New 2020): 

 
2.6.4.1. Possible SGA if a measurement is <10th centile or 

measurements within the normal range demonstrate impaired 

growth velocity 

 

2.6.4.2. Possible polyhydramnios if measurements are >90th centile 

AND the growth velocity is accelerating 

 

2.6.5. If fetal lie is transverse >32 weeks, SFH measurement is not valid. Re-

check lie within 5 working days and request scan with FMU if lie 

remains transverse  

 

2.6.6. SFH measurements should be performed at no more frequent intervals 

than two weekly. In low risk women, the NICE appointment schedule 

should be followed 

 

2.6.7. Ultrasound assessment of fetal size and wellbeing should be booked 
(via 01872 252682) to be performed by FMU within two working days if: 

 
2.6.7.1. a measurement is <10th centile on the GROW chart (but see 

section 2.6.8.2) 
 

2.6.7.2. serial measurements demonstrate significant slowing or static 
growth velocity. The trajectory of SFH plots should consider 
the pattern over more than two plots unless the last two show 
a considerably shallower slope than normal velocity 
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2.6.8. If the requested growth scan is normal, (i.e. EFW is ≥10th centile when 
plotted (ʘ) by the ultrasonographer on the GROW chart), no further 
scans will be arranged and screening by SFH measurement should 
continue. Measurements before the scan remain relevant for assessing 
ongoing growth velocity (see appendix 3) 

 
2.6.8.1. Subsequent routine SFH measurements should follow the 

same slope on the GROW chart (normal growth velocity) as 

the measurements plotted before the growth scan. If growth 

velocity is reduced a further scan should be requested 

 

2.6.8.2. It is acceptable for SFH measurements after a normal growth 

scan to be <10th GROW chart centile as long as the growth 

velocity by SFH measurements remains normal 

 

2.6.9. Measurements >90th centile on the GROW chart do not require a 

growth scan unless polyhydramnios is suspected. Accelerating growth 

velocity >90th centile by SFH would be suggestive of polyhydramnios 

(see appendix 3) (NEW 2020) 

 

2.7. Ultrasound identification of the SGA fetus 

 

2.7.1. When a scan is indicated based upon risk factors or SFH measurement, 

the EFW should be plotted (ʘ) by the ultrasonographer on the GROW 

chart and a measurement <10th centile should be used to diagnose an 

SGA fetus. AC alone (using the Viewpoint centile) should not be used to 

diagnose SGA because customised values for AC are not available on 

the GROW chart 

 

2.7.2. Multiple pregnancy EFWs should not be plotted on the GROW chart.  

The Viewpoint database EFW centile should be used to determine 

whether scan frequency should be changed (NEW 2020) 

 

2.7.3. If EFW is ≥10th customised centile but there has been a slowing of 

growth (defined by a fall of ≥25 Viewpoint centiles by EFW or AC 

compared to a previous growth scan [but not by comparing with the 

routine anomaly scan]), fortnightly scans in the Main Ultrasound 

Department should be arranged by the sonographer (as if the fetus 

were SGA). A diagnosis of FGR should only be considered when the 

scan interval is three or more weeks. Assessing growth velocity on 

scans at more frequent intervals will lead to high false-positive rates 
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2.7.4. When SGA has been identified, an ‘SGA Identified’ sticker should be 

placed on the cover of the handheld notes to aid future management, 

documentation and audit 

 
2.7.5. When an SGA case with normal Dopplers and amniotic fluid has been 

identified, the sonographer should give the woman a Patient Information 

leaflet  ‘Care of your Small Baby’ and recommend that she informs her 

community midwife of the scan result (NEW 2020) 

 

2.7.6. If fetal size is normal but any Doppler measurement or amniotic fluid 

volume is abnormal, refer to FMU for assessment within 3 working 

days. Same day referral to DAU is indicated if there is AREDF (NEW 

2020).  

 

2.7.7. If the sonographer has acute concerns, the same day opinion of FMU or 

DAU should be sought. Marked small size per se or abnormal Dopplers 

(except AREDF) does not require same day obstetric input. FMU 

assessment within 3 working days is usually appropriate (NEW 2020)  

 

2.8. Investigation and Surveillance of the SGA Fetus 

 

2.8.1. Once SGA has been identified (or impaired growth velocity suggestive 

of FGR), on-going care should be instigated according to the EFW and 

other markers of placental dysfunction on scan. These include amniotic 

fluid volume (Index <5cm), umbilical artery Doppler (PI >95th centile) 

and, from 32 weeks onwards, middle cerebral artery (MCA) Doppler 

(<5th centile) and Cerebral Placental Ratio (CPR; <1). (NEW 2020) 

 
2.8.2. Referral to FMU for assessment within 3 working days should be made: 

(NEW 2020): 

 

• if the customised EFW is <3rd centile on a growth scan  

• if a multiple pregnancy Viewpoint EFW is <5th centile  

• if the Viewpoint EFW is <5th centile at the anomaly scan (section 

2.5) 

• if any other markers of fetal wellbeing on scan are abnormal (same 

day obstetric assessment if there is AREDF) 

 

2.8.3. Normal UA PI, MCA PI, CPR and amniotic fluid 

 

2.8.3.1. Two weekly scans for EFW and UA PI in Main Ultrasound (if 

EFW is 3rd-10th centile).  Middle cerebral artery Doppler 

(MCA PI) and CPR should be routinely measured in addition 

≥32 weeks’ gestation 
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2.8.3.2. FMU will be responsible for 2 weekly surveillance of cases 

<3rd customised centile (<5th Viewpoint centile for multiple 

pregnancy) but, in selected cases that are considered to be at 

lower risk, may share on-going scanning with the Main 

Ultrasound Department (NEW 2020) 

 

2.8.3.3. The sonographer should refer the woman to her area Obstetric 

clinic for further discussion of potential SGA management. 

This appointment is made via FMU administration on 

extension 2682 (NEW 2020) 

 

2.8.3.4. If the woman is >35 weeks at the time SGA is diagnosed, the 

sonographer should refer her to DAU to be seen in the next 48 

hours rather than the area Obstetric clinic. The woman does 

not need to be seen in DAU on the same day in the absence 

of any concerns regarding fetal wellbeing (NEW 2020) 

 

2.8.4. UA PI >95th  centile with EDF present, MCA PI <5th centile, CPR 

<1, oligohydramnios 

 

2.8.4.1. Refer to FMU for assessment in the next three working days 

 

2.8.4.2. FMU should measure UA and MCA Dopplers twice weekly 

and EFW weekly 

 

2.8.5. ARDF 
 

2.8.5.1. The Main ultrasound sonographer should refer these cases 
acutely (same day) to the Obstetric service via FMU if possible 
but otherwise to the on call team (NEW 2020) 

 
2.8.5.2. FMU should measure daily UA PI and ductus venosus Doppler 

and weekly EFW. Daily computerised CTG is indicated if 
ductus venosus measurement is unavailable or results are 
inconsistent 

 

2.9. Time and Mode of Delivery in SGA / FGR 

 

2.9.1. Normal UA PI 

 

2.9.1.1. Consider delivery ≥34 weeks if static growth over 3 weeks 

 

2.9.1.2. Recommend delivery at 37 weeks if MCA PI <5th centile or 

CPR <1 (NEW 2020) 

 

2.9.1.3. Customised EFW <3rd: Recommend delivery at 37+0 - 37+6 

weeks  
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2.9.1.4. Customised EFW 3rd-10th: care should be individualised. Offer 

initiation of induction of labour or delivery at 39+0 weeks but 

recommend delivery at 37+0 - 37+6 weeks if there are 

additional current risk factors. These include recent reduced 

fetal movements, recent bleeding, diabetes and current 

hypertension (NOT the SGA risk factors at booking that led to 

the woman having serial scans) 

 

2.9.1.5. Any management of SGA >37 weeks should take into account 

maternal wishes 

 

2.9.1.6. Commence UA and MCA Doppler assessment weekly and 

twice weekly CTG if expectant management is chosen after 37 

weeks for cases of EFW <3rd or <10th centile with other risk 

factors and after 39 weeks for cases of EFW 3rd -10th centile 

 

2.9.1.7. Induction of labour (IOL) can be recommended but CTG 

monitoring should commence at the onset of regular painful 

uterine contractions. For cases with additional ultrasound 

concerns or severely SGA biometry, IOL should take place on 

Delivery Suite  

 

2.9.2. UA PI >95th centile with EDF present 

 

2.9.2.1. Consider delivery  after 34 weeks if static growth over 3 weeks 

Recommend delivery at 37 weeks 

 

2.9.2.2. IOL can be considered but CTG monitoring on Delivery Suite 

should commence at the onset of uterine contractions. Rates 

of emergency Caesarean section are increased 

 

2.9.2.3. Recommend steroids if delivery is by elective Caesarean 

Section before 39 weeks 

 

2.9.3. AREDF 

 

2.9.3.1. Recommend delivery before 32 weeks if abnormal ductus 

venosus Doppler or CTG as long as >24 weeks and EFW 

>500g. FMU will discuss these cases with the tertiary Fetal 

Medicine Centre in Bristol (NEW 2020) 

 

2.9.3.2. Otherwise, recommend delivery at 32 weeks 

 

2.9.3.3. Deliver by Caesarean Section after steroids unless fetus 

acutely compromised 



 

Small for Gestational Age Fetus Investigation and Management Clinical Guideline V2.2 

Page 15 of 22 

 

2.9.3.4. Consultant Fetal Medicine and Neonatal staff should liaise 

closely to optimise and individualise timing and place of 

delivery and early neonatal care.  Consider transfer to a level 

three neonatal unit depending upon gestational age and EFW 

 

2.9.3.5. At the extremes of viability (based upon gestation, EFW or 

fetal condition), frank sensitive discussions should be had with 

parents.  Expectant management and subsequent intrauterine 

death may be more appropriate than inevitable early neonatal 

death after classical Caesarean Section 

 

3. Monitoring compliance and effectiveness  
Element to be 
monitored 

Small for Gestational Age Fetus – Clinical Guideline for 
Investigation and Management. 

Lead Maternity Patient Safety Manager 

Tool • Did all the women receive a formal assessment of their risk of 
delivering a SGA neonate at booking? 

• Have serial measurements of Fundal Height (FH) been 
measured in cms at each visit from 25-28 weeks and plotted on 
the customized growth chart in the woman’s handheld notes? 

• If a single measurement was below the shaded normal range or 
serial measurements that demonstrated slow or static growth, was 
the woman referred for ultrasound assessment of fetal size? 

• If a growth scan is normal but subsequent FH measurements 

suggest a further slowing, discrepancy or drop off in growth, was a 

repeat ultrasound assessment requested? 

• Have all women with a major risk factor for SGA been assessed in 

the Obstetric clinic or seen by an experienced obstetrician and 

offered serial ultrasound measurement of fetal size and 

assessment of wellbeing with umbilical artery Doppler? 

• Have all women with a SGA fetus where delivery is considered 

between 24+0 and 35+6 weeks of gestation received a single 

course of antenatal corticosteroids? 

Frequency This will be added to the rolling audit programme and will be 
audited every 12 months. 
 
 1% or 10 sets, whichever the greater, of all health records of 
women who have delivered, will be audited. 

Reporting 
arrangements 

• A formal report of the results will be received annually at the 
maternity Patient Safety management and clinical audit forum, 
as per the audit plan. 

• During the process of the audit, if compliance is below 75% or 
other deficiencies identified, this will be highlighted at the next 
maternity Patient Safety management and clinical audit forum 
and an action plan agreed. 

Acting on 
recommendations  

• Any deficiencies identified on the annual report will be 
discussed at the maternity Patient Safety management and 
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and Lead(s) clinical audit forum and an action plan developed. 

• Action leads will be identified and a time frame for the action to 
be completed by. 

• The action plan will be monitored by the maternity Patient 
Safety management and clinical audit forum until all actions 
complete. 

Change in 
practice and 
lessons to be 
shared 

• Required changes to practice will be identified and actioned 
within a time frame agreed on the action plan. 

• A lead member of the forum will be identified to take each 
change forward where appropriate. 

• The results of the audits will be distributed to all staff through 
the Patient Safety management newsletter/audit forum as per 
the action plan. 

4. Equality and Diversity  
 

4.1. This document complies with the Royal Cornwall Hospitals NHS Trust 
service Equality and Diversity statement which can be found in the 'Equality, 
Inclusion & Human Rights Policy' or the Equality and Diversity website. 
 

4.2. Equality Impact Assessment 
 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Appendix 1. Governance Information 
 

Document Title 
Small for gestational age Fetus Investigation and 
Management Clinical Guideline V2.2 

This document replaces (exact 
title of previous version): 

Small for gestational age Fetus, the investigation 
and management of, Clinical Guideline V2.1 

Date Issued/Approved: May 2020 

Date Valid From: December 2020 

Date Valid To: September 2022 

Directorate / Department 
responsible (author/owner): 

Rob Holmes O&G Consultant 

Contact details: 01872 25 2730 

Brief summary of contents 
Investigation and management of Small for 
gestational age Fetus 

Suggested Keywords: Gestational, Small, Fetus, SGA 

Target Audience 
RCHT CFT KCCG 
✓   

Executive Director responsible 
for Policy: 

Medical Director 

Approval route for consultation 
and ratification: 

Maternity Guidelines Group 
Obs & Gynae Directorate Meeting 
Care Group Board 

General Manager confirming 
approval processes 

Mary Baulch 

Name of Governance Lead 
confirming approval by specialty 
and care group management 
meetings 

Caroline Amukusana 

Links to key external standards None required 

Related Documents: 

Reference 1 
The Investigation and Management of the Small-for-
Gestational-Age Fetus. Royal College of 
Obstetricians and Gynaecologists’ Green-top 
Guideline No. 31. 2nd Edition London 2013 
Reference 2 
Saving babies lives- stillbirths and Early 
Neonatal Deaths- NHSE Care Bundle Element 2, 
Draft 2015 

Training Need Identified? No 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet ✓ Intranet Only  

Document Library Folder/Sub 
Folder 

Clinical / Midwifery and Obstetrics 
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Version Control Table  
 

Date 
Version 
No 

Summary of Changes 
Changes Made by 
(Name and Job Title) 

02/11/2017 V1.1 

• The routine schedule of scans changed to  

26, 30, 34 and 38 weeks 

 

Rob Holmes O&G 
Consultant 

18/1/2018 V1.2 
Point 2 symbol changed from < 10th centile  to ≤ 
10th centile 

Rob Holmes O&G 
Consultant 

September 
2019 

V2.0 

2.3 The use of aspirin. 2.4 Frequency of 
assessment. 2.5 Additions re biometry. 2.7.2 Re 
referral if fall off in growth and 2.7.4 on-going 
management. 

Rob Holmes O&G 
Consultant 

May 2020 V2.1 

2.2.3 Previous FGR defined as <3rd centile rather 
than <5th centile 
2.3.4 Aspirin if PAPP-A <5th centile 
2.4.4 When to use MCA Doppler and addition of 
CPR 
2.6 Fuller explanations but no new policy and 
reference to Appendix 3 
2.7.4 FMU referral timescale added 
2.8.2 Parameters to assess placental function 
2.8.2.1 Referral guidance for sonographers 
2.9.1.2 CPR <1 as indication for delivery 
2.9.1.3/4/6 EFW thresholds <3rd or <5th centiles 
depending upon GROW chart 
Appendix 3 added- examples of SFH plots on 
GROW chart  
 
 
 

Rob Holmes O&G 
Consultant 

December 
2020 

V2.2 

  2.5. Additional scans for previously ‘low’ or 
‘medium’ risk and of any risk category where the 
EFW is <5th centile, FMU will see within 3 
working days.  
2.7. Multiple pregnancy EFW not to be plotted on 
GROW chart, ‘Care for your Small Baby’ leaflet, 
if there are acute concerns a same day FMU 
referral should be sought. 
2.8.2. Referral to FMU for assessment within 3 
working days 

Rob Holmes, 
Consultant 
Obstetrician 
 

 
 
All or part of this document can be released under the Freedom of Information 

Act 2000 
 

This document is to be retained for 10 years from the date of expiry. 
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This document is only valid on the day of printing 
 

Controlled Document 
This document has been created following the Royal Cornwall Hospitals NHS Trust 
Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 
express permission of the author or their Line Manager. 
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Appendix 2. Initial Equality Impact Assessment 

 

7. The Impact 

Section 1: Equality Impact Assessment Form 

Name of the strategy / policy /proposal / service function to be assessed 
Small for gestational age Fetus Investigation and Management Clinical Guideline V2.2 
 

Directorate and service area: 
Obs and Gynae Directorate 

Is this a new or existing Policy? 
Existing 

Name of individual/group completing EIA 
Rob Holmes, O&G Consultant 

Contact details: 
01872 25 2730 

1. Policy Aim 
Who is the 
strategy / policy / 
proposal / service 
function aimed at? 

To give guidance to midwives and obstetricians to identify and 
optimally manage small and growth restricted fetuses. 
 

2. Policy Objectives  
To ensure that all women at risk of having a small for gestational age 
baby are correctly managed throughout their pregnancy. 
 
 
 

3. Policy Intended 
Outcomes 

To ensure that women at risk of having a small for gestational age 
baby receive optimum care as per the guideline. 

4. How will 
you measure 
the outcome? 

Compliance monitoring. 

5. Who is intended 
to benefit from the 
policy? 

Obstetric women. 

6a). Who did you 
consult with? 

 
 
b). Please list any 
groups who have 
been consulted 
about this procedure. 

Workforce  Patients  
Local 
groups 

External 
organisations 

Other  

x     

 
Please record specific names of groups: 

 
Clinical Guideline Group 
Obstetrics and Gynaecology Directorate  

c). What was the 
outcome of the 
consultation? 
 
 
 
  

 
 
Guideline agreed. 
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Please complete the following table.  If you are unsure/don’t know if there is a negative impact 
you need to repeat the consultation step. 
Are there concerns that the policy could have a positive/negative impact on: 

Protected 
Characteristic 

Yes No Unsure Rationale for Assessment / Existing Evidence 

Age 
 X   

Sex (male, female 
non-binary, asexual 
etc.)  

 X   

Gender 
reassignment  X   

Race/ethnic 
communities 
/groups  X  

Any information provided should be in an 
accessible format for the patient’s needs – i.e. 
available in different languages if required/access 
to an interpreter if required 

Disability  
(learning disability, 
physical disability, 
sensory impairment, 
mental health 
problems and some 
long term health 
conditions) 

 X  

Those patients with any identified additional 
needs will be referred for additional support as 
appropriate -  i.e to the Liaison team or for 
specialised equipment.  
Written information will be provided in a format to 
meet the family’s needs e.g. easy read, audio etc 

Religion/ 
other beliefs  X   

Marriage and civil 
partnership  X   

Pregnancy and 
maternity  X   

Sexual orientation 
(bisexual, gay, 

heterosexual, lesbian) 
 X   

If all characteristics are ticked ‘no’, and this is not a major working or service 
change, you can end the assessment here as long as you have a robust rationale 
in place. 

I am confident that section 2 of this EIA does not need completing as there are no highlighted 
risks of negative impact occurring because of this policy. 
 

Name of person confirming result of initial 
impact assessment: 

Rob Holmes, O&G Consultant 

If you have ticked ‘yes’ to any characteristic above OR this is a major working or 
service change, you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
 
For guidance please refer to the Equality Impact Assessments Policy (available 
from the document library) or contact the Human Rights, Equality and Inclusion 
Lead debby.lewis@nhs.net 

 

Appendix 3 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
mailto:debby.lewis@nhs.net
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Examples of GROW charts and when to refer to 

the Fetal Medicine Unit for a growth and wellbeing scan 

Figure 1 

      90th centile 

 

 

 

      10th centile 

               

             o 

 

         A           B         C           D          

             

Figure 2 
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                 o                  

10th centile 

  

 

 

             

            A        B         C       D        E 

 

A: SFH <10th centile so growth 
scan requested. The scan EFW 
(o) is >10th centile so no further 
scans are booked. Continue 
low risk care. Subsequent SFH 
plots are to be expected to be 
similar to plot A <10th centile 
B: Next SFH is <10th centile as 
anticipated but with normal 
growth velocity compared with 
SFH before the scan. No 
concern 
C: Marginal drop in growth 
velocity compared to B but very 
similar to A. No concern 
D: Further drop in growth 
velocity with trend persisting 
over three measurements so 
refer for scan 
 

A: SFH >90th centile but no 
clinical suspicion of 
polyhydramnios. A 
measurement >90th centile 
does not predict the fetus to be 
macrosomic. No concern 
B: SFH is utterly inconsistent 
with previous measurement but 
may indicate impairment of 
fetal growth. Refer for scan. 
Scan shows the fetus to be 
normal size for this woman with 
no placental dysfunction  
C: Marginal reduction in growth 
velocity compared with A but 
overall clinical picture is 
reassuring 
D: Accelerated growth velocity 
but very similar to A and no 
clinical suspicion of 
polyhydramnios. No concerns 
E: Accelerated growth velocity 
AND both measurements >90th 
centile. Refer for scan 

 


