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Introduction 

Polyhydramnios is defined as the accumulation of excessive amniotic fluid, this may be suspected 

clinically if the abdomen is tense and SFH is >3cm larger than expected. It is diagnosed using 

ultrasound as a  deepest vertical pool (DVP) >8cm at any gestation. The deepest vertical pool 

measurement is defined as the largest visible cord- and limb-free pocket of amniotic fluid. 

 

Further sub-categorisation to mild (DVP 8-12cm), moderate (DVP 12-15cm), and severe (DVP > 

15cm) polyhydramnios may be of value with regard to the investigation and management. 

  

The reported incidence is between 1-2% of pregnancies. 

There is an association between the severity of the polyhydramnios and the risk of congenital 

anomaly. Severe polyhydramnios is associated with congenital anomaly in >70% cases, however 

in the absence of ultrasound differences the risk of congenital anomaly is much less  (11%). 

 

The amount of amniotic fluid volume present at any one time reflects a balance between the 

production and removal. The factors affecting production are: fetal urine production, secretions 

from the respiratory tract and oral secretions. The factors affecting removal are; fetal swallowing, 

fluid dynamics across the membrane and intramembranous flow (i.e. transfer across the 

placenta). 

 

Abnormality in any of the above mechanisms leads to excessive accumulation of amniotic fluid. 

There are various aetiologies, both maternal and fetal, these include; congenital fetal anomalies, 

fetal aneuploidy, maternal diabetes or infection (see below). 

Importantly >50% of cases remain idiopathic.  
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Objectives  

 

The aim of this guideline is to make recommendations regarding the antenatal management of 

pregnancies where there is evidence of polyhydramnios. These recommendations include 

guidance on how often to perform ultrasound scans for liquor volume and umbilical artery Doppler 

and which patients need referral to the Fetal Medicine Department. It also includes guidance on 

who needs to have microbiology testing. 

 

Policy Scope  

 

This policy addresses women with singleton pregnancies who have been diagnosed with 

polyhydramnios in their current pregnancy and gives recommendations as to their future 

management.  

 

Management 

 Transfer care of all women with diagnosed polyhydramnios to consultant-led care 

 Women with polyhydramnios are not suitable for midwifery-led care, delivery in midwifery –

led unit or homebirth. 

 Counsel women regarding risks of pre-term labour (PTL) and cord prolapse in the event of 

pre-term rupture of membranes (PROM). 

 Women who contact triage with a PROM or PTL should be invited in immediately. 
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 Ensure a neonatal alert form has been completed in all cases  (with as 

much detail as possible) as a NG tube may be required prior to the first feed and thorough 

neonatal check is indicated. 

 Idiopathic polyhydramnios may resolve spontaneously, however there remains an increased 

risk of perinatal morbidity. 

 Consider paired steroids for fetal lung maturation if considered high risk of PTL. 

 Consider IOL at term (decision to be made by patients obstetrician) 

 Follow pathway below 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Obstetric Pathways                                            
WAHT-TP-094 

 

Page 4 of 4 
This information should be used in conjunction with the Obstetric Pathways – WAHT-TP-094.  Use the 

version on the internet to ensure the most up to date information is being used.  

 

Appendix 1 - Pathway for the management of Polyhydramnios 

 

 
 

 

 
 

 
 

 
 

 
 

 
 

Polyhydramnios (DVP >8cm) 
diagnosed on USS 
 

Ensure booked under CLC 

Uncomplicated mild polyhydramnios - 
DVP 8-12cm 

Moderate /severe polyhydramnios 

– DVP>12cm or 
 

Mild polyhydramnios with 
suspected fetal anomalies or SGA 
(<10th centile) 

FU scan to assess DVP weekly (refer to 

FM if >12cm) 
 

If increasing, continue weekly scans. 
 
If DVP stable after 2 weeks and <12cm, 

for serial growth scans 
 

Serial growth scans (every 2-4 weeks 
depending on clinical picture) 
 

Screen for maternal infection: 
CMV/toxoplasmosis 

 
Consider screening for Parvovirus (if 
known exposure, fetal hydrops present 

or high index of suspicion) 
 

Screen for GDM 
 
If polyhydramnios is tense, fetal lie is 

unstable or there are other concerns– 
consider admission/steroids/inform 

named consultant 
 
Remember the increased risk of  PPH 

 
 

Refer to fetal medicine  


