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	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org

	
	





	Jennifer Faulkner RN BScN
Professional Practice Specialist
Maternal Child | Oncology
Quinte Health Care
Office- 613-969-7400 ext 2040
Cell- 613-438-2562
	We have a mandatory consultation policy but is currently under review. We are also developing another policy for midwives to prescribe patient’s home meds in hospital
	

	Shannon Adams RN BScN
Clinical Nurse Educator
Childbirth Unit 
Queensway Carleton Hospital
E: sadams@qch.on.ca
	Here is the policy we have at QCH for midwifery. I have included the updated version that is in the process of being passed and the old version of the midwife consultation policy
	




	Melissa Monardo OT Reg. (Ont.) 
Health Disciplines Professional Practice Leader
Interprofessional Practice
Lakeridge Health 
T. 905.576.8711 ext.33876
C. 905.242.6617
mmonardo@lh.ca

	I have attached a document that may be appropriate
	


	Jocelyn Patton-Audette, RN, IBCLC, BN 
Nurse Clinician, Women and Child Care Unit 
Grey Bruce Health Services │ Owen Sound 
T 519.376.2121 x2952 | F 519.372.3957
www.gbhs.on.ca

	Our midwifery transfer of care policy is currently being updated. Here is the version going to approval committees
	


	George Fieber RN
Nursing Practice Leader
Thunder Bay Regional Health Sciences Centre
Office: (807) 684-6691
Cell   : (807) 629-0889

	we include midwives into every policy/directive/procedure that we create. I have attached a few documents as an example. The midwives are aware of their own scope of practice and operate within that at our hospital. In addition, they collaborate with the nursing staff and the obstetrician as needed based on their scope and the acuity of the patient.


	









2

Trial of Labour After Caesarean Section (TOLAC) by Midwives and Family Physicians with Obstetrical Privileges.pdf
Southlake Regional Health Centre - Trial of Labour After Caesarean Section (TOLAC) b... Page 1 of 2

\/ SOUTHLAKE

Home > Policies & Procedures > Department-Specific Documents > Maternal Child Manual > Trial of Labour
After Caesarean Section (TOLAC) by Midwives and Family Physicians with Obstetrical Privileges

Disclaimer: the information contained in this document is for educational purposes only. Any
PRINTED version of this document is only accurate up to the date of printing. Always refer to the
Policies and Procedures Intranet site for the most current versions of documents in effect.

Old Code No.: V4-
POL, MC V04, MC
V004

Title: Trial of Labour After Caesarean Section (TOLAC) by |Original Effective Date: Jul 01,
Midwives and Family Physicians with Obstetrical Privileges |1991

Manual: Section: Maternal Code No.: MC

poLICY Department Child TO18

Review/Revised
Effective Date: Apr 08, 2019

Next Review Date: Apr 01, 2022

Cross Authoring Committee/Program/Dept:

Index: Ob/Gyn Committee Approved By: MCPP

At Southlake Regional Health Centre, midwives and family physicians with obstetrical privileges
may perform a trial of labour after Caesarean (TOLAC) under the following conditions:

1. The patient has given informed consent and the discussion has been documented in
the perinatal record.

2. Provided there are no contraindications (previous classical or inverted "T" incision,
previous hysterotomy or myomectomy entering the uterine cavity, previous uterine
rupture or presence of a contradiction to labour, such as previa or malpresentation), a
woman with 1 previous transverse low-segment Caesarean section will be offered a trial
of labour with appropriate discussion of maternal and perinatal risks and benefits.

3. An obstetrical consult has been requested prior to 30 weeks gestation. A copy of the
operative note from the previous Caesarean section must accompany the referral to the
obstetrician (whenever possible). Note: if the woman has had an obstetrical consult at
Southlake for a TOLAC in a previous pregnancy and there are no changes to health or
identified risk factors in the current pregnancy, an obstetrical consult is not required in
the current pregnancy.

4. The perinatal record and the Obstetrician's consult note from the current or previous
pregnancy have been faxed and are available on the Birthing Unit by the 36th week of
gestation.

5. An IV or saline lock, complete blood count (CBC), type and screen, and second blood draw
(if required) will be ordered on admission by the MRP.

6. Continuous fetal heart rate monitoring of women attempting a TOLAC must be used
during active labour as per Fetal Monitoring standard of care.

7. The family physician/midwife will arrange for a referral to an obstetrician in the following
intrapartum situations:

e Any intervention during labour or delivery (e.g. induction, oxytocin augmentation,
forceps delivery, vacuum extraction)

e As soon as the active stage of labour reaches 8 hours

e Presence and recognition of other risk factors that may jeopardize the care and
health of the patient or fetus

References:

e Matel, M.J. and Mackinnon, C.J. (2018). No. 155 - Guidelines for Vaginal Birth after
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Previous Caesarean Birth. SOGC Clinical Practice Guideline, 40(3), 195-207.
e American College of Obstetrics and Gynaecologists (2010, August). Vaginal Birth After
Caesarean, Obstetrics and Gynaecology, Practice Bulletin No. 15.

Copyright ©1997 - 2020 Southlake Regional Health Centre
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Disclaimer: the information contained in this document is for educational purposes only. Any
PRINTED version of this document is only accurate up to the date of printing. Always refer to the
Policies and Procedures Intranet site for the most current versions of documents in effect.

Manual:

poLICY Department

Section: Maternal
Child

Code No.: MC|0OIld Code No.: M1-

M001 POL, MC M00O1

Title: Midwifery

Original Effective Date: Jan
1994

01,

Review/Revised
Effective Date: Mar 02, 2020

Next Review Date: Mar 01, 2023

Cross Index:
MC C018, I

E031. I E008 Ob/Gyn Committee

Authoring Committee/Program/Dept:

Approved By: MCPP

Each member of the midwifery staff may admit, attend to, and discharge patients in the hospital
within the limits of the privileges granted by the Board or Authorized Acts of both the Regulated
Health Professions Act, 1991 and the Midwifery Act, 1991.

COVERAGE/ROSTER:

The midwives will make available to the birthing unit, postpartum unit and Locating the pager
number for their call service. This call service also has their on-call roster.

RECORDS:

1. Midwives will make available to the birthing unit copies of the Ontario Perinatal Record
of all clients by 36 weeks gestation.
2. Where a midwife's client is transferred to hospital from a planned homebirth, a copy of
her current labour progress at home will be made available.

ANTEPARTUM

1. Itis generally expected that a midwife will meet her/his client at the birthing unit with
urgent concerns. However, if the client arrives in the birthing unit unaccompanied by a
midwife with an urgent obstetrical concern, the client will be assessed as any other

expectant patient of Southlake.

2. The midwife will assess, consult and transfer care of the client to the obstetrician as per
the College of Midwives of Ontario (CMO), Regulation under the Midwifery Act (1991),
standard for Consultation and Transfer of Care and Southlake's policy on Consultations in

the Birthing Unit.

INTRAPARTUM

1. Prior to a labouring client arriving at the birthing unit, the midwife will notify the charge
nurse or her/his designate that she/he will be assessing and/or admitting a client to the

hospital.

2. [If the client arrives prior to the midwife, she will be received as any other client arriving

http://southlake/print.aspx
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on the birthing unit. The midwife may request that the client wait for the midwife to
perform the triage assessment or she may provide verbal orders to the nursing staff to
carry out the assessment and ongoing care until the midwife's arrival.

3. The midwife will keep the charge nurse informed of her/his client's status/progress
throughout labour and immediate postpartum period and update the activity board at the
nursing station at regular intervals.

4. Each birth is planned with the understanding that two midwives will attend, regardless of
setting as per the standards set by the CMO. In the event that a second midwife cannot
attend due to unforeseen circumstances, the midwife will request nursing assistance
during the birth. The midwife may delegate areas of care for the woman and newborn
required during a routine birth. Care that is provided by the nursing staff will be
documented by the nurse on the chart(s).

5. Should a complication arise during the intrapartum period, it is the midwife's responsibility
to initiate a consultation or transfer of care to the physician as per the CMO, Regulation
made under the Midwifery Act (1991), standard for Consultation and Transfer of Care and
Southlake's Consultations in the Birthing Unit policy. If a transfer of care occurs, the
obstetrician, in collaboration with the midwife, will decide when to transfer care back to
the midwife. The request for consultation and/or transfer of care will be documented in
the client's chart.

6. Once primary care has been transferred to the obstetrician, the nursing staff will assume
responsibility for charting the client's status/progress and carry out physician orders.

7. When a client's primary care is transferred to the obstetrician, the midwife may provide
supportive care within her/his scope of practice. In order to ensure coordination of care
the midwife and physician need to maintain appropriate communication during the course
of care.

8. The midwife will remain the primary care provider for the newborn at birth and
postpartum unless care is transferred by the midwife to the paediatrician.

CAESAREAN SECTIONS

1. The midwife will transfer care if a caesarean section is indicated. The midwife may stay as
a support to the woman and remain the most responsible provider for the newborn if
there are no risk factors mandating a transfer of care to the paediatrician.

2. [If certified, a midwife may be the surgical assist during a caesarean section.

POST PARTUM - MOTHER AND BABY

1. The midwife will stay for a minimum of one hour in the immediate postpartum period for
maternal and newborn care, performing routine assessments, assisting with breastfeeding
and completing documentation.

2. If the midwife is called away after one hour but prior to care being complete, it is the
midwife's responsibility to communicate the plan of care to a member of the nursing staff
who will then carry out the plan of care within her/his scope of practice.

3. Women will be admitted to the postpartum unit within 1-3 hours of the birth. The midwife
will accompany the patient to postpartum or delegate this responsibility to a nurse. The
midwife or her delegate will give report to the designated postpartum nurse prior to
leaving the postpartum unit.

4. In the event that a postpartum room is not available when the patient is ready to be
transferred, the midwife will give report to the birthing unit charge nurse or her/his
designate and the patient and her baby will receive care from the birthing unit nursing
staff until transfer to the postpartum unit can be arranged.

5. If the patient chooses early discharge (less than 24 hours), the teaching will be done in
the community by the midwife. The chart will reflect this as an order by the midwife.

6. If complications with mother or baby arise during the postpartum period, the midwife will
consult with the appropriate physician as per the CMO, Regulation made under the
Midwifery Act (1991) standard for Consultation and Transfer of Care.

ORDERS TO OTHER DEPARTMENTS:

e Pharmacy - Midwives may prescribe, administer or order medications (as per CMO
Standards of Practice).

e Laboratory - Midwives may independently collect specimens and order laboratory testing
for their clients (as per CMO Standards of Practice).

e Diagnostic Imaging - Midwives may independently order obstetrical ultrasounds for
their clients (as per CMO Diagnostic Imaging Guidelines).

http://southlake/print.aspx 7/20/2020
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CONSULTATION AND TRANSFER OF CARE FROM MIDWIFE

Purpose 

1. To define when a midwife should consult with a physician, or the most appropriate available health care provider

2. To define when a midwife should transfer responsibility for primary care to a physician


Guiding Principles

Initial History and Physical Exam


Consultation:


· Significant current medical conditions that may affect pregnancy or are exacerbated due to pregnancy


· Significant use of drugs, alcohol or other substances with known or suspected teratogenicity or risk of associated complications


· Previous uterine surgery other than one documented low-­‐segment cesarean section


· History of cervical cerclage


· History of more than one second-­‐trimester spontaneous abortion


· History of three or more consecutive first-­‐trimester spontaneous abortions


· History of more than one preterm birth, or preterm birth less than 34+ 0 weeks in most recent pregnancy


· History of more than one small for gestational age infant


· History of severe hypertension or pre-­‐eclampsia, eclampsia or HELLP syndrome


· Previous neonatal mortality or stillbirth which likely impacts current pregnancy


Transfer of Care:

· Cardiac disease


· Renal disease


· Insulin-­‐dependent diabetes mellitus


· HIV positive status


Prenatal Care

Consultation:

· Significant mental health concerns presenting or worsening during pregnancy


· Persistent or severe anemia unresponsive to therapy


· Severe hyperemesis unresponsive to pharmacologic therapy


· Abnormal cervical cytology requiring further evaluation


· Significant non-­‐obstetrical or obstetrical medical conditions arising during pregnancy


· Sexually transmitted infection requiring treatment


· Gestational diabetes unresponsive to dietary treatment


· Urinary tract infection unresponsive to pharmacologic therapy


· Persistent vaginal bleeding other than uncomplicated spontaneous abortion less than 14+0 weeks


· Fetal anomaly that may require immediate postpartum management


· Evidence of intrauterine growth restriction


· Oligohydramnios or polyhydramnios


· Twin pregnancy


· Isoimmunization


· Persistent thrombocytopenia


· Thrombophlebitis or suspected thromboembolism


· Gestational hypertension


· Vasa previa


· Asymptomatic placenta previa persistent into third trimester


· Presentation other than cephalic, unresponsive to therapy, at or near 38+0 weeks


· Intrauterine fetal demise


· Evidence of uteroplacental insufficiency


· Uterine malformation or significant fibroids with potential impact on pregnancy 

Transfer of Care:


· Molar pregnancy


· Multiple pregnancy (other than twins)


· Severe hypertension or pre-­‐eclampsia, eclampsia or HELLP syndrome


· Placental abruption or symptomatic previa


· Cardiac or renal disease


· Gestational diabetes requiring pharmacologic treatment


Labour, Birth and Immediate Post Partum


Consultation:


· Preterm prelabour rupture of membranes (PPROM) between 34 +0 and 36 +6 weeks


· Twin pregnancy


· Breech or other malpresentation with potential to be delivered vaginally


· Hypertension presenting during the course of labour


· Abnormal fetal heart rate pattern


· Suspected intraamniotic infection


· Labour dystocia unresponsive to therapy


· Intrauterine fetal demise


· Retained placenta


· Third or fourth degree laceration


· Periurethral laceration requiring repair

Transfer of Care:


· Active genital herpes at time of labour or rupture of membranes


· HIV positive status


· Preterm labour or PPROM less than 34 +0 weeks


· Fetal presentation that cannot be delivered vaginally


· Multiple pregnancy (other than twins)


· Prolapsed or presenting cord


· Placental abruption, placenta previa or vasa previa


· Severe hypertension or pre-­‐eclampsia, eclampsia or HELLP syndrome


· Suspected embolus


· Uterine rupture


· Uterine inversion


· Hemorrhage unresponsive to therapy

Post Partum

Consultation:

· Breast or urinary tract infection unresponsive to pharmacologic therapy


· Suspected endometritis


· Abdominal or perineal wound infection unresponsive to non-pharmacologic treatment


· Persistent or new onset hypertension


· Significant post-­‐anesthesia complication


· Thrombophlebitis or suspected thromboembolism


· Significant mental health concerns including postpartum depression and signs or symptoms of postpartum psychosis


· Persistent bladder or rectal dysfunction


· Secondary postpartum hemorrhage


· Uterine prolapse


· Abnormal cervical cytology requiring treatment


Transfer of Care:


· Postpartum eclampsia


· Postpartum psychosis 

Infant


Consultation:

· 34 +0 to 36 +6 weeks gestational age


· Suspected neonatal infection


· In utero exposure to significant drugs, alcohol, or other substances with known or suspected teratogenicity or other associated complications


· Findings on prenatal ultrasound that warrant postpartum follow up


· Prolonged PPV or significant resuscitation


· Failure to pass urine or meconium within 36 hours of birth


· Suspected clinical dehydration


· Feeding difficulties not resolved with usual midwifery care


· Significant weight loss unresponsive to interventions or adaptation in feeding plan


· Failure to regain birth weight by three weeks of age


· Infant at or less than 5th percentile in weight for gestational age


· Single umbilical artery not consulted for prenatally


· Congenital anomalies or suspected syndromes


· Worsening cephalohematoma


· Excessive bruising, abrasions, unusual pigmentation and/or lesions


· Significant birth trauma


· Abnormal heart rate, pattern or significant murmur


· Hypoglycemia unresponsive to initial treatment


· Hyperglycemia


· Suspected neurological abnormality


· Persistent respiratory distress


· Persistent cyanosis or pallor


· Fever, hypothermia or temperature instability


· Vomiting or diarrhea


· Evidence of localized or systemic infection


· Jaundice within the first 24 hours


· Hyperbilirubinemia unresponsive to phototherapy


· Suspected seizure activity


Transfer of Care:


· Major congenital anomaly requiring immediate intervention


Practice StatemeNT

According to the midwifery model of care, the midwife works in partnership with the client. As a provider of primary healthcare, the midwife is fully responsible for the clinical assessment, planning and delivery of care for each client. The client remains the primary decision-­‐maker regarding her own care, and that of her newborn.

Throughout the antepartum, intrapartum and postpartum periods, clinical situations may arise in which the midwife will need to initiate involvement of other health care providers in the care of a client or her newborn. 

Transfer of Care to a Physician


· Transfer of care occurs when the primary care responsibilities required for the appropriate care of the client fall outside of the midwife’s scope of practice.


· A transfer of care may be permanent or temporary.


· When primary care is transferred from the midwife to a physician, the physician assumes full responsibility for the subsequent planning and delivery of care to the client.


· The client remains the primary decision-­‐maker regarding her care and the care of her newborn.


· After a transfer of care has taken place, the midwife shall remain involved as a member of the health care team and provide supportive care to the client within the scope of midwifery


· If the condition for which the transfer of care was initiated is resolved, the midwife may resume primary responsibility for the care of the mother and/or newborn.

Definitions


Consultation with a Physician, or other appropriate health care provider- Consultation is an explicit request from a midwife of a physician, or other appropriate health care provider, to give advice on a plan of care and participate in the care as appropriate.

· It is the midwife’s responsibility to decide when and with whom to consult and to initiate consultations.


· Consultation may result in the physician, or other health care provider, giving advice, information and/or therapy to the woman/newborn directly or recommending a plan of care and/or therapy to be carried out by the midwife.


· After consultation with a physician, the role of most responsible provider either remains with the midwife or is transferred to the consulting physician.


· Consultation may be initiated at the client’s request.

patient Teaching

In all instances where another health care provider is required in the care of a midwife’s client or her newborn, the midwife shall:


· Review the Consultation and Transfer of Care Standard with the client as part of an informed choice discussion.


· Respect the principles of informed choice and support the client decision making process.


· Involve the other health care provider within an appropriate time frame.


· Ensure that the request for a consultation or transfer of care are both clearly articulated to the other health care provider and the client and documented in the client’s health record


PROCEDURE

· -­Ensure, where possible, that a consultation includes an in-­‐person evaluation of the client or her newborn and that a consultation is initiated by phone where urgency, distance or climatic conditions make an in-­‐person consultation impossible.


· Ensure that the subsequent plan of care, including the roles and responsibilities of the primary care providers involved, are communicated to the clinicians, and to the client and documented in the client’s health record.


· Remain accountable for the care they have provided whether working collaboratively or independently.


Documentation

· Order a consult for the required physician


· Document a progress note the need for a consult and the reason why


· Document a client’s decision not to pursue a consultation with another health care provider is clearly documented in the client’s health record, in accord with the standards of the College of Midwives.


· Document a client's decision not to follow a consultant's recommendation, once it is communicated to the midwife in accord with the standards of the College of Midwives.

REFERENCES


Professional Standards for Midwives (2018). College of Midwives of Ontario. [image: image1.png]
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MIDWIFERY PRACTICE:


INDICATIONS FOR MANDATORY DISCUSSION, CONSULTATION AND TRANSFER OF CARE 


PURPOSE

To provide direction and delineation to health care providers (HCP) involved in the care of the mother and newborn in respect to the relationships between the rules and regulations for physicians and midwives and respective nursing responsibilities

POLICY


All women and/or newborns will be assessed and cared for by the appropriate HCP based on an individual needs assessment.  Obligatory consultation to a physician will be obtained when maternal or newborn indications warrant  


DEFINITIONS

Category 1:
Discuss with another Midwife


1. It is the midwife’s responsibility to initiate with or provide information to another midwife in order to plan care appropriately

2. Discussion with an obstetrician requires a formal written request for consultation

Category 2:
Consult with an Obstetrician or Pediatrician

1. It is the midwife’s responsibility to initiate a consultation and to clearly communicate to the consultant that she is seeking a consultation.  A consultation refers to the situation where a midwife, in light of her professional knowledge of the client and in accord with the standards of practice of the College of Midwives, or where another opinion is requested by the client, requests the opinion of a physician competent to give advice in this field.  The midwife should expect that:


a) The consultation involves addressing the problem that led to the referral, an in-person assessment of the patient, and the prompt communication of the findings and recommendations to the patient and the referring professional.
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b) Following the assessment of the patient by the consultant(s), discussion should occur between the HCP and consultant regarding future patient care.


3. The consultation can involve the physician providing advice and information and/or therapy to the woman/newborn or prescribing therapy to the midwife for the woman/newborn


4. Consultation must be documented by the midwife in her records in accord with the regulations of the College of Midwives


5. After consultation with a physician, primary care of the client and responsibility for decision-making together with the client either:

a) continues with the midwife, or


b) is transferred to a physician

6. Once a consultation has taken place and the consultant’s findings, opinions and recommendations are communicated to the client and the midwife, the midwife must discuss the consultant’s recommendations with the client and ensure the client understands which HCP will be the most responsible provider (MRP)

7. Where urgency, distance or climatic conditions make an in-person consultation with a physician not possible, the midwife should seek advice from the physician by phone or other similar means.  The midwife should document this request or advice, in her records, in accord with the requirement of the college of Midwives and discuss with the client the advice received

8. The consultant may be involved in and responsible for, a discrete area of the client’s care, with the midwife maintaining overall responsibility within her scope of practice.  Areas of involvement in client care must be clearly agreed upon and documented by the midwife and the consultant

9. The College of Midwives has agreed that:


a) One HCP has overall responsibility for a patient at any one time and that the patient’s care should be co-ordinated by that provider whose identity should be clearly known to all involved.  This will also be documented in the records of the referring HCP and consultant.  Responsibility could be transferred temporarily to another HCP, or be shared between health professionals according to the patient’s best interest and optimal care; however, transfer or sharing of care should only occur after discussion and agreement between the client, referring HCP, and consultant

Category 3:  Transfer to a Physician for Primary Care


1. When primary care is transferred permanently or temporarily from the midwife to a physician, the physician, together with the client, assumes full responsibility for subsequent decision-making.  When primary care is transferred to a physician, the midwife may provide supportive care within her scope of practice, in collaboration with the physician and the client
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INDICATIONS

Category 1:  Initial History and Physical Examination


1. Adverse socio-economic conditions


2. Age less than 17 years or over 35 years


3. Cigarette smoking


4. Grand multipara (para 5)


5. History of infant over 4500g

6. History of one late miscarriage (after 14 completed weeks) or preterm birth


7. History of one low birth weight infant


8. History of serious psychological problems


9. Less than 12 months from last delivery to present due date


10. Obesity


11. Poor nutrition


12. Previous antepartum hemorrhage


13. Previous postpartum hemorrhage


14. One documented previous low segment cesarean section


15. History of essential hypertension or pre-eclampsia

16. Known uterine malformations or fibroids


Category 2:  Initial History and Physical Examination

1. Current medical conditions (eg. cardiovascular disease, pulmonary disease, endocrine disorders, insulin dependant diabetes mellitus, hepatic disease, neurologic disorders)

2. Family history of genetic disorders


3. Family history of significant congenital anomalies


4. History of cervical cerclage


5. History of repeated spontaneous abortions


6. History of more than one late miscarriage or preterm birth


7. History of more that one low birth weight infant


8. History of eclampsia


9. History of significant medical illness


10. Previous myomectomy, hysterotomy or caesarean section other than one documented previous low segment caesarean section


11. Previous neonatal mortality or stillbirth


12. Rubella during first trimester of pregnancy


13. Significant use of drugs or alcohol


14. Age less than 14 years


Category 3:  Initial History and Physical Examination

1. Any serious medical condition (eg. cardiac or renal disease with failure or insulin dependant diabetes mellitus)
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Category 1:  Prenatal Care

1. Presentation other than cephalic at 36 completed weeks 

2. No prenatal care before 28 weeks gestation


3. Uncertain expected date of delivery


Category 2:  Prenatal Care

1. Anemia (unresponsive to therapy)


2. Documented post term pregnancy (41 completed weeks)


3. Fetal anomaly


4. Inappropriate uterine growth


5. Hyperemesis


6. Polyhydramnios


7. Placenta previa without bleeding at < 32 weeks gestation


8. Pre-eclampsia

9. Serious psychological problems


10. Sexually transmitted disease


11. Vaginal bleeding other than transient spotting


12. Presentation other than cephalic at 3 weeks prior to due date


Category 3:  Prenatal Care

1. Medical conditions arising during prenatal care (eg. endocrine disorders, hypertension, renal disease, suspected significant infection)

2. Cardiac or renal disease with failure


3. Oligohydramnios


4. Isoimmunization


5. Multiple pregnancy including twins


6. Insulin dependant diabetes


7. Proteinuric pre-eclampsia or eclampsia


8. Symptomatic placenta abruption


9. Vaginal bleeding, continuing or repeated


10. Placenta previa at 32 weeks gestation


11. Documented post term pregnancy (42 completed weeks)


Category 1:  During Labour and Delivery

1. Thin meconium


2. Epidural anaesthesia
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Category 2:  During Labour and Delivery

1. No prenatal care


2. Pre-term labour (34 – 37 completed weeks)


3. Prolonged active phase as indicated with < ½ cm cervical dilation in 1 hour


4. Rupture of membranes greater than 12 hours


5. Poor progress in second stage after 1 hour of active pushing


6. Retained placenta


7. Bleeding in labour


8. Third degree tear

9. Unengaged head in active labour in primipara


10. Induction of labour


Category 3:  During Labour and Delivery

1. Multiple pregnancy, including twins


2. Active genital herpes at time of labour


3. Pre-term labour (less than 34 weeks)


4. Abnormal presentation, including breech


5. Proteinuric pre-eclampsia or eclampsia


6. Prolapsed cord


7. Placental abruption and/or previa


8. Severe hypertension


9. Thick meconium


10. Abnormal fetal heart patterns unresponsive to therapy


11. Uterine rupture


12. Uterine inversion


13. Hemorrhage unresponsive to therapy


14. Obstetric shock


15. Fourth degree tear


Category 1:  Postpartum (Maternal)

1. Breast infection


2. Wound infection


3. Uterine infection


4. Signs of urinary tract infection


5. Temperature over 380 C (100.4) on more than one occasion


6. Any abnormal bleeding
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Category 2:  Postpartum (Maternal)

1. Persistent hypertension


2. Hemorrhage unresponsive to therapy


3. Postpartum eclampsia


4. Thrombophlebitis or thromboembolism


5. Uterine prolapse

Category 1:  Postpartum (Newborn)

1. Feeding problems


Category 2:  Postpartum (Newborn)

1. 34 to 37 weeks gestational age


2. Infant less than 2500 g

3. Less than 3 vessels in umbilical cord


4. Excessive moulding and/or cephalohematoma


5. Abnormal findings on physical exam


6. Excessive bruising, abrasions, unusual pigmentation and/or lesions


7. Birth injury requiring investigation


8. Congenital abnormalities (eg. cleft lip or palate, congenital dislocation of hip, ambiguous genitalia)

9. Abnormal heart rate or pattern


10. Abnormal cry


11. Persistent abnormal respiratory rate and/or pattern

12. Persistent cyanosis or pallor


13. Jaundice in first 24 hours


14. Failure to pass urine or meconium within 24 hours of birth


15. Suspected pathological jaundice after 24 hours


16. Temperature less than 360 C, unresponsive to therapy


17. Temperature more than 37.90 C, unresponsive to therapy


18. Vomiting or diarrhea


19. Infection of umbilical stump site


20. Significant weight loss (more than 10% of body weight)


21. Failure to regain birth weight in three weeks


22. Failure to thrive


Category 3:  Postpartum (Newborn)

1. APGAR less than 7 at 5 minutes


2. Suspected seizure activity


3. Major congenital anomaly requiring immediate intervention (eg. omphalocele, myelomeningocele)

4. Temperature instability
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Midwifery Practice at Lakeridge Health Oshawa
Policy and Procedures

Lakeridge Manual: Clinical Document No.:
Health Section: Women'’s and Children’s Healthcare Original Date:
22/03/2011
Developed by: Women’s and Children’s Healthcare Revision Date(s):
Program 12/06/2014
Approved by: Women’s and Children’s Quality Council Review Date:

Cross Reference to: First Response Team: Neonatal Stabilization (LHO) Policy and
Procedures

Document Applies to: Staff, Physicians and Midwives working in the Maternal Newborn
Program at LHO

A printed copy of this document may not reflect the current, electronic version on Lakeridge Health’s
Intranet, ‘The Wave.’ Any copies of this document appearing in paper form should ALWAYS be checked
against the electronic version prior to use.

Introduction

The Ontario Ministry of Health and Long-term Care recognize midwives as low-risk obstetrical
health care providers. Midwives are members of the Interprofessional Team within the
Women’s’ and Children’s’ Program at Lakeridge Health. Registered Midwives (RMs) are
privileged at Lakeridge Health Oshawa through the Medical Staff Office. Midwifery interests
are represented by the Section of Midwifery.

Policy

1. In accordance with the standards of the College of Midwives of Ontario (CMO), RMs are
required to have current certification in Neonatal Resuscitation (NRP) with recertification
every year. In addition they are required to attend/participate in Emergency Skills
Workshop (e.g., ALARM, MOREODb, etc.) as required by the CMO every 2 years.
Cardiopulmonary Resuscitation (CPR) with recertification every 2 years as per the CMO
2011 Registration Regulations is an expectation. Completion of a recognized Fetal Health
Surveillance course at minimum, every 5 years is an expectation of the Women'’s and
Children’s Healthcare Program. Participation in MOREob program including completion
of Modules 1-3 and participation in related skills drills, workshops and or educational in-
services is encouraged.

2. Each member of the midwifery staff may admit, attend to and discharge clients in the
Hospital within the limits of the privileges granted by the Board or authorized Acts of both
the Regulated Health Professions Act, 1991 and the Midwifery Act, 1991

3. The midwife will transfer care of the mother to the obstetrician, as per the College of
Midwives of Ontario, Regulation Made under The Midwifery Act, 1991
http://www.oha.com/KnowledgeCentre/Library/Documents/2206 _midwiferyToolkit append

sept28.pdf

4. All midwives practicing at Lakeridge Health must be covered by liability insurance for the
hospital setting with the midwife named as the insured.

This material has been prepared solely for the use at Lakeridge Health. Lakeridge Health accepts no responsibility for use of this material
by any person or organization not associated with Lakeridge Health. No part of this document may be reproduced in any form for
publication without the permission of Lakeridge Health.
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5. Supervision of newly credentialed midwives will be delegated to a fully credentialed
midwife, a mentorship overseen by the Chief of Midwifery.

Definition(s)

“The practice of midwifery is the assessment and monitoring of women during pregnancy,
labour and the post-partum period and of their newborn babies, the provision of care during
normal pregnancy, labour and post-partum period and the conducting of spontaneous normal
vaginal deliveries”. (Midwifery Act, 1991)

CMO - College of Midwives of Ontario
CN — Charge Nurse

MRP — Most Responsible Provider
RN — Registered Nurse

RPN — Registered Practical Nurse
RM- Registered Midwife

TOC - Transfer of Care

Procedures

1. ADMISSION

When a client is planning a birth at LHO, the RM will send copies of the Ontario Antenatal
Record 1 and 2 to the hospital at approximately 34 weeks gestation. In addition, the following
forms will be completed and sent as well:

LHO pre-registration form

LHO pre-anesthetic questionnaire
Epidural information form

Any other relevant documents or consents

2. OUTPATIENT VISITS/ANTEPARTUM CARE

Outpatient Obstetric Consultation for Urgent concern

Midwives who wish to arrange a client consultation at LHO with the obstetrician on call (eg for
hypertension, preterm labour), will speak with the obstetrician directly, either by telephone or
in person. The RM is expected to have assessed their client in person prior to consulting with
the obstetrician. In addition, a letter requesting consultation may be sent to hospital with the
client. The letter is not intended to replace the RM-to-obstetrician discussion but may be
used to outline clinical findings. Once the client arrives, care will be undertaken by the
Birthing Suite RN until the consultation by the obstetrician is concluded. Unless there is a
defined transfer of care, the most responsible provider remains the RM.

Emergency situations

If a client arrives to Birthing Suite prior to arrival of her midwife, with an urgent obstetrical
concern, the client will be assessed by the Birthing Suite nurse who will consult with the
obstetrician on call as necessary to ensure prompt and safe care of the patient. Once the
midwife arrives to hospital, she will assume all care of her client including collaboration and
consultation with the obstetrician on call as required.
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Some examples include (but are not limited to);

. Decreased fetal movement
. Motor Vehicle Accident

. Heavy vaginal bleeding

. Imminent delivery

Obstetric Admission Unrelated to Labour

Clients admitted for non-labour related concerns and requiring infrequent assessments (e.g.
therapeutic rest) will be cared for by Birthing Suite nursing staff. Should the client transition
into labour requiring more frequent maternal/fetal assessments (e.g. 15-30 minutes), the RN
will notify the RM to come to hospital to assume care of their client.

3. CONSULTATION AND TRANSFER OF CARE

Consultation
The responsibility to consult with an obstetrician or other specialist lies with the RM. It is the
RM'’s responsibility to clearly and concisely initiate a consultation within an appropriate time
after detection of an indication for consult (CMO, 1999). The consultation process is a
reciprocal relationship. It is the specialist’s responsibility to acknowledge and respond in a
timely fashion to the request for consultation. After consultation, responsibility of care for the
client may determine to: (i) continue with the RM or (ii) transfer to the specialist.
Aspects of the consultation may include:

e Providing advice or information

e Providing intermittent therapy

e Prescribing therapy

Should the midwife be required to consult more than twice for separate concerns, care will be
transferred to the specialist for ongoing care of the patient. Consultation notes and transfer
of care arrangements will be documented in the patient’s health record.

Transfer of Care

When primary care is transferred the physician together with the client assumes full
responsibility for subsequent decision-making. The RM may provide supportive care of the
client however the RN assumes responsibility for nursing care of the patient.

When a transfer of care occurs, documentation will be completed in the patient’s health care
record outlining the details of this change in responsibility. Furthermore, the consultant in
collaboration with the RM will decide an appropriate time to transfer patient care back to the
RM. This too will be documented in the health record.

Neonate Care

Neonatal care is the responsibility of the RM (who will be baby’s MRP) unless consultation
and transfer of care to a paediatrician is required based on the neonate’s health status. As
with the maternal care, the responsibility to consult with a paediatrician or other health
professional regarding care of the neonate rests with the RM.
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4. INTRAPARTUM

The RM will telephone the Birthing Suite to notify the CN of an incoming admission. The RM
will attempt to arrive to hospital with the client. If the client arrives first, she will be given the
option of waiting for her RM or beginning the admission process with the RN.

The CN or a delegate will serve as resource to the RM while on Birthing Suite. The RM will
provide the CN with regular updates on her client’s progress. Obstetrician consultations
and/or TOC will be communicated as soon as possible to the CN so that nursing resources
can be arranged to assume care for the patient.

Attendance at Birth

As per the CMO, each birth regardless of setting will be planned with the understanding that
two midwives will be in attendance. Fourth year midwifery students may serve as a second
attendant at the discretion of the attending midwife. In the rare instance that a second
midwife does not arrive to hospital in time to be the second assist, an RN will act as second
assist until arrival of the assisting RM. Attendance and care provided by the RN will be
documented in the Health Record.

Where there is potential for newborn health concerns at the time of birth, the RM will refer to
Policy: First Response Team: Neonatal Stabilization (LHO) to ensure the required personnel
are notified to be in attendance at the birth.

5. INDUCTION/AUGMENTATION OF LABOUR

Inductions are booked through the Birthing Suite. The RM will forward a letter of request for
induction in addition to calling the Birthing Suite desk to arrange the appointment. Review of
the client will be undertaken by the obstetrician who will assess the client and make a
determination as to the method of induction. The Obstetrician may request a transfer of care
or be involved through consultation.

Should a midwife client require augmentation of labour the midwife will consult with the
obstetrician for assessment and treatment recommendations. Patients with ruptured of
membranes, and who are Group B Streptococcus (GBS) positive, will require consultation
with the obstetrician as soon as possible for initiation of oxytocin infusion as per the SOGC
guidelines (Nov 2013). Such patient should be advised to present to hospital in a timely
fashion, accompanied by midwife in anticipation of such treatment.

6. REGIONAL ANAESTHESIA IN LABOUR
When a client requests an epidural for pain management, the RM will notify the CN to
facilitate arrangements for an RN to assume care during the procedure. The RM will ensure
the following preparation has been done:

e CBC drawn, resulted and printed for the chart

e Epidural cart and neuraxial pump brought to the room

¢ |V inserted and infusing well

The RM will then consult with the anaesthesiologist on call. The RN will pull the required
medications for the procedure (including narcotics). The RN will care for the patient during
initiation of regional anaesthesia and for the initial assessment period until the patient is
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comfortable (approximately 15-30 minutes). Care provided by the RN, including initiation
time, assessments, vital signs and concluding time will be documented in the health record.

7. CAESAREAN BIRTH

Care will be transferred to the obstetrician and Birthing Suite team should a midwife’s client
require caesarean birth. The CN will assign a primary RN who will prepare the patient for
surgery. The RM may provide supportive care, including education, counseling and
advocacy in a collaborative relationship with the primary caregiver as per the College of
Midwives of Ontario. Neonatal care will remain the responsibility of the RM (who will be
baby’s MRP) unless consultation and transfer of care to a paediatrician is required based on
the neonate’s health status.

8. POSTPARTUM

Under normal circumstances, the midwife team will care for the client and neonate during the
initial postpartum period (typically 1-3hrs), completing and documenting all maternal and
neonatal assessments until the family is discharged home with the midwifery team.

Birth Cleanup

Maintaining a clean and orderly environment is essential to client and staff safety. Upon
completion of birth or at the point of early discharge, the RM will ensure all bed surfaces are
stripped and soiled linen and garbage is bagged and deposited in the Soiled Utility Room.
Sharps will be deposited in the appropriate sharps containers and birthing instruments taken
to the Soiled Utility Room for cleaning. The placenta will be bagged and labeled for storage
unless sent to Pathology for examination.

Extended Hospital Stay during the Postpartum Period

The client and family may choose or be required to stay in hospital beyond the initial

1-3h postpartum period. A transfer of accountability (TOA) report will be completed between
the RM and the nurse assigned to assume care. The RM will continue to act as MRP for the
patient and her neonate. Orders will be communicated through use of Preprinted Order sets
for mom and baby. All communication regarding care of mother or neonate will be directed to
the patient's RM.

Newborn blood work (newborn screening and Bilirubin testing) may be deferred to be
completed in the client’'s home if ordered by the RM. This variation in care will be
communicated either in the Progress Notes or on the Newborn Discharge Record. The RM
must also ensure that scheduled lab tests are “cancelled” with explanation noted in the
electronic lab requisition that the sample will be drawn by the RM after discharge.

Families will receive the usual postpartum discharge materials offered to all obstetric families.
Postpartum teaching will be a shared responsibility between the nursing staff and midwife
with each professional documenting health education provided. In the absence of the
midwife at time of discharge, nurses are expected to offer health teaching necessary to
ensure safe transition home of mother and neonate.

As per the CMO, midwives offer postpartum and newborn care to families for 6 weeks after
birth. Well-baby visits to the family doctor are normally not required until initiation of the
infant’s vaccination series (approximately 8 weeks of age).
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Medications

Midwives may independently prescribe or administer specific medications on the member’s
own responsibility or on the order of a physician who is a member of the College of
Physicians and Surgeons of Ontario as described in the Midwifery Act, 1991. The
obstetrician on call will be consulted for the ordering of all medications which fall all outside of
the authority of the midwife. Narcotic control is a joint responsibility of nursing and midwifery,
with each practitioner withdrawing narcotics independently as required for patient care.

Laboratory

Midwives may independently collect specimens and order laboratory testing for their clients
as outlined by the CMO. The midwives will independently enter their own laboratory orders
and do the blood collection of laboratory specimens.

Diagnostic Imaging
Midwives may independently order obstetrical ultrasounds for their clients as specified in the
College of Midwives of Ontario. (November 1994).

Non-Stress Tests
Non-stress tests will be booked through the Obstetric Clinic as per usual practice. If the test
is required after clinic hours, it will be completed at the Birthing Suite by the midwife.

Reference(s)

Ontario Hospital Association. (September 2010). Resource manual for sustaining quality
midwifery services in hospitals.
http://www.oha.com/KnowledgeCentre/Library/Documents/2206 midwiferyToolkit append s

ept28.pdf

College of Midwives of Ontario. (1991). The Midwifery Act.
http://www.e-laws.gov.on.ca/html/statutes/english/elaws statutes 91m31 e.htm

College of Midwives of Ontario (2014). The Ontario midwifery model of care.
http://www.cmo.on.ca/?page id=429
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POLICY STATEMENT 

· Midwives, as MRP, are responsible to determine when and with whom to consult according to criteria established by the College of Midwives and in collaboration with their client  

· When a transfer of care occurs, a full and relevant history will be given

· [bookmark: _GoBack]When a physician assumes MRP, the nurse assumes all care and duties as per usual unit process.  

· The transfer of care is clearly documented on the doctor’s order section of patient’s chart by the person transferring the care. 

· When care is transferred to a physician, a midwife in a supportive care role is not responsible for the provision of primary clinical care, but may work co-operatively within her scope of practice  when clearly agreed upon by the health care team

· Delegation of a component of care to the midwife will be clearly written as a doctor’s order, and the nurse assumes care of the client alongside the midwife who has been delegated to complete a component of care.

· It is the maternal MRP’s responsibility to consult paediatrics to attend a birth, as required.  

· Once the infant is born, the midwife as MRP for the infant may consult with the paediatrician as required. 

· It is the midwife and physician’s responsibility to inform the patient and document on the patient’s health record each time a transfer in care occurs. 


APPLICATION 

This policy applies to GBHS staff, physicians, and midwives.


GUIDELINES 



1. Maternal transfer of care intrapartum 

a. Midwife determines consultation and/or transfer of care is required and contacts obstetrician on call

b. Patient assessment and history is completed by the Midwife and communicated to the Obstetrician.  

c. If the Obstetrician assumes MRP, this is documented on the doctors’ orders.  

d. The L&D nurse follows the Obstetrician’s orders as MRP, and assumes total care of client with midwife in supportive role.  

e. The Obstetrician may delegate components of care to the midwife by a clearly written order.  Obstetrician is still MRP.

f. The L&D nurse is responsible for patient care but may work collaboratively with the midwife. For example, the midwife may obtain a FHR, prepare equipment, or assist patient with positioning. The nurse and midwife will clearly communicate who is performing these tasks. 

g. If the OB determines care may be transferred back to the midwife, this will be communicated verbally to the midwife and documented on the doctors’ orders. 

2. Maternal transfer of care antenatally 

a. Where a transfer of care from midwife to OB has occurred prior to antenatal admission, the  OB will be MRP in hospital

b. The midwife will attend the delivery in a supportive role and as MRP for baby

c. It is the responsibility of the maternal MRP to determine if antenatal paediatrician consult or  attendance at delivery is required

d. In case of booked cesarean delivery, the midwife attends the C/S and assumes MRP for the newborn. The midwife will receive the baby and assume the care. Paediatrician will be consulted by OB  if required before the birth, and by the midwife as necessary after the birth

3. Newborn transfer of care 

a. If the paediatrician has been asked to attend delivery by the Obstetrician, the Paediatrician is MRP, and the ICN RN assumes baby care.  The midwife assumes a supportive role. 

b. Midwife does not assume MRP of an infant in the Intensive Care Nursery 

c. Paediatrician may transfer the care back to the midwife as MRP when the infant’s condition supports this. This transfer of care will be documented as a written order and a verbal report will be provided to the midwife

d. Midwife is MRP for mothers and newborns they have delivered, unless transfer of care to a physician is necessary.  This transfer of care will be documented on the doctor’s orders


RELATED DOCUMENTS 

· BIR-103 Paediatrician Attendance at Births

· BIR-406 Vaginal Birth After Cesarean Section Clinical Management Guidelines 


REFERENCES 

· College of Midwives (2015). Collaboration and Transfer of Care. 

· College of Midwives of Ontario (2014).  Interprofessional Collaboration Standard
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Documentation of Orders by the
TITLE: Medical/Privileged Staff and their NUMBER: MS - 14
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CATEGORY: Administration PAGE: 1lof2
DEPARTMENT: Vedical POLICY X  PROCEDURE
SERVICE/PROGRAM: GUIDELINE STANDARD
INTERNAL Oraanization Wide EXTERNAL DISTRIBUTION:
DISTRIBUTION: 9 All Regional Hospitals and NOSM
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APPROVED: Chief of Staff REVIEWED: June 22, 2010
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POLICY STATEMENT:

Thunder Bay Regional Health Sciences Centre will ensure Undergraduate Medical Students, Postgraduate
Clinical Trainees (Residents) and other learners (RN-EC., Midwifery etc.) are provided with every
opportunity for engaging in clinical activities during their core medical educational rotations or electives at
Thunder Bay Regional Health Sciences Centre while ensuring a high standard of patient care.

Preceptors/Supervisors or their delegates accept responsibility for all orders written by Undergraduate
Medical Students, Postgraduate Clinical Trainees (Residents) and other learners. The Undergraduate
Medical Student, Postgraduate Clinical Trainee (Resident) or other Learner must clearly identify the
name of the preceptor/supervisor or delegate on all written “Medical/Privileged Staff” orders.

All members of the “Regulated Health Professionals Act” are accountable and responsible for the care
and treatment, which they provide to all their patients.

PURPOSE:

All members of the “Medical/Privileged Staff” (physicians, dentists, midwives and RN-EC’s) and their
learners must document a clear, consistent treatment plan on all written “Medical/Privileged Staff”
orders.

PROCEDURE:

1. All orders must be dated, timed, signed on the designated order section of the orders sheet or unit
specific designated orders section with a legible signature and their name immediately printed
below. In the event, the order is written by a learner, the learner must also identify their learning
level status and the name of the “Medical/Privileged Staff” serving as his/her preceptor/supervisor
or designate. [Reference: Public Hospitals Act, Reg. 965 24 (1-3)]

2. All orders will be entered into the HCIS/Meditech system under the name of the
preceptor/supervisor or designate only.

3. All members of the Medical/Privileged Staff and learners are responsible for notifying the Medical
and Academic Affairs Office of any changes in their demographic information, ie. Name, address,
telephone or facsimile number and e-mail addresses.
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4. Any changes in demographic information forwarded to the Medical and Academic Affairs Office will
be corrected in:

e HCIS Provider Dictionary
e Access Data Base (Posted on the Intranet/Thunder Bay Regional Health Sciences Centre /Medical
and Academic Affairs Office/Contact Lists)

5. The HCIS Provider Dictionary is the source for obtaining all “Medical/Privileged Staff’
demographics, admitting and ordering information by specific facility. Departments providing
diagnostic testing or health records information will be granted access to this demographic
information field. Copies of the results will be sent to the ordering physician or supervisor/preceptor
or designate only. No copies will be sent to the learner. The Undergraduate Medical Student or
Postgraduate Trainee (Resident) will have direct access to view reports on-line or to print, should a
copy be required.

REFERENCES:

Public Hospitals Act (1988) Regulation 965 Orders for Treatment Queens Printer of Ontario. P. R5.7
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Allergies:

Newborn Admission Protocol For Well Newborns
If applicable to newborn, orders with a [_] are to be checked by health care professional

= Vital signs on admission and then once a day.

» Length and head circumference on admission.

= Weigh newborn on admission and daily.

= Breast milk and/or breast milk substitution ad lib.

Prevention of Opthalmia Neonatorum
= Erythromycin 5 mg per g ung to each eye x 1 (within two hours of birth).

Prevention of Hemorrhagic Disease of the Newborn
= Vitamin K 1 mg IM x 1 within the first 6 hours after birth.
= |f parents refuse Vitamin K IM, offer and administer Vitamin K 2 mg PO x 1 with first feed. Notify Most
Responsible Physician (MRP) for follow up PO Vitamin K at 2 to 4 weeks of age and 6 to 8 weeks of age.

Assessment of Hypoglycemia
= When indicated, initiate Management of Newborn Hypoglycemia (PCS-MD-50).

Maternal Serology
= Ensure routine maternal serology is on newborn’s chart. If routine maternal serology unknown, notify MRP
within 12 hours of birth.

Prevention of Maternal to Newborn Transmission of Hepatitis B
[] If positive OR unknown maternal Hepatitis B surface antigen (HBsAg), administer Hepatitis B vaccine 0.5
mL IM x 1 within 12 hours of birth (Engerix-B 10 mcg per 0.5 mL OR Recombivax HB 5 mcg per 0.5 mL).
[] If positive maternal HBsAg, administer Hepatitis B Immune Globulin (HBIG) 0.5 mL IM x 1 in opposite leg to
Hepatitis B vaccine within 12 hours of birth.
= |f given, refer newborn to MRP for Hepatitis B vaccine at 1 month of age and at 6 months of age.

Treatment of Maternal Hepatitis C in the Newborn
[ ] If known positive maternal Hepatitis C, administer Hepatitis B vaccine 0.5 mL IM x 1.
(Engerix-B 10 mcg per 0.5 mL OR Recombivax HB 5 mcg per 0.5 mL).
= |f given, refer newborn to MRP for Hepatitis C serology to be drawn at 18 months of age and follow up
Hepatitis B vaccine at 1 month of age and 6 months of age.

Management of Newborns at Risk for Early Onset Bacterial Sepsis
= If maternal Group B Streptococcus (GBS) positive OR maternal GBS negative/unknown with one risk factor*:
= Close observation with vital signs every 3-4 hours x 24 hours (48 hours for infants less than 37 weeks)
= EXCEPTION: Newborns of caesarean section mothers with intact membranes prior to delivery.
= |f 2 or more risk factors* are present (regardless of mode of delivery) OR maternal chorioamnioitis:
= Close observation with vital signs every 3 to 4 hours x 24 hours (48 hours for infants less than 37 weeks)
[ ] CBC at 4 hours of age.
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Pain Management
= Encourage skin to skin and/or breastfeeding during painful procedures (i.e., blood work)
[] If unable to provide skin to skin and/or breastfeed, may use oral sucrose (24%) 2 minutes prior to
procedure:
32to 37weeks: 1 mL  Greater than 37 weeks: 2mL  All NPO infants: 0.5 mL
*Maximum daily dose: Four times in 24 hours
Jaundice and Ontario Newborn Screen
= Total serum bilirubin (TSB) on any newborn who is jaundiced in the first 24 hours of life.
= Obtain Ontario newborn screen and, if not already done, TSB between 24 to 72 hours of age or prior to
discharge if less than 24 hours. If newborn discharged prior to 24 hours of age, ensure proper follow up is
arranged.
= Notify MRP if bilrubin falls outside of normal limits on the Phototherapy Nomogram (CS-517) OR falls within
the high-risk range on the Hyperbilirubinemia Predictive Normogram (CS-516).
= Critical Congenital Heart Disease (CCHD) Screen at 24 to 48 hours of age. If newborn discharged prior to 24
hours of age, ensure follow up is arranged to complete screening.

Medications
[] Vitamin D 400 units PO daily for all breastfed babies (when available from pharmacy).

Hearing Screen
= Hearing screen to be completed or have appropriate follow up in place prior to discharge.

Other
= Notify MRP if arterial cord pH less is than or equal to 7 or base excess is less than -16 mmol per L.
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Guidelines for Implementation of a Medical Directive

Before implementing a Medical Directive, the health professional will be responsible for:

1.

5.

Placing a patient label on the form or in the absence of a label print: the name, age, admission number, chart number
and most responsible physician's name.

Ensuring the implementer meets the criteria as set out in Section 4.

Ensuring the patient meets the criteria as set out in Section 3.

The Medical Directive will not be implemented unless the implementing professional has completed Section 1 including
his/her signature, health professional designation, name, the date and time and name of the most responsible physician
according to the criteria in Section 5.

The implemented Medical Directive will be added to the patient's chart in the Physicians Order section.

This completes the implementation process. The Medical Directive is now processed as any Medical Order and is subject to
all policies pertaining to a Medical Order.

Section 3 Patient Criteria

1.

Patient conditions that must be met:
Any well newborn delivered at Thunder Bay Regional Health Sciences Centre who is admitted to the Newborn Nursery.

2. Specific circumstances that must exist:
*Maternal and Neonatal Risk Factors for Early Onset Bacterial Sepsis:
= Maternal intraparutm GBS colonization during the current pregnancy
= GBS bacteruria at any time during the current pregnancy
= A previous infant with invasive GBS disease
= Prolonged rupture of membranes of greater than or equal to 18 hours
= Maternal fever (temperature greater than or equal to 38°C)
3. Contraindications:
None.
Section 4 Section 5
1. Health professional(s) that can implement the Criteria for selection of the responsible provider:
directive: Physician or midwife under whom the newborn is admitted.
= Nurses working in Maternal Newborn, Labour and
Delivery or NICU.
= Midwives with admitting privileges at Thunder Bay
Regional Health Sciences Centre.
2. Specific education qualifications:
None
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1.

PURPOSE
To provide guidelines to determine that the correct personnel are present during the delivery of a
newborn.

POLICY STATEMENT

The delivery of a newborn is a complex time that requires a different approach to resuscitation than
adults. Having the appropriate personal present and available is crucial to having a successful delivery
and/or resuscitation.

SCOPE

The Canadian Paedatiric Society (CPS) has adopted the Neonatal Resuscitation Program (NRP)
educational program to introduce the concepts and skills of neonatal resuscitation. NRP is evidence-
based and is the foundation to all neonatal resuscitation within this hospital. This policy is specific to the
newly born infant; care of the labouring mother is discussed within the policy Intrapartum — Service
Standard (M/C-STD-12).

DEFINITIONS

Quialified individual: someone who is skilled in the initial steps of newborn care and positive-pressure
ventilation (PPV); this can include nurses from Labour and Delivery (L&D), Maternal Newborn or
Neonatal Intensive Care Unit (NICU), midwives, physicians and/or a Registered Respiratory Therapists
(RRT).

PROCEDURE

1. If deemed that the Paediatrician should be present at the delivery of the infant, it is the responsibility
of the Obstetrician, Family Practitioner and/or Midwife for consulting with the Paediatrician on call.
In an emergency situation, the nurse may call the Paediatrician on the most responsible providers’
(MRP) behalf or a Code NRP should be called.

2. Every birth should begin with the 4 pre-birth questions (What is the expected gestational age? Is the
amniotic fluid clear? How many babies are expected? Are there any additional risk factors? — see
Table 1).

3. Every birth not deemed high risk is to be attended by at least 1 qualified individual skilled in the
initial steps of newborn care and positive-pressure ventilation (PPV). This person’s only
responsibility is the management of the newborn. This role is often referred to as “the second” (see
Appendix A for The Role of a Second).

a. For most routine deliveries, this role is fulfilled by an L&D nurse and/or midwife.

b. If there are no available L&D staff and/or midwives, staff from NICU or Maternal Newborn
may be called to attend the delivery and manage the newborn.

c. Documentation is to be recorded on the Newborn Delivery/Resuscitation Record (CS-058)
and in the Infant Birth Record intervention on Meditech.

d. Ensure that all supplies and equipment necessary for resuscitation are readily available.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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4.

If the birth is identified as high risk, a NICU nurse and a RRT must be present solely to manage the

baby. The NICU nurse will take on the role of a second (see Appendix A).

a. Once the delivery has been identified as high risk, staff from L&D are to notify NICU and the

RRT department of their anticipated attendance at the delivery.

b.
c.

Once delivery is imminent, L&D staff will contact NICU and NICU will contact the RRT.
If possible, a pre-resuscitation team brief should take place prior to the delivery. This will be

an opportunity to assign roles (team leader, recorder, etc.) and responsibilities. All supplies

and equipment must be checked and be readily available for a complete resuscitation prior to

all high risk deliveries.

Documentation is to be recorded on the Newborn Delivery/Resuscitation Record (CS-058)

and in the Infant Birth Record intervention on Meditech.

Table 1. Risk Factors for Considerations of a High Risk Birth

Antepartum Risk Factors

Gestational age less than 36 weeks

Gestational age greater than or equal to 41 weeks
Preeclampsia or eclampsia

Maternal Hypertension

Multiple gestation

Fetal anemia

Polyhydramnios

Oligohydramnios

Fetal hydrops

Fetal macrosomia

Intrauterine growth restriction

Significant fetal malformations or anomalies
No prenatal care

Intrapartum

Risk Factors

Emergency ceasarean delivery

Forceps of vacuum-assisted delivery

Breech or other abnormal position

Category Il (indeterminate) or 11l (abnormal) fetal
heart rate pattern

Maternal general anesthesia

Maternal magnesium therapy

Placental abruption

Intrapartum bleeding

Chorioamnionitis

Narcotics administered to mother within 4 hours of
delivery

Shoulder dystocia

Meconium-stained amniotic fluid

Prolapsed umbilical cord

If NICU and/or RRT are not going to be present during the elective caesarean section, staff

RRT department of the anticipated delivery.

If possible, a pre-resuscitation team brief should take place prior to the delivery. This will be

an opportunity to assign roles (team leader, recorder, etc.) and responsibilities. All supplies

and equipment must be checked and be readily available for a complete resuscitation prior to

5. For elective caesarean sections, 2 qualified individuals must be present to manage the infant.

a.
from L&D are to notify NICU and the

b. Once the patient is prepped, L&D staff will contact the 2 qualified individuals who will be
attending the delivery.

C.
all caesarean sections.

d. Documentation is to be recorded on the Newborn Delivery/Resuscitation Record (CS-058)
and in the Infant Birth Record intervention on Meditech.

6. REFERENCES

Weiner, G. (Ed.). (2016). Textbook of Neonatal Resuscitation. (7" ed.). Elk Grove, IL: American

Academy of Pediatrics.
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Appendix A: Role of the Second

Purpose
¢ To attend a delivery with the intent of assisting with the infant care/transition needs
e To ensure that all supplies and equipment necessary for resuscitation are checked and readily available.

Receiving the baby:
A. For all deliveries not high risk:
e Place infant on mom’s chest, dry and rub infant and encourage skin to skin to aid in transition
o Remain in the room for at least 15 minutes to observe the infant and complete the Apgar

score, put ID bands and Hugs tag on baby, admit infant, and complete the birth record
B. For all high risk deliveries:

e Follow NRP algorithm appropriately
e |f the infant transitions to a stable state encourage skin to skin and remain in the room for at

least 15 minutes to observe the infant, complete the Apgar score, put ID bands and Hugs tag
on infant, admit the infant and complete the birth record.

*If within 15 minutes the infant is stable and all the tasks are complete, the “second” may see if there is an
available L&D nurse or midwife to report off to who will continue to observe the infant.
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