CONSULTATION AND TRANSFER GUIDELINES BETWEEN THE CLINICAL SERVICES OF GYNECOLOGY & OBSTETRICS AND FAMILY MEDICINE                                                Page  5

KALEIDA HEALTH

CONSULTATION AND TRANSFER GUIDELINES BETWEEN THE CLINICAL SERVICES OF GYNECOLOGY & OBSTETRICS AND FAMILY MEDICINE


The intent of this guideline is to provide a seamless approach for obstetrical patient management that promotes collaboration and the development of inter-clinical service relationships to improve obstetrical outcomes. Consultation, collaboration, and transfer of care may take place between family physicians credentialed in obstetrics and active medical members of the gynecology and obstetrics service of Kaleida Health, which may include the generalist obstetrician gynecologist, maternal fetal medicine specialist, and the reproductive endocrinologist.

1. FAMILY MEDICINE OBSTETRICAL PATIENTS ADMITTED TO A KALEIDA HEALTH FACILITY:
· In the event a family medicine obstetrical patient between ( 37 weeks and ( 41 weeks with No antenatal risk factor and No risk factor identified at the time of admission is admitted to a Kaleida Health hospital facility, the LDU Charge Nurse will provide verbal notification of the admission to the in-house attending obstetrician. Documentation of the verbal notification to the obstetrician will be made in the nursing notes.  Provided no risk event is identified at admission or at any point during the labor and delivery, the patient may be independently managed during the intrapartum and postpartum period by the family physician. 

· In the event a family medicine obstetrical patient is admitted to a Kaleida Health Facility with any antenatal risk factor(s) or who have an identified risk factor(s) at the time of admission or any identified risk factor(s) presenting after admission, the family medicine attending physician will issue a written order for an obstetrics consultation (See General Guidelines for Required Consultation, Collaboration and Transfer of Care, below).  The consultation will be completed by the obstetrician and recorded in the patient’s medical record in a timely manner. The obstetrics consultation may be provided by the in-house attending obstetrician or an obstetrician who is a member of the active medical staff of Kaleida Health who has a collaborative relationship with the family medicine attending and is available to attend in person within 10 minutes of being contacted. Consultation recommendations including further management and disposition of the patient must be consistent with these GUIDELINES.

GENERAL GUIDELINES FOR REQUIRED CONSULTATION, COLLABORATION AND TRANSFER OF CARE : 

The following list of clinical management events identifies obstetric related maternal and/or fetal conditions which may result in an increased risk for adverse outcome. It is required that consultative and/or collaborative management be initiated by the family medicine attending.

(a) Preconception Consultation Required:


It is recognized that certain preexisting medical conditions may be significantly adversely effected by pregnancy and that these conditions may predispose the patient to pregnancy complication. Also, certain genetic conditions may affect the fetus. The conditions listed below represent potential preconception clinical risk situations, in which consultation is indicated to provide an opportunity to educate and offer preconception consultative advice, testing and preventive measures.

Previous child or parental history for congenital anomaly (congenital heart defect, neural tube defect, other congenital anomaly)
Previous child or parental genetic history abnormality (thalassemia, Tay Sachs, Sickle Cell Disease or Trait, Cystic Fibrosis, other genetic abnormality)

Acute medical (cardiac, renal, neurologic, endocrine, hematologic, pulmonary) condition:  (Diabetes, chronic hypertension, renal failure, CVA, malignancy)
Previous child or parental history for inheritable or chromosomal disorder (Downs Syndrome, Hemophilia, Muscular Dystrophy, Huntington Chorea, Mental Retardation, Fragile X Syndrome, other birth defect)

Recurrent miscarriage


(b) Prenatal Consultation:

The conditions listed below represent a low potential for risk and it is not anticipated that routine intervention be required by the obstetrician. The family medicine attending shall determine when, if at all consultation and/or initiation of collaborative management is clinically appropriate.

Varicella, Toxoplasmosis, CMV, Parvovirus, Rubella
Previous intrauterine fetal demise or neonatal death

Prior Pre-term Birth ( 36 wk.
Obesity > 250 lb. (BMI > 29.0)

Pre-pregnancy wt. < 100 lb.
Recurrent UTI

Age > 35 yr.
Age < 16 yr.

Severe anemia < 30% Hct.
Abnormal wt. Gain with suspected fetal growth disturbance

Class A1 Diabetes
Recurrent miscarriage or ETP 

Chronic STD (HIV, TB)
Cervical dysplasia

(c) Collaborative Management or Transfer of Care Required:

Conditions listed below may represent an increased potential for risk and it is anticipated that the obstetrician will be required to actively participate in patient management. Consultation with the obstetrician is required and may result in collaborative management or transfer of care to the obstetrician.  

Medical complications (cardiac, renal, neurologic, endocrine, hematologic, pulmonary) of pregnancy
Incompetent cervical os or 2nd trimester spontaneous ab or h/o treatment for cervical dysplasia or h/o recurrent ETP/D&C

Chronic Hypertension
Uterine anomaly/DES exposure 

Lack of labor progress (descent and/or dilatation): 1st stage of labor- active phase for > 2hr.
Identified intrauterine growth restriction or Hydramnios (AFI > 20 cm.) or Oligohydramnios (< 8 cm.)

Active genital herpes with ROM or labor
Uterine mass (i.e. symptomatic fibroid or fibroid > 4cm.)

Sickle cell disease


Need for Amnio (genetic or ( AFP)
Adnexal mass (i.e. symptomatic or complex ovarian cyst or simple cyst > 6 cm.)

Rh Sensitization


Class A2, B, C, D, R, F Diabetes
Previous low flap cesarean section (VBAC)

2nd and 3rd trimester bleeding
Pregnancy ( 41 wk.

Identification of thick meconium
Antepartum Admission

Deep venous thrombosis
Pyelonephritis

Retained placenta
Fetal arrhythmia

Labor induction/augmentation
4 o  perineal laceration

Mild PIH
EBL > 500 cc at delivery

Previous shoulder dystocia
EFW < 2,500 gm. or > 4,500 gm.

Sepsis/chorioamnionitis
Fetal risk (non-reassuring fetal monitor strip: deceleration or tachycardia or bradycardia or minimal or absent variability or Biophysical Profile score < 8)

Labor < 37 wk.


2nd stage of labor > 2 hr.


3rd stage of labor > 1 hr.


Diamniotic twin gestation
Membrane rupture < 37 wk.

(d) Transfer/Referral to Obstetrician Required:

Conditions listed below require management by the obstetrician due to the potential for high risk for acute obstetrical intervention, poor maternal and/or neonatal outcome. The obstetrician will be required to provide complete case management and transfer of family medicine attending physician responsibilities to the obstetrician is required. The obstetrician to whom the care is transferred shall be either the in-house attending obstetrician or an obstetrician who is a member of the Active Medical Staff of Kaleida Health who has a collaborative relationship with the family medicine attending and is available to attend in person within 10 minutes of being contacted.

Non vertex presentation in labor or at term for singleton or twin gestation
Multifetal pregnancy > Twin gestation (i.e. Triplet, …)

Umbilical cord Prolapse 
Monoamniotic Twin Gestation

Severe PIH, eclampsia, HELLP syndrome
Molar pregnancy

Placenta previa
Scalp pH ( 7.20

Congenital malformation
Uterine inversion

Operative vaginal delivery (excludes outlet)
Operative delivery (cesarean, classical)

2.   PITOCIN INDUCTION/AUGMENTATION:
· For all family medicine obstetrical patients requiring pitocin induction or augmentation a written order must be issued by the family medicine attending physician (or the Family Medicine Resident under the direct supervision of the Family Medicine Attending) for an obstetrics consultation. The consultation will be completed by the obstetrician and recorded in the patient’s medical record in a timely manner. The obstetrics consultation may be provided by the in-house attending obstetrician or an obstetrician who is a member of the active medical staff of Kaleida Health, who has a collaborative relationship with the family physician and is available to attend in person within 10 minutes of being contacted. Consultation recommendations including further management and disposition of the patient must be consistent with these guidelines. Throughout the Induction/Augmentation process, the family medicine attending physician must be available to attend in person within 10 minutes of being contacted. Family Physicians will comply with the current GYN/OB Department policy and procedure for pitocin induction and augmentation.

3.   GUIDELINES FOR CONSULTATION AND/OR REFERRAL OF PREGNANT PATIENTS TO A REGIONAL PERINATAL CENTER:

· In accordance with state law and regulation concerning Referral of Pregnant Patients to a Regional Perinatal Center, patients identified with the following criteria require transfer to the perinatal center (CHOB). Under this guideline such patients must be transferred  to the care of the in-house attending obstetrician or to an obstetrician who is a member of the active medical staff of Kaleida Health, who has a collaborative relationship with the family physician and is available to attend in person within 10 minutes of being contacted. The following are the indications for telephone “hotline” communication for consultation and/or referral to the regional perinatal center (CHOB):

1. Premature membrane rupture (>23 to < 34 completed weeks of gestation).

2. Preterm labor (>23 to < 34 completed weeks of gestation).

3. OB complications with the probability of premature, low birth weight, or sick newborn infants, including:

· Maternal infection with rubella, CMV, syphilis, toxoplasmosis, and other infections creating a hypermetabolic condition.

· Diabetics with poor control, complicating renal or vascular disease, or history of perinatal morbidity or mortality.

· Maternal abuse of ethanol or controlled substances.

· Severe cardiovascular, renal, hematologic, or other medical conditions which threaten maternal fetal or neonatal outcome.

4. Prenatally identified fetal conditions which indicate requirements for specialized neonatal care 

· Major congenital anomalies.

· Severe Intrauterine growth retardation.

4.   CONFLICT RESOLUTION:

In the event of a dispute between the family physician and the obstetrician, then the following course of action shall take place:

· Notification of the Clinical Service Directors of Family Medicine and GYN/OB (or their respective designee) for review, counseling and disposition. Continued management should be under the direction of the obstetrician unless otherwise determined by the Clinical Service Director of GYN/OB (or his/her designee).

· Any conflict or deviation from these guidelines will be reviewed jointly by the IOP Committees of GYN/OB and Family Medicine.
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