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Although the past three decades have
seen a dramatic decline in Canadian
perinatal morality, a number of reports
from Ontario in the late 1970s indicated
that modification of obstetrical and neonatal management in community hospitals might result in reduced perinatalbased morbidity.' However, it was
apparent that in order to bring about this
reduction, it would be necessary to
improve the knowledge of medical and
nursing staff in two areas -identifying
pregnancy risk and monitoring fetal
health as well as disorders of mothers
and their babies in the perinatal period.
A change in attitude toward perinatal
management of mothers and fetuses
would also be necessary since preferred
outcomes could be obtained if management was based upon maternal-fetal
rather than neonatal referral.2 Whittaker
and Chance recommended that tertiary
centres be responsible to the staff of
other obstetric hospitals in the region and
ensure that they possess the necessary
facilities and knowledge to perform at
previously agreed upon levels of sophistication.3
In the late 1970s, when this program was proposed, the cGncept of
regionalization, as outlined in the
National Foundation -March
of Dimes
recommendations, was being considered.4 Other Canadian programs were
developing and some were receiving
good acceptance, most notably the
Reproductive Care Program in Nova
Scotia.5
In the southwest region of Ontario, a program of continuing perinatal
education was proposed for medical and
nursing staff based upon voluntary participation and outreach visits by the tertiary staff to community hospitals. This
paper describes the evolution and first
five years of the program.
There are 34 hospitals in the region
offering obstetrical services. One other
hospital does not have an obstetrical
department, but occasionally conducts
emergency deliveries. The birth rate for
the region is approximately 20,000 per
annum,
The specific objectives of the perinatal program were to:
.assist in ensuring that women and their
babies receive optima) care throughout
pregnancy, but especially in the perinatal
period through continuing education of
physicians and nurses;

.promote optimal and equitable use of
perinatal services and ensure that a uniformly high standard of care is available
to all mothers and babies throughout
the region;
.reduce maternal and perinatal mortality
and morbidity;
.minimize the need for inter-hospital
transfer of sick neonates;
.facilitate early reverse-referral of
mothers, neonates and convalescent
infants;
.foster self-evaluation and quality control
in community hospitals offering obstetrical care; and
.foster improved communication between
community hospitals and the tertiary
centre.
The program was initiated in the
autumn of 1979 through a grant from
Physicians Services Incorporated (PSI).
Having obtained the funds to initiate the
program, continuing medical education
(CME) directors in the southwest region
were contacted via the CME program of
the University of Western Ontario. Since
this approach was unsuccessful, letters
were sent to the chiefs of Medicine and
directors of Nursing of community hospitals outlining the educational services
available through the program. They
were followed up with personal visits.
The Perinatal Outreach Program
was endorsed by the uf\iversity's Departments of Pediatrics and Obstetrics and
Gynecology. In 1982, when the start-up
funds from PSI were exhausted, St.
Joseph's Hospital in London, the regional
perinatal centre, accepted the responsibility for continuing funding of the program through a modest addition to its
global budget -$30,000 the first year.

Perinatal nurse visits -The
perinatal nurse visits each community hospital at least once annually to provide
continuing education for the nursing staff
and to assess the needs of the hospital
by surveying facilities and physical layout, equipment, policies and procedures,
staff, and quality of nursing care. She
provides liaison with nursing, medical,
and administrative staffs to encourage
interest and concern for the delivery of
optimal perinatal care. She offers a
consultative and advisory service with
regard to formulating policies and procedure protocols and purchasing of equipment and also provides current educational materials.
Community hospital combined
perinatal rounds -Perinatal
rounds are
carried out at least yearly in each of the
community hospitals by the authors
accompanied by an ob~tetric perinatologist from the tertiary centre. The format
of these rounds is flexible and the topics
addressed are selected by each hospital's medical and nursing staff. A confidential case review of all mothers and
their infants transferred to the tertiary
centre is rountinely given in which details
of management and outcomes are discussed. It is the policy of the program to
encourage attendance of both nurses
and physicians at these rounds.
Any nospital may request a formal
assessment and report regarding equipment, policies, staffing, facilities, and an
evaluation of possible directions for its
future role in perinatal care.
Newsletter -A newsletter containing two articles pertinent to modern
perinatal care is distributed quarterly to
the hospitals, physicians in the region,
and to others, upo~ request.
Data collection -111 1982-83, a
Current staff and services
The outreach program staff is cur15-page survey was completed by all of
the hospitals in the region. The survey
rently comprised of the perinatal visiting
nurse (a nurse trained in midwifery, highexamined nurse and physician staffing,
risk obstetrics and neonatology), a part-time facilities, s~rvices available, and policies
secretary, a volunteer clerk, and it
and procedures pertinent to perinatal
also requires the services of a neonatocare. This information is presently being
logist. Obstetric perinatologists voluntarily
attend community hospital perinataJ
rounds. The following services are
Nancy Haun is clinical instructor, Perioffered upon request at no cost tQ the
natal Outreach Program: and Dr. Graham
community hospital:
W. Chance, F.R.C.P.{C.}, is coordinator,
Regional Perinatal Outreach Program
and professor, Depa~ments of Pediatrics
and Obstetrics and Gynecology, The
University of Western Ontario, London.
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evaluated and a report will be pub)ished
in the near future.
A package of forms was distributed
to the community hospitals in 1 983
requesting specific information on babies
born in the hospitals-stillbirths,
neonatal
deaths and details of maternal-fetal and
neonatal transfers. This data is now
being collected on an annual basis and
is treated confidentially. It has proved
valuable in assessing attitudes toward
perinatal care, volume and quality of
perinatal care, and in planning teaching

programs.

Figure 1
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Present status
Presumably, because it was university and tertiary centre-based,
the
20
motives for the program were initially
viewed with suspicion
by the community
hospitals -was
there a hidden agenda
to boost admissions
at the tertiary
0
1979
1980
1981
centre? The objectives
of the program
have gradually been accepted and
rapport has been established
with most
institutions. The program is now welcomed as an advisory and education
service by 26 of the 34 perinatal departments in the region. (Participation
nurses can gain further skills in assessremains entirely voluntary.) The atmosing the progress of labor, fetaJ monitoring,
phere of visits is positive and relaxed,
newborn resuscitation, insertion and
promoting an open sharing of information
maintenance of intravenous infusions
and concerns.
Figure 1 indicates the inin the neonate, passing nasogastric
creasing use of the program. All aspects
tubes, etc. Perinatal and/ or administraof perinatal care are touched upon, but
tive nurses and residents from the tertiary
those most requested are: management
care centre often accompany the proof complications
of pregnancy;
the congram team on their visits to promote a
cept of risk; assessment
of fetal health,
better understanding of the skills and
fetal monitoring, and premature
labor;
demands of working in a non-teaching
neonatal resuscitation;
family-centered
hospital environment.
care; and management
of problems of
Although the nursing staff is enthe neonata1 period, especially neonataljaundice,
couraged to attend perinatal' rounds, in
respiratory distress and sepsis.
order to enhance medical/ nursing comModels have been purchased
so that
munication and understanding, this policy
physicians
and nurses can practise neohas had a mixed reception and in few
natal resuscitation,
intubation and
institutions, its acceptance has been
vaginal examination.
These models are
gradual. The nurse is usually the first
considered
to be an important practical
contact person of the preganant woman
component
at most visits.
entering a hospital and is usually expecA nurse interchange
program has
ted to monitor the mother's progress in
been launched where nurses from the
labor and assist the physician at the childcommunity
hospitals visit the tertiary
centre to receive hands-on experience
in the maternal-child
area. In this way,

Table 1
Equipment purchases
1983-1984
9
6
3
3
2
2
2

Resuscitation equ!pment (revised)
Isolettes
Fetal monitors
Birthing beds
Oxygen analyzers
Electric breast pumps
°hototherapy units
Infusion pump~
Doptone
Radiant warmer

2
1
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birth. Hence, good perinatal care in the
community hospital is dependent upon
development of mutual respect engendered by teamwork between physicians
and nurses. To promote teamwork, the
perinatal visiting nurse arranges the
programs for perinatal rounds. accompanies the medical staff on all visits, and
participates in the sessions. The program
is demonstrably a true team effort. Public
health nurses and ambulance attendants
are welcomed at all teaching sessions.

Evaluation
Evaluation of the effectiveness of
continuing perinatal education is a challenging problem. With the ongoing data
collection, we hope to be able to demon-

1982

1983

1984

strate decreases in the perinatal mortality
rate and postnatal morbidity across the
region. Babies who have required neonatal intensive care are followed up by
the Developmental Surveillance Clinic
so that morbidity will also be assessed.
An intensive program to assess
changing morbidity rates since inception
of the program is planned. It is also
planned that each hospital will be surveyed approximately every five years to
observe for changes in the perinatal
area. But what about short-term evaluations? Certainly, it is gratifying on a return
visit to an institution to see that recommendations have been implemented. It
has also been gratifying to compare
maternal-fetal with neonatal transfers
within the region and to recognize a
progressive reduction in the numbers of
neonates who require transport, especially those weighing less than 2.0 kg at
birth.
Cooperation
has evolved slowly. In
1983, data for neonatal transfers and
neonatal deaths at the hospital of birth
was compared
between hospitals usingthe
program fully and those where cooperation was indifferent or poor. The
results of these comparisons
show a
striking difference in attitudes toward
perinatal management
of fetuses at high

risk.
In June 1984, a questionnaire was
sent to 32 of the hospitals in the region
asking them to list changes that have
taken place with regard to policies and
procdures, knowledge and skills of staff,
and equipment as a result of the Perinatal Outreach Program. Nineteen (58
percent) of the hospitals replied. Tables
1 and 2 show some of the changes in
equipment and policies respectively. With
the mOve to family-centered care, hospitals have been reassessing their policies regarding rooming-in, sibling and ..
27
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grandparent visiting, and mother-baby
care. A number of institutions have
examined birthing beds and are embracing the birthing room concept for families
with no identified perinatal risk.
Resuscitation trays and equipment
are examined frequently by staff and
revisions have been made in many
centres. The tertiary centre has facilitated standardization of items and minimized the waste of bulk purchase of
items that are infrequently used by
enabling the hospitals to purchase from
it small quantities of endotracheal tubes,
mucous extractors and other small items.
A number of changes have been
made with regard to the general care of
the laboring mother. Two hospitals have
started to certify their nurses in performing vaginal examinations where they
previously were not allowed to examine
the labor patient rectally or vaginally.
The use of the Friedman partogram in
assessing progress of labor is gradually
gaining acceptance.6 Infusion pumps
have been purchased for use with oxytocin inductions and three hospitals
have purchased fetal monitors for antenatal screening and for use with the
labor patient.
Nursing care is changing as hospi.
tals adopt an attitude of family-centered
-care. Six isolettes were purchased and
two hospitals implemented Dextrostix as
a screening tool in their nursery. The
level of nurses' knowledge of perinatology was found to be in need of attention; results of pre- and post-test evaluations of updating courses will be discussed in a future article.
The field of perinatal outreach is
challenging and diverse. Because the
primary aim of the program is prevention
of avoidable illness in mothers and

Extending
(Continued

Policy revisions
1983-1984
Family centered care
Vaginal examinations
Inductions
Positioning of babies
Implementation of partogram
Breast-feeding
Axillary temperatures
Maternal/infant transport
Fetal monitoring
Care of labor patient
Rooming-in
Mother-baby care
Phototherapy
Apgar score initiated

8

6
5

natal mortality and morb!dity is our in'ipetus to continue. We believe the program may be a model for continuing
education in other aspects of health care
for community hospital nurses and physicians, especially those in rural and
isolated communities. 0
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babies, tangible results are few, but we
are very encouraged by the responses
we have received. The medical and nursing staff are generally enthusiastic and
especially appreciate the regular, direct
interpersonal contact with the visiting
nursing-physician team from the tertiary
centre. Change takes place slowly and
with measured steps, but change is
occurring. The warmth and encouragement we receive from the community
centres is gratifying.
The program itself is continually
evolving. It has no mandate for access
to community hospitals, but is dependent upon mutual goodwill. With few role
models to follow, growth has often been
by trial and error. There are many areas
we wish to pursue in future such as
standardization of chart forms and formation of policy manuals for the region.
The potential and scope of the program
is great and continuing reduction in peri-
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care into the community
from page 23)

The real cost of stress on the Iiaison nursing staff must be considered.
First there is pressure of time. ELBH staff
0
nurses are generalists; that is, each
(.) nurse is responsible for a district which
~
includes carrying out all public health
...nursing
programs as well as participaW ting in clinics for immunization and
...well-child
counselling in the area. To
=
offer a hospital liaison service, in times
0
of budget restraint, necessitated reducing the ELBH nurse's district by half
for each hospital served and adding
portions of the unserved half to other
district nurse case loads. The designated
liaison nurse then can allocate one-half
of her day to hospital.liaison duties and
the other half to her district work.
On paper this works. In practice it
means a liaison nurse is constantly jugg1ing demands from her district with her
responsibilities at the hospital. The liaison
nurse must state the same information
repeatedly to each mother at each bedside. In a large obstetric facility, such as
28

Table 2

the Royal Alexandra Women's Hospital
which recorded 6,039 deliveries in 198384, this entails 20 to 25 visits per day.
Stemming from these factors is the
possibility of burn-out.

The improvement in this program
was based on modifying the method by
which mothers in hospital were approached, and although more labor-intensive, it
does improve the opportunity for concerns to be identified prior to discharge.
The success of the program is also
Evaluation
Although no formal evaluation has
based on the importance of physicians,
taken place, the maternal child nursing
nurses and social workers identifying and
consu Iitant responsible for the hospital1
communicating the mother's needs
liaisor nursing service, in discussion witt'.BHthrough rounds, risk screening and referthe El
research division, agreed that
rals, all of which are a collaborative
an intE3rview with the hospital's director
responsibility. Knowledge of each
of Nul sing be undertaken, The protocol
other's services has also been enagree, ment with the Royal Alexandra
hanced as a result of the communication
Wome,n's Hospital was reviewed point b)
and interchange taking place within the
point cind the service judged to be very
program. 0
advan tageous, Client satisfaction has
been r'eported positively by phone to thl:
Footnote.
1. Recommended Handbook for Maternity and
clinicf ;, New mothers say they saw the
Newborn Care, Department of National Health and
public health nurse in the hospital and
Welfare. Ottawa, 1975, p. 60 and N.E. Donaldson,
that t~Ie visit was helpful,
"The Postpartum Follow-up Nurse and Clinician,"
Journal of Obstetric, Gynecologic and Neonatal
Nursing, July/August 1981, p. 249-254.

DIMENSIONS

April 1985

