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PPLLEEAASSEE  RREEAADD!!  

MAKING CONTACT – HOW TO REACH US 
PAGERS ARE TO BE USED FOR URGENT CONCERNS 

(Please see next page for a list of urgent concerns) 

If you have an urgent concern at any time of day or night, please call the On Call Service. Tell the 

operator your midwife’s name and they will contact your midwife immediately. If your midwife is 

off call, leave a message for your 2
nd

 midwife and state her name to the operator. If you don’t know

who your second midwife is, the On-Call midwife will return your call.  

If you do not hear back from your midwife within 15 minutes of calling the On-Call Service, 

CALL AGAIN! 

(**If you have not been feeling well or have had concerns throughout the day, please page your 

midwife in the early evening to discuss your concerns rather than waiting until the wee hours of the 

morning**) 

The emergency number will be given to you at your first visit, and you can phone the office and get 

the emergency number from the voice message.  

Non-urgent concerns: (appointment changes, general questions, etc.) 

For any non-urgent concerns call our office and speak with Dawn or Kate, who will be happy to 

assist you, or leave a message and they will get back to you.  

Please do NOT phone in for Lab or Ultrasound results.  If there are any concerns, your Midwife 

will contact you.  Otherwise, the results will be discussed at your next prenatal appointment.  As 

well, general interest questions can be saved for your prenatal appointments. 

Weekend “off call” (weekends “off call” are scheduled a year in advance): Every weekend, your midwife 

will be “off call” for 48 hours. If your Primary midwife is “off call” when you have an urgent 

concern or go into labour, your “2nd” midwife will care for you, or another midwife. 

Special circumstances: 
Occasionally a midwife will need to take a few hours, or even a day or two, off call for personal 

health reasons, family matters, professional obligations, or to get sleep if she has been kept busy 

with births as well as her clinic schedule. 

If your Primary midwife is “off call” when you have an urgent concern or go into labour, your 

“2nd” midwife will care for you, or another midwife. 

You are NEVER Alone! 
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Urgent Concerns

Some circumstances can be very urgent.  Page us immediately, rather than leaving a message 

at the office, for the following reasons: 

 Term (37 weeks or greater), active labour: contractions 3-4 minutes apart, lasting 50-60

seconds; pain.

 Preterm (less than 37 weeks), regular labour contractions, persistent menstrual-like

backache, bloody show (mucous tinged with blood)

 Vaginal bleeding in pregnancy; excessive bleeding postpartum

 If you have sudden or persistent swelling (especially in the face)

 Severe frontal headaches

 Blurred vision; double vision; spots in the eyes

 You have had recent abdominal trauma or are experiencing intense abdominal pain.

 You feel significantly decreased or absent fetal movements for a 12 hour period of time.

 Spontaneous rupture of membranes (the “bag of water” breaks)

 You have a fever higher than 38 deg. C. or 100 deg. F. or you are feeling very ill or

unusual.

 Any time you are very concerned about your safety or health, or that of your baby.

 You have itchy palms and/or soles of the feet in your third trimester.

Sometimes it is hard to know if your concern is important enough to page your midwife.  We all 

agree that it is better to be careful and contact us, rather than let a situation continue without being 

assessed. 
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Association of Ontario Midwives (AOM): 

Mission, Vision, Beliefs &Values 

Mission Statement 

The Association of Ontario Midwives represents and advocates on behalf of Registered Midwives.  

The AOM promotes the profession of midwifery in Ontario. We are committed to the growth of the 

profession and support midwives in the provision of optimal midwifery care that is responsive to the 

needs of women and their infants. 

Vision Statement 

Midwifery is central to the provision of low risk maternal and newborn care in Ontario. Midwives 

participate fully in planning and policy development at all levels of the healthcare system. 

Beliefs and Values 

The Association of Ontario Midwives believes that: 

1. Pregnancy and childbirth are a profound time in a woman’s life, imbued with a variety of

personal and cultural meanings, and are best approached in a non-authoritarian manner,

providing choice of birthplace, continuity of care, informed choice and recognizing the

woman as the primary decision maker.

2. Midwives are experts in the provision of primary care for women anticipating normal, low

risk pregnancy and birth.

3. Valuing and respecting diversity is integral to the provision of midwifery care.

4. Effective midwifery care is based on the best available evidence combined with knowledge

of a woman and her circumstances.

5. Midwifery care must be accessible and fully funded for women in Ontario.

6. Midwifery should have a central role in the development and implementation of a Health

Human Resource Plan for maternal and newborn care in Ontario.

7. We must value and embrace the principles of dignity and diversity in every facet of the work

we undertake.

8. We must be member focused and work to establish accessible, appropriate and responsive

services and support, which meet the needs of the membership, and the community at large.

9. We must advocate for members’ rights to working conditions that promote long-term career

satisfaction.

10. We promote the profession and enhance the potential of midwifery to contribute to the well

being of society.
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Kitchener Waterloo Midwifery Associates 

Privacy Statement 

This Midwifery Practice Group is bound by law and professional ethics to safeguard your privacy 

and the confidentiality of your personal information. 

This includes: 

 Collecting only the information that may be necessary for your care

 Keeping accurate and up-to-date records

 Safeguarding the medical records in our possession

 Sharing information with other health-care providers and organizations on a “need-to-know”

basis where required for your health care

 Disclosing information to third parties only with your express consent, or as permitted or

required by law

 Retaining/destroying records in accordance with the law.

You will be asked to sign a consent form that gives your consent for our collection, use, and 

disclosure of your personal information for purposes related to your care.   

You have the right to see your records.  You may also obtain copies of your records – please see 

Dawn Rainham, the Practice Administrator. 

Please speak to your midwife if you have any concerns about the accuracy of your records. 

If you would like to discuss our privacy policy in more detail, or have specific questions or 

complaints about how your information is handled, please speak to your midwife.   

For additional information, you may obtain a copy of our Privacy Policy from our staff. 
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Midwifery in Ontario 

“The practice of midwifery is the assessment and monitoring of women during pregnancy, labour, 

and postpartum period and of their newborn babies, the provision of care during the postpartum 

period, and the conducting of spontaneous normal vaginal deliveries.” 

Midwifery Act, 1991. 

The Midwifery Act was passed on December 31
st
, 1993 making 1994 the first year midwives were

funded, regulated and licensed to practice in Ontario.  Our professional designation, which can only 

be used legally with a midwifery license, is “R.M.” which stands for “Registered Midwife”. 

Worldwide, 90% of babies are born into the hands of a midwife. You may be familiar with 

midwifery in your home country, or have some knowledge of British midwifery, but Ontario 

Midwifery is unique in several ways.  The philosophy and model of care emphasize continuity of 

care (knowing your midwives), and providing informed choice in matters that are important to you. 

We must be community-based practitioners who possess hospital privileges and provide both home 

and hospital births.  We work in group practices, and function on our own responsibility in normal 

circumstances rather than under the authority of a physician.  We carry emergency equipment 

comparable to a Level 1 hospital in our cars. 

Training 

Ontario Midwives obtained their licenses through one of four routes.  Many who practiced prior to 

regulation passed a regulating year through the Michener Institute of Applied Health Sciences in 

Toronto.   They were assessed by American and European academic midwives in a one-time only 

“grandmothering” process.  

Midwives who have become licensed since 1994 have graduated from one of three programmes.  

The Prior Learning and Experience Assessment (PLEA), which ran from 1994 to the end of 2002, 

was run by the College of Midwives of Ontario (CMO) for foreign-trained and experienced 

apprentice-trained midwives.  It took 18-36 months to complete, and was equivalent to the second 

programme, the four-year Bachelor in Health Sciences Degree (BHSc) offered through McMaster, 

Ryerson, and Laurentian Universities.  As of January 2003, the PLEA programme became the 

International Midwifery Preregistration Programme (IMPP) and is now run by Ryerson University.  

Foreign-trained midwives complete this programme and a clinical clerkship placement, in order to 

apply for an Ontario License. The Midwifery Education Program (MEP) is a four-year direct entry 

BHSc program offered at McMaster and Ryerson Universities.  

The midwives of the Kitchener-Waterloo Midwifery Associates come from a mix of training 

backgrounds, through the PLA, MEP, and IMPP programs. 



8 | P a g e

Kitchener Waterloo Midwifery Associates 

Background 

KW Midwifery Associates is a practice of experienced midwives who have practiced in areas as 

diverse as Iran, China, England, Scotland, Irelan, and various other cities in Ontario. We have 

included our biographies so you can read about us.  We have privileges at Grand River Hospital.   

We are funded by the Ministry of Health and Long Term Care through our local Transfer Payment 

Agency, the Kitchener Downtown Community Health Centre (KDCHC).  

Our Office and Parking 

We try to make the Reception Area and Clinic Rooms as comfortable as possible for you.  Any 

ideas you have to improve this can be shared with Dawn, Kate or your midwife.   

If you drive to your appointments, we know parking can be hard to find.  We have some parking 

spots behind our office.  Still, there are times when you may not find a space available when you 

come.  Parking is available at the hospital, or at the public lot behind CKCO.   

Administrators 

Our Practice Administrators are Dawn Rainham and Kate Kennedy.  You probably will speak with 

one of them when you come in for your first appointment. They are the glue that holds this practice 

group together, and are a great help and resource to us all—clients and midwives alike!   

Students 

KWMA is a teaching practice of the Ontario Midwifery Education Program and the International 

Midwifery Preregistration Program.  Student midwives are involved in various aspects of 

pregnancy, birth, and postpartum care depending on their level of training and skill.  Your student 

will follow you along with your midwife, who will ensure the student’s involvement is safe, 

appropriate and supportive.  Students bring enthusiasm, fresh research, critical thinking, plus 

gratitude for the chance to learn while caring for you.  We hope you will consider yourself vital in 

our student’s training.  

Model of Care 

We use the "primary care" model of practice.  This means you will be assigned to one midwife, 

your “Primary” midwife, who will see you for the majority of your appointments and who is the 

most likely person to be in attendance at your labour.   

You will also be assigned a “2
nd”

 or “Back-up” midwife.  You will have the opportunity to meet 
with her at 2-3 prenatal appointments.  She will provide care to you when your Primary midwife is 

on holidays or on a weekend “off-call”.  She is the second most likely person to be in attendance at 

your labour. 

Your Primary midwife will be “on call” 24/5 for your “urgent concerns” (see Page 2) with the 

following exceptions: 



9 | P a g e

Scheduled holidays (holidays are scheduled years in advance): 

We will not place you with a midwife whose holidays are within 1 week of your Estimated Due 

Date (the due date at your original phone call to the clinic). 

 Sometimes a person’s Due Date changes during the pregnancy;

 Sometimes a person has their baby more than a week before or after their Estimated Due

Date.

 If your Primary midwife is on holidays when you have an urgent concern, or when you go

into labour, your “2nd” midwife will care for you.

Second Midwife  

As you’ve already read, your second midwife will care for you when your Primary midwife is not 

available, but she has another purpose as well: 

Ontario midwives plan to have a second midwife at the labour once you have started pushing (first 

baby), or are in late active labour (subsequent babies).  The second midwife is responsible for 

assisting your Primary midwife during your pushing stage, then assessing the baby and ensuring the 

baby is well and breathing right after birth.  If your infant needs special attention at this time, the 

second midwife will provide it or arrange it. 

Primary Care Providers 

As “primary care providers” we are responsible for your full care during your pregnancy, 

throughout your labour, and to six weeks after delivery for you and your baby.  We order common 

screening tests including blood tests and ultrasounds, prescribe and administer several different 

medications, and can start intravenous lines or suture.  Sometimes there are problems that should be 

assessed by a physician; when this occurs we will refer you or your baby to your family physician 

or a specialist, and will continue in a supportive role until the situation resolves.  The reasons we are 

required by the CMO to involve a physician are discussed in the section, “Scope of Practice”. 

Although within our scope of practice, please note that if you need oxytocin to induce or strengthen 

your labour, we are required to transfer your care to the obstetrician on call and we will no longer 

be able to conduct your delivery.   

We do not agree with this restriction by the hospital medical staff on our scope of practice, but 

progress is being made and we are hopeful that, in the near future at Grand River Hospital, our 

clients will experience the full range of choices for care in childbirth without having to forfeit their 

clinical relationship with their midwife for delivery.  

Prenatal Care 

Visits will begin in your first trimester, or as soon after intake as possible if you are further along.  

We will see you every 4-6 weeks until 28 weeks (third trimester), then every 2-3 weeks until 36 

weeks.  From then on, we will see you weekly until labour.  

Your initial and discharge visits are scheduled for 45-60 minutes.  Your other visits are scheduled 

for 20-30 minutes.  This gives us time to assess your health and pregnancy, plus talk about your 
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questions and concerns.  In between your visits, please jot down any questions that come to mind so 

that when you are with your midwife, you remember to ask them.  The visits are your time and you 

may bring anyone with you.     

Any medical care you require that is not related to your pregnancy will be provided by your family 

physician.  We normally send a letter to her/him when you come into care, when the baby is born, 

and after your final visit. 

Labour and Birth 

Midwifery care includes monitoring the clinical progress of labour, supporting the well-being of 

both mother and baby in the birth, screening for problems and addressing them, discussing options 

with you, suturing the perineum if necessary, performing the newborn exam and taking emergency 

action when needed.  Our role is to provide care in normal circumstances and to recognize 

developments outside the norm that require involvement of other professionals. 

Birthplace 

Ontario midwives attend women in their choice of birthplace.  In addition to attending homebirths, 

we also have privileges at Grand River Hospital.  It is important that women receive accurate 

information about the risks and benefits of birthplace for low-risk pregnancy and labour. For some 

of you we will recommend a hospital birth, based on risk factors, during one of your prenatal visits.  

Hospital births can be quite personal, and you may bring almost anything or anyone from home to 

make it more comfortable. 

We do, however, encourage you to find out about homebirth.  Medical research on birthplace has 

never proven that a hospital is safer than home for low-risk women with trained attendants, normal 

labours, and hospital/ambulance support. For this reason, Ontario midwives are insured – in a very 

cautious obstetrical insurance market – for conducting both home and hospital births. 

Postpartum Care 

We will be with you in the immediate postpartum time for 1-3 hours, to ensure that all is well with 

you and your baby.  We will come to visit you several times in the first week: on the first day 

(around 24 hours), 3
rd

 day, 5
th

 (or 6
th

) day thereafter, then in clinic in your 2
nd

 week.  Extra visits are

provided as needed.  We offer a week 4 visit, and then have the final 5-6 week check-up and well 

baby exam.  We continue to be on call to you 24 hours a day until your final visit.  

The Responsibility of the Parents 

As your midwives, we rely on you for a few things, and expect that you will want to take care of 

yourself to increase the chance of a healthy outcome for you and your baby. 

Prepare yourself by seeking out supportive people, as well as information about the childbearing 

year and infant feeding.  Doulas, the La Leche League, parent-child drop in centers, and community 
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programs are good supplements to your friends and family.  The positive effect of supportive people 

on clinical outcomes is immense so don’t skimp on this one! 

Speak up during your appointments about your concerns or special wishes.  Follow through on any 

labwork or ultrasounds you have agreed to, and on any advice we’ve given that you accept to 

address your pregnancy concerns. 

Take care of yourself by eating nutritious food (more important than prenatal vitamins!), getting 

some regular exercise, decreasing smoking or other depleting habits, and finding joy in your life. 

We may need your help in obtaining previous pregnancy or birth records.  We ask all our clients 

early on to fill out pre-registration forms for Grand River Hospital. 

Finally, prepare supplies, pets, children, support people, and space for your home/hospital/water 

birth carefully, as guided by your midwife.  This preparation can contribute immensely to a smooth 

experience for all. 

APPOINTMENTS 

Unexpected cancellation and rescheduling of appointments: 

The midwives in our practice are on-call for client labours and deliveries 24 hours a day, 7 days a 

week, with the exception of the 48 hours of off-call time per midwife on weekends.  That 48 hours 

off call is the midwives’ protected off-call time with their families, and to sleep without the pager 

interrupting.   

Because the midwives are available 24/7 for their labouring clients, and can’t predict when this will 

happen, there may be times when we have to reschedule your appointment.  We respect that 

everyone’s time is valuable, and while we recognize that this can be inconvenient to you, and 

possibly frustrating, remember that your midwife will also be dropping everything to attend your 

labour and delivery. We do assure our clients that their appointments are only being rescheduled 

when absolutely necessary, and that the women whose births we’re attending are grateful to you for 

your understanding!  

We will make every endeavour to contact you so that you don’t make a wasted trip to the clinic, but 

there may be times when a labour or birth is happening quickly, and the midwife has to run out of 

the clinic.  We also ask that if you have a very early morning appointment, that you call the clinic to 

reconfirm before leaving the house, in the event that your midwife was up all night at a birth (or is 

still attending one) so that we can reschedule, and again, to avoid a wasted trip. 

We appreciate our clients’ understanding in this matter. 

Appointment times : 

We’ve had a number of clients request appointments in the evening and on weekends.  We are 

aware that it is difficult to attend appointments during the workday, however, due to the long and 

unpredictable hours involved in attending deliveries, midwives cannot also hold prenatal 

appointments outside of scheduled clinic hours.   
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We will be happy to assess your labour in the middle of the night, spend all day with you while you 

are in labour, attend your birth at four a.m., assist with breastfeeding on the weekend, and answer 

your urgent concerns in the evening. In order to be able to provide this time to you, our clinic is 

scheduled during regular working hours.  Because midwives may be busy attending births and 

making home visits, each midwife schedules clinic only one or two days per week. 

It is the right of all pregnant women under Ontario law to take time off from work to attend prenatal 

appointments.  Again, we thank you for your understanding regarding this matter. 

Client Records 

We maintain complete records of all the care we provide to you.  These are available to you at any 

time.  The practice will keep them for 28 years.  These records are confidential and are accessed 

only by midwives, students, and our administrators.  We must maintain statistics of our practice.  

They are sent to the Ministry of Health for Quality Assurance and research purposes.  In hospital, 

standard record forms are kept in the Medical Records Department. 

Practice and Emergency Protocols 

We have written protocols for common and emergency situations in practice.  Through these, we 

are able to work more effectively in uncommon circumstances.  Those of you who plan hospital 

births should be aware that there are some protocols there that are optional at home.  Every 

institution has them, and they depend on a variety of factors. 

Concerns and Disagreements 

We encourage you to bring forward any feelings of disappointment or unhappiness with the care 

you are experiencing or have experienced in this practice.  We all learn from this sharing process, 

and want to provide a safe place where you can raise issues of concern.  Along with the “End of 

Care” letter that we will send to your Family Physician and to yourself, we often will include a Care 

Evaluation Form to complete and return by mail, anonymously, so that you are able to provide both 

positive and critical feedback. 

If you feel that we cannot adequately resolve your concerns, or if you have a very serious 

concern, you are entitled to know that you can appeal to the College of Midwives of Ontario.  

We hope that you try to address your concerns directly with us first. If you feel awkward, you 

are welcome to contact a different midwife in the practice to get an idea of how to proceed.  

She will listen objectively, and be supportive. 

We look forward to working with you through this very special time. Being midwives is a great 

privilege for us.  We hope that this care helps you create the very best experience possible, and 

contributes to a great foundation for parenting! 
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Thank you for choosing 

Kitchener Waterloo Midwifery Associates. 
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Our Midwives 

 

Eloise Douglas R.M. 

 
I am awed and inspired every day by the power of the human body to grow and nourish a new life. I 

have always been intrigued by the process of pregnancy and birth.  

 

I discovered my passion for midwifery in The Gambia, where I worked as a Peace Corps health 

volunteer for 2.5 years, living in a remote village. The struggle and determination of my friends 

during their pregnancies and births were a true inspiration. I decided to study midwifery at the 

University College Cork, in Ireland. Training and working at the largest maternity hospital outside 

of Dublin, well prepared me to provide top quality midwifery care through all stages of pregnancy, 

birth, postpartum and newborn care. While Ireland is an amazing country, my partner and I decided 

Canada would be the best place to grow our future. 

 

After moving back to Canada in March 2020, I have since completed the International Midwifery 

Preregistration Program (IMPP), which prepares internationally trained midwives to work in the 

Ontario setting. I am deeply grateful to now be offered this opportunity to join the Kitchener 

Waterloo Midwifery Associates. I am very much looking forward to getting to know everyone and 

am honoured to be a participant in your care. 

 
 

Heidi Johnston R.M. 

 

It was the birth of my two children with the support of my amazing midwives that sparked 

my passion for midwifery. I have since graduated from the Midwifery Education Program at 

Ryerson University and I am currently a member of the College of Midwives of Ontario and the 

Association of Ontario Midwives. I have always worked in women's health education and 

promotion. In 1998 I graduated with a Bachelor of Arts in Physical Education and Kinesiology from 

the University of Western Ontario. The combination of physiology, nutrition, anatomy and science 

courses provided a wonderful foundation for the understanding of pregnancy, labour and 

postpartum period. Other courses in yoga, sexual health and women's studies affirmed my interest 

in a holistic approach to health care and desire to work with women and their families. I began my 

training as a midwife in 2006 when I was accepted into the Midwifery Education Program. I 

enjoyed clinical placements including: Perinatal Mental Health Program with Dr. Ariel Dalfen, a 

breastfeeding clinic at McMaster Family Health Center, the neonatal intensive care unit at St. 

Joseph Health Center in Hamilton and genetics screening clinic at Mt. Sinai Hospital in Toronto. 

These placements were complimentary to the scope of the midwifery care and provided 

opportunities to enhance my skills. 

 

  I am proud to be a part of the midwifery profession and KWMA. I am dedicated to 

providing safe, woman-centered care, and supporting women's choices to birth at home or in 

hospital. . I look forward to working with you and helping your family begin this important time. 

 

 



15 | P a g e

Lisa (Xia) Li R.M. 

        I was born in the morning when the sun just started to rise, and the brilliant sunshine spread 

warmth through the room. Thus, my parents gave me the name Xia, hoping that I would be like the 

sun, warm and kind, and someone whom others would always love. My English name is Lisa, a 

name that my clients gave to me in China. They said that my smile was as beautiful as the Mona 

Lisa’s smile, and whenever they saw it, all their fears and anxieties would be forgotten. I kept this 

name because I know that my clients appreciated what I had done for them, and that out of gratitude 

and love, they gave me that name.  

        With my strong passion for women’s health and wellness, I worked as an OB for over 10 years 

in China. I have delivered thousands of babies and love my profession. I want to dedicate my whole 

life to this field.  A number of years ago, I moved to Canada with my family. I realized that helping 

childbearing women is still my true passion, so I entered the IMPP program at Ryerson University. 

After graduating, I was registered with the College of Midwives of Ontario in 2008. I did midwifery 

practice in Oshawa and in Sudbury.  I really enjoyed this experience.  

   I believe strongly in the value of continuity of care and in a woman’s right to make 

informed choices and be able to choose her birthing place. I feel privileged to be a midwife, and to 

be able to help foster confidence and bring fulfilment to women throughout their pregnancy and 

birthing experience. I am very excited to be a part of the Kitchener Waterloo Midwifery Associates, 

and I am looking forward to working with you all and sharing my experience with clients during 

this very important time in their life. 

Min Liu R.M. 

I grew up in a small city in China, and began my midwifery training in 1991. In addition to 

the three-year midwifery program education, I had over eight years working experience as a 

registered midwife in antenatal and postnatal floor, labour and delivery room, newborn unit in 

hospital as well as my own personal experience as a mother of a daughter. I have always been 

passionate about women's health, and believe strongly that providing clients with supportive, 

personalized care throughout childbearing can positively impact their experiences as women and as 

mothers.  

I entered the International Midwifery Pre-registration Program at Ryerson University in 

September 2008. I finished a six-month clinical placement with Midwife Alliance in Toronto where 

I have enjoyed working with the families in a variety of social and cultural backgrounds. I 

graduated in November, 2009 with stronger commitment to midwifery. I also speak Mandarin 

fluently. I’m happy to contribute to the ongoing tradition of excellence for the community in the 

KW area.  
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Mina Sharafbafy R.M. 
 

My midwifery background began with a 4-year university degree in Iran.  Since that time I 

have worked almost continuously in a variety of settings such as clinics and birth centres, and with 

clients from many different backgrounds.  I have also been involved in family planning, 

breastfeeding support, and healthcare and vaccination for children under the age of 5 years.  I speak 

Farsi, Turkish, and English. 

 

Giving birth to a baby girl in 1997 helped me to understand more clearly the diversity of 

needs of a new mother, and the importance of a helping hand, warm heart, and knowledgeable mind 

during that profound period. 

 

My interest in women’s health drove me to pursue midwifery after moving to Canada.  

While attending the International Midwives Pre-registration Program (IMPP) in 2002-2003, I did 

my work placement with the Kitchener Waterloo Midwifery Associates, and then joined the 

practice as a Registered Midwife in July 2003. 
 

 

Nasrin Bandari Vali R.M. 
 

 

I chose midwifery to be my life’s work because of the holistic nature of the approach, and 

the opportunity for relationship building with women during this precious time in their lives.  I see 

newborns as amazing in the way they adapt to their new world, and I see mothers as amazing in the 

way they birth and care for their babies. 

 

I did my midwifery training in Iran, graduating in 1996.  For the next 3.5  years I worked in 

hospital and rural clinic settings.  I speak three languages, Farsi, Persian, and English, and had the 

opportunity to serve women from 15 diverse communities.  I developed the skills to provide 

excellent and personalized prenatal, postnatal, and breastfeeding care.   

 

I moved to Canada in 2000, and entered the International Midwifery Pre-Registration 

Program (IMPP) in 2004.  This program prepares and certifies foreign trained midwives to work 

within the Ontario midwifery system.  I have been working in Kitchener since August 2005. 

 

It has been my dream to become a midwife in Ontario, and I look forward to providing safe 

and satisfying care for Waterloo Region women and their babies. 
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Adriana Fontaine 

I was inspired to become a midwife during my own three pregnancies; as I discovered the 

importance of informed choice and supportive family-centred care during pregnancy and the 

postpartum period. 

I grew up in Waterloo and am very excited to be working as a midwife in my home community. I 

am a graduate of the Midwifery Education Program at McMaster University. During my midwifery 

training I had diverse placements that included prenatal genetics, lactation, obstetrics, nursing and 

public health. Prior to midwifery, I completed a Masters in Anthropology, specializing in 

archaeology and human osteology. 

I believe that pregnancy, labour and birth are very important and profound experiences for women, 

families and their community, and I am always humbled by it. I look forward to meeting and 

working with you, and hope that I can return that privilege in kind. 

Carole Thomson 

"I was encouraged to enter into the Midwifery profession in 1994 in Britain by my mother who 

knows me better than I know myself.  She could see my caring, generous and compassionate nature 

and believed that I would be of great comfort to labouring women.  It's thanks to her loving support 

that I have been able to care for many women and their families over the last two decades. 

My travels have afforded me a wealth of expertise and knowledge in the field of midwifery and I 

very much enjoy this vocation.  I look forward to working with you during your pregnancy 

journey." 
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COMMON DISCOMFORTS OF PREGNANCY 

Back Pain (months 5-9) 

Pelvic ligaments become more loose and flexible in response to the hormonal changes of 

pregnancy.  From the late second trimester into the third trimester, the baby’s weight may worsen 

lower back pain due to pressure exerted on the small nerves inside of the pelvis. 

 Pay attention to good posture (pelvis tilted in) and wear good-fitting shoes with low heels.

 When standing, elevate one leg on a low stool, or stand with one foot in front of the other,

with knees slightly bent.

 When lifting, bend at the knees and lift with your legs.  Avoid the use of ankle weights in

exercise programs in the last trimester, and avoid heavy lifting.

 Use warm baths, heating pads, and/or massages.

 You may benefit from a new mattress.

 Chiropractic care, especially when the baby goes through a growth spurt, can be very

helpful.

 Backache high and on one side may indicate kidney problems – contact your

midwife.

Bleeding gums, Nosebleeds (months 1-9) 

This occurs throughout pregnancy as a result of increased blood flow.  

 Brush regularly with a softer toothbrush.  Floss regularly.

 Extra Vitamin C may be helpful (not more than 500-1000C, and not in the first trimester).

 During regular dental care, inform your dentist of your pregnancy.

 For nasal stuffiness, drink 1-2 liters of water a day and use a humidifier.

Braxton-Hicks contractions (months 8-9) 

The uterus normally contracts and relaxes from 16 weeks of pregnancy on, but most women who 

become aware of Braxton-Hicks contractions do so in the final month or 2 of pregnancy.  

Normally, these contractions are irregular and often painless.  These contractions are common and 

usually more painful in your second or subsequent pregnancy. 

 Fatigue or dehydration causes them to become more noticeable and painful. Drink at least

one litre of water per day.

 A long, active day may promote more of these contractions.  A warm bath or hot water

bottle may help.

 Braxton-Hicks contractions will change in frequency or disappear if you hydrate, change

positions, take a hot bath, or rest, and are typically irregular in frequency and last longer

than 60 seconds.  If you are less than 37 weeks pregnant and your contractions are

regular or last 60 seconds or less, you may be in labour.  Page your midwife

immediately.
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Breast Soreness (month 1-3) 

This is often the first sign of pregnancy, due to increasing amounts of estrogen.  The nipples 

darken, stretch marks may occur, small bumps on the areolae (Montgomery’s Glands) appear, and 

colostrum is present from about 16 weeks.  In subsequent pregnancies, the breasts are usually less 

sore than in the first. 

 Wear a good fitting bra, particularly if you have heavy breasts.

 The breasts will feel less tender after the first trimester.

 Nipples do not require “preparation” (ie rubbing with a rough towel, etc.)

 Some studies suggest that squeezing a little colostrums/milk out daily in pregnancy, and

leaving it to dry may help prevent soreness in the first weeks of breastfeeding (but not

during the pregnancy).

Constipation 

Constipation is defined as hard stool that is difficult to pass, regardless of frequency.  In early 

pregnancy, constipation is due to the hormonal changes that occur; in later pregnancy, the bowels 

have much less space in which to operate. 

 Drink at least two litres of water a day.  Coffee, tea and pop should be avoided.

 Eat whole grains and legumes, raw fruits and vegetables (8-10 servings daily), and lots

of fibre.

 Aim to walk a kilometer or more a day.

 RAB (rice, applesauce, bananas) foods are good for diarrhea, but not for constipation.

 Prune juice is helpful with the added benefit of being high in iron.

 A glass of hot water with 1-2 tsp pf lemon juice first thing in the morning works well.

 Rest feet on a small footstool during bowel movements.  Avoid straining.

Edema (months 7-9) 

Mild swelling of the hands and feet is a common occurrence in pregnancy.  It normally worsens in 

warm weather, or late in the day. 

 Elevate your feet when you sit or lie down.

 Lie on your left side.

 Drink extra water.  Foods that may be helpful include watermelon or cucumber.

 Do NOT take diuretics  - your body needs the extra fluids to maintain the pregnancy.

 Sudden or significant swelling, especially in the face may be a sign of pre-

eclampsia (toxemia).  Page your midwife immediately.

Exhaustion (months 1-3, 7-9) 

The demands of a rapidly growing fetus are extremely tiring in early pregnancy.  Your baby is 

growing a central nervous system, internal organs and neurological pathways…the works! Even 

though your baby is tiny, this is a tremendous amount of work for your body to accomplish.  In 

late pregnancy (about 24-30 weeks), the baby undergoes a major growth spurt and your body is 

busy increasing your blood supply – all of which is tiring.  This period will pass, but some women 
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will also feel tired toward the end of pregnancy due to the added weight of the baby. Your body is 

working hard to grow this baby – make sure that you and those around you acknowledge this. 

 Sleep more – take naps, go to bed earlier, get up later. Listen to your body’s needs.

 Get exercise, as this improves your body’s oxygenation.

 Get help with your work, other children, or demands.

 Eat well and avoid refined sugars and caffeine.

Finger Tingling (months 4-9) 

Due to the increased use of computers, Carpal tunnel syndrome is becoming more common.  

Finger tingling/swelling/ numbness may also be due to enlargement of breast tissue high in the 

underarm area. 

 Place your hands on your shoulders and rotate your elbows in a circle.

 Increase B complex vitamins.  Vitamin B6 can be taken on an as needed basis.

 Wearing wrist splints at night may help.  Drugstores sell cheaper models, but if your

pain is pronounced you should be assessed by an occupational therapist or a physician.

Groin Ache or Pain (months 6-9) 

This may be due to poor posture, standing too long, or pressure of the baby on the pelvis. 

 Do light circular massage in the groin area, giving a slight lift as the hands come

upward. Do not use pressure on the down stroke.

 For relief of sudden spasm, pull up the leg on the same side as the spasm (as if tying a

shoe) or lie down on the affected side with the leg drawn up.

 If the pain extends from the hip and down the back of the leg, the problem might be

sciatica.

 See Back Pain and Round Ligament Pain for more relief ideas.

Heartburn 

Heartburn is common in pregnancy due to hormonal changes and the pregnancy pushing the 

stomach up into a small space. 

 Tums, Maalox, and Gaviscon in moderate amounts are fine during pregnancy.

 Avoid greasy and spicy foods and avoid caffeine

 Avoid drinking with your meal (aim to drink 15 minutes before you eat).

 Avoid eating close to bedtime – if you are eating at this time, crackers and bread are

good choices.

 If severe at night, try sleeping in a semi-sitting position, propped up on pillows (you

can try placing a phone book under the head of your mattress.)

 “Papaya enzyme” from health food stores might be helpful.

 Pineapple, celery, or raw almonds may be helpful.
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Varicosities (months 4-9) 

Pregnancy can weaken the valves that return blood back to the heart, and these weakened valves 

then bulge, causing a varicose vein.  They occur most commonly in the legs and to a lesser extent in 

the vulva.  If you think you have varicosities, ask your midwife to assess them. Contact your 

midwife immediately if they become painful at any time in the pregnancy or postpartum. 

Hemorrhoids (months 6-9) 

These are a varicosity, or bulging, or the wall of the rectum through the anal sphincter.  If you 

have hemorrhoids going into pregnancy, they will likely worsen.  Hemorrhoids often hurt, itch 

and may bleed with a bowel movement. 

 Refer to constipation for helpful dietary advice.

 Spend some time during the day off your feet, or lying on your side with a pillow

elevating your hips for 10-15 minutes, to reduce pressure on this area.

 A cloth soaked in Witch Hazel, or Tucks pads (from the drug store), or ice packs will

help reduce swelling.

 Baking soda, wet or dry, will reduce the itch.

 Hemorrhoids may only appear after the birth, if you had a long pushing stage.  Your

first bowel movement may take place 2-4 days after the birth.  Laxatives or

suppositories can soften the stool, making the passing of stool easier.

 Topical ointments such as Anusol help shrink the swelling.  Lubricate your finger with

the product, push the hemorrhoid back in, and then tighten your pelvic floor muscles.

Anusol also has a product with a local anaesthetic for very painful hemorrhoids.

Insomnia 

 Use what normally works for you – relaxation, massage, warm baths, chamomile tea,

or hot milk.

 Calms Forte (at the drugstore) is a homeopathic preparation.  Take one tablet under the

tongue as needed (before bed, or upon waking in the night.

 Increase your calcium intake.

 Consume daily fluids before 6pm to reduce trips to the toilet. If you are up to void in

the night, leave the lights off.

 If insomnia occurs around 24-30 weeks of pregnancy, it may be due to the baby

undergoing a growth spurt, and you require more calories.  Eating at night may help.

Leg Cramps 

Pain in the calf of the leg is due to pressure on the blood vessels, reducing the flow of blood to 

the legs.  It is also due to overextension of the foot, inadequate calcium/magnesium, or excess 

phosphorus in the diet.  

Never deeply massage a cramped muscle – it can cause tenderness that lasts for days.  

More importantly, if phlebitis (an inflamed varicose vein) is present, serious 

consequences such as stroke can result.  Page your midwife if the area on your leg is red 

and inflamed. 
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 Avoid pointing your toes – flex your toes back toward your shin.  This stretch

should be gentle and constant. If you can’t reach your foot, stand against a wall,

straighten your leg, place toes on the floor and flatten your foot against the floor.

 For cramp in the front of the thigh, stretch leg backward.  For cramp in the front of

the thigh, stretch leg forward.

 Reduce your phosphorus sources (ie bananas) and increase your dietary

calcium/magnesium intake.

 Pound on your heel with a fist.

Nausea/ Morning sickness 

Nausea/morning sickness is often most severe in early pregnancy and can range from mild to 

severe and can be aided with medication.  If your nausea is severe, please talk to your midwife. 

 Nausea is often worse if your blood sugar is low – try to snack /eat every 2 hours to

avoid this.

 Eating protein (ie an egg) first thing in the morning may help.

 Sour foods – green mango, green apple, tamarind, sour candy, can reduce nausea.

 Carbohydrates, such as crackers or bread, are helpful to some.

 Eating watermelon may help.

 Sea bands (acupressure wrist bands) may be useful – best used intermittently.

 Foods containing Vitamin B6 are helpful, as it decreases nausea. (B6 is one of the

ingredients in Diclectin).

Pigmentation changes (months 4-9) 

These can include a dark line up the abdomen, the facial “mask” of pregnancy, and darkening of 

the nipples.  These will fade after the birth. 

 For the mask of pregnancy, stay out of the sun, or use a strong sunblock, as exposure

can make these patches worse,

 You may need more B vitamins in your diet.

Pubic Bone Pain (months 7-9) 

The hormone estrogen affects the soft cartilage in the middle of the pubic bone, causing pain.  

Delivery of the baby is the “cure” for this discomfort. 

 Plain Tylenol may provide some pain relief.

 If the pain increases with movement, then decrease movement.

 Guard the pubic bone by avoiding large movements – take stairs one at a time, keep

knees together when getting out of the car, or rolling over in bed.

 You may find it soothing to apply moist heat, or ice.

 A chiropractor may be able to help you.
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Round ligament pain  

 

A sharp pain on either or both sides of the uterus can occur with standing quickly, sneezing, 

coughing when urinating, or when turning over in bed.  The round ligaments attach at the top of 

the uterus and end at the vulva.  As the uterus grows, these ligaments are forced to stretch, causing 

momentary cramping.  This can also occur postpartum. 

 

 Try not to move quickly. 

 Persistent pain may indicate a urinary tract infection, appendicitis, or ectopic 

pregnancy.   If accompanied by fever/chills, faintness, nausea/vomiting, bleeding, or 

unusual vaginal discharge, contact your midwife immediately. 

 

 

 

Sciatic Nerve Pain (months 6-9) 

 

Pain that travels across the buttock or down the back of the leg is usually due to sciatic nerve 

irritation.  This occurs with the loosened joints of the pelvis that happens with high estrogen 

levels.  Prolonged standing, stooping and lifting, and shoes with poor support will aggravate this 

condition. 

 

 Wear running shoes or shoes with good support. 

 Apply ice to the area that hurts.  Use a heating pad if ice doesn’t work. 

 When sitting, put your feet up on a stool to reduce the arch pf your back. 

 Get up from your chair and move around every hour, for about 5 minutes. 

 See a chiropractor experienced with pregnant women. 

 See Back Pain for more information. 

 

Urine Leaks (months 7-9) 

 

This is known as stress incontinence.  Urine may leak out when you laugh, sneeze, or cough. 

 Wear a mini-pad to protect your clothes. 

 Do Kegels to strengthen your pelvic floor. 

 

 

Vaginal Discharge (months 4-9) 

 

Increased vaginal discharge is very normal in pregnancy, but it may be difficult to tell sometimes 

if you have an infection or not.  If you experience itching, burning/redness, a foul odour, or a 

change in the consistency or colour of the discharge, speak with your midwife.  She can do a 

simple swab to determine the nature of the infection. 
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GROUP B STREPTOCOCCUS 
 

Group B Streptococcus (GBS) are common bacteria which are often found in the vagina, rectum 

or urinary bladder of women. This is not the same bacteria which cause strep throat. Infections 

from GBS are usually not serious for a woman and are readily treated with antibiotics. However, 

when a woman becomes pregnant, the whole outlook is altered. There is no sure way to prevent 

the GBS bacteria from being passed to a newborn at the time of birth and although it is very rare, 

and despite medical treatment, some babies still die as a result of complications from a GBS 

infection. Your midwife would like to help prevent this from happening. GBS usually does not 

cause infection in pregnant women the concern is for the baby. Read this pamphlet to find out 

about Group B Streptococcus infections (GBS). 

About Group B Streptococcus (GBS) 

When GBS bacteria reach a woman's bladder, kidneys or uterus they can cause an infection. 

Infections can cause inflammation and pain. A woman can have these bacteria in her body and 

not know it. If a woman has these bacteria in her vagina and rectum without having any 

symptoms, she is said to be colonized (positive). It is estimated that 15 - 40% of all pregnant 

women are GBS colonized. Between 40 - 70% of colonized mothers pass the bacteria onto their 

babies during the birthing process. While most babies are not affected by the bacteria, a very 

small number (1- 2%) of these babies will go on to develop a GBS infection. Babies who are 

infected with GBS may have mild to severe problems which may affect their blood, brain, lungs 

and spinal cord. No one method of screening (testing) and treatment will prevent all GBS infant 

deaths. 

Screening (Testing) for GBS 

Doctors agree that there arc two acceptable options for screening, (testing) for GBS. A doctor 

may choose to routinely culture (test) all the pregnant women under his or her care between the 

35th and 37th week of pregnancy, and treat the mothers who are GBS colonized (positive) with 

antibiotics when labour starts. Or a doctor may choose not to routinely test every woman, but 

rather to treat only those mothers who are at risk of passing the bacteria to their babies during the 

birth process. If cultures were not done around the time of the woman's 35th - 37th week of 

pregnancy, or if the test results are not available at the time of delivery, it is essential that women 

at risk are treated with antibiotics.  

In addition, particularly if the woman has a history of bladder or kidney infections, a doctor may 

also test a woman's urine for the bacteria If the bacteria are found in the urine but not found In the 

vagina or rectum, the woman is still considered colonized (positive) and will still I be treated with 

antibiotics when she goes into labour. 
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Risk Factor for GBS Infection 

Women are at high risk to pass GBS on to their babies if they 

o Start labour before they reach 37 weeks gestation (with or without ruptured membranes).

o Reach full term. but their membranes rupture (water breaks) and it seems as through the

labour will last more than 18 hours.

o If they have an unexplained, mild fever during labour.

o If they have already had a baby who had a GBS infection.

o If they have (or had) a bladder or kidney infection which was caused by the GBS

bacteria.

How Is the Test Done? 

This simple and painless test is done by inserting a Special Q-tip into a woman's vagina and 

rectum. The Q-tip is then placed in a special solution to see if the bacteria grow. This is 

called a culture. If bacteria grow, the woman is said to be colonized (positive) If no bacteria 

grow, the test is negative. 

Treatment for Mother 

Expectant mothers who tested positive for GBS bacteria will be treated with antibiotics when 

they go into labour or if their membranes rupture (water breaks) early. If a mother is not 

tested but is thought to be at high risk (Table 1) for passing the bacteria on to her baby during 

the birth process, she will also be treated with antibiotics to kill the bacteria during her labour 

and birth. Studies show that it is not beneficial to give antibiotics during pregnancy, as in 

more than 65% of cases, the bacteria have time to re-grow before labour begins. 

Be sure to tell your midwife if you think you have had an allergic reaction to antibiotics 

in the past.  

Two Types of GBS Infections in Newborns 

There are two types of GBS infections that can happen to newborn babies. The most common 

type is called early-onset disease. In this case, the babies are almost always infected during 

their journey down the birth canal because the bacteria were in their mother's vagina. The 

symptoms of early-onset infections show up before the baby is seven days old. Some babies 

show signs of this infection as early is six hours after birth. Early-onset disease can cause 

infections in a baby's lungs, brain, spinal cord or blood. This type of GBS infection can be 

very serious and frequently hard for a newborn baby to fight off. This is the infection that 

antibiotic treatment in labour is aimed at preventing.  

The second type is called late-onset disease. In this case, the babies don't show signs of a 

GBS infection until after they are more than seven days old. About half of these babies were 

also infected during their birth. The other half became infected after the birth by being in 

contact with their GBS positive mother, or another person who is a carrier of the disease. 

Late-onset infections can also cause serious problems for the newborn. The most common 

problem is meningitis - an infection of the membranes which surround the brain and spinal 
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cord. The risk of late-onset disease is not decreased by antibiotic treatment in labour but 

antibiotics are available for the baby once it is born. Babies with early-onset disease are more 

likely to die than those babies with late-onset disease. 

Treatment for Baby 

All newborn infants are watched closely for symptoms of an infection, particularly when the 

mother was GBS positive at some point in her pregnancy, and no matter whether she was 

treated with antibiotics or not. While it is true that the chances are small that an expectant 

mother who was treated with antibiotics during pregnancy will pass the bacteria on to her 

baby - it can happen. Babies who show signs of a GBS infection after birth will also be 

treated with antibiotics. If available, a baby specialist (paediatrician) may be asked to help 

look after a baby with a GBS infection. 

Until more specific information is available, identification and management of women 

whose newborns might be at increased risk of GBS disease are acceptable by the following 

two methods: 

 Universal screening of all pregnant women at 35 to 37 weeks gestation with a

single combined vaginal-anorectal swab and the offer of intrapartum

chemoprophylaxis to all GBS colonized women.

 Intrapartum chemoprophylaxis for all women with identified risk factors, as

listed above.

*see SOGC Clinical Guidelines

J Obstet Gynaecol Can 2004:26(9):826-32
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COMPLICATIONS AND EMERGENCIES 

 
All expecting parents wonder at some point in the pregnancy about possible problems that may 

arise, particularly during the labour.  Note that there is a significant difference between a 

complication (a factor that places the mother or baby at some degree of “risk”) and an 

emergency (a life-threatening situation that requires immediate action). 

 

Complications: Usually, complications care detected well in advance, and can be corrected 

before they become problematic. 

 

Most common:  

- postdates (more than 14 days past your due date) 

- Prolonged rupture of membranes (broken waters) without labour 

- Meconium in the amniotic fluid 

- Fetal diseases 

- Precipitous labour (less than 3 hours) 

- Prolonged labour/lack of progress 

- Anemia (low iron levels)  

- Breech presentation 

- Pre-eclampsia (toxaemia) 

 

All of these conditions can be dealt with using some measure of intervention.  Midwives adhere to 

the Standards of Practice as set out by the College of Midwives of Ontario, our regulating body. 

Some complications can be dealt with by your midwife and some require consultation with a 

physician.  If you are concerned about a specific complication, your Informed Choice Document 

contains information about whether a consultation or transfer of care to a physician is required. 

 

Emergencies are rare.  In an emergency, we may not have time to discuss the situation fully as we 

do with most of your care – we will be focused on dealing with the emergency. 

 

As Registered Midwives, we must pass written and practical examinations in Newborn 

Resuscitation yearly; Electronic Fetal Monitoring every 2 years, Adult Resuscitation every two 

years; and Obstetrical Emergency Skills every two years.  If we do not pass any one of these, our 

license to practice is not renewed.  The Obstetrical Emergency Skills include situations like fetal 

distress, hemorrhage, twins, breech, shock, umbilical cord accidents, prolonged or obstructed 

labour.  If you are interested in discussing any particular emergency, ask your Midwife. 

In an emergency, we depend on the trust we have developed with you over time, to work together 

quickly.  Informed choice discussions might be impossible and inappropriate in an urgent 

circumstance, so we try to discuss emergencies with you during your prenatal visits. 

 

Two common ones that all care providers watch out for are: 

- the mother bleeding too much after the birth;  

- the baby not breathing 

Midwives carry and use the same anti-hemorrhagic drugs that physicians use and we are trained in 

recognizing and treating postpartum hemorrhage. Midwives also have training in newborn 

resuscitation and carry all the necessary equipment in the event that this might happen.  Both of 

these emergencies are quite uncommon in healthy, low-risk births. 
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PRETERM LABOUR – SIGNS & SYMPTOMS 
 

What is preterm labour? 
A normal or term pregnancy lasts 37 to 42 weeks. 

Labour is a process in which happens at the end of the pregnancy. In labour, there are 

contractions (tightening) of the uterus (womb) which cause the cervix (opening to the womb) to 

open.  

Preterm (premature) labour is labour that starts before 37 weeks of pregnancy. 

 

What does this mean for my baby? 
Preterm labour may lead to preterm birth i.e. your baby being born too soon. 

Preterm babies: 

 may have trouble breathing, feeding, and keeping warm 

 may be more likely to get infections 

 may need special care in the hospital 

 may have to stay in the hospital after their mother goes home 

 

The earlier your baby is born preterm, the more likely he or she is to have long term health 

problems such as: 

 blindness 

 difficulty walking 

 problems learning 

Some preterm babies are very small and may not be strong enough to live. 

 

Could this happen to me? 
Yes, preterm labour can happen to anyone. 

Even if you are healthy and do “all the right things” there is still a chance that preterm labour can 

happen to you. Medical experts do not know all the reasons why labour starts too early. 

 

How do I know if I am having preterm labour? 
It is not always easy for a woman to tell if she is having preterm labour. Many of the signs of 

preterm labour can feel the same as some of the normal things that happen in the second half of 

the pregnancy. There are important signs to watch for, especially if they are new or different from 

babies.  

 

Signs & Symptoms of preterm labour: 
 bad cramps or stomach pains that don’t go away 

 bleeding, trickle or gush of fluid from your vagina 

 lower back pain/pressure, or a change in lower backache 

 a feeling that the baby is pushing down 

 contractions, or change in the strength or number of them 

 an increase in the amount of vaginal discharge 

Some women may just feel that “something is not right” 
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You also need medical care if you have: 

 fever, chills, dizziness, vomiting or a bad headache 

 blurry vision or spots before your eyes 

 sudden or severe swelling of your feet, hands or face 

 a significant change in your baby’s movements 

 

A Word about Contractions 
Preterm labour contractions feel different from the normal tightenings that many women feel 

in the second half of pregnancy: 

 they may feel more regular 

 they do not go away if you move around or lie down 

 other signs may happen with the contractions, such as fluid leaking from the vagina or 

pelvic pressure. 

 

What should I do if I think I am in preterm labour? 
Page Your Midwife. 

You will need to be assessed by your midwife to confirm if you are in preterm labour. 

 

What happens if I am in preterm labour? 
When you arrive at the Birthing Unit in the hospital, the doctor/midwife will check to see if 

you are in labour. 

If there are no changes or only very small changes in the cervix, 

 you will probably get to go home and rest 

 your midwife will want to see you soon. 

 

If your cervix has started to open or shorten and the midwife thinks that you might give birth 

soon, you will be admitted to the hospital for treatment. (You may have to be transferred to a 

hospital that provides special care for preterm babies). 

 

If you are less than 34 weeks pregnant you will probably receive two doses of a medication to 

help your baby’s lungs to mature. This medication works best if it is in your body for 48 

hours, so you may also receive another medication to delay or stop the labour for this amount 

of time. 

 

After this second medication, 

 your body may delay labour on its own for a few weeks 

 it is also possible that the labour will only be delayed for a short time and that your baby 

will be born early.  

 

Remember  

Preterm labour can happen to anyone 

Know the signs of preterm labour 

Go to the hospital right away if you think you  

have preterm labour 
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Midwifery Scope of Practice 

Midwives in Ontario have a scope of practice that is dictated by the College of Midwives of Ontario 

(CMO) in a standard call “Consultation and Transfer of Care”.  Although pregnancy and birth are 

usually normal, healthy events, concerns may develop in which a midwife will need to initiate 

involvement of other health care providers to ensure that you and your baby are receive the most 

appropriate care.  As a provider of primary healthcare, the midwife is fully responsible for the 

clinical assessment, planning and delivery of care. According to the requirements of this CMO 

Standard, your midwife will: 

1. Consult with a physician, or the most appropriate available health care provider, or

2. Transfer responsibility for primary care to a physician

Consultation with a Physician, or other appropriate health care provider 

 Consultation is a 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.

 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.

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.

 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.

 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.[2]

 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.

Notwithstanding the indications listed in this Standard, KWMA midwives are expected to adhere to 

the community standards and hospital protocols/policies of Grand River Hospital. 

The following section gives more details about when we would consult, or when we would transfer 

care.  It was created by the College of Midwives of Ontario for your protection, and to support 

Midwives in giving high quality care.  We realize some of the terms are quite technical.  If you have 

questions about any of them, please ask us! 

file:///E:/RIM/_Records%20and%20Information%20Management/Standard%20(CMO)/Posted%20June%202%202014/FINAL%20-%20CONSULTATION%20AND%20TRANSFER%20OF%20CARE.docx%23_ftn2
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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
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 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
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 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 (Maternal) 

Consultation: 

 Breast or urinary tract infection unresponsive to pharmacologic therapy

 Suspected endometritis

 Abdominal or perineal wound infection unresponsive to non pharmacologic treatment
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 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 [5]

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 5
th

 percentile in weight for gestational age

 Single umbilical artery not consulted for prenatally

 Congenital anomalies or suspected syndromes

file:///E:/RIM/_Records%20and%20Information%20Management/Standard%20(CMO)/Posted%20June%202%202014/FINAL%20-%20CONSULTATION%20AND%20TRANSFER%20OF%20CARE.docx%23_ftn5
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 Worsening cephalhematoma

 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

 Hyperbilirubinemia requiring medical treatment or any jaundice within the first 24 hours

 Suspected seizure activity

Transfer of Care: 

 Major congenital anomaly requiring immediate intervention
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Preparation List for Home Birth 

Have these items ready about three weeks before your baby is expected to arrive: 

1. Clean birthing room.

2. Bed made up in this way:

a. Waterproof fitted sheet, shower curtain, or large felt-backed picnic tablecloth over mattress

b. Clean sheets, bottom and top

c. Another waterproof covering

d. Clean (old) sheets and blankets or spread

When baby is born, the top coverings can be removed, and mother and baby can settle down in a 

clean bed. (Of course, this does not mean that you have to give birth on the bed; many women do 

not.) 

3. Pillows (covered with plastic garbage bags under the cases).

4. A pile of towels (4), soft is preferable.

5. 4 Baby blankets to be warmed just before the baby comes.

6. 4 Washcloths for perineal compresses.

7. A crock-pot for hot compresses, if you can get one.

8. Sanitary pads.  You will need a large package of thick ones without plastic dry-

weave coverings, ie, NOT Always brand, for the beginning.

9. Household family axillary thermometer (digital).

10. A roll of clean paper towels.

11. Light food for labour.

12. A mirror if you wish to watch the birth.

13. A placenta bowl (good sized mixing bowl or plastic tubs).

14. A large plastic drop cloth if needed, especially if you have a carpet in the room in

which you plan to give birth.

15. 2 large garbage bags for laundry and garbage

16. A hot water bottle or a heating pad.

17. Ice chips or cubes; juice Popsicles or a fluid replacement drink, eg Pedialyte or

Chlorophyll, if you like.

18. Flashlight

19. A small unopened bottle of olive oil. (Ask your midwife which she prefers.)

20. Hydrogen peroxide for removing blood stains.

For Baby: 

Babies don’t need much.  Expect baby to want to sleep with you most of the time.  Consider reading 

The Family Bed and Three in a Bed. 

a) Nightgowns or sleepers and undershirts

b) A small knitted cap for right after the birth

c) Receiving blankets

d) Diapers

e) Camera

Most of this will already be in your home.  Put it all into that large laundry basket and keep it in the 

closet where it can be accessed quickly.  Please don’t leave things ‘til the labour to pull together.  

The quicker we can get supplies set up, the more attention we can give to your labour and how 

you’re coping. 
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Preparation List for Birthing Suite 

At Kitchener Waterloo Midwifery Associates, we support your choice of birthplace.  Giving birth in 

our birthing suite is similar to a homebirth. You should have these items ready about 3 weeks before 

your baby is expected to arrive and if possible keep packed together and ready to be brought to the 

clinic i.e. in the trunk of your car.  Most of these items will be already in your home.  Please do not 

leave being prepared until you are in labour.   

1. Waterproof fitted sheet, shower curtain, or felt-backed picnic tablecloths for over mattress

2. 1 set of clean sheets, top and bottom for a double bed (or queen is acceptable)

3. Min. 4 towels, preferably dark colours

4. 4-6 washcloths for perineal compresses.

5. A Blanket

6. Sanitary pads, you will need a large package of thick one without plastic dry-weave

coverings, i.e. Not Always, for the beginning.

7. Light food for labour.

8. Juice, popsicles or a fluid replacement drink, if you like.

9. Snacks and drinks for mom and partner for postpartum.

It is also recommended that you have a small bag packed for you and baby, just as you would for a 

hospital birth containing; 

For Baby – receiving blankets, hat, sleeper and undershirt, diapers, car seat. 

For Mom – change of clothes to travel home in, camera, toiletries (i.e. brush, soap, shampoo, cream, 

lip balm etc...) 
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Preparation List for a Hospital Birth 

If you have access to the internet, check out www.grandriverhospital.on.ca 

Click on the icon for Patient Care, and then Childbirth.  Many questions will be answered there. 

*Following a normal vaginal delivery, midwives encourage their clients to be discharged home

within 2 to 3 hours, as we will see you at home within 24 hours of the birth.  We therefore

suggest that you pack lightly.  If a longer stay is required, your partner can bring extra supplies.

A) What to include in your hospital bag

1. change of clothes for mom to travel home in

2. extra underwear

3. feminine Pads (maximum absorbency)

4. 1 set of clothes for baby (including 2 hats)

5. newborn diapers

6. baby blankets

7. pillow from home (for comfort measures)

8. snacks & drinks for mom and partner

9. Manila envelope that was given to you (contains your records and necessary

paperwork)

10. camera

11. lip balm

B) The Car Seat: practice setting the car seat up prior to the day of the birth

1. Meter parking available at front entrance (short-term only)

2. Garage parking. Pay on your way out.

 Ensure that you have appropriate change in your hospital bag in order to 

pay for parking.  

D) Admitting Process

1. Partner drops woman off at hospital doors (main lobby or emergency

entrance) and proceeds to find a parking spot, and then joins us on 4D.

2. Meet your midwife in an agreed upon location.

 Ensure partner or yourself have the woman’s health card number required

to complete admission papers. 

 Be aware that getting admitted and settled at the hospital is a busy time, but 

following this initial period expect the same care and monitoring from your 

midwife as was provided at home. 

http://www.grandriverhospital.on.ca/
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Hospital Facilities: 

E) Food and drink

1. Drinks provided by hospital for mom include apple juice, gingerale, and water.

2. Cafeteria is open during limited hours in the day

3. Tim Hortons, located in the main lobby, is open from 7am – 9pm

 Good idea to have a cooler with snacks and drinks packed for mom and partner

to enjoy. 

Grand River Hospital Visiting Policy 

The Childbirth Program is committed to a family-centered approach that promotes flexible and 

individualized care.  The visiting policy is designed to foster the family unit, promoting infant-

parental bonding, while maintaining a safe environment for the provision of quality health care. 

Outpatients 

For all outpatient services (NST, cervical ripening) one support person may accompany the woman 

to her appointment.  We recommend that alternate childcare arrangements be made for children. 

Labouring/Birthing Patients 

For labouring/birthing patients the partner plus other consistent support persons may accompany the 

woman during her labour/birth. 

Postpartum Patients 

Partner/Support Person 

For post-partum patients, there is technically no assigned visiting hours, but a new mom should 

limit her visitors so she can focus on her new baby and rest.  If the woman is in a private room, the 

partner/support person may stay overnight.  The role of the partner/support person who stays 

overnight is to provide support and assistance with new mother and baby care.  Appropriate attire 

should be worn.  

Grand River Hospital has the option of changing their “Visitor Policy” at any point in time.  

Please phone the hospital (519-749-4300) to verify their current policy. 



40 | P a g e

POSTPARTUM CARE FOR THE BABY 

 Umbilical cord: your midwife will remove the clamp on the first or second visit

postpartum.  Fold the diaper below the cord.  The cord stump will dry up and fall off in a

week or two.  Exposure to air speeds healing.  The cord can get wet during a bath, but dry

carefully afterwards.  You do not need to use alcohol on the cord. Whether your baby has

an “innie” or an “outie” depends on genetics, not how the cord was clamped.  An

occasional, a bit of blood spotting from the cord is not serious, but if you see significant

bleeding, or if the skin around the cord is hot or red, call your midwife.

 Breastfeeding: Nurse very frequently in the first 4-5 days.  Do not let the baby sleep

longer than 2 hours during the day; wake the baby especially during the day to nurse.  One

sleep period of 4-5 hours in a 24 hour period is reasonable – any more than that and your

baby may not gain adequately.  Expect your baby to be waking you at least one to two

times at night for at least the first 8 weeks of life.  We recommend that if you have never

breastfed before, that you become well-informed through books, videos, and/or a

breastfeeding class (ie La Leche League). It takes a while to get the knack of nursing, both

for you and your baby, so be patient and persevere.

 Sleeping: Experts now recommend that newborns sleep on their back. Sleeping on the

tummy appears to increase the risk of Sudden Infant Death Syndrome (SIDS).  Do not let

your baby sleep on a waterbed.  Babies under one year of age should never sleep with a

pillow, or any soft toys or blankets, as they have a strong grasp and call pull an item over

their face, but not remove it.  If your baby spits up frequently, you can keep her upright, or

elevate her head.  Do not put your baby on its side since they can roll over onto their front.

 Mucous: Babies have a strong gag reflex, which prevents them from choking on mucous,

which is frequently present in the first few days following the birth.  You can roll the baby

on their side to help their attempt to spit up the mucous.

 Clothing: Dress the baby as you are dressed, plus one additional layer.  Remember to use

a baby hat in the first week as babies lose most of their body heat through their heads.  Do

not dress your baby too warmly or too coolly – cool hands and feet are normal.  Feeling

the baby’s bare skin on their abdomen is a good way to gauge their temperature.  Your

baby’s temperature should be between 36.5 and 37.5 °C. (take under arm).

 Skin: It is normal for your baby’s skin to peel and flake during the first weeks.  Babies

enjoy being massaged, and olive oil or almond oil may be used on dry skin. Babies also

get rashes that come and go.  Normally these are fine, but if there is pus, inflammation, or

other “infected” looking spots, call your midwife.

 Genitals: To prevent infections, especially in girls, wipe from front to back.  A blood-

tinged discharge in a newborn girl is normal.  Routine circumcision for baby boys is no

longer a recommended procedure.  The foreskin on boys should not be pulled back, as it

is attached to the head of the penis. It normally becomes looser with age.  Point the penis

down in the diaper to keep pees inside the diaper. The scrotum or labia are normally

swollen at birth, and will reduce in size in the week or so after the birth.
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 A Newborn Screening Test (NBS) and Critical Cogenital Heart Defect (CCHD) are

screening tests that are performed between 24-48 hours of age.   NBS test checks for a

range of rare metabolic disorders, which can lead to irreversible (but preventable) organ or

brain damage, or death.  The test involves taking a blood sample is taken from the baby’s

heel. CCHD monitors the oxygenated blood flow through the baby’s body. Two

measurements are take; one in the right hand and the second on either foot.  Both readings

need to be above 95% and indicate that there are no issues with the baby’s cardiovascular

system.  Both tests can either be done at Grand River Hospital’s Universal Bili Clinic or

can be s done by the midwife at your home, while the baby breastfeeds, which is

comforting and pain-relieving.

 Diapers: Your baby should pass meconium and urinate in the first 24 hours after the birth.

Meconium, the first bowel movements, is tar-like, dark green, and sticky.  Applying olive

oil to the entire diaper area at each change makes it easier to wipe off. There may be little

urine after that, until the milk changes about 2-3 days after the birth.  If you can’t tell if the

baby’s diaper is wet, place a square of toilet paper in the diaper over the genitals, and it

will be wet if the baby’s urinated. A wet diaper is heavier than a dry one and holds about

¼ cup of fluid. You should see as many wet diapers as the baby is days old for the first

week (1 on day 1, 2 on day 2, etc.) Beyond that, you’ll likely see wet diapers at every feed,

a sign that the baby is well-hydrated.

Meconium diapers last until the milk changes over from colostrums (about 2-4 days). The 

stool will change as the milk comes in, from green for a day or so, to bright yellow.  

Breasted baby poo doesn’t look like adult bowel movements - they’re normally runny and 

seedy.  Expect three to ten movements in a 24 hour period after day 4.  Diarrhea in a 

breastfed baby is rare and smells extremely foul.  It is accompanied by lethargy, fever, 

crankiness, and other signs of the baby being unwell. 

If a diaper rash appears, use a zinc-type ointment sparingly.  It might also be a yeast 

infection, requiring treatment.  Otherwise, your baby’s bottom only needs cleaning with 

water.  Olive oil on the entire diaper area works well to keep baby’s skin moisturized 

without trapping the moisture there (as barrier creams do.)  Giving the baby’s bottom “air 

time”, or drying with a hair dryer on the low setting, can also help reduce the incidence of 

diaper rash. 

Occasionally, parents report seeing “blood” in the baby’s diaper.  This is usually a “brick-

dust” looking powder which is a uric acid deposit trapped in the absorbent diaper layer. 

This is normal in the first days, and will disappear once your milk is in and the baby is 

getting enough fluids to flush out the uric acid sediment. 

*Always wipe girls from front to back, and never the other way, as this can cause

infection.  The vaginal folds do not need to be opened – wiping the outside clean is

enough. For boys, pointing the penis downward in the diaper reduces the chance that he’ll

soak his clothes.

 Jaundice (yellowing of the skin):  Jaundice is caused by the breakdown of red blood cells

which releases a substance called bilirubin. This bilirubin gives a yellowish colour to the

skin and eyes of newborns.  This is quite common at about 2-7 days and is normal, unless

it is very deep in colour, and involves the extremities.  It is recommended to measure the
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amount of bilirubin in your baby’s body by a blood test.  You may be offered an 

appointment to return to Grand River Hospital to the Bili clinic for the blood test to 

measure the total amount of bilirubin in your baby.  An alert and vigorous baby who 

nurses well is usually alright.  Babies should feed frequently after the birth (every 1-2 

hours) to encourage the elimination of the bilirubin and prevent dehydration.  Page your 

midwife immediately if you notice jaundice in the first 24 hours of life, or after that if 

your baby is yellow and refuses to nurse. 

 Bathing: The baby will not be bathed in hospital in the first hours following delivery, so

the first bath is likely to be at home.  Bathe your baby with plain water or mild soap two to

three times a week or more as needed.  Remember to clean in the folds of skin (neck,

underarms, and groin).  On a daily basis, spot-cleaning is usually enough. Bathing your

baby in a tub prior to the cord falling off is acceptable.  Washing and drying baby’s head,

and then washing the rest of the body keeps the baby from loosing too much body heat.  If

you feel anxious about bathing your baby for the first time, ask your midwife for

assistance.

 Hearing Screening: You will need to book a hearing screen for baby to be done in the

community by ERINOAKS.  This screening is very safe and reliable and will detect any

hearing loss early so as not to delay language development. To schedule your baby’s

hearing screen please call 1-877-374-6625.

NORMAL NEWBORNS 

 Average size: length 18-21”, Weight 7-8 lbs.

 Head: Large in proportion to body.  Anterior fontanelle (soft spot) is easily felt.  Usually

closes at 18-24 months.  Head wobbles unless supported.

 Skin: Hands and feet often grey/blue for first few days.  May be covered with creamy

vernix.  Post-matured babies can be dry, peeling, and scaly.  Fine, downy hair (lanugo)

may be present but disappears in a few weeks.

 Milia: Small white dots on face, especially on the nose.  These are immature oil glands.

Do not squeeze.

 Breathing: Shallow, rapid and irregular.  40 to 60 breaths per minute.

 Pulse: 90 to 160 beats per minute.  It is faster when crying.

 Temperature: 36.5 to 37.5 degrees C.  Newborns cannot regulate their own temperature

very well.  It is important to keep newborns warm, but not hot.  As a rule, babies need one

more layer of clothing than you do.  Baby’s bare skin against yours will keep the baby

warm enough (skin to skin).
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 Swollen breasts and genitals: Caused by hormones from the mother.  If a daughter, you

may see a bit of menstrual spotting.  Don’t squeeze swollen nipples.

 Broken blood vessels in the eyes:  Usually bright red, crescent-shaped areas in the white

around the iris.  They may be present, or show up later, and are caused by pressure on the

baby’s head during the birth.  The baby has not “scratched his/her eye”.

 Birthmarks: Small or large area of pigmented skin.  Usually appear after the birth.  Many

birthmarks last 5 or 6 years, some last forever.

 Storkbites: Small, red areas, usually on the bridge of the nose, forehead, or at the scalp

line.  Usually disappear within 2 years.

 Sucking blisters: Very common.  Dry blisters on top, bottom or both lips.  They are not

painful for the baby, and go away once the latch at the breast is perfected.

 Umbilical hernia: Swelling around the navel that increases when the baby cries.  It will

go away on its own normally – rarely a concern, and something that the midwife will

check.

 Caput: Rounded, raised, cap-like area on the baby’s head.  It goes away in 24-48 hours

and is caused by pressure on the baby’s head during the birth.

 Cephalohematoma: Like a caput only caused by blood pooled well under the scalp.  Can

take 3-4 months to reabsorb.  It looks bruised, and is painful when touched.  The midwife

will monitor this area if it exists on your baby.

 Rashes: Common in newborns and normally not a problem.  Sometimes it is due to

allergies from mother’s diet or perfumed disposable diapers.  Diaper rashes can also be

due to irritation and bacterial infections.  Wash well, and keep baby’s bottom exposed to

air for a few hours daily until it’s gone.
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POSTPARTUM CARE 
Mother 

After your delivery, your body will begin to return to its non-pregnant state, but it takes about 6 

to 9 weeks for this process to be complete.  There are some things you need to remember and 

watch for in the first few weeks to be sure that all is going well. 

The standard schedule is 3 visits in the first 7 to 10 days after the birth, and a visit at 10-14 

days at the office.  Your midwives are still on call for you for emergency issues.  Your final 

visit with the midwives will be anywhere from 4 to 6 weeks after the birth.  After this visit you 

and your baby will resume care with your physician. 

Page your midwife immediately if: 

 Blood flow soaks a maternity or overnight pad in 30 minutes or less & the bleeding is not

slowing down.

 Bleeding or discharge smells foul. It should smell like a normal period.

 Your abdomen is tender to the touch.

 Your pulse is over 100 beats per minutes in the absence of activity.

 You have an oral temperature of 38 degrees C or greater (100.4 F).

 Pain, redness or tenderness in the calf or thigh.

 Feeling unwell, chills, shakes, flu like symptoms.

 Thoughts of harming yourself or your baby at any time.

Uterus & Bleeding 
Immediately after birth bleeding can be heavy, but, it should slow down in the first 2 to 3 hours. 

After this the bleeding will be more like a heavy period and should not be so heavy to soak a 

maternity or overnight pad in 30 minutes or less without slowing down. It is normal for there to 

be a gush when you stand up after sitting for a while, especially after breastfeeding. It is also 

normal for there to be a clot that is smaller than your fist in size.  

Not normal: 

 the gush continues after the initial loss of blood

 a clot to be followed by a gush of blood that doesn’t slow down

 clots that are larger than your fist, especially when there are several.

 Any blood loss that makes you dizzy, faint or light headed

*If any of these situations are happening, empty you bladder (pee), rub your uterus until it is

firm, breastfeed or stimulate your nipples and page your midwife.

Your uterus will be around the level of your umbilicus (belly button) after your baby is born. It 

will shrink back down to the level of your pubic bone, where it started at the beginning of 

pregnancy, by around 6 weeks postpartum. In the first few days postpartum you may experience 

after pains, contractions after the baby has been born. These cramps help to keep the uterus firm. 

If this is your first baby they might not be very painful, if it is not your first baby the after pains 

may be more pronounced, especially while breastfeeding. Tylenol, rest and arnica (a 

homeopathic remedy) may help.  In order for your uterus to regain its original size and shape 
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(involution) successfully you need to empty your bladder often, rest and allow the wound where 

the placenta was to heal.  

Page your midwife if: 

 your abdomen is tender to the touch

 the bleeding smells foul

 you feel like you have the flu

These may be signs of a uterine infection. Good hygiene, changing pads frequently, using a peri-

bottle and not using tampons in the first 6 weeks, will decrease your risk of infection. You will 

be offered a pelvic exam at 6 weeks postpartum. 

Bladder and Bowel Movements 

Drink lots of water and empty your bladder often. This allows the uterus to contract and helps to 

reduce excessive bleeding.  Water helps to dilute the urine, and reduces constipation. When 

urinating pour warm water down your vulva from a peri-bottle to help dilute the urine. This will 

help to keep your vulva clean and reduce stinging. Incontinence (loss of urine), when laughing or 

coughing is not uncommon in the early post partum period. Start Kegel exercises (see 

instructions at the back of the book) as early as you can. This will help to tighten the muscles and 

reduce leaking or trickling. Let your midwife know if this is happening. Unsweetened cranberry 

juice has been proven to decrease urinary tract infections. You may wish to include this in your 

diet in the earlier postpartum period. 

Bowel movements may take 2-3 days postpartum to resume. Drink lots of water, increase your 

fibre intake and be patient. You may wish to consider resting your feet on a stool while you are 

on the toilet, eating prunes, or taking over the counter stool softeners. Don’t force yourself, be 

patient and allow it to happen. Most women are quite relieved to learn that the first bowel 

movement is normal and that it doesn’t involve the vagina. 

Nutrition: Be sure to get plenty of fluids.  This will ensure proper bladder and bowel function, 

and help to build your milk supply.  One way to get adequate fluid is to drink a large glass of 

liquid (not coffee or black tea) each time you nurse your baby.  During breastfeeding you need 

a nutritional diet and adequate calories.  Make sure you get enough daily protein, and eat fresh 

fruits and vegetables, and whole grains. 

Rest and Support: The first few days are a sensitive time for new mothers, especially during 

the 3
rd

 and 4
th

 days when hormonal changes are at their peak and milk is coming in.  Both the

physical and emotional adjustments to parenthood are stressful – expect to need lots of rest, 

reassurance, and support.  Regulate the number of visitors you see – it’s easy for parents to get 

overtired and baby to get overstimulated.  Sleep when the baby sleeps.  Parents need lots of rest 

and time alone with the new baby.  Delegate jobs – let others do the work.  Feel free to 

photocopy and post the “Note to Postpartum Guests from the Midwives” on your front door. 

Postpartum Activity: You can begin these exercises soon after a vaginal delivery: 

 Kegel exercises – a sense of a loss of control in this area is only temporary.  Kegels

help to improve the muscle tone and also accelerate healing by increasing circulation

and blood flow to the vaginal area.



46 | P a g e

 Pelvic rocking – these may help with any back discomfort and cramping, and may help

to firm abdominal muscles.

 Lying on your stomach with a pillow under your abdomen may help to firm the muscles

and also puts pressure on the uterus to keep it contracted.  This helps to reduce

afterpains.

 Hip rolls – lie on your back with your knees to your chest, and roll from side to side.

This alleviates back pain and strengthens abdominals.

All of these exercises can be done in bed with little effort.  Don’t wear yourself out doing 

them.  Wait for a while before doing other postpartum exercises.  If bleeding increases, delay 

exercises. 

Breasts and Nipples 

Every day in the early postpartum period is a little different. By the time the first week is over 

everything should have settled down a little bit. Breastfeeding is a major part of what makes 

every day a little different. At first the baby will be working to get the colustrum from the breast 

and you might not be used to having a newborn on your breast, even if you have breastfed 

before. Nursing a day-old baby is very different from nursing a 3 month old, so whether it is your 

first or third baby give yourself some space and time, and allow your new baby and yourself to 

learn about your breastfeeding relationship. As the baby “wakes” up from the birth she may want 

to go to the breast very often, and this can make your nipples quite painful. A good latch cannot 

be overestimated. This will help to protect your nipples from damage early on. Ask your midwife 

for help.  

Other than dealing with possible breast infections (mastitis), not much needs to be done with 

your breasts.  Avoid cleaning nipples with soap, and if sore, express colostrum/milk out onto 

nipples and allow to air dry.   
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RESUMING INTIMACY 

Having a baby, even when it goes relatively smoothly, is nonetheless exhausting.  At some point, you 

will start to be interested in resuming sexual relations, but every woman is different as to exactly when 

that will be. Most women are looking at anywhere from 2 to 8 weeks postpartum before resuming sex. 

The general advice these days is to wait at least until the postpartum bleeding has stopped (to reduce 

the chance of infection).  In addition, you will know yourself when your perineum feels healed enough 

to allow touching.  Your midwives will check your perineum in the postpartum period – if you have 

specific questions, please ask.   

Here are a few things to keep in mind: 

 Whether you breastfeed or not, you can get pregnant soon after birth.  Unless you want two

babies spaced 9-10 months apart, use some form of contraception.  This advice also holds

true for most women who have had difficulty conceiving – you may think of yourself as

“low” fertility, but sometimes the endocrine system can shift when least expected. Remember

that you ovulate before you menstruate.

 If you have resumed intercourse, and there is any possibility of you conceiving, take pre-

conceptual folic acid, which decreases the risk of spina bifida in the baby in early pregnancy.

 Midwives cannot write prescriptions for birth control pill, or fit IUDs – if you wish to use

either of these methods of birth control, contact your physician.  An IUD can be inserted at 6

weeks postpartum.  Until that point, many couples use condoms and/or contraceptive foam.

We will provide information regarding contraception to you at your final visit.

 Many breastfeeding women require additional lubrication.  It is common to feel very dry and

lack the vaginal lubrication that has been normal for you.  This is due to the reduced estrogen

after the delivery of the placenta.  Prolactin and oxytocin can also interfere with lubrication

when you are nursing.  It is normal for vaginal dryness to last up to six months.  We suggest

using something like K-Y Jelly or Astroglide.  Do not use Vaseline or mineral oil, as they

can cause tiny holes in condoms and diaphragms.

 It is not uncommon for breastfeeding women to have their milk let down during orgasm or

sexual arousal. This is not a problem, but it could be a surprise!

 Because there is less tone in the perineal muscles following birth, you may notice a decrease

in pleasurable friction during intercourse.  You may find that your orgasms are less intense

for the first few months.  These are normal occurrences after giving birth.  To help increase

muscle tone, resume your Kegel exercises.

 It is almost impossible to have the time and inclination for lots of foreplay with a newborn in

the house.  Think quality and not quantity.  Scheduling private time for you and your partner

makes each of you feel loved and considered.  Even though it may not be as often as you

wish, being able to look forward to relaxing together, sharing your experiences and the

changes you have undergone individually and as a couple are necessary foreplay.  For the

first few times, take things slowly and let your partner know what feels good and what

doesn’t.
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POSTPARTUM DEPRESSION – A FAMILY PROBLEM 
 

Many women feel physically ready for childbirth, but are often caught off guard by the 

rollercoaster of emotions that may follow having a baby. 

 

Baby blues: The blues happen to approximately 80% of new mothers.  Women may feel sad, 

overwhelmed, and tired for a few days after giving birth.  Symptoms of the blues are brief and 

usually disappear on their own. 

 

Postpartum Depression: Between 10 and 20% of new mothers experience a depression that does 

not go away after a short time.  It can occur within days of the delivery or adoption of a child, or 

can appear gradually, sometimes up to a year later. 

 

The most typical responses of the women are: anxiety, sadness, guilt, anger, panic, worry, 

isolation, confusion, fatigue, sleep problems, irritability, and loss of sexual desire.  These may be 

accompanied by frightening thoughts or fantasies. 

 

Shame and guilt and the possibility of being labeled “mentally ill” prevent many women from 

talking about their feelings to their families or health care professionals. 

 

What people around the depressed mother can do to help 
 

 Allow the new mother to express her feelings of anxiety or fear, without crating a sense of 

guilt or shame.  Avoid showing shock, amazement, disbelief, or ridicule at her innermost 

feelings. 

 Be supportive in caring for the baby, carrying out household chores, keeping up with the 

demands of family and friends visiting. 

 Don’t compare her to other new mothers. 

 Be with her – spend time with her. 

 Try not to give unwanted advice, or to “fix it” quickly. 

 “Mother the Mother”. 

 Take care of, or arrange for someone else to care for the baby, in order to give her a break.  

 Respect that she may spend a great amount of time and energy trying to analyze and 

understand her problems. 

 Relax family standards about housecleaning and cooking.  Buy frozen meals; use paper 

plates. 

 When talking or listening to her, give her your full attention.  This is not the time to watch 

TV or read the paper, when she is trying to talk.  

 Limit the time she spends with people who make her anxious. 

 Ask friends and family to bring ready-made food or help with laundry or dishes. 

 If she talks about suicide or makes remarks like “the baby would be better without me”, 

don’t leave her alone! Get help immediately! Notify your doctor, or go to the hospital 

Emergency Department. BE PATIENT. 

 

Some comments from women experiencing postpartum depression: 
 

 I feel like running away 

 I feel like everything is crowding in on me 

 I’m a rotten person, a rotten mother 

 I feel like I’m going crazy 

 I sometimes think of hurting the baby or myself 
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From partners: 
 

 Will she ever be the same? 

 I never know what to expect when I get home 

 Something is wrong, but I don’t know how to help her. 

 

From families: 
 

 Will it ever end? 

 I’m so worried about my daughter 

 Mommy doesn’t play with me anymore 

 Mommy cries all the time. 

 

Ten Key Facts About Maternal Mental Health: 
 

1. It is a myth that pregnancy is a universally glowing, happy time, and that new parenthood is “the 

most wonderful time in your life”. 

 

2. The reality is that depression and anxiety occur in 10 to 20% of expectant and new mothers.  This 

means that these emotions are the most common complication of pregnancy. 

 

3. Depression and anxiety in the mother after birth can affect the parent-child relationship, as well as 

the partner relationship. 

 

4. Postpartum depression is an inexact description.  Anxiety in mothers is more common. 

 

5. Women are not to blame! Maternal depression is not a weakness, and women cannot make 

themselves well through self-control.  Women cannot “snap out of it”. 

 

6. Women with a personal or family history of emotional difficulties are at greater risk. 

 

7. Warning signs during pregnancy or the postpartum period include difficulties with sleeping, 

eating, or caring for herself or the baby, thoughts about hurting herself or the baby, or intense 

feelings of anxiety, guilt, or sadness. 

 

8. Postpartum obsessions (thoughts about harm that can come to the baby) affect 3 to 5% of new 

mothers.  These thoughts represent no danger to the baby, and can be distinguished from 

postpartum psychosis, where there is a risk for the baby. 

 

9. Education is the first line of defense, because realistic expectations about parenthood can 

decrease the occurrence of depression and anxiety. 

 

10. Early detection is important.  Help is available! 
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EDINBURGH POSTPARTUM DEPRESSION SCALE 
 

 
This scale has been found, though 

research, to accurately detect postpartum 

depression.  Nine out of ten women with 

a score of 10 or greater could benefit 

from treatment. 

 

Please underline the answer which comes 

closest to how you have felt in the past 

seven days, not just how you feel today. 

 

In the past seven days: 

 

A. I have been able to laugh and see the 

funny side of things: 

0. As much as I always could. 

1. Not quite so much now. 

2. Definitely not quite so much now. 

3. Not at all. 

 

B. I have been looking forward with 

enjoyment to things: 

0.  As much as I ever did. 

1. Rather less than I used to. 

2. Definitely less than I used to. 

3. Hardly at all. 

 

C. I have blamed myself unnecessarily 

when things went wrong: 

3. Yes, most of the time. 

2. Yes, some of the time. 

1.  Not very often. 

0. No, never. 

 

D. I have felt worried and anxious for no 

very good reason: 

0. No, hardly at all. 

1. Hardly ever. 

2. Yes, sometimes. 

3. Yes, very often. 

 

E. I have felt scared and panicky for no 

very good reason: 

3. Yes, quite a lot. 

2. Yes, sometimes. 

1. No, not much. 

0. No, not at all. 

 

 

 

F. Things have been getting on top of 

me: 

3. Yes, most of the time I haven’t 

been able to cope at all. 

2. Yes, sometimes I haven’t been 

coping as well as usual. 

1. No, most of the time I have coped 

well. 

0. No, I have been coping as well as 

usual. 

 

G. I have been so unhappy that I have 

difficulty sleeping: 

3. Yes, most of the time. 

2. Yes, sometimes. 

1. Not very often. 

0. No, not at all. 

 

H. I have felt sad or miserable: 

3. Yes, most of the time. 

2. Yes, quite often. 

1. Not very often. 

0. No, never. 

 

I. I have been so unhappy that I have 

been crying: 

3. Yes, most of the time. 

2. Yes, quite often. 

1. Only occasionally 

0. No, never. 

 

J. The thought of harming myself has 

occurred to me: 

3. Yes, quite often. 

2. Sometimes. 

1. Hardly ever. 

0. Never. 

 

The total score is calculated by adding 

together the scores for each of the ten 

items (A-J) underlined.
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A NOTE TO POSTPARTUM GUESTS FROM THE 

MIDWIVES 
 

Since this mother and newborn are spending their first few precious days at home together, 

instead of in the hospital, there are no hospital rules to prevent excessive or inappropriate visits.  

We outline here some fairly commonsense “rules” for postpartum guests.  Though we present 

them in good humour, please take them seriously.  Help to make this postpartum recovery as 

smooth as possible. 

 

 

DO’S 
 

DO call before you come by, and arrange a visit at a time that is convenient for the parents.  

Evenings, which may be more convenient for you, are usually the worst time for parents. 

 

DO keep your visits short.  15 to 20 minutes is good. 

 

DO bring food offerings. Suppers particularly come in handy.   

You may bring frozen dishes, or plan in advance to serve an entire supper. 

 

DO praise the new parents about their growing parenting skills. 

 

DO offer your opinion when it is asked for. 

 

DO offer to wash some dishes, take home some laundry, run the vacuum, or clean the house. 

 

DO offer to look after the older siblings. 

 

DO respect the parents’ need to do their own thing, their own way, in their own time. 

 

DO listen raptly to the birth story. 

 

 

DON’TS 

 

 

DO NOT bring the whole family and settle in for the afternoon. 

 

DO NOT accept offers of tea unless you make it and clean up afterward. 

 

DO NOT tell the parents you hate the baby’s name. 

 

DO NOT smoke. 

 

DO NOT give unsolicited advice. 

 

DO NOT expect the new mother to leave the room to nurse her baby. 

 

DO NOT ask to hold the baby – wait for an offer. 

 

DO NOT visit if you are feeling even a tiny bit under the weather. 
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FORMULA FEEDING 

 
All standard formulas (ie Similac, Enfalac, Carnation Good Start, etc.) are modified 

cow’s milk based, and have the same energy density as human milk. This is adequate for 

term babies.  Soy formula (ie Isomil, Alsoy, Prosobee) is a common alternate to milk 

formula for babies, however, 50% of those babies are also allergic to soy formula.   

 

It is important to follow the manufacturer’s directions on the label for preparing formula, 

because over or under-dilution will not provide your baby with the proper nutritional 

content, and may make the baby sick. 

 

Since formula takes longer to digest, formula-fed babies tend to go a bit longer between 

feeds, but take cues from the baby. 

 

Amounts are as follows:  

Day 1: 30mL/kg/day  

Day 2: 60ml/kg/day  

Day 3: 90ml/kg/day  

Day 4: 120ml/kg/day 

Day 5 and beyond: 150ml/kg/day  

 

A term baby needs 150ml/kg/day to grow.  For instance, a 6lb, 10 oz baby is 

approximately 3kg.  (3kg x 150mL = 450mL)  Divide 450mL by 8 (feeding q 3 hrs in 24 

hrs) = 60mL (2oz) per feed. If the baby is eating every four hours, she should have 90mL 

(3 oz) per feed. 

 

As the baby gets bigger, he or she will need a little more formula at each feeding.  If the 

baby seems to still be hungry at the end of a feed, or is waking more frequently to eat, try 

offering an additional 15mL (a ½ oz) at each feeding. 

 

Growth spurts occur at approximately 2-3 weeks, 6 weeks, and 3 months of age; the baby 

will eat a lot, and then go back to the usual eating pattern. 

 

Preparation of formula: 
 

Use water that is safe to drink: bottled/distilled water, or boiling tap water for 5 minutes. 

Following the package directions, you can prepare enough formula for the day and keep 

it in the fridge.  Formula can be warmed by placing the bottle in a small container filled 

with warm tap water, or can be served at room temperature. (Leave out of the fridge for 

½ an hour before feeding.)  Do NOT heat up in the microwave or boil it in a bottle 

(uneven heat). Always test the temperature of the formula by pouring a drop on the inside 

of your wrist.  

Once the baby has finished feeding from the bottle, the remaining formula is only good 

for an hour and must be discarded after this time. After use, clean bottles and nipples with 

warm soapy water.  Home sterilizers can be bought, and some containers can be boiled 

on the stove. 
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COMMUNITY RESOURCES 
 

 

Waterloo Region Community Resources for Pregnancy and Parenting 
 

Prenatal Classes (No cost)  
 

Region of Waterloo Online Prenatal Classes 
https://www.regionofwaterloo.ca/en/health-and-wellness/online-prenatal-program.aspx 
 

Maternity Care Midwives Youtube Prenatal Class (3 videos) 
https://www.youtube.com/channel/UCQxlSOrlkzk8-qbErtA7sig 
 

Me? Breastfeed Workshop  
https://www.breastfeedingbuddies.com/neve-home/about-services/me-breastfeed-
workshop/ 
 

Prenatal Classes (Cost) 
 

Tummies to Toes 
http://www.tummiestotoes.ca/index.php 
 

Balancing Birth to Babies 
https://balancingbirthbaby.com/ 
 

Private Hypnobirthing Classes 
https://georgestreetnaturopathic.com/hypno-birthing/ 
 

Lactation Consultants (Self Referral- Appointments covered by OHIP) 
 

Region of Waterloo Breastfeeding Clinic 
https://www.regionofwaterloo.ca/en/health-and-wellness/breastfeeding.aspx 
 

Latched On  
http://www.latchedon.ca/lactation-consults.html 
 

 

 

 

Parenting Classes (No cost) 
 

EarlyON- Sleep and Your New Baby  
https://earlyyearsinfo.ca/program/sleep-and-your-new-baby-8/ 
 

Latch and Learn- Beyond the Basics of Breastfeeding 
https://www.breastfeedingbuddies.com/neve-home/about-services/baby-me-drop-in/ 
 

https://www.regionofwaterloo.ca/en/health-and-wellness/online-prenatal-program.aspx
https://www.youtube.com/channel/UCQxlSOrlkzk8-qbErtA7sig
https://www.breastfeedingbuddies.com/neve-home/about-services/me-breastfeed-workshop/
https://www.breastfeedingbuddies.com/neve-home/about-services/me-breastfeed-workshop/
http://www.tummiestotoes.ca/index.php
https://balancingbirthbaby.com/
https://georgestreetnaturopathic.com/hypno-birthing/
https://www.regionofwaterloo.ca/en/health-and-wellness/breastfeeding.aspx
http://www.latchedon.ca/lactation-consults.html
https://earlyyearsinfo.ca/program/sleep-and-your-new-baby-8/
https://www.breastfeedingbuddies.com/neve-home/about-services/baby-me-drop-in/
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Parenting Groups  
 

EarlyON- Baby and Me Discovery  
https://earlyyearsinfo.ca/program/baby-and-me-discovery/ 
 

EarlyON- Stork Secrets (Peer support program)  
https://earlyyearsinfo.ca/program/stork-secrets-
10/#:~:text=About%20this%20program%3A,changes%20and%20challenges%20of%20
parenthood. 
 

KW Moms Club 
https://kwmomsclub.com/ 
 

Life with a Baby 
https://www.lifewithababy.com/ 
 

Play-a-Latte Cafe 
https://playalattecafe.com/ 
 

Other Resources  
 

KW Midwifery Associates Instagram  
https://www.instagram.com/kwmidwives/?hl=en 
 

KW Midwifery Associates Facebook  
https://www.facebook.com/kwmidwives 
 

Pandemic Pregnancy Guide  
https://www.instagram.com/pandemicpregnancyguide/?hl=en 
 

OMama- BORN Ontario (Mobile phone app)  
https://www.omama.com/en/index.asp 
 

Association of Ontario Midwives- About Midwifery 
https://www.ontariomidwives.ca/what-midwife 
 

Healthy Babies Healthy Children 
http://www.children.gov.on.ca/htdocs/English/earlychildhood/health/index.aspx 

 

 
 

 

 

 

 

 

 

 

 

 

https://earlyyearsinfo.ca/program/baby-and-me-discovery/
https://earlyyearsinfo.ca/program/stork-secrets-10/#:~:text=About%20this%20program%3A,changes%20and%20challenges%20of%20parenthood
https://earlyyearsinfo.ca/program/stork-secrets-10/#:~:text=About%20this%20program%3A,changes%20and%20challenges%20of%20parenthood
https://earlyyearsinfo.ca/program/stork-secrets-10/#:~:text=About%20this%20program%3A,changes%20and%20challenges%20of%20parenthood
https://kwmomsclub.com/
https://www.lifewithababy.com/
https://playalattecafe.com/
https://www.instagram.com/kwmidwives/?hl=en
https://www.facebook.com/kwmidwives
https://www.instagram.com/pandemicpregnancyguide/?hl=en
https://www.omama.com/en/index.asp
https://www.ontariomidwives.ca/what-midwife
http://www.children.gov.on.ca/htdocs/English/earlychildhood/health/index.aspx
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Kitchener-Waterloo Midwifery Associates list of accepted 

abbreviations: 
 

SAB - spontaneous abortion 

TAB - therapeutic abortion 

EA - elective abortion 

AFP - Alpha Fetoprotein 

AMA - advanced maternal age 

AFI - amniotic fluid index 

AROM - artificial rupture of membranes 

BPP - biophysical profile 

BW – blood work 

CBC – complete blood count 

CPD- cephalopelvic disproportion 

C/S – cesarean section  

C+S – culture and sensitivity 

ctx – contraction 

CVS- chorionic villi sampling 

cx – cervix, cervical 

D & C –dilatation & curettage 

D/C - discontinue 

DIC - disseminating intravascular coagulopathy 

DI/DI - dichorionic/diamniotic twins 

Disc’d – discussed  

Dx - diagnosis 

EDD - estimated date of delivery 

EFM - electronic fetal monitoring.......cEFM continuous electronic fetal monitoring 

EFW - estimated fetal weight 

Epis – episiotomy 

Epid – epidural 

FHR- fetal heart rate 

FOB – father of baby 

FSE - etal scalp electrode 

FTP - failure to progress 

F/U – follow up 

GA – gestational age 

GBS -group B beta streptococcus 

GC - gonorrhea 

GDM - gestational diabetes mellitus 

GH - gestational hypertension (the most currently correct name for PIH) 

Grand multip – a woman who has given birth to at least 4 or 5 babies before 

G_P_ gravida, para (TPAL - term, preterm, abortions, living children) 

HCG - human chorionic gonadotropin 

BHCG - beta human chorionic gonadotropin (usually serum) 

Hgb / Hb - hemoglobin 

HELLP- hemolysis, elevated liver enzymes, low platelets 

HSV- herpes simplex virus 
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Hx - history 

IUD - intrauterine device 

IUFD - intrauterine fetal death 

IUGR- intrauterine growth retardation 

IUI - intrauterine insemination 

IUPC- intrauterine pressure catheter 

IV – intravenous 

IVF-  in vitro fertilization 

LEEP- loop electrical excision procedure 

LGA - large for gestational age 

LMP-  last menstrual period 

LOA/LOT/LOP- left occiput anterior/left occiput transverse/left occiput posterior 

LSCS - lower segment C- section 

L   -left 

multip – a woman giving birth for the 2nd (or more) time 

MOB – mother of baby 

MFM – maternal fetal medicine specialist 

MSAFP - maternal serum alpha-fetoprotein 

MSU – midstream urine 

N   -normal 

Neg - negative 

NB – newborn 

N/C – no concerns 

NICU - neonatal intensive care unit 

NST - non-stress test 

NT- nuchal translucency 

NTD - neural tube defect 

OB – obstetrician 

OCP - oral contraceptive pills 

PCOS- polycystic ovarian syndrome 

Pos - positive 

PID - pelvic inflammatory disease 

POC - products of conception 

PPD – postpartum depression  

PPH - postpartum hemorrhage 

Primip – a woman giving birth for the first time 

PPROM- preterm premature rupture of membranes 

PROM - premature rupture of membranes 

PTL- preterm labor 

PUPPPS - pruritic urticarial papules and plaques of pregnancy 

Q -every 

R   -right 

Req – requisition 

Rec’d - recommended 

Rx - prescription 

ROA/ROT/ROP - right occiput anterior/right occiput transverse/right occiput posterior 

ROM - rupture of membranes 
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SGA - small for gestational age 

SROM - spontaneous rupture of membranes 

SIUG – single intrauterine gestation 

STI - sexually transmitted transmitted infection 

SVE - sterile vaginal exam 

SVD - normal spontaneous vaginal delivery 

Sx – symptoms 

SOL- spontaneous onset of labour  

TOL - trial of labour 

Tx - treatment 

US - ultrasound 

VBAC - vaginal birth after C-section 

VE – vaginal exam  

VSS- vital signs stable 

 




