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Message from the President

Even after a relatively
mild winter, the arrival of
spring is much welcomed.
The air is filled with the
freshness of spring rain, the
tired looking lawns are once
again awakened by the
howling of the lawn mowers,
and the bald tree branches
are smiling with new leaves.
The atmosphere is charged
with new energies.

Speaking of energies,
much of the energy in the
health care system is flowing
towards an initiative
supported by the many
health care disciplines, both
in the province and across
the country. That initiative is
interdisciplinary
collaboration. Some would
call it inter-professional
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collaboration as it involves
physicians, nurses,
pharmacists, and a range of
paramedical professionals.
However, the term
interdisciplinary collaboration
would appear to be a more
appropriate term because it
denotes individuals with
different expertise working
together in a team - much
like limbs on the same body
rather than independent
siblings of the same family.

Some would argue that
health care professionals
have always been working
together. So what is the
great fuss about team-
building. The fact is that
unless changes occur fairly
quickly, the present health
care system will soon reach
a critical point where it can
no longer meet the needs of
our citizens due to changing
demographics, chronic
shortage of physicians and
nurses, and forever
increasing costs of health
care delivery partly due to
the advance of new
technologies, and partly due
to the increasing expectation
of the citizens for state-of-
the-art medical care. Health
care professionals can either
wait until they wake up one
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day to find a non-functioning
health care system, or pitch
in now to create a truly
patient-centred, technically
sophisticated health care
system with all the traditional
values of individual choice
and privacy intact. This
would require some
fundamental changes in our
practice and thinking. While
these changes are not so
apparent in the metro-urban
areas, physicians in the rural
areas are amongst the first
to experience them. Group
practices are replacing solo
practices as some of our
senior physician colleagues
retire, or as a result of
others leaving rural
communities. Long hours of
poorly supported clinical
work are no longer



acceptable as the fatigued
physician faces the
increasing risk of making
poor clinical judgments or
even medical errors. A
solution would be
collaboration with other
health care professionals
including, but not limited to,
nurse practitioners,
pharmacists, physical
therapists, and so on. In
some instances, such as in
small rural communities, this
may be the only solution to
provide sustainable, high
quality care with guaranteed
accessibility and continuity.

Although the concept of
team approach is not new
and indeed has been widely
adopted and practiced in
some specialties, for
example, gerontology,
rehabilitation medicine, and

diabetic care to name but a
few, a much more coherent
effort is required in the
primary care setting.
Undoubtedly, there are
barriers to implementing the
concept of team approach
amongst which are terms of
reference, communication
among team members, and
methods of compensation.
However, the most
significant barrier, as
perceived by leaders of
various health care
disciplines at a recent
conference held in Toronto,
and hosted by the
Conference Board of
Canada, is accountability to
the public served - how a
member of a team is
accountable for the actions
of the team, and how the
team becomes collectively
accountable for the action of

an individual team member.
The purpose of the
conference was to obtain
some consensus from the
regulatory bodies of the
various health disciplines in
order to aid the Federal
Government in policy
planning and in the
development of relevant
future legislations to facilitate
team development in the
next decade.

As always, changes
bring apprehension as one
speculates about the future
that is unknown, but also
excitement with the new
possibilities that promise to
deliver a better health care
system. Will these changes
affect you? Remember, we
are all in this same boat
called the health care
system!

o

Doctor, can your prescriptions be

understood?

D.A. Kendel, MD, Registrar

Highly reliable
communication between
health care professionals is
absolutely vital to patient
safety. Patient safety
research reveals an
enormous burden of patient
harm, including patient
deaths, arising from unclear
written and verbal
communications between
doctors, nurses,
pharmacists, and other
health care providers.

It is an unfortunate
reality that much of the
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communication between
health care professionals
is still handwritten. In
many instances, vitally
important health care
information in handwritten
form is prone to
misinterpretation, or is
frankly illegible.

One of the most
troublesome sources of
miscommunication between
physicians and pharmacists
is illegible written
prescriptions and
prescriptions that contain

abbreviations prone to
misinterpretation.

When pharmacists are
uncertain of a prescriber’s
intentions, they have a
professional duty to obtain
clarification from the
prescriber. In turn,
physicians have a duty to
be accessible to those calls
from pharmacists clarifying
prescriptions generated by
the physician. More
optimally, physicians have a
duty to ensure that their
prescriptions are clear and



unambiguous in the first
instance.

College bylaw 53
defines minimum standards
for written and verbal
medication prescriptions
issued by physicians. The
full text of the bylaw is
accessible on the College’s
website at:
www.quadrant.net/cpss. |
would encourage all
members to read this bylaw,
and to take steps to ensure
that their prescribing

practices are compliant with
the bylaw.

At the College of
Physicians and Surgeons,
we recognize that any
physician may occasionally
generate a prescription that
is less than optimally clear.
However, what is more
worrisome is that some
physicians develop a
reputation for consistently
issuing poorly legible
prescriptions. These create
systemic risks that are not

tolerable, and which the
College has a duty to
mitigate.

When we receive
concerns at the College
about a physician
consistently generating
unclear prescriptions, we
will be in contact with that
physician to explore options
for increasing the reliability
of his or her inter-
professional
communications.

o

An Exciting Opportunity To Shape

The Future

D.A. Kendel, MD, Registrar

It is not often that
people have an opportunity
to participate in life
changing innovation. Family
physicians in
Saskatchewan, along with
other primary health care
workers, now have just
such an opportunity.

Twenty percent of the
family medicine practices in
Saskatchewan have enrolled
in a Chronic Disease
Management (CDM)
Collaborative sponsored by
the Health Quality Council
(HQC) that has potential to
radically change the way
health services are provided
to people living with diabetes
and coronary artery disease.

This initiative has
enormous potential to
enhance the quality of care
provided to people living
with chronic disease. It also

has potential to significantly
enhance the professional
satisfaction of physicians,
nurses, pharmacists, and
other personnel engaged in
the care process.

On February 24, 2006 |
was privileged to participate
in a workshop organized by
the HQC for all of the
personnel involved in this
exciting new initiative.
There was a sense of
excitement in the air as
over two hundred family
physicians, nurses,
pharmacists, practice
receptionists, collaboration
facilitators, and RHA
leaders shared information
and ideas.

Learning from one
another is a key feature of a
Collaborative. It is a
process designed to help
people improve the care

they provide by testing new
models of care, and sharing
their experience with others.

This Collaborative also
helps family medicine
practices adopt some new
tools and strategies for
providing more evidence
based care to people with
chronic disease. And, these
tools help patients with
chronic disease to play a
larger role in setting goals
for managing their own
condition.

Finally, this
Collaborative enables family
medicine practices to
reliably track their own
performance in achieving
optimal care targets. The
HQC has funded the
development of software
tools that will allow family
doctors to maintain a
register of their patients, to



track laboratory data, and to
proactively manage patient
visits.

This summer, the HQC
will be offering an
opportunity for a second
wave of family medicine
practices to enroll in this
Collaborative. | would
encourage every family

medicine practice not yet
enrolled to explore the
potential benefits that
participation could offer to
the practice, and to your
patients.

If you’d like to learn
more about this program,
I'd urge you to log onto the
HQC website at:

www.hqc.sk.ca, or speak
with HQC staff or with
colleagues who are already
participating in the
Collaborative.

This is history in the
making. Don’t miss the
opportunity to be part of the
process.

cso

The Health Information Protection Act

Bryan Salte, LLB, Associate Registrar

This is one of a series of
articles relating to The
Health Information
Protection Act (HIPA). Each
article will address a single
issue relating to physicians’
responsibilities, and patients’
rights under this legislation.

Question - If a patient is
incompetent, who has the
authority to obtain information
about the patient? Who can
authorize a physician to
release information about the
patient to others (insurance
companies, the government,
etc.)?

Answer - The two ways in
which this most commonly
arises are:

1) the patient is not
competent and family
members want
information about the
patient’s care; or,

2) the patient is not
competent but medical
information, or a
physician’s report,
needs to be released to
a third party (insurer,
Government office, etc.)
in order to obtain a
benefit.

RELEASE OF
INFORMATION RELATING
TO CURRENT PATIENT
CARE

Unless the incompetent
person has expressed a
contrary intention, a
physician is permitted to
release information about
current care to “the subject
individual’s next of kin, or
someone with whom the
subject individual has a
close personal relationship”.
This applies whether the
patient is competent, or
incompetent. The
information must relate to
health services currently
being provided to the
patient.

In summary then, when
a close family member asks
for medical information
relating to an incompetent
patient:

1) the physician can
provide the information,
but is not required to do
SO;

2) the released information
must relate to current
services (it would not be
proper to provide a

complete medical
history, or a complete
copy of the chart, for
example).

The purpose of this part
of the legislation is to allow
family members to be
informed about care being
provided to their family
member.

RELEASE OF PATIENT
INFORMATION TO THIRD
PARTIES

The College recently
addressed a situation where
a medical report was
required to confirm the
medical condition of an
incompetent patient to allow
that patient to obtain a
government benefit. The
patient could not, of course,
consent to the release of
this information. The
physician was concerned
that if the medical report
was provided without the
patient’s consent, the
physician would breach the
patient’s privacy rights.

HIPA allows another
person to provide the
required consent in this
situation. Just as a parent



will consent to the release
of medical information
relating to a young child,
someone will be entitled to
consent to the release of
information on behalf of the
incompetent patient.

The Health Care
Directives and Substitute
Decision Makers Act
determines who can
consent to treatment on
behalf of an incompetent
patient. The same person
who can consent to
treatment on the patient’s
behalf can consent to the

release of medical
information on the patient’s
behalf.

If the patient has signed
a health care directive, the
person named in the
directive can provide
consent. If the patient has
not signed a health care
directive, there is a list of
persons who can consent.
That list is:

1) a spouse or common
law spouse;

2) if there is no spouse, an
adult child;

3) if there is no adult child,
an adult brother or
sister.

Physicians should be
aware of the more common
situations in dealing with
requests for patient
information. Where a
situation is unusual, or if a
physician is not certain
what should be done, we
encourage physicians to
discuss this with Bryan
Salte at the College,
salteb@shin.sk.ca, 306-
244-7355, and/or CMPA.

cso

Some Thoughts on Physician Health

D.A. Kendel, MD, Registrar

Each time we board an
aircraft, we are briefed on
safety procedures to follow
in the event of an in-flight
emergency. Most of us
have heard this message
so often that we pay little
attention to it.

Thankfully, true
emergencies in commercial
air travel are very rare.
However, in the event of an
emergency, our compliance
with these safety
procedures might be vital to
our survival, and the
survival of people for whom
we care.

One of the safety
messages we receive on
board an aircraft relates to
the risk of sudden cabin
depressurization. In that
event, we are advised that
oxygen masks will deploy.
We are told that adults

traveling with children
should put their own oxygen
mask on first before
assisting their children.

Although the inclination
of every parent is to place
the safety and wellbeing of
their children above their
own, there is sound logic in
the admonition to adults to
apply their oxygen masks
as the first priority. If the
adult loses consciousness,
he or she would be of no
help to his or her children.

Although a healthy
relationship between
physicians and patients
ought not to be a
paternalistic one, there are
some analogies to parental-
child relationships. Just as
young children would
almost certainly rely upon
their parents for assistance
in an in-flight emergency,

patients are highly
dependent on the services
they receive from
physicians. But, physicians
whose health is impaired
are not in a position to
reliably care for others.

In recent years, the
medical profession, through
the Canadian Medical
Association and its
Provincial Divisions, has
been paying more attention
to the health and wellbeing
of physicians. More effort is
being expended to help
physicians maintain good
health, and also to assist
them when their health is
impaired.

| believe the SMA
should be commended for
its increased investment in
physician health. I'm
particularly pleased that the
SMA has engaged Brenda



Senger to work full time as
a resource to physicians
who are struggling with
health problems. Physicians
should contact Brenda
and/or other members of
the SMA’s Physician
Support Program if they are
experiencing any conditions
that may impair their
capacity to practice
medicine safely.

The College of
Physicians and Surgeons
also has a keen interest in
physician health from two
perspectives. First, we
recognize that the quality of
care that physicians provide
to their patients is likely to be
most optimal when
physicians themselves are
healthy. We, therefore,
strongly endorse and support
initiatives that help physicians
maintain good health.

However, the College
also has a responsibility to
protect the public from
preventable harm
associated with medical

care. The College must be
vigilant in respect to the risk
of harm associated with
impaired physician health,
and take responsible steps
to mitigate such risks.

When physicians initially
apply for licensure with the
College, they are asked to
identify previous and current
conditions that may impair
their capacity to practice
medicine. Identification of
such conditions very rarely
adversely impacts a
physician’s eligibility to
practice. However,
identification does allow the
College to ensure that there
are appropriate strategies in
place to mitigate risks of
harm associated with these
conditions.

We would encourage
physicians to notify the
College of situations in
which their capacity for
practice may be impaired by
health problems. Starting
this fall, the Saskatchewan
College will follow the lead

The Top Ten
Conduct

James T. Casey, Q.C.

Based on my
experience over the years
with hundreds of
unprofessional conduct
cases in a broad range of
professions, the following is
my unscientific list of the
top ten causes of
unprofessional conduct. In
no particular order:
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of other Colleges in
requiring physicians to
update some of the
information that is requested
of them at the time they
initially register with the
College. That information
update will include an
update in respect to health
conditions that may impair
medical practice.

The College has also
worked with the SMA to
update our policies for risk
mitigation associated with
physicians and medical
students who have blood-
borne diseases. Dr. Karen
Shaw, Deputy Registrar of
the College, has been
designated as the Medical
Director responsible for
management and referral of
those cases to the Expert
Advisory Committee for
recommendations.
Physicians requiring more
information, or clarification
of the policies, are welcome
to contact Dr. Shaw at (306)
244-7355 or via e-mail at:
shawk@shin.sk.ca.

1. Failure to maintain
currency of professional
knowledge and
competence

+ Professions and the
health care system
evolve. Professionals
must keep pace with
the change.

Causes of Unprofessional

+ There are many
complaints of
unskilled practice
about professionals
who once were very
competent but who
have not maintained
their competence.

+ “That’s how we did it
when | was trained 20



years ago”, is not a
valid defence.

What you can do:

¢ Maintain competence

on an ongoing basis
is a central tenet of
professionalism.

¢ Maintain a current
knowledge base.

¢ Continuing
Competence
Programs are ideal
tools. Use them.

¢ Take advantage of
continuing education
opportunities.

¢ Be familiar with your
employer’s policies
and procedures.

¢ Understand the
standards of practice
for your profession.

¢ Be active in
professional
organizations; read
professional
publications.

Failure to seek
assistance or make
appropriate referrals

+ Professionals may
encounter difficult
situations for which
they do not have the
necessary skills.
Unprofessional
conduct may occur
where the

professional “ploughs
ahead” without getting

assistance.

What you can do:

¢ Recognize that we all

have limitations.

¢ Realize that seeking
assistance is not a
form of weakness; it
is a sign of

professional strength.

¢ Where necessary

seek assistance from
trusted colleagues or
from your supervisor.
Don’t be afraid to ask
a colleague for a
second opinion.
Where appropriate,
refer the patient to
someone with the
necessary skills.

3. Difficulties in a
professional’s personal
life affect their work-life

* We rarely have

“water-tight
compartments” in our
lives. Our work can
affect our personal
and home-life and
difficulties in our
personal and home-
life can negatively
affect our work.
Personal difficulties
might be related to
problems with
marriages,
relationships,
children, finances, or
depression.

It is common for
serious personal
difficulties being
experienced by a
professional to “spill-
over” into the
workplace giving rise
to a risk of
unprofessional
conduct.

What you can do:
¢ If you are

experiencing serious
difficulties in your
personal or home-life,
then realize the
potential for the “spill-
over effect.”

¢ Also realize that you
might not be the most
objective person with
respect to whether
your worK is being
adversely affected.

¢ If you are having
difficulties coping with
problems in your
personal life and
there begins to be a
“spill-over” to work,
then get help. Seek
out family, friends,
trusted colleagues.
Consider taking some
time off work.
Consider counselling
through Employee
Assistance Programs.

4. Alcohol and drug
addictions

+ Alcohol and drug
addictions are the root
cause of some of the
most serious cases of
unprofessional
conduct.

What you can do:

¢ Keep yourself well.

¢ Realize that addiction
to prescription drugs
is a danger for health
care professionals
because of easy
accessibility.

¢ Many professionals
with substance abuse
problems have
destroyed their entire
professional career
because they have
either refused to seek
help or sought help
too late.

¢ Get help. Seek
counselling. Contact
Employee Assistance
programs.



¢ There are addiction

recovery programs in
Alberta specially
designed for health
care professionals.

5. Poor communication

* Many unprofessional
conduct complaints
are caused by poor
communication
between the
professional and the
patient or between a
professional and their
colleagues.

What you can do:

Appreciate that part
of being a true
professional is being
a good communicator.
Ask yourself: Are you
a really good listener?
Could you be a better
communicator?
Would it be useful to
take an effective
communication
course?

Realize that effective
communication is at
the heart of the
“informed consent”
process.

Consider how your
remarks are
perceived by others.
Avoid cavalier or

appropriate in the
presence of patients.
“Don’t wash your dirty
laundry in public.”
You care about your
patients. Do your
patients understand
that you care? Do
your actions and your
verbal and non-verbal
communication
demonstrate that you
care? Retain
professional distance
and demeanour but
demonstrate to your
patients that you do
care. How would you
want to be treated if
the situation was
reversed and you
were the patient?
What would you
expect if the patient
was one of your
family members?
Very few patients file
unprofessional
conduct complaints
about health
professionals who
they perceived to be
caring. Patients who
leave a health care
facility feeling, “No
one cared about me”,
are more likely to file
complaints.

concerns. Many
unprofessional
conduct complaints
are filed because the
person felt that their
concerns were not
taken seriously by the
institution or the
professional.

What you can do:
¢ Take all concerns and

complaints seriously.
“Actively listen” to the
person making the
complaint.

Be careful of labelling
a patient as a
“whiner” or a
“‘complainer”.
Patients, and their
families, can often be
difficult and
sometimes
unreasonable.
However we must
remember that the
patient and their
family are often under
significant emotional
and physical stress in
an environment which
they do not fully
understand. An
individual who feels
that a professional or
an institution has
been dismissive
about their concerns

“smart-alec_k” 6. Failure to appropriately is much more likely to
comments in the address patient file a formal

presence of patients. concerns professional conduct
These types of complaint.

comments tend to + A patient or a family ¢ Understand the power

startle and alarm
patients and may
prompt a complaint.
Many comments that
are appropriate when
made only in the
presence of
colleagues are not

member with a
concern about a
patient’s care or a
professional’s
conduct will typically
first approach the
professional or a
manager about their

of the “15 second
apology”
acknowledging the
feelings of the person
complaining.
Example: “l am so
sorry that all of this
has resulted in you



being distressed
about your daughter’s
care. | will advise my
manager of your
concerns.” You can
often effectively
address a person’s
concerns without
getting into a long
debate about who
was wrong or right.
Persons who feel
their complaint was
taken seriously and
effectively addressed
rarely file a complaint
of unprofessional
conduct with a
regulatory college.
For most people,
filing such a
complaint is a last
resort when they
perceive that nothing
else has worked.

7. Environmental Factors

* Various

environmental factors
can be a contributing
cause to a
professional engaging
in unprofessional

What you can do:
¢ Remember that

regardless of the
environment, it is the
professional’s
personal obligation to
ensure that their own
work meets
professional
standards. If you
have failed to
maintain professional
standards, a defence
of “that’s how we all
do it at work” is
unlikely to be
successful.

¢ If you have concerns

about the
environment’s effect
on your ability to
practice in a
professional manner,
seek advice from
trusted colleagues.
Raise the issue with

your supervisor. If you

do not obtain any
assistance from your
supervisor, seek the
advice of your
professional
organization.

can cause a
professional to lose
their objectivity and a
minor dispute which
should have been
resolvable may
escalate to a major
confrontation.

What you can do:
¢ Understand that there

will always be
colleagues,
supervisors, and
patients with whom it
is difficult to get
along. However, this
does not alleviate you
of the central
obligation of
maintaining a
professional
demeanour and
professional
interactions. If you
are experiencing a
personality conflict,
ask yourself honestly
whether it is affecting
the quality of your
work. Are your
interactions still
meeting professional
standards?

¢ If you are
experiencing a
personality conflict

conduct. For 8.
example, there may
be excessive work

Personality conflicts
escalate to
unprofessional conduct

demands, a lack of
mentoring and
supervision, or
inappropriate
workplace practices.
A professional may
also be assigned
tasks by their
employer which the
professional is not
completely competent
to perform due to
inexperience or lack
of training in a
particular area.

+ It is not unusual for
the roots of
unprofessional
conduct to be in a
personality conflict
between a
professional and a
colleague, between a
professional and his
or her supervisor, or
between a
professional and a
patient. A serious
personality conflict

with a colleague, deal
with the issue
privately and not in
the presence of
patients.

If there is a serious
personality conflict
with a patient,
consider arranging for
the patient’s care to
be provided by a
different person. If
you have been
assigned to provide
exclusive care to the



patient, then you
should obtain the
patient’s consent to
the transfer.

9. Complacency about
professional standards

+ Some professionals
with a great deal of
experience become
complacent about
professional
standards and begin
to develop “sloppy”
practices.

What you can do:

¢ Remember that a
commitment to
professionalism is a

life-long commitment.

Professional
standards apply as
much to a new
graduate as a
professional with 30
years experience.

¢ Regularly work on
refreshing your
understanding of
professional
standards.

¢ Don’t count on your
experience and
seniority to help you
get away with sloppy
practices.

10. Professional
Documentation

+ Afailure to
adequately chart or
document causes
significant problems
for professionals.

+ If you have acted
professionally and
appropriately, then
proper documentation
will be your best
defence.

* Many unprofessional
conduct complaints
are referred to a
hearing because of
significant
disagreements about
what actually
happened. If a case
comes down to, “He
said, she said,” then
you are at risk.
Appropriate
documentation can
objectively
demonstrate what
really happened.

What you can do:

¢ Follow professional
charting and
documentation
practices.

¢ Understand and follow
your employer’s
documentation
practices with respect
to critical incidents,
patient complaints,
etc.

o

¢ Document in
accordance with
professional
standards: write
legibly, write
accurately, record
concisely, record
events chronologically,
record information
immediately or ASAP,
ensure all
documentation is
dated and signed or
initialled, write in ink,
use uniform
terminology and
correct errors in
documentation openly
and honestly.

¢ When you know that
concerns are being
raised by a patient or
family member,
ensure that every step
you take is adequately
documented.

Professionalism is not
about perfectionism. All
professionals make
mistakes. However, we all
need to ensure that we
learn from our mistakes. By
being alert to some of the
root causes of
unprofessional conduct we
can do our very best in
ensuring that we act as
“true professionals”.

Assistance for Afghanistan

Afghanistan has one of
the worst health care
systems in the world. Any
physicians wishing to
donate new or used
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medical equipment,
supplies, stethoscopes,
crutches, wheelchairs,
linens, blankets, and pillows
are encouraged to contact

Pauline Gauthier, BN at
(306) 955-0105 or (306)
439-2200 for further
information.



Know Your Accelerations Baseline and
Decelerations (ABDs): Fetal Heart Rate
Surveillance in Labour by Auscultation or
Electronic Monitor

Clark, Dr. C.E. and Staseson, Ms. S., Perinatal and Maternal Mortality Study Committee

Fetal heart rate
monitoring is primarily
designed to detect signs of
fetal distress or compromise
early enough to permit
intervention leading to
optimum outcome for the
fetus. Fetuses can and do
deteriorate in spontaneous
labour, following induction
or augmentation of labour,
or while under antepartum
fetal surveillance. It is the
task of physicians and
nurses involved in
antepartum and intrapartum
care to be vigilant and
competent in detecting fetal
heart rate changes which
may indicate potential
deterioration in the fetal
condition. Failure to be
aware of, or to act upon
such changes amounts to a
complete failure to fulfill our
duty of care to the fetus as
patient, and does not meet
acceptable standards of
professional practice.

Although most
compromised newborns
sustain the insult other than
during labour, it is important
that labour care be of high
quality to avoid any
preventable injury.

GUIDELINES:

The nurse must assess
and document fetal status

when a parturient presents
to the Birthing Unit or the
antepartum area. This
documentation of fetal
status and well being must
be continued in a regular
and timely fashion during
the course of labour. Where
documentation is
concerned, the maxim
holds, “if it has not been
documented, it has not
been done.” Concerns that
a fetal heart monitor tracing
may indicate fetal
compromise must be
relayed to:

1) Other nurses during and
following breaks and
change of shift

2) The Charge Nurse

3) The attending physician

If the physician and
charge nurse, or nurse
caring for the patient,
disagree as to the
interpretation of what the
nurse regards as a non-
reassuring fetal heart rate
tracing, further evaluation
must be sought through a
pre-established system to
resolve disputes — usually
involving the Nurse
Manager of L&D and Head
of Obstetrics or Chief of
Staff.

It cannot be
emphasized too strongly

that basic familiarity with
the development of
abnormalities in a fetal
heart rate tracing will allow
timely recognition and
prevention of injury in the
vast majority of cases
where fetal compromise
develops during labour. A
rising baseline, decreasing
variability, and invariably
repetitive late decelerations
(whether subtle or not)
indicate a non-reassuring
tracing and mandate further
evaluation and action.
These features may be
present when a woman
presents to L&D or may
develop during labour,
induction, augmentation or
delivery.

With reduction of
placental blood flow during
each contraction, there is a
reduction of the delivery of
oxygen to, and removal of
carbon dioxide from, the
fetus. Usually this reduced
oxygenation allows ample
oxygen supply and the fetus
tolerates labour well.
Sometimes, particularly if
there is any pre-existing
limitation of placental
function, the reduction of
oxygen is more than can be
tolerated by the fetus. In
response to this decrease in
oxygenation, there is slowing

11



of the fetal heart rate. When
the contraction is over, flow
is restored and fetal oxygen
increases leading to a
recovery in fetal heart rate.
The heart rate recovers with
a lag after the contraction is
over and at a gradual rate
as the fetus reoxygenates.
These features — a delay in
return to the baseline, taking
more than 30 seconds after
the contraction ends, and a
gradual rate of return — are
the defining characteristics
of a “late deceleration” due
to hypoxia. In the absence
of such decelerations, the
fetus is not hypoxic. All the
alleged complexity of fetal
monitoring can be reduced
to this:

* There are late
decelerations, indicating
hypoxia and the
possibility of injury to
the fetus.

* There are no late
decelerations and the
fetus cannot be
currently hypoxic.

Late decelerations can
be recognized by electronic
monitoring of the fetal heart
rate or equally well by
intermittent auscultation.
Some fetuses that develop
alarming tracings in labour
will be severely
compromised, and some
may even die or survive
with a severe handicap.
There are many false
positives; false negatives
are very rare. It is
absolutely necessary for
nursing and medical staff to
recognize these clear and
evident signs of fetal
deterioration.

12

The following two
examples will indicate very
clearly the possible
outcome when there is a
failure to recognize, and act
upon, deteriorations in the
fetal heart monitor tracing:

Patient A:

This patient was a
primigravida. She was
induced for post-dates with
Prostin Gel at 41 weeks
and 2 days gestation. She
developed “minor
decelerations” and was
seen by the consultant who
performed an ARM. The
cervix was 2 cm. dilated.
The fetal heart rate was not
assessed after the ARM,
which is the standard of
care. Sixteen hours after
the placement of Prostin the
cervix was 6 cm. dilated
and an epidural established.
She was given Ampicillin at
that time for Group B Strep.
Four hours later, Oxytocin
was begun, and 23 hours
after the Prostin induction,
the cervix was 9 cm.
dilated. Three and one-half
hours later, she was found
to have “poor contractions
... mild hypotension and the
fetus was developing
caput.” The baby was
delivered using a vacuum,
meconium was noted and
the baby had Apgars of 0, 0
and 0 at one, five and ten
minutes and could not be
resuscitated.

The initial tracings show
a reactive FHR with normal
baseline at the time of
admission (A1 To A4). Thus,
the fetus was well at the
beginning. Tracings B1 to
B3 represent the fetal heart

rate eight hours after the
placement of Prostin with
baseline changes and
decelerations. Tracings C1
to C3 indicate the FHR 23
hours after the placement of
Prostin. Oxytocin was at
that time running at 16 mU-
min. despite repetitive
decelerations and an
elevated baseline with no
evidence of reactivity.
Tracings D1 to D6
represent the period 25
hours after the placement of
Prostin with an inconsistent
baseline and repetitive
decelerations

A review of this case
prompted the following
comment, “the
documentation of this case
was unacceptable and so
inadequate that the case
was almost impossible to
review. The observations
that were noted did not
reflect what was happening
to the fetus ... the baby
deteriorated before the eyes
of a number of people who
should have prevented it...
Documentation was
unacceptable by both
physicians and nurses....

The PMMSC has now
reviewed several cases in
which patients were
mismanaged because the
fetal heart monitoring strips
have been grossly
misinterpreted. There
seems to be an increasing
number of cases in which
decelerations indicating
major deteriorations in fetal
status are not being
recognized. National
guidelines in the SOGC’s
ALARM and MORE®®



courses have an
examination that nurses
and physicians may take
and mandate the review of
obstetrical programs on an
annual basis.

There is no substitute
for clinical competency in
the provision of direct

patient care with fetal heart

surveillance, and no easy
way to achieve and
maintain competency. This
requires the continual

acquisition of new
knowledge, and refreshing
of valid old knowledge as
well as the ability to apply
that information in a highly
individualized, safe, and
therapeutic manner. The

key to sound perinatal care

practice is prevention of
potential problems and

early recognition of existing

problems (AWHONN,

2002). This includes timely

documentation and

communication within the
care team of all pertinent
assessments, events and
interventions. Standards or
guidelines of care, as
outlined by national
professional associations,
are an important benchmark
against which nurses and
physicians can assess their
professional prenatal
practice, and by which the
quality of practice can be
judged.
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Patient B:

The patient was a
gravida 1, para 0 admitted
at 41 weeks 1 day, in early
labour at 0700 hours. At

2100 hours, she was 6 cm.

dilated. An epidural was
arranged, and the labour
was augmented with
Syntocinon. At 0100 hours
the following day, Oxytocin
was being infused at 20
mU/min and decelerations
were noted; the cervix was
6 — 7 cm dilated with the
presenting part at the

Tracing E

spines. Oxytocin was
stopped, and then a phone
consultation led to the
Oxytocin being
recommenced. At 0624
hours, the cervix was fully
dilated; a vacuum was
attempted and failed; the
infant was delivered at 1017
hours; the Agars were 3
and 7. The infant went on to
develop a seizure disorder
with long-term neurological
compromise.

The initial tracing on
presentation (E1 to E2)

shows a normal baseline
and normal variability. At
2100 hours, the variability
remains normal with
decelerations (tracing F1 to
F2). At 0220 hours, the
tracings (G1 to G4) indicate
a rise in baseline and
repetitive decelerations.
Finally, tracings H1 to H4
(0700 the following day)
indicated a markedly
elevated baseline with very
severe decelerations.

15



Tracing F

-

80

/%

B el =

—

B.

g +

L

120

1

- r
£ : : ! i.lrf.\nw..hl —0
Lty 15 mlﬁ, _ + .%J. s

i
HE
2] 300 ,
5
5 ..mn.mm%,m, ko
2 8 Wsa L
digancent
T
= - | “;.!f”.f?.,
W RE
= 5
u“ " L Wl_lu
&]
i
§
- [
el
EARRET
11 L F ﬁa
| I § b
i ]
L. \
-4 o )
[#
o
m\ - B &
-8

Tracing G

pr
.\.\
4 b
L ak {
Rrl=o
mm /»
£ )
m I
- -
R ;m._mw

16



Tracing H

—LeL [ 1 T T
= = = —— a0 o =
o e s ! — = £y ] hdﬁ! =3
= ‘ el i v 5 =
- LR 3 S e i =
] . . 4 : S 7 ] =
H ' NoE ; = e - T
— 58 . —H0— ¥ H ¥ I o
i Fai . Do : H r o
41— | M | H 1 =
= - 13 i Lo - . e
h | T Fi 1 1
— t 1 H Z ¥ 7 | e
LY = 10 T 1.’=“| E 5 ' o
0 : : |
1 T | 1
= ; :
: e
0 i . ! —h ! per
Ieminis . domimin Temmin
L 1 0 _‘#ll:I - TS T o Tad T s I
= oL o H H N o i i, i
E= - &F i EFF M i e e
L v EEL) o I STA Rl -
F A Firt o mar A
T (1 iR 1 aty L b
z 1 ] (A 1A 7,4_‘.]' F{ N, Vi & ‘
’ o A A - 2p— [ttt Lt LY T i
it A e P A Tt I ] SRR | ] i
fud BIP 1 { 3 o i Tr T i :
i 1 3 ¢ N B o 7 0
Tos M #a #3 h

Both these fetuses tried to
tell us what was happening
through their fetal heart rate
tracings. In both, there was
a progressive loss of
variability, an increase in the

baseline, and finally a
pattern of repetitive
decelerations indicating
hypoxia. Nobody recognized
the A (lack of Accelerations),
B (rising Baseline), or (most

o

importantly), the Ds
(repetitive Decelerations),
and the fetuses suffered
irreparable and preventable
harm. We failed these
babies.

Fetal Monitoring Strips

The Perinatal and
Maternal Mortality Study
Committee wishes to
remind physicians that
consultation for fetal
monitoring strips is
available. As interpretation

of fetal monitoring strips
can be problematic, the
Committee would remind
physicians that consultation
by faxing the strip to the on-
call consultant is an
effective way of receiving

timely assistance at a
distance. Consultants who
provide this service are
reminded that this service is
in the fee schedule.

o

New SK Skin and Wound Care Guidelines

The Saskatchewan Skin
and Wound Care Guidelines
- a new, practical resource to
help providers deliver
optimal care for pressure
ulcers and lower limb ulcers
- are now available as a PDF
on the HQC website. The
guidelines were developed
by the Saskatchewan Skin
and Wound Care Action
Committee.

The improvement tool
contains: information on
normal wound healing;
guidelines on caring for
pressure ulcers and lower
limb ulcers; a list of skin
and wound care products
available in Saskatchewan
under SAHO contract; and,
an implementation guide,
with tips on applying the
guidelines.

Paper copies of the
resource will arrive in health
regions for use in acute
care, home care, and long-
term care settings.

For more information go
to: www.hqc.sk.ca.
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College Membership Statistics

Active Licensure

Total Registered as at December 31, 2004 1682
Newly registered from Saskatchewan 17
Newly registered from other provinces 15
Newly registered from other countries 82
Reactivated to Full from Inactive 3
Reactivated to Full or Inactive from Absence 9
Moved to Inactive In-Province Licensure -8
Moved to Inactive Out-of-Province Licensure -28
Licenses Expired/Invalid -10
Licenses lapsed at Request or Non-payment -60
Deceased -3
Retired -1
Moved from Active/Inactive to Temporary Locum 0
Total Registered as at December 31, 2005 1698
o

Inactive Licensure
205

214

Reminder

Please ensure that the College has your current address, telephone, fax and E-mail.

Feedback

The College of Physicians and Surgeons of Saskatchewan welcomes your feedback on any

information that appears in this ‘Newsletter’.

o

Visit the College website at:
www.quadrant.net/cpss

18




Upcoming Conferences

ECG EXAM — College of Physicians and Surgeons
Monday, July 10", 2006 and Monday, September 11th, 2006 — 1:15 p.m. — 4:15 p.m.
To register contact: Camille Dunlop, Tel: (306) 667-4622

Highlights in Medicine
The Changing World of Health Care
June 21 - June 24, 2006
Sheraton Cavalier, Saskatoon
For Information Contact:  College of Medicine Alumni Association
B103 Health Sciences Bldg.
107 Wiggins Avenue, Saskatoon SK S7N 5E5
Tel: (306) 966-8864 E-mail: annette.horvath@usask.ca

Canadian Society of Addiction Medicine Annual Scientific Meeting
CONFERENCE THEME: EVIDENCE-BASED ADDICTION MEDICINE
Saskatoon, October 12-15, 2006
CALL FOR ABSTRACTS
Contact: CSAM
Suite 201, 375 West 5th Avenue, Vancouver BC V5J 1J6
Tel: (604) 484-3244 E-mail: admin@csam.org

42nd World Congress of Surgery - International Surgical Week 2007
Montreal, August 26-30, 2007
Contact: Congress Secretariat ISW 2007, c/o Opus 3 inc.

417 Saint-Pierre Street, Suite 203 Montreal QC H2Y 2M4

Tel: (514) 906-1979 isw2007 @opus3.com www.isw2007.com

cso

Corrections

ANAESTHETIC AND OPERATIVE DEATHS STUDY COMMITTEE — Annual Report —
Newsletter, Winter 2005

The College would like to thank Dr. Jocelyne Martel for the following correction regarding low
molecular weight heparins. It should have read,

The Committee notes that the low molecular weight heparins have features that make them
preferable to unfractionated heparins such as:
e the higher and more predictable and efficient bioavailability than unfractionated heparins;
e serum levels that remain steady and persist longer than unfractionated heparins; and
e clearance of low molecular weight heparins is not dose dependent and occurs through
renal mechanisms.
The drugs do not appear to cross the placental barrier.
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POLICY: ROLE OF PHYSICIANS IN CERTIFYING ILLNESS AND/OR ASSESSING

CAPACITY FOR WORK

The purpose of a medical slip is to verify an illness/injury to an employer or insuring agency and
to provide relevant information to enable the patient/employee to return to work as soon as
medically possible.

Employers and their insurers will be relying on the information provided to them and in so doing,
they may incur financial liability for sick leave, or disability pay. The employer is also relying on
the physician’s opinion that the employee is fit to return to work. Misinformation, or erroneous
opinions, could result in harm to those relying on this information.

1.

Some illnesses/injuries may impair a person’s capacity to do their regular work or
alternative work. However, planning for return to work should begin at the first visit. A
patient’s limitations should be evaluated and emphasized to him/her. Work and other
activities should be encouraged within the patient’s evolving limitations.

With respect to worker injury/iliness incurred in the workplace, the procedures defined by
the Workers’ Compensation Board (WCB) apply.

With respect to brief (i.e. several days) worker absence from the workplace due to
injury/illness not incurred in the workplace, an employer may require written
documentation from the physician of the worker’s injury/iliness.

With respect to more severe worker injury/illness, an employer may require an objective
physician evaluation of the worker’s functional limitations to guide return to work (RTW)
decisions.

In each of these situations, the responsibility of the physician is to do an objective
evaluation and to report the impact of an injury/illness on the limitations that the
patient/worker’s injury/iliness places on their ability to perform certain functions.

It is the responsibility of the employer to manage the worker’s return to modified or usual
work duties with the benefit of objective professional input from physicians and/or other
health care professionals.

To the extent that it is possible, functional capacity and limitations should be assessed
objectively. Itis, however, recognized that in formulating any professional opinion
regarding a patient’'s/worker’s functional capacity or limitations, a physician may be
substantially reliant upon information from the patient/worker regarding subjective
elements related to their injury such as pain, anxiety or dizziness.

Some forms of restriction may delay healing and could lead to prolonged
symptomatology and can also leave the impression that any activity beyond the limit is
harmful or dangerous and may lead to permanent disability.

It is prudent to avoid long-term prognostic opinions but rather to re-evaluate an injured
worker’s functional capacity at regular intervals. Many employers can align a modified
job if they know an employee’s capabilities and/or restrictions and will be counting on a



physician’s report to enable this process. An employer needs to know approximately
when they can reasonably expect an employee to be able to return to their regular
duties. This way they can properly manage and plan for the changes in their
workplaces. They will generally be looking to the physician for an anticipated return to
an employee’s regular work date.

10. With respect to brief self-limiting injury/illness, physicians are advised to use the “sick
slip” prototype developed by the Saskatchewan Medical Association (SMA) or a similar
reporting format. If a physician has not attended a patient professionally during the
period of illness, no document should be signed that may infer they had.

11. With respect to more extensive iliness/injury that may involve early return to work with
modified strategies, the following sequence of assessment and reporting is
recommended:

(a) Atthe time the injured/ill patient attends a physician an initial form is completed
and returned to the employer indicating the nature and extent of the condition
and functional limitations.

(b) The employer discusses a modified work option that might allow the employee
to return to work.

(c) The employer sends a summary of the modified work plan with the employee to
the physician for review.

(d) The physician certifies the ability of the patient to undertake the proposed
modified work plan and establishes and appropriate date for review.

(e) Following review, the patient/employee may increase the scope of work as the
limitation of the medical condition allows.

12. Any release of information to an employer should be strictly on a “need to know” basis,
limited to the worker’s injury/iliness and only after the patient has provided a signed
consent for the release of such information.

Council/SMA April 2006






