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To standardize the health care given to all pregnant women admitted to labor and delivery unit (L&D).

Labor- it is defined as the onset of regular painful contractions with progressive effacement and

dilatation of the cervix accompanied by decent of the presenting part leading to expulsion of the fetus or
fetuses and placenta from the mother.

3. POLICY:

3.1

Patient are admitted to L&D unit through the proper channels (Emergency Room, Obstetric Outpatient

Department or transfer from inpatient wards and intensive care Unit), by authorized physicians only.

3141

312

4. PROCEDURE:

4.1
411
412
413
4.2

Physician authorized for admitting patients to L&D unit:

3.1.1.1  Obstetrics and gynecology department physician on duty in the emergency room and
inpatient wards.

3.1.1.2 Obstetrics and gynecology senior physician at outpatient department.

Admission Criteria: Pregnant women with:

3.1.2.1 Symptoms and signs suggestive of labor.

3.1.2.2 Antepartum hemorrhage.

3.1.2.3 Ruptured membranes.

3.1.24 Documented plan for admission to L&D by her most responsible physician.

3.1.2.5 Severe hypertension at > 20 weeks of gestation.

3.1.26 Women who had home/car delivery in the same day.

Document the following in the admission sheet:

Patient's 4 names for the Saudi and complete name for the Non - Saudi.
Medial Record number.
Name of her most responsible physician.

Take and document patient history and physical (general and obstetric) examination findings and the

provincial diagnosis.

4.21

4.3
4.3.1
4.3.2
433
434
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Speculum examination: should be done by admitting physician under aseptic conditions upon
admissions see P&P of PROM at ER.

Put in writing a preliminary management plan including:

The estimated length of hospital stay.

Pain assessment and need for analgesia.

Special needs of the patient (e.g. If the patient is blind, deaf or otherwise handicapped).

The ROD will “specify” the type of the diet to be given to the patient which include.

4341 Normal Diet: Post vaginal deliveries and Patients not in labor & not planned to be
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induced or delivered (e.g. preterm PROM).
4.3.4.2 Soft Diet Induction of labor and next day post C.S. with positive bowel sounds.
4.34.3 Clear fluid diet (water): Patients in active labor.

4.4  Admission sheet should carry admitting physician name (stamp) and signature.
4.5 Level of the risk should be decided and written on top at admission sheet by admitting physician so that:

451

452

4.5.3

Critically ill patient should be accompanied by the physician to L&D (e.g. severe Preeclampsia/

eclampsia, severe APH or cord prolapsed).

High risk cases should be endorsed by admitting physician upon admission on L&D to

physician who should attend the patient on arrival at L&D. This group includes:

45.2.1 Patients with active antepartum hemorrhage.

4.5.2.2 Patient with revealed thick meconium stained liquor, regardless of cervical dilatation.

4523 Patient with severe preeclampsia.

4524 Patientin labour with uncontrolled medical or surgical disease.

4.5.2.5 Patient in active preterm labour (<37 weeks of gestation, with cervical dilatation of >
3 cm and effacement of > 75%).

4.5.2.6 Patient with non-cephalic presentation in active labor.

4.5.2.7 Patient with previously scarred uterus in active labor.

4528 Patient with multiple pregnancies in active labor.

4529 Clinically suspected fetal macrosomia or intra uterine growth restriction.

Low risk cases: are patient in labour at > 37 weeks of gestation with no obstetric risk factor.

4.6 Patient transfer from emergency room to L&D: Each patient must be accompanied by a nurse who
should endorse the case to her caring midwife at L&D.
4.7 Atadmission: the following steps are carried out for each patient by her assigned midwife:

471

472

473

Each patient should have the following checked: Height, weight, vital signs and urine dip stick
test for albumin, sugar and acetones. (If abnormal to be reported promptly to L&D resident).
Blood extraction for complete blood count, blood grouping & save serum for cross match (if
indicated) and sent to the lab. Additional blood tests are done according to doctor’s order.
4.7.21 A shower and an enema unless (in advanced labour with cervical dilatation > 7 c¢m,
antepartum hemorrhage, severe hypertension or cardiac failures or very restless
from severe pain).
4.7.2.2 Changing into hospital gown.
4.7.2.3 Call the resident to evaluate the patient.
4.7.2.4 Establish an intravenous access for all patients in active labor (at cervical dilatation of
4cm and more including those arriving with fully dilated cervix).
4725 Start a partogram.
47.26 A non-stress test to be done for all patients upon admission for at least 30 minutes
for low risk cases. The CTG trace must be seen and signed by the physician and
documented seen by the midwife.
L&D Resident Responsibilities upon admission:
4.7.3.1 To attend the patient within 30 minutes of admission.
4.7.3.2 To review the patient antenatal Records (for booked patients).
4.7.3.3 To take full detailed patient history and examination.
4.7.3.3.1 Vaginal examinations need not to be repeated unless found necessary
(patient bearing down, spontaneous rupture of membranes, abnormal
CTG tracing, etc.).

4.73.3.2 To inform physician to see high risk cases upon admission. Special
consideration at L&D admission.

4.8 Home or Car Delivery/ Abortions:

4.8.1

482
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Physician at emergency should do full evaluation and documentation including: Full history and
examination with special attention to blood pressure, state of uterine tone, whether placenta is
delivered or not and its completeness, amount of lochia, and carefully looking for any laceration
of the genital tract.

If urgent management is needed (e.g Postpartum hemorrhage), immediate treatment should be
initiated by Emergency room resident and physician in section).
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4.8.3 Anti-tetanus toxoid should be given.
484 Women less than 20 weeks pregnant should be admitted to the Gynecologist ward and handed
to physician on duty in section to continue further management.
48,5 Women more than 20 weeks pregnant should be admitted to L&D.
4.8.6 The neonate should be handed to pediatric physician at emergency room.
4.9 The emergency transfer: In-utero transfer must be discussed by emergency room physician with the
Pediatric physician, Obstetric physician at L&D/ senior physician, Charge nurse at nursery.
4,10  Unbooked women in Labor:
4.10.1  Unbooked women considered a high risk group and physician at L&D should assess.
4.10.2 If delivery is not imminent, Ultrasound scan should be performed by L&D physician for: Over all
fetal and placental assessment. If any doubt arises senior opinion must be sought promptly.

MATERIAL AND EQUIPMENT:

51 CTG
RESPONSIBILITIES:

6.1 Physician

6.2 Nurses

6.3 Midwives
APPENDICES:

7.1 Partogram
REFERENCES:

8.1  William Obstetrics, 21st edition, 2005

8.2  Oxford Handbook of Obstetrics & Gynaecology 15t edition, 2004

8.3  Nice clinical guidelines 55 — intrapartum care, 2007.

8.4  Guidelines for Obstetrics and Gynecology/ Ministry of Health, General Directorate of Health Centers-
Riyadh, 2013

8.5  https://www.slideshare.net/RheaMarcano/normal-labour-and-delivery-ppt
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9.

APPROVALS:

Name Title Signature Date
e o Head Midwife of Q January 08,
P ¥+ | Ms. Waad Al Anizi Labor&Delivery Room % 2025
Prepared by: | Dr. Abdalla Mohamed Abasha | Ooserioian and % e
Gynecologist 2025
Reviewed by: e e A s
Y- | Dr. Mohannad Yaghmour Department 2025
¥ 1
Reviewed by: | Mr. Sabah Turayhib AlHarbi Director of Nursing @r-‘ Jan;g;ys 18,
Reviewed by: | pr. Thamer Naguib Medical Director 1~ 7% Ja”;'gz”ém'
Reviewed by: | Mr. Abdulelah Ayed Al Mutairi QM&PS Director %{ Jangggys 15,
z 1 L
/j;nuary 22
Approved by: ‘ ital Di :
Mr. Fahad Hezam Al Shammari Hospital DITECtOF/ /y) 2025
e
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