Orientation information to Ward 4 South

(Gynaecology/ Pregnancy Loss)

Cork University Maternity Hospital
Welcome to Ward 4 South!
Ward 4 South is a combined gynaecology/ pregnancy loss ward. 

This orientation pack is designed to help you to settle in during your placement here on Ward 4 South. 

Hopefully this will be a valuable resource to you, providing you with information about:

· Mission statement 

· Multi-disciplinary Team on this ward 

· Ward information and layout 

· Care of gynaecology & gynae-oncology patient

· Care of pregnancy loss patient

· Learning resources available on this ward 

· Patient – Nurse/Midwife Call Bell System 

· Emergency Telephone Numbers 

· Important telephone numbers

· Shift times 

· Breaks

· Hand hygiene

· Where to find things

· Reflective Time

· What to do if I have a bad day

· Common Abbreviations

CUMH Mission Statement

“Women, babies and their families are the centre of our service as we strive for excellence and innovation”. 

4 South Nursing/Midwifery Mission, Vision & Philosophy

To support the CUH/CUMH mission by consistently providing holistic personalised quality nursing/midwifery care.

To be recognised by all as committed to providing the highest quality nursing/midwifery care in a respectful, caring and healing environment.

We believe in:

· The caring art and human science that is nursing/midwifery is the cornerstone of our delivery of care.

· Fostering a collaborative, interdisciplinary approach.

· Delivering compassionate, culturally sensitive, holistic care.

· Achieving excellence in patient outcomes through continuous performance improvement using evidence-based practice.

· Following ethical principles to protect the health, safety and rights of our patients and colleagues.

· Patient and family education to promote an optimum level of health and wellness.

· Fostering open, respectful communication to enhance interpersonal understanding and healing.

· A culture that supports empowerment and accountability.

· Continuing education that fosters professional growth, competency and critical thinking.

· An environment that nurtures and supports accomplishments, self-esteem and a love of nursing/midwifery.

· Us.
Multi-disciplinary Team on this ward include:

· Clinical Nurse Manager (C.N.M. II) Pauline Kennedy
· Clinical Midwife Manager (A/C.M.M. I) Jackie Kelly
· Staff Midwives (Who work full-time, part-time or flexi-time and rotate between day and night duty)

· Staff Nurses (Who work full-time, part-time or flexi-time and rotate between day and night duty)

· CPC’s- Breda Hayes & Geraldine Hayes
· Clinical Coordinator for post graduate midwifery- Fiona Kirby
· Clinical Skills facilitators

· Student Midwives (Undergraduate & Postgraduate)

· BSc. General Nursing Students
· Postgraduate Public Health Nursing students (5 weeks per year)

· Consultant Obstetricians & Gynaecologists

· Obstetric & Gynaecology  Registrars

· Obstetric & Gynaecology Senior House Officers ( SHO)

· Obstetric & Gynaecology interns

· Health Care Assistants

· Household Staff

· Ward clerks

· Clinical Midwife Specialists (Bereavement & Loss, Oncology, Haemovigilance, Risk management, Continence Advisor, Urodynamic CMS)
· Palliative Care hospital and home teams in conjunction with staff from Marymount hospital

· Pain Specialist Physicians and CNS in pain management from CUH

· Discharge coordinators for the Older Adult

· Stomatherapy from CUH

· Dieticians
· Physiotherapists
· Radiology & Oncology teams

· Hospital Chaplain
Ward Information & Layout:
4 South caters for women with gynaecology/gynaecology oncology, urology problems and pregnancy loss. The age profile of our patients can range from teenage years to the older adult.
This ward consists of 24 beds, and is a combined gynaecology/gynae-oncology (16) beds and pregnancy loss ward (8 beds).
It operates using a productive ward system, which is an initiative that tries to release more nursing and midwifery time to patient care through efficient work practices. For example, an effective filing system where documents are available easily ensuring the nurse/midwife will not spend valuable time searching for documentation. The re-introduction of the verbal report so that information is only communicated once to the relevant staff and not repeated by a staff member making a taped report and another staff member spending more time listening to the taped report.
The rooms are numbered from Room 13 to room 40.
On entering the ward (from the glaze side of the building) the female staff changing room is located on the left. To access this room you will need a code number which you will get from the CNM/ CMM on the ward. The staff toilet is located within the staff changing room.

On your right is a conference room and next to that is a wheelchair lobby. On the right there is a ward kitchen. Following on from here is the Continence Advisor. Urodynamics is located in room 12. There are then four 2 bedded rooms on the right numbered 13, 16, 17, and 18. Opposite these rooms is Room 15 a quite room to facilitate couples experiencing pregnancy loss. Next to this room is an interview room and the CMM office. 
Through double doors on the left is a linen lobby immediately followed by the ward nurses & midwives station. Next to this is Room 30 a treatment room where minor procedures e.g. insertion of mirena coil are performed. Next to this room is a clean utility Room 32. Room 33 is a scan room where staff from the Fetal Assessment Unit attend 4 South to carry out scans.  This is followed by Room 36 a one bedded room. On the opposite side of the ward opposite the linen lobby is Room 26 and room 27 which are 2 bedded rooms. Next to these are a store room and Room 29 a single room. This is followed by three 2 bedded rooms numbered 31, 34 and 35.
Through double doors on the left is an isolation room 38 followed by a bathroom and a waste room. Opposite the isolation room are two x 2 bedded rooms numbered 39 and 40 followed by a dirty utility room.
Learning resources available on this ward include:

· Clinical Placement Guidelines for BSc. in Midwifery students.

· Clinical Learning Outcomes (Blackboard UCC, or Midwifery Education Folder on PC)
· Skills for Midwifery Practice 3rd Ed.(Johnson & Taylor, 2010)

· Midwifery Education Folder- Desktop PC (CUMH General Share folder)
· Midwifery Text Books

· Nursing and Midwifery Board (NMBI) Guidelines

· Patient Education Booklets and Leaflets

· Patients Charter 

· British National Formulatory (B.N.F) - pharmacology reference text.
· Q Pulse Document Management System which has been divided into folders for pregnancy loss and surgery. The surgery folder has information leaflets on all the types of surgeries relating to the ward.

· There are desk top folders with interesting ward information i.e., wound care  etc
· Email and Internet Access ( which must be signed off by the Director of Midwifery)

Patient Nurse/Midwife Call Bell System:
When a Patient presses a call bell a light appears over their room door and you will also hear an audible buzzing noise. Immediately you should respond to the patient and cancel their bell. Report any concerns or problems to a Midwife/ Nurse or CMM/CNM. A nurse/midwife will explain the system to you and show you how it works. Occasionally a Patient may press her call bell by mistake.

All staff and students are obliged to read and understand the “Ward safety statement” located at the Midwives/ Nurses Station. 

Gynaecology patients:
The gynaecology ward caters for inpatients with gynaecological problems including gynae-oncology. The ward facilitates Women having major/minor /day-case surgical procedures, including pre & post –op care and follow up. Women are referred from the various gynaecology clinics within the hospital for surgery or for investigations and follow up of gynaecological or urogynaecological issues. Women can also be admitted from the hospital emergency room for gynaecological care, including complications from treatment.
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Gynaecological problems:
Gynaecology is the medical practice dealing with the health of the 
female reproductive systems (vagina, uterus and ovaries) and the breasts. 

Oncology: The branch of medical science dealing with tumours, including the origin, development, diagnosis, and treatment of malignant neoplasms /the study of cancer. 

Gynecologic oncology is a specialized field of medicine that focuses on cancers of the female reproductive system, including ovarian cancer, uterine cancer,  vaginal cancer, cervical cancer, and vulvar cancer. Women experiencing a gynecological cancer can be treated with surgery, chemotherapy or radiotherapy or a combination of treatments.
Cervical Cancer: 
Cancer of the cervix (neck of the womb) is cancer of the cells lining your cervix. Cervical cancer develops slowly over a number of years. At first it develops abnormal changes, which are called precancerous, and then leads to cancer itself. These abnormal cells are called CIN (cervical intraepithelial neoplasia). These cells are not cancerous but if left untreated may develop into cancer. In Ireland about 200 women are diagnosed with cervical cancer each year. It is the second most common female cancer in Europe. (ICS, 2014).
Cancer of the womb (uterus) is when normal cells lining the womb change and form a cancer. It can affect how the womb works normally. The cause of womb cancer is unknown. Your chance of developing it increases if you are have had the menopause, are overweight, taking HRT for a long time, have a family history of faulty genes, have polycystic ovaries or have never been pregnant and had children. The main symptoms of womb cancer are bleeding after the menopause, bleeding between periods, heavier periods, and an abnormal vaginal discharge. Womb cancer is diagnosed by tests such as a transvaginal ultrasound, hysteroscopy, biopsy, and dilatation and curettage (D&C). The main treatment for womb cancer is surgery. Radiotherapy, chemotherapy and hormone therapy can also be use. 
Endometrial Cancer: This is not detected by smear tests. The first symptom is usually abnormal vaginal bleeding, perhaps between periods or when the menopause is over. The bleeding may be slight, but it should be investigated immediately. 
Cancer of the Ovaries: Cancer of the ovary is when the normal cells in the ovary change and grow to form a malignant tumour or cancer. It can also be called ovarian cancer. Because the ovaries are deep in the pelvis, the tumour as it gets bigger may affect nearby organs. This can include the bladder or the bowel. When this happens, the tumour may affect how theses organs normally work. This in turn can lead to symptoms. Ovarian cancer is the fourth most common cancer in women. Each year over 300 women are diagnosed with ovarian cancer in Ireland (ICS, 2014).It is usually treated by hysterectomy including the removal of the ovaries and fallopian tubes followed by treatment with radiation and chemotherapy. Detection of ovarian cancer is difficult. The symptoms may be vague- abdominal pain, indigestion, signs of hormonal imbalance resulting in irregular periods and/or hot flushes.
Cancer of the vulva: The word vulva refers to the external sex organs in women. Cancer of the vulva is also called vulval cancer. Cancer of the vulva occurs when normal cells change and grow in an abnormal way and form a malignant tumour. The parts of the vulva usually affected are the outer lips (labia majora) and the inner lips (labia minora). The cause of vulval cancer is unknown. But your risk of developing it increases if you have vulval intraepithelial neoplasia (VIN), are over the age of 55, smoke, or have a benign skin condition like vulval lichen sclerosus or vulval lichen planus. The main symptoms are itching, burning and soreness of the vulva, a swelling or lump on the skin of the vulva, and bleeding and pain in the vulva. Vulval cancer is diagnosed by a medical exam using a colposcope and a biopsy. The main treatment for vulval cancer is surgery. Radiotherapy and chemotherapy can also be used. Cancer of the vulva is very rare. In Ireland, about 39 women are diagnosed with it each year. It usually affects women aged 55 to 75. (ICS, 2014).

Cancer of the Vagina: This Thisis when normal cells in the vagina change and grow in an abnormal way. They can form a malignant tumour. Cancer of the vagina is also known as vaginal cancer.  The cause of vaginal cancer is unknown. But your chance of getting it increases if you over 60 years, have cell changes due to ongoing human papilloma virus (HPV) infections, had previous radiotherapy to the pelvis, or took the hormone drug DES in a past pregnancy. The main symptoms are vaginal bleeding (often after sex), abnormal vaginal discharge, pain after sex, a swelling or lump, and an itch that won’t go away. Vaginal cancer is diagnosed by tests such as a pelvic exam, a Colposcopy and a biopsy. The main treatments for vaginal cancer are surgery, radiotherapy and chemotherapy. 
Radiotherapy: is the use of high-energy rays to cure or control cancer; it’s a very common cancer treatment in Ireland and worldwide. The beams of radiation in radiotherapy are more powerful than ordinary X-rays. They aim to destroy the cancer cells with as little damage as possible to normal cells. Radiotherapy can be given on its own or with surgery, chemotherapy, hormone therapy or monoclonal antibody therapy. It can be given before surgery to shrink the tumour or after surgery to treat any residual disease. Radiotherapy can be given from outside the body (externally) or from inside (internally). Radiotherapy may cause side effects that can last for a short or a longer period. 

Brachytherapy: A type of radiotherapy where radioactive pellets, wires or fine needles are temporarily implanted within or close to a tumour. This is done to deliver the radiation directly to the tumour while minimizing the damage to surrounding normal tissue.

Chemotherapy: (also called chemo) is a type of cancer treatment that uses drugs to destroy cancer cells. Chemotherapy works by stopping or slowing the growth of cancer cells, which grow and divide quickly. But it can also harm healthy cells that divide quickly, such as those that line your mouth and intestines or cause your hair to grow. Damage to healthy cells may cause side effects. Often, side effects get better or go away after chemotherapy is over.

Palliative care: is an approach to care that focuses on promoting comfort through relieving pain and other symptoms. The aim of palliative care is to enhance the quality of life of those living with life limiting progressive conditions and their families. Palliative care uses a team approach to address the needs of people and their families. The team is comprised of doctors, nurses and other specialists who work with persons’ primary doctor (GP) to provide an extra layer of support. 

Gynaecology surgery & associated terminology:
Hysterectomy: a surgical procedure performed by laparoscopy, robotic assistance, vaginally or by an open incision that removes the uterus with or without ovarian removal.  
Total Abdominal Hysterectomy (TAH): Removal of uterus and cervix
Vaginal Hysterectomy: Removal of uterus via vagina
Sub-Total Hysterectomy: Removal of body of the uterus.  Cervix left intact.
Removal of Ovarian Cysts (Cystectomy): This is done through the abdomen and usually only the cyst is removed leaving the ovary intact where possible. 
Salpingo-oophorectomy: Removal of the fallopian tubes (Salpingectomy) and ovaries (Oophorectomy).
Bilateral Salpingo-oophorectomy (BSO): Removal of both fallopian tubes & both ovaries.
Endometrial Ablation: – a procedure using either heat or cold energy to destroy the endometrial lining of the uterus. This procedure can be performed in the office or surgi-center setting.  Bleeding tends to be significantly less than before the procedure.  An endometrial ablation should only be considered for women who no longer wish to become pregnant and permanent treatment is desired.
Endometrial biopsy – this procedure is obtains a sample of the endometrial lining and is usually performed at your physician’s office. It involves the insertion of a plastic pipelle (a small flexible tube), through the opening of the cervix, into the uterus. Using suction, the pipelle plucks off a sample of tissue from the uterine lining and it is removed for laboratory examination.
Dilatation and Curettage (D & C): This involves dilatation of cervix and scraping of the lining of the uterus. It is for the investigation of abnormal/dysfunctional uterine bleeding or following a spontaneous abortion or miscarriage to ensure that all the products of conception have come away. 
Laparoscopy: – a surgical procedure using key-hole sized incisions and a thin telescope like instrument that allows the physician to visualize operate on the uterus, fallopian tubes, ovaries and surrounding tissue. 
Laparotomy: Exploratory opening into the abdominal cavity for direct visualisation of the ovaries and the exterior of the fallopian tubes and uterus.
Robotic Surgery:
Da Vinci Hysterectomy: a state-of-the-art minimally invasive surgical option.  The surgeons operate through a few small incisions instead of a large open incision - similar to traditional laparoscopy.
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Inflammations and infections:

Vulvitis- inflammation of the vulva

Vaginitis- inflammation of the vagina

Cervicitis- inflammation of the cervix

Endometritis- inflammation of the lining of the uterus
Salpingitis- inflammation of the fallopian tubes or an infection of the fallopian tubes may cause scarring and blockage which can lead to an ectopic pregnancy or infertility. 
Fibroids: These are usually benign lumps of muscle or fibrous tissue, medically referred to as a fibromyomas; Uterine fibroids are nodules of smooth muscle cells and fibrous connective tissue that develop within the wall of the uterus (womb). Medically they are called uterine leiomyomata. Fibroids may grow as a single nodule or in clusters and may range in size from 1 mm to more than 20 cm (8 inches) in diameter. They may grow within the wall of the uterus or they may project into the interior cavity or toward the outer surface of the uterus. In rare cases, they may grow on stalks or peduncles projecting from the surface of the uterus. Removal is called for when the fibroid causes pain, abnormal bleeding, or pressure. Most fibroids occur in women of reproductive age. They are seldom seen in young women who have not begun to menstruate and they usually stabilize or shrink during menopause.

Myomectomy: Myomectomy means the surgical removal of just the fibroid, with reconstruction and repair of the uterus. There are now a number of techniques used to perform Myomectomy: through an abdominal incision, vaginal incision, with a laparoscope, or with a hysteroscope. In contrast to a hysterectomy the uterus remains preserved and the woman retains her reproductive potential.
Uterine fibroid embolisation: is a non surgical way of treating fibroids by blocking off the arteries that feed the fibroids, the uterine arteries, and making the fibroids shrink. It is performed by an interventional radiologist, rather than a surgeon, and is an alternative to an operation.
Polyps: This is often a harmless overgrowth of the lining of the uterus. They are mostly benign and are usually removed by curettage.
Retroversion: The uterus normally lies forward in the pelvis. If it is tipped in the opposite direction, it is said to be retroverted. This displacement can cause period problems, back pain or painful intercourse, although others have the condition and suffer no ill effects.

Prolapse: This occurs when the muscles and ligaments holding the uterus become slack, e.g. after childbirth. This prolapse gives a feeling of pressure and pain due to the tugging at the supporting muscles and ligaments. It can also cause constipation, discharge and can cause bladder trouble, increased need to pass urine, wetting on coughing or laughing (stress incontinence) and subsequent inflammation of the bladder (cystitis).
Cervical Erosions: These are ulcers on the neck of the womb which can bleed. They can be treated by cauterisation and heal without further problem in about 6 weeks.

Ovarian Cysts: These may be small or large; some have clear fluid in them others are solid. They may be benign or malignant and sometimes can cause pain or alteration in the periods.

Bartholin’s Glands: At the entrance to the vagina, low down on the vaginal walls, are two small glands called Bartholin’s Glands. Sometimes these develop into a little cyst and may become inflamed. This is called a Bartholin’s Abscess which is extremely painful and should be treated surgically in hospital.
Endometriosis: comes from the word “endometrium,” the tissue that lines the inside of the uterus. If a woman is not pregnant this tissue builds up and is shed each month, as menstrual flow at the end of each cycle. In endometriosis, tissue that looks and acts like endometrial tissue is found outside the uterus, usually inside the abdominal cavity. The misplaced endometrial tissue acts like it would if it were inside the uterus. At the end of every cycle, when hormones cause the uterus to shed its endometrial lining, endometrial tissue growing outside the uterus will break apart and bleed. However, unlike menstrual fluid from the uterus, blood from the misplaced tissue has no place to go. Tissues surrounding the area of endometriosis may become inflamed or swollen. The inflammation may produce scar tissue around the area of endometriosis. This abnormal tissue may develop into what are called "lesions," "implants," “patches,” "nodules," or "growths".The most common symptom is pain, especially excessive menstrual cramps (dysmenorrhoea) which may be felt in the abdomen or lower back or pain during or after sexual activity (dyspareunia). Infertility occurs in about 30-40% of women with endometriosis. Endometrial patches may also be tender to touch or pressure and intestinal pain may also result from endometrial patches on the walls of the colon or intestine.

Cystitis: This is one of the most common conditions affecting women. It is inflammation of the bladder which causes a burning or stinging feeling when passing urine and also a feeling of need to pass urine frequently and urgently, even though there is only a small amount to pass.
Menorrhagia: Heavy menstrual bleeding (HMB) is defined as excessive menstrual blood loss which interferes with a woman's physical, social, emotional and/or material quality of life. It can occur alone or in combination with other symptoms (NICE, 2012).

Care of the Older Adult: Many of the patients attending for gynecology treatment or investigations are elderly and frail either as a result of ageing and also illness/treatments. They therefore need to have specialised care plans to reflect this i.e., falls risk assessment, waterlow score for pressure area assessment etc.
Gynaecological Investigations and Treatment:
Cystoscopy:
This is a common procedure which involves an examination of the bladder and is done with an instrument called a cystoscope where the interior of the bladder can be visualised. 
Hysterosalpingogram (HSG):
This procedure is commonly used to investigate infertility where an x-ray picture is taken of the uterus and the fallopian tubes. Some dye is injected into the uterus via the cervix and its route examined on x-ray so that any blockages or abnormality can be detected. 

Laparoscopy:
Inspection of the interior of the abdomen through the insertion of a laparoscope passed through a small incision in the abdominal wall. E.g. investigations for infertility, ovarian cysts, endometriosis and ectopic pregnancy. Fallopian tubes, ovaries and other organs can be visualised from inside the woman’s abdomen. Dye is sometimes put through the cervix and as it spills out through the fallopian tubes it is visualised by the laparoscope.

Colposcopy:
This is a method of examining the cervix using an instrument called a colposcope. This magnifies the cervix like a microscope and allows a detailed examination to be undertaken.

Cervical Smear Test:
These are carried out on demand either by a G.P., Gynaecologist, well-woman clinic, family planning clinic, etc. A speculum is used and the cervix is gently scraped with a small wooden spatula to obtain some cells which are examined in the laboratory.
High Vaginal Swab (H.V.S.):
This is taken using a long sterile cotton bud. This is rubbed gently in the upper part of the vagina and then sent to the laboratory for investigation, when infection or troublesome discharge is a problem. 

Cone Biopsy:
This is a minor surgical procedure where a small portion of the cervix in the shape of a cone is removed for investigation. 
LLETZ (Laser, cryo, cautery and cold coagulation): Laser is the most commonly used means of preventing cancer in women with an abnormal smear. It is a simple method of removing the tiny piece of skin from the neck of the womb that has the potential problem. The other methods are designed to destroy the same piece of skin/lining. They are all performed under local anaesthesia.
Hysteroscopy: A procedure that takes a look inside the uterus through a scope.  The physician can see the lining of the uterus (endometrium) and the openings of the fallopian tubes.  It allows direct view of the uterine lining and the ability to take samples of tissue.  This procedure is minimally invasive and may be performed in an outpatient setting.
Operative Hysteroscopy: While the physician is visualizing the uterus and endometrial lining, he may remove polyps, fibroids or perform a D&C.  This procedure is typically performed in a theatre setting.

Urogynaecology: 

The field of Urogynaecology (a subspecialty within Obstetrics and Gynecology) is dedicated to the treatment of women with pelvic floor disorders such as urinary or fecal incontinence and prolapse (bulging) of the vagina, bladder and/or the uterus. 
Prolapse Repair:
If the uterus is prolapsed, a ring may be inserted to support both the uterus and bladder. If prolapse is more serious a repair operation may be required when the stretched muscles and ligaments supporting the uterus are tightened up. These can be an anterior repair, posterior repair, pelvis floor repair and/ or Manchester repair.
Transvaginal Tape (TVT):
Tension free vaginal tape (also known as TVT) was first introduced in Sweden in the mid 1990's. Some patients who have urinary incontinence can be treated using TVT. Tension-free Transvaginal tape is a surgical procedure that requires a surgeon to insert a synthetic mesh-like tape between a woman's abdominal and vaginal wall. In less than six weeks, tissue will have grown around the tape to hold it in place to support the bladder neck and urethra.

Sacrocolpopexy
This is a surgical procedure to correct a prolapse of the vaginal vault (top of vagina) in a woman who have had a previous hysterectomy.
Transobturator tension-free vaginal tape (TOT)
TOT is used in the treatment of urinary stress incontinence. Transobturator tension-free vaginal tape (TOT) is a procedure that involves inserting a tape to act as a sling around the urethra so that it is supported and stays in the right position even when pressure is exerted. The tape is inserted through small openings made in the skin on either side of your groin and the vagina.
Pregnancy Loss: 

Pregnancy loss can happen anytime during a pregnancy. It may be a miscarriage, a tubal (ectopic) pregnancy, a stillbirth, or it may be the death of a baby shortly after birth (neonatal death). 
Miscarriage or spontaneous abortion is the natural or spontaneous end of a pregnancy at a stage where the embryo or the fetus is incapable of surviving, generally defined in humans at a gestation of prior to 24 weeks or weighing <500grms. Miscarriage is the most common complication of early pregnancy. 
A threatened miscarriage describes any bleeding seen during pregnancy prior to viability that has yet to be assessed further. At investigation it may be found that the fetus remains viable and the pregnancy continues without further problems. 

Alternatively the following terms are used to describe pregnancies that do not continue:

· An empty sac is a condition where the gestational sac develops normally, while the embryonal part of the pregnancy is either absent or stops growing very early. Other terms for this condition are blighted ovum and anembryonic pregnancy. 
· An inevitable miscarriage describes where the fetal heart beat is shown to have stopped and the cervix has already dilated open, but the fetus has yet to be expelled. This usually will progress to a complete abortion. 

· A complete miscarriage is when all products of conception have been expelled. 

· An incomplete miscarriage occurs when tissue has been passed, but some remains in utero. 

· A missed miscarriage is when the embryo or fetus has died, but a miscarriage has not yet occurred. 
· Recurrent miscarriage is defined as the loss of three or more consecutive pregnancies.
Evacuation of Retained Products of Conception (ERPC or ERPOC)

This is a medical term describing a gynaecological procedure to remove (from the womb) the remnant parts of a pregnancy following a miscarriage. The procedure is a variant of dilation and curettage.
Ectopic Pregnancy

An ectopic pregnancy occurs when the egg cannot travel to the uterus because of a blocked fallopian tube and if it is fertilised the pregnancy starts in the fallopian tube itself. As the foetus cannot survive in the fallopian tube these ectopic pregnancies must be treated medically or surgically.

Perinatal Loss

This includes early and late fetal death (miscarriage and stillbirth) and also includes the death of a live born neonate in the first 28 days after birth (neonatal death).

Stillbirth

Stillbirth refers to a child born weighing 500 grams or more or having a gestational age of 24 weeks or more who shows no sign of life (Stillbirths Registration Act, 1994).

Neonatal Death

Neonatal death is a death, following live birth, of a baby before completing 28 days of life (death within 0–27 days) (Stillbirths Registration Act, 1994).
Emergency Numbers

It is essential that you know the following emergency numbers
Fire _22222______

Cardiac Arrest___22555

Obstetric or Neonatal Emergency___20799

By the end of the first day in each area it is essential that you are capable of locating the following emergency equipment:
Resuscitation Trolley_________Located__________

Suction Machine_____________Located__________

Fire Hose__________________Located__________

Fire Extinguisher____________Located___________

Fire Panel__________________Located___________

Fire Blanket________________Located___________

Important Telephone Numbers 

	Cork University Maternity Hospital
	021- 4920500

	Ward 2 East 
	Ext: 20633

	Ward 2 South
	Ext: 20628

	Ward 3 East
	Ext: 20663

	Ward 3 South
	Ext: 20650

	Ward 4 South
	Ext: 20688

	Delivery Suite
	Ext: 20547/ 20548/ 20544

	Neo Natal Unit
	Ext: 20514/ 20515/ 20516

	High Dependency Unit
	Ext: 20553

	Admissions/ Emergency Room
	Ext: 20595/ 20596/ 20545

	Day Services 
	Ext: 20563/ 20562


Shift Times

The staff on this ward usually work 12 hour shifts. Staff on Night Duty also work 12 hour shifts. Some Students may work other shifts

e.g. 8am-2pm or 2pm-8pm. The off-duty rota will be available in the Midwives/ Nurses station. Student allocations and off-duty will also be kept with the off-duty rota. Ward report commences on or before 8am so it is imperative that you are at the Midwives/Nurses station punctually. 

Break Times

All shifts include a ‘break’, and it is important that you take your breaks.

Don’t be afraid to ask a member of staff or your preceptor or CMM about break times and to show you where you can avail of canteen facilities. The main canteen is situated in the CUH campus which is accessible via a link corridor located near the main staff changing facility on 1st Floor. Alternatively you can use the main entrance at CUH and ask for directions at the reception desk. There is a staff dining area on 4 East. This is Accessible using your ID swipe card. This room has a staff fridge, microwave, toaster, kettle, vending machines, coffee machine, TV, Dining and Lounge area. Alternatively you can use the “Coffee Station” Café located on 1st floor CUMH or the café by the entrance of CUH in the cardiac- renal building.
Hand Hygiene

Hand-washing is essential upon entering the ward. Our purpose is to prevent infection. It is important that you are aware of the importance of Hand Hygiene and have completed annual education on Hand Hygiene and WHO “5 moments of Hand Hygiene” .It is also essential that you familiar with and use ‘standard precautions’ in practice for the safety of the women and babies in your care and for your own safety. 
Where to find things?
It can be very stressful when you are told to get something and you don’t know where it is. So don’t be afraid to ask another midwife or your preceptor where it is. Remember if you move something please ensure to put it back where you found it. Request to be shown around the area on your first day, identifying fire exits and emergency equipment.
Absenteeism

1st, 2nd and 3rd year Supernumerary B.Sc. Student Midwives,  

Although you are not employees of the HSE, when you are absent from a clinical placement it is important that the HSP is aware of the absence. Absenteeism must be reported to the ward Manager or her deputy and the Senior Midwifery Manager on duty prior to the beginning of the shift.  Please adhere to UCC and hospital guidelines for BSc Midwifery with regard to sick leave.
B.Sc. Internship/ Post Graduate Student Midwives,  
As you are employees of the HSE the policy regarding notification of the HSP when absent from work applies to you. Absenteeism must be reported to the ward Manager or her deputy and the Senior Midwifery Manager on duty prior to the beginning of the shift. The clinical Co-ordinator or CPC must also be informed. Please make every effort to give notice of absenteeism as changes are required to provide adequate cover in the clinical area. The night superintendents will deal with this between 20.00-   08.00hrs.  It is not acceptable to get a family member or friend to contact the hospital. Please refer to hospital orientation booklet for further information re hospital Absenteeism policy.

Preceptors/ Associate preceptors for students

Each student midwife will be allocated a midwife preceptor during their clinical placement on this ward. Your preceptor will have completed a teaching and assessing course/ preceptorship course that enables them to support, guide and assess and supervise students in the clinical practice setting and assist students learn the practice of midwifery.

Where possible you will work alongside your preceptor and so it is important that you feel you can approach them at any time to discuss your learning needs, while you are on this ward. Therefore, off duty requests can only be accommodated on a ‘needs’ basis. Your preceptors name will be next to student name on the off duty. Please identify yourself to your preceptor on the first day of clinical placement. While you are on this ward, you will work with other midwives, who will provide you with valuable knowledge and experience. 

Clinical Learning Outcomes Handbook

It is important that prior to a placement, students should study their Competency Assessment Booklet & the ward learning outcomes to identify the elements and skills they would like to achieve at exposure/participation/identification or internalisation level. You can then discuss these with your preceptor and CPC at the commencement of placement interview.

Student Midwives in accordance with NMBI, must also record gynaecology experiences in the Clinical Practice Experience Booklet (blue book). 

Student tip don’t wait until the end of your placement to get your Competency Assessment Booklet signed off. Do it as you go along.  Be persistent, and ensure you have your booklet with you each day of practice placement. 
REFLECTION! Reflective practice is an essential facet of learning from practice for both students and midwifery staff. It enables us to utilise what we see and do during clinical practice in a way which links theory and practice. This encourages us to examine and explore behaviours, thoughts, feelings and attitudes about clinical experiences. Undergraduate students are allocated 5 hours of reflective practice per week of reflective time, in addition to practice placement hours. All students should aim to complete reflective accounts during practice placement, on competencies which are achieved in midwifery practice, using the stages of Gibbs Cycle as a framework. This enables learning to occur not just from a theoretical perspective, but also from that of experiential learning.  The student should aim to complete one reflective account per week.
What to do if you have a bad day!

Please don’t be afraid to approach your preceptor or another member of staff if you are feeling upset or unhappy during your time on 4 south. There are many reasons that might trigger these feelings, but remember it is most important that you tell somebody. Please don’t hesitate to contact your CPC/Clinical Coordinator
For common Abbreviations you may encounter on this ward please refer to hospital policy and midwifery education folder for comprehensive listing.

This Document is a guide only for your placement
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