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1. Patient Summary
All providers of maternity care must work collaboratively, recognising the knowledge, skills and experience
that each professional group possesses. Collaborating teams should have a designated clinical leader, and
clear decision making pathways. Such arrangements should aim to recognise the potential for, and to avert,
adverse outcomes for mothers and babies. It is important for women and their families that care is provided
in an environment of interdisciplinary harmony.

2. Introduction
This multidisciplinary guideline has been developed to assist those involved in provision of maternity care to
deliver best-practice evidence-based maternity care across multiple models of care.
2.1 Health practitioners providing maternity care
These guidelines have the intention of making best use of the knowledge, skills, and experience that each of
the professional groups provide to maternity care (General Practitioners [GP], General Practitioner
Obstetricians, Midwives, Specialist Obstetricians, and Maternal Fetal Medicine subspecialists).
During a pregnancy, referral may be required to a specialist in another discipline, for example to a
Geneticist, Physician, Anaesthetist, Surgeon, Paediatrician, Infectious Diseases Specialist, or Psychiatrist.
Referral will usually be the decision of the primary health care team and will depend on the level of the
particular expertise available within the team.
2.2 Models of care
The following models of care are supported:

a. Shared care models
•
•

GP Obstetrician and Hospital Midwives and designated Aboriginal and Torres Strait
Islander healthcare workers
GP, Hospital Midwives and Specialist Obstetrician or GP Obstetrician

b. Team care models
•
•

Hospital Midwives & Specialist Obstetricians within the Public Health System
Hospital Midwives, Specialist Obstetricians and Maternal Fetal Medicine sub-specialist
within the Public Health System

c. Private care models
•
•

Private Obstetrician and Private Hospital Midwives
Private Midwife, Private Obstetrician (GP or Specialist) and Hospital Midwives

2.3 Health care settings

a. Six level classification of maternity health care facilities
At present, there is a lack of uniformity in the classification of Maternity Health Care Settings across Australia
and New Zealand.
Increasingly, a “six level” classification is being adopted as follows:
a. Level 1
Staffing
• Midwives, General Practitioner
Resources
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•

Antenatal and postnatal care for women with no identified risk factors.
Antenatal care
No planned birthing or neonatal care
Postnatal care
b. Level 2
Staffing
•
Midwives, General Practitioner Obstetrician
Resources

•

Antenatal, intrapartum, and postnatal care to women with no identified risks.
May not have GP or specialist obstetricians, anaesthetists and paediatricians available
May provide care within a stand-alone midwifery unit
May or may not have a Level 1 neonatal service

Level 2 maternity services do not undertake care of women with an identified risks including:
Pre- or post-term labour or birth
Induction or augmentation of labour
Planned caesarean section
Vaginal birth after caesarean section
Instrumental birth
Care requiring continuous electronic fetal monitoring
c. Level 3
Staffing
•
Midwives, GP or Specialist Obstetricians
Resources
•
May provide care for women with no identified risk factors, or except after consultation and
development of a plan of care by an obstetrician or GP obstetrician associated with the
service facility.
Level 3 services that are not staffed by specialist obstetricians, paediatricians, anaesthetists, and 24
hour access to operating theatre and pathology services usually do not undertake:
Planned preterm birth
Caesarean section for placenta praevia
Planned vaginal birth of women with a multiple pregnancy
Other complex births
d. Level 4
Staffing
•
Midwives, Specialist Obstetricians
Resources

•

May provide care for women at or beyond 34 weeks gestation with no identified major risk
factors.
Obstetricians, paediatricians and specialist anaesthetists must be available 24 hours.
Collaborative care is provided by midwives, junior medical officers and obstetricians.

Level 4 maternity services are typically supported by a Level 3 neonatal service.
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Level 4 maternity services do not usually undertake planned:
Caesarean section for major placenta praevia or suspected placenta accreta/percreta
Planned birth of twins with additional risk factors such as growth discordance, or
monochorionic twins
Triplets or higher order multiples.
e. Level 5
Staffing
•
Midwives, Specialist Obstetricians
Resources

•

As for Level 4 maternity service plus may provide care for women at or beyond 32 weeks
gestation with a higher level of complexity.

Collaborative care is provided by midwives, junior medical officers, obstetricians and
paediatricians.
Level 5 maternity services do not usually undertake the care of women with/who require:
Known or suspected placenta accreta/percreta
Triplets with other risk factors or higher order multiples
Complex multidisciplinary care.
f. Level 6
Staffing
•
Midwives, Specialist Obstetricians and Sub-specialist services
•
Physician, Genetics, Specialist Haematology availability
Resources

•

May provide care for all women regardless of clinical risk.
Collaborative care is provided by midwives, junior medical officers, obstetricians and
maternal-fetal medicine specialists and neonatologists.

b. Three level classification of health care facilities
Many institutions use a “three tier” classification based on the level of neonatal care available:
a. Level 1
•
No Special Care Neonatal unit
b. Level 2
•
Special Care Neonatal unit
c. Level 3
•
NICU

c. Descriptive classification of health care facilities
These do not translate exactly into the six levels described above but are still useful concepts.
a.
b.
c.
d.
e.

Remote or Rural Centres
Provincial Centres
Metropolitan Centres
Tertiary Centres
Birth Centres co-located with a facility capable of providing emergency obstetric and neonatal care.
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The College does not support Home Birth or ‘Free-standing’ Birth Centres (without adjacent obstetric and
neonatal facilities) as appropriate Health Care Settings. The College acknowledges that a very small
minority of women will choose to birth in these centres, even if appropriately informed of the potential
limitations to emergency care that can be provided.

2.4 Guideline flexibility
There is necessarily a balance between strict adherence to the guidelines and a need for flexibility in specific
or unusual circumstances and the clinical circumstances of the woman or fetus. The principle of patient
autonomy (the right to accept or refuse medical advice) must also be considered when interpreting these
guidelines.
When guidelines are not adhered to, it is important that the practitioner document the reasons for future
reference. When this occurs regularly, for example in response to a local health care environment or
resource issue, there should be reference to local hospital or practice guidelines.

2.5 Informed consent
In adopting these guidelines, it is important to acknowledge that women and their families may choose not
to follow a recommended course of action.
When these situations occur, the clinical record should reflect this in such a way that subsequent clinical
audit can identify the issue. This will allow identification of recurring problems, including the provision of
inaccurate information about risk, or difficulties in providing information in such a way that it can be
understood.
Information should always be provided appropriate to the patients’ social and cultural background, and in
an unbiased manner. Written information is often helpful, particularly when language is an issue, but should
not replace careful and considered discussion.

2.6 Guideline review
The guidelines will be reviewed at three yearly intervals, or earlier if required.

3. General principles
3.1 All models of care are collaborative
There is no place in maternity care for “professional independence”. All providers of maternity care must
work collaboratively, recognising the knowledge, skills and experience that each professional group
possesses.
Clear decision making pathways are required within the collaborating team, recognising the imperative of a
designated clinical leader.
3.2 Timely consultation & referral is imperative
Providers of maternity care should strive to recognise the potential for, and to avert, adverse outcomes.
Although timely consultation will not always be possible, it should always be sought.
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All referrals should be subject to intermittent multidisciplinary audit, to allow review of the appropriateness
and timeliness of both referral and response, as well as outcomes for mother and baby.
3.3 Interdisciplinary harmony
It is important for women and their families that care is provided in an environment of interdisciplinary
harmony. This should be a priority at all levels of care, extending to hospital administrative structures,
representative professional bodies, and to Government.
Strategies to facilitate interdisciplinary harmony include:
•
•

Structuring maternity care in multidisciplinary teams
Encouraging team members to work together rather than being separated in place and time.

3.4 Within the same model of care or to another model of care?
Where consultation can occur within the same Model of Care, disruption will be minimised. Collaborative
models should have the inherent advantage of agreed policies for management of complications.
Indications for further assessment:
Below is a list of indications for medical assessment within the Model of Care, where the medical
practitioner has not previously seen the woman, or where there has been a change in the nature or severity
of a particular condition.
The following coding is used for clinician referral:
G/O: GP (with a recognised postgraduate qualification in obstetrics) or Specialist Obstetrician
where a GP with suitable qualifications is not available, referral should be to a specialist
Obstetrician
A: Specialist Anaesthetist
P: Specialist Paediatrician
O: Specialist Obstetrician
S: Maternal Fetal Medicine Sub-specialist or Senior Obstetrician at Level VI facility

3.5 For the following, refer to the relevant Appendix section in the Appendices which follow.
Appendix 1: Complications in a Previous Pregnancy
Appendix 2: Clinical Presentations
Appendix 3: Medical Complications
Appendix 4: Obstetric Complications
Appendix 5: Surgical and Gynaecological Conditions
Appendix 6: Anaesthetic Issues
Appendix 7: Procedures in the Index Pregnancy
Appendix 8: Neonatal Complications
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4. Links to other College statements
Evidence-based Medicine, Obstetrics and Gynaecology (C-Gen 15)
http://www.ranzcog.edu.au/component/docman/doc_download/894-c-gen-15-evidence-based-medicineobstetrics-and-gynaecology.html?Itemid=341

5. Other suggested reading
Australian College of Midwives, National Midwifery Guidelines for Consultation and Referral,3rd Edition,
Issue 2, 2015.

Ministry of Health, Guidelines for Consultation with Obstetric and Related Medical Services (Referral
Guidelines), 2012.

6. Patient information
A range of RANZCOG Patient Information Pamphlets can be ordered via:
http://www.ranzcog.edu.au/publication/womens-health-publications/patient-information pamphlets.html
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Appendices
Appendix 1: Complications in a Previous Pregnancy

Obstetric Complications
Recurrent 1st miscarriage
Midtrimester miscarriage
Placental abruption
Preterm Delivery, Cervical incompetence,
Preterm PROM
Procedures
Caesarean section
Manual removal
Postpartum haemorrhage
Preterm birth
Shoulder dystocia
Termination of pregnancy
Medical Complications
Blood group antibodies
Trophoblastic disease
Hypertensive disease
Pre-eclampsia
Eclampsia
Malignancy
Urinary Tract Infection (UTI)
Herpes genitalis
Fetal / Neonatal Complications
Red Cell Iso-immunisation
Platelet Iso-immunisation (NAIT)
Macrosomia
IUGR
Perinatal death
Fetal abnormality
Intrapartum Complications
Complications of anaesthetic
Complications of other analgesia or sedation
Obstructed labour
Shoulder dystocia
3rd & 4th degree lacerations
Cervical laceration
Post partum haemorrhage (PPH)
Retained Placenta
Vaginal laceration
Puerperal Complications

Severity or Examples

Clinician

3 or more
1 or more

G/O
G/O
G/O
O
G/O

< 35 weeks’
35-36.6 weeks’

< 35 weeks
3 or more

Requiring antihypertensive Rx
See ASSHP definition

Recurrent

Including severe or persistent jaundice
Including neonatal haemorrhage or
excessive bruising
> 90th centile for gestational age
< 10th centile for gestational age
< 3rd centile for gestational age

> 600 mls

G/O
G/O
G/O
G/O
G/O
G/O
O
O
G/O
G/O
O
G/O
G/O
G/O
O
S
G/O
G/O
O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
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Severity or Examples
Vulval and perineal haematoma
Breast abscess
Postnatal depression
Dyspareunia > 3/12 postpartum
Urinary Incontinence > 6/52 postpartum
Faecal Incontinence

Clinician
G/O
G/O
G/O
G/O
G/O
G/O

Appendix 2: Clinical Presentations
Severity or Examples
Acute abdominal pain
Palpitations
Hypertension
Proteinuria
Morbid obesity
Low maternal weight
Obstetric - Antenatal
Uncertain dates in 3rd trimester of pregnancy
Uterine Fundus Small for dates
Uterine Fundus Large for dates
Oligohydramnios
Polyhydramnios
Antepartum haemorrhage
Reduced fetal movements
Obstetric - Intrapartum
Fetal heart rate abnormalities
Intrapartum haemorrhage
Maternal tachycardia
Meconium liquor
Maternal hypotension or shock
Obstructed labour
Prolonged first stage of labour
Prolonged second stage of labour
Pyrexia in labour
Shoulder dystocia
Obstetric - Postnatal
Postpartum haemorrhage – primary or
secondary
Puerperal sepsis

Clinician
G/O
Recurrent, persistent or associated with other G/O
symptoms
>= 140/90 or
G/O
relative rise >= 30/15
> 0.3g / 24 hours
G/O
BMI > 35
G/O
BMI < 20
G/O

Fundal height < 4 cm below expected for
gestational age
Fundal height > 4 cm above expected for
gestational age

More than one presentation with decreased
fetal movements and a normal CTG

G/O
G/O
G/O
O
O
O
G/O

G/O
G/O
Persistent & > 110
G/O
G/O
G/O
G/O
< 1cm / hr in active phase of labour (Cx > G/O
3cm & effaced)
> 2 hours nullipara or > 1 hour multipara G/O
G/O
> 37.5 °
G/O
G/O
Temp > 37.5, maternal tachycardia

G/O
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Appendix 3: Medical Complications
Severity or Examples
Cardiovascular
Cardiac

Hypertension
(incl essential, endocrine, renal)
Pulmonary hypertension
Thromboembolism
Dermatological
General
Endocrine
Diabetes

Thyroid disease
Hypopituitarism
Prolactinoma
Gastroenterological
Cholelithiasis
Cholestasis of pregnancy
Inflammatory bowel disease
Hepatitis
Oesophageal varices
Genetic
General
Marfans
Haematological
Anaemia

Bleeding disorders
Thrombophillia

Infectious Diseases
Possibility of acute or chronic Infection

Iso-immunity
Red Cell Iso-immunisation

Clinician

Arrhythmia, Cardiac valve disease, Ischaemic O
heart disease Cardiomyopathy, Congenital
cardiac disease
G/O

E.g. previous DVT, PE

O
O

Any requiring systemic medication

G/O

Pre-existing (insulin dependent or non insulin G/O
dependent)
Gestational, well controlled on diet
G/O
Gestational, requiring insulin
G/O
G/O
G/O
O

Acute /chronic

Any condition with which the practitioner
does not have detailed familiarity

G/O
G/O
G/O
G/O
O
O
O

Hb < 90 g/l, not responding to treatment,
G/O
Haemolytic anaemia, Macrocytic anaemia,
Haemoglobinopathy incl Thalassaemia, HbE,
Sickle cell disease
Including Thrombocytopaenia, Von
O
Willebrands
Including Antiphospholipid syndrome,
O
Anticardiolipin antibodies, Lupus
anticoagulant, hereditary thrombophilia
Viral: Rubella, Varicella, CMV, Parvovirus,
HIV, Hepatitis (A, B, C, D or E)
Bacterial: Syphilis, Tuberculosis, Listeriosis
Protozoan: Toxoplasmosis, Malaria

S

O
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Severity or Examples
Platelet Iso-immunisation (NAIT)
Neurological
AV malformation, CVA, TIAs
Epilepsy
Multiple sclerosis
Myasthenia gravis
Spinal cord lesion
Muscular Dystrophy or Myotonic Dystrophy
Psychiatric & Chemical Dependency
Alcohol or drug dependency
Psychiatric condition
On medication or unstable condition
Nephrological
Glomerulonephritis, Pyleonephritis, Renal failure
of insufficiency, renal abnormality or vesicoureteric reflux
Respiratory Disease
Asthma
Asthma - Moderate.
- oral steroids on two occasions in last
12/12
Asthma - Severe
- hospitalisation in the last 2 years
- any previous admission to intensive care
- FEVi < 70% in absence of acute attack,
- requiring bronchodilator therapy daily
- > 1200 mcg budisonide or equivalent
Rheumatological
Connective Tissue Disease incl SLE, Rhematoid
Arthritis, PAN, Scleroderma … etc

Clinician
S
O
O
O
O
O
O
G/O
G/O
O

G/O
G/O

G/O

O

Appendix 4: Obstetric Complications
Antenatal Obstetric Complications
Multiple pregnancy
Placenta praevia
Placental abruption
Cervical incompetence
Preterm labour

Severity or Examples

Clinician

Twins or higher order multiples
Twin-Twin Transfusion Syndrome
> 28 weeks’ gestation

O
S
O
O

34-36.6 weeks’
< 34 weeks’
34-36.6 weeks’
< 34 weeks’

G/O
O
Preterm PROM
G/O
O
Term PROM
G/O
Malpresentation
> 36 weeks’; breech, transverse, oblique or G/O
unstable lie
Term PROM (Premature rupture of membranes) > 37 weeks’ and not in labour
G/O
Prolonged pregnancy
> 41 weeks’ GA
G/O
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Fetal Complications
Macrosomia
IUGR
Perinatal death
Fetal abnormality
Intrapartum Complications or Procedures
Malpresentation
Complications of anaesthetic
Complications of other analgesia or sedation
Failure to Progress in 1st stage of Labour
Failure to Progress in 2nd stage of Labour
Obstructed labour
Regional Anaesthesia
Induction or Augmentation of Labour
Instrumental Vaginal Delivery
Shoulder dystocia
3rd & 4th degree lacerations
Cervical laceration
Post partum haemorrhage (PPH)
Retained Placenta
Vaginal laceration
Puerperal Complications
Secondary PPH
Vulval and perineal haematoma
Mastitis or Breast abscess
Postnatal depression

Severity or Examples

Clinician

> 90th centile for GA
< 10th centile for GA
< 3rd centile for GA

G/O
G/O
O
O
O

G/O
G/O
G/O
Cs dilatation less than 1cm /hr in the active G/O
phase of labour
> 45 mins in MG, > 1.5 hrs in PG
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O

Appendix 5: Surgical and Gynaecological Conditions
Severity or Examples
Gynaecological
Cervical surgery including cone biopsy, laser
excision or LLETZ
Congenital abnormalities of the uterus
Infertility
Previous uterine surgery
Prolapse
Uterine fibroids
Vaginal Abnormality
Surgical
Abdominal trauma
Appendicitis

Clinician
G/O

Without previous normal pregnancy
outcome
IVF or GIFT pregnancy
Myomectomy
Previous uterine perforation
Previous surgery grade 3 or 4
E.g. Septum

G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
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Appendix 6: Anaesthetic Issues
Severity or Examples
Condition that may cause anaesthetic difficulty E.g. Neuromuscular disease, Scoliosis
Previous failure or complication of anaesthesia E.g. difficult intubation, failed epidural

Clinician
A
A

Appendix 7: Procedures in the Index Pregnancy
Severity or Examples

Clinician
G/O
G/O
G/O
G/O

Severity or Examples

Clinician

Induction of labour
Instrumental vaginal delivery
Caesarean section
Manual removal

Appendix 8: Neonatal Complications

Fetal Abnormality
ANY significant abnormality detected on
clinical examination or antenatal ultrasound
Poor Condition at Birth or in the First Hours of Life
- Apgar < 7 at 5 minutes of age or < 2
minutes to establish respiration
- Persistent or recurrent cyanosis
- Lethargy, hypotonia,
- Convulsions or unresponsiveness
- Excessive Irritability
Growth and Feeding
- Poor suck or feeding not related to gestation
- Dehydration or > 10% weight loss since birth
- Persistent vomiting without blood or bile
- Intra-uterine growth restriction
- Preterm birth
< 37 weeks’
- Low birth weight
< 2500g
- Macrosomia
> 4500g or
> 90th centile for GA
- Poor weight gain
Birth weight not regained by 14 days
Postmaturity
Evidence of (or Risk Factors for) System Disturbance
Gastrointestinal
Unable to pass a gastric tube in a mucousy
baby
Abdominal distension or mass
Persistent or bile stained vomiting or fresh
blood in stools
No passage of meconium by 24 to 36 hours
Inguinal hernia
Genitourinary
Failure to pass urine in any 24 to 36 hour

G/O

G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
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Haematology

Infection

Jaundice

Chemical Dependency
Endocrine

Genetic
- Family history with risk factors for baby
Orthopaedic

Respiratory
- RDS (any of the following features:
cyanosis, RR>60, nasal flaring, persistent
grunting, intercostal retraction)
- Apnoea
- Stridor, nasal obstruction
Previous Adverse Perinatal Outcome
Maternal medication
- with risk to baby

Severity or Examples
period
Evidence of a bleeding tendency:
haematemesis, melena, haematuria, purpura,
generalised petechiae
Haemorrhage from cord or other site
Maternal thrombocytopenia
Maternal isoimmunisation
Risk factor for sepsis - membrane rupture >
24 hours
Maternal chorio-amnionitis: fetal tachycardia,
maternal pyrexia, offensive liquor
Temp < 36.0 C or > 37.5 C confirmed
within one hour following appropriate
management
Intrauterine infection e.g. toxoplasmosis,
rubella, CMV, syphilis
Any in first 24 hours
Bilirubin > 250 micromol/l in first 48 hours
Bilirubin > 300 micromol/l at any time
Late jaundice: visible or > 150 micromol/l
from 2 weeks in term infant and 3 weeks in
preterm infant.
Significant jaundice in previous infant
E.g. methadone, marijuana, alcohol,
codeine, valium
Infant of diabetic mother
Infant of mother with significant thyroid
disease
E.g. vesico-ureteric reflux, congenital heart
disease, deafness
Unstable hips, breech delivery, family history
of dislocated hips
Talipes equinovarus or significant positional
foot deformity
Any, persistent grunting, pallor

Maternal request or anxiety regarding
normality
E.g. carbimazole, antipsychotics,
antidepressants, anticonvulsants

Clinician
G/O

G/O
G/O
P
G/O
G/O
G/O

G/O
P
P
P
G/O

G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
G/O
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Name

Position on Committee

Associate Professor Stephen Robson
Dr James Harvey
Associate Professor Anusch Yazdani
Associate Professor Ian Pettigrew
Dr Ian Page
Professor Yee Leung
Professor Sue Walker
Dr Lisa Hui
Dr Joseph Sgroi
Dr Marilyn Clarke
Dr Donald Clark
Associate Professor Janet Vaughan
Dr Benjamin Bopp
Associate Professor Kirsten Black
Dr Jacqui Boyle
Dr Martin Byrne
Ms Catherine Whitby
Ms Sherryn Elworthy
Dr Nicola Quirk

Chair and Board Member
Deputy Chair and Councillor
Member and Councillor
Member and Councillor
Member and Councillor
Member of EAC Committee
General Member
General Member
General Member
General Member
General Member
General Member
General Member
General Member
Chair of the ATSIWHC
GPOAC representative
Community representative
Midwifery representative
Trainee representative

Appendix B Overview of the development and review process for this statement

i.

Steps in developing and updating this statement

This statement was originally developed in March 2009 and was most recently reviewed in March 2015.
The Women’s Health Committee carried out the following steps in reviewing this statement:

ii.

•

Declarations of interest were sought from all members prior to reviewing this statement.

•

Structured clinical questions were developed and agreed upon.

•

An updated literature search to answer the clinical questions was undertaken.

•

At the March 2015 face-to-face committee meeting, the existing consensus-based
recommendations were reviewed and updated (where appropriate) based on the available
body of evidence and clinical expertise. Recommendations were graded as set out below in
Appendix B part iii)

Declaration of interest process and management

Declaring interests is essential in order to prevent any potential conflict between the private interests of
members, and their duties as part of the Women’s Health Committee.
A declaration of interest form specific to guidelines and statements was developed by RANZCOG and
approved by the RANZCOG Board in September 2012. The Women’s Health Committee members
were required to declare their relevant interests in writing on this form prior to participating in the review
of this statement.
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Members were required to update their information as soon as they become aware of any changes to
their interests and there was also a standing agenda item at each meeting where declarations of interest
were called for and recorded as part of the meeting minutes.
There were no significant real or perceived conflicts of interest that required management during the
process of updating this statement.

iii. Grading of recommendations
Each recommendation in this College statement is given an overall grade as per the table below, based
on the National Health and Medical Research Council (NHMRC) Levels of Evidence and Grades of
Recommendations for Developers of Guidelines.17 Where no robust evidence was available but there
was sufficient consensus within the Women’s Health Committee, consensus-based recommendations
were developed or existing ones updated and are identifiable as such. Consensus-based
recommendations were agreed to by the entire committee. Good Practice Notes are highlighted
throughout and provide practical guidance to facilitate implementation. These were also developed
through consensus of the entire committee.
Recommendation category

Description

Evidence-based

A

Body of evidence can be trusted to guide practice

B

Body of evidence can be trusted to guide practice in most
situations

C

Body of evidence provides some support for
recommendation(s) but care should be taken in its
application

D

The body of evidence is weak and the recommendation
must be applied with caution

Consensus-based

Recommendation based on clinical opinion and expertise
as insufficient evidence available

Good Practice Note

Practical advice and information based on clinical opinion
and expertise
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Appendix C Full Disclaimer
This information is intended to provide general advice to practitioners, and should not be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of
any patient.
This information has been prepared having regard to general circumstances. It is the responsibility of each
practitioner to have regard to the particular circumstances of each case. Clinical management should be
responsive to the needs of the individual patient and the particular circumstances of each case.
This information has been prepared having regard to the information available at the time of its preparation,
and each practitioner should have regard to relevant information, research or material which may have
been published or become available subsequently.
Whilst the College endeavours to ensure that information is accurate and current at the time of preparation,
it takes no responsibility for matters arising from changed circumstances or information or material that may
have become subsequently available.
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