Module Four: Intrapartum Management

Basic Skills 

689. (1 point) Using Leopold’s maneuvers, I would determine fetal lie, presentation and position during labor. To help ascertain these in a confusing situation, I would also use a fetoscope to assess loudest fetal heart tone location and relate that to fetal position, and do an internal exam to assess a vertex presentation and suture lie to assess position. 

690. (1 point) Vaginal exams to assess the progress of labor should be done according to Varney:

· On admission, to establish an informational baseline.

· Before deciding on the kind, amount, and route of any medication.

· To verify complete dilatation in order  to either encourage or discourage maternal pushing effort

· After SROM if a prolapsed cord suspected or  a possibility

· To check for a prolapsed cord when fetal heart rate decels are not improved with the usual maneuvers
There is not set time schedule (such as every hour) that should be used.

(Varney, p 419)

691. (2 points)

	Pelvic Structure
	Changes in Labor

	Cervix
	Dilation and Effacement, movement to central in vagina from posterior

	Uterus
	Uterine contractions will cause hardness, check to see if coordinated action, muscle mass will migrate to top of uterus, after fetus and placenta are out, the uterus will contract and shrink in size

	Bag of Waters
	Assess for bulging of bag and rupture

	Ischial spines
	Assess ischial spines in relation to fetal presenting part to determine station


(Varney, p 389)

692. (5 points) The steps of a sterile speculum exam:

1. Explain the procedure to the woman and have her empty her bladder

2. Provide a drape and leave the room while the woman undresses from the waist down

3. Assemble your equipment, making sure that your light source is at hand

4. Assist the woman in a semi-sitting position, and do the following:

5. encourage her to relax

6. ask her to place her feet in the footrests, bring her hips to the end of the table and to let her knees fall out to the side

7. Demonstrate sensitivity to the woman’s emotional well-being throughout the exam

8. Wash your hands and put on sterile gloves

9. Select the proper size speculum in a sterile pack and have assistant open the sterile pack and sterile lubricant, apply lubricant to the speculum.

10. Let the woman know you are about to touch her to her. 

11. Examine the external genitalia, noting any condyloma, herpes lesions, lice and etc.

12. Place your finger at the introitus, open your fingers into a peace sign and give posterior traction. This will expose the introitus.

13. Let the woman know you will now insert the speculum.

14. Introduce the speculum at a horizontal or slight oblique angle with the blades closed.

15. Insert the speculum in a downward fashion towards the woman’s tailbone until the handle of the speculum is flush against the perineum.

16. Carefully open the speculum until the cervix pops into view. If the cervix does not immediately pop into view, have the woman take a deep breath and encourage her to relax before trying to reposition the speculum. Often, the cervix, if given time, will come into view if you inserted the speculum posteriorly. This also helps to avoid any trauma to anterior structures.

17. Once you have an adequate view of the cervix, tighten the blades of the speculum.

18. Visualize the vagina and cervix noting:

19. color

20. integrity of the tissue

21. presence of absence of discharge

22. type of discharge, if present

23. type of odor, if present

24. Collect any specimens if needed, and explain each procedure to the woman. Have assistant help you as needed in order to maintain sterile technique.

25. Loosen the speculum blades and begin to withdraw the speculum while maintaining pressure on the blade lever. 

26. Once the speculum clears the cervix (the cervix will move), remove your finger from the blade lever and let the vagina close the blades while you finish removing the speculum.

27. Keep the speculum even when you remove it to prevent splattering of discharge.

28. Place speculum in appropriate container.

29. Remove and dispose of your gloves.

30. Turn off you light source.

31. Help the woman to a sitting position and offer her some tissue.

32. Explain your findings.

33. Leave the room while she dresses.

34. Prepare specimens (if any).

35. Document the results, including any significant emotional response to the exam.

(PSGM, p 47-48)

Sterile speculum exams are done to assess rupture of membranes, or if membranes were ruptured and an exam was needed to assess cervix, or to rule out placenta previa in the third trimester. 

693. (3 points) Steps for urinary catheterization:
1. Explain the procedure for catheterization to the woman.

2. Assemble the necessary equipment.

3. Wash and dry your hands. Put on sterile gloves.

4. Prepare the woman by placing an underpad beneath her, placing a bowl between her legs, and washing the external genitalia.

5. Have your assistant open the sterile catheterization try

6. Remove your contaminated gloves and put on new sterile gloves

7. Lubricate the catheter tip

8. Prepare cotton balls (or povidine swabs) with antiseptic cleanser

9. Separate the labia to expose the meatus

10. Cleanse the meatus with prepared cotton balls (or povidine swabs)

11. Cleanse the genitalia from the prepuce of the clitoris down

12. Pick up the catheter from the end away from the side that will enter the woman

13. Insert the tip of the catheter into the urethra to the proper depth (i.e. until flow of urine begins)

14. Allow the urine to flow into the bowl

15. Withdraw the catheter when urine flow is finished

16. Wash and dry the genitalia

17. Chart the output, the character of the urine and the time of the procedure.

(PSGM, p 165)

This should be done during labor if the woman’s bladder is full and bulging and she is not able to void on her own, or in this same situation after the baby is born and the bladder is obstructing full contraction of the uterus, or if a sterile sample of urine is needed and bloody show or other discharge would contaminate the specimen if collected any other way.

694. (1 point) Fetal heart tones should be evaluated every 30 minutes during active labor, more often (after every other contraction in second stage) as well as in the following situations:

· when membranes rupture

· after expulsion of an enema

· whenever there is any sudden change in the contraction or labor pattern

· after giving the woman medication and again at its peak action time

· whenever there is any indication that an obstetric or medical complication is developing
To establish baseline FHT, the midwife should start to listen midway between two contractions and count the FHT for 6 seconds, break for 4 seconds, and count again for 6 seconds, and continue this pattern of listening through the contraction to midway between it and the following contraction. The  rate and amount of irregularity should be noted, and correlations between uterine contractions and FHT should be noted.

(Varney, p 417)

695. (2 points) In assessing uterine contractions, the following should be evaluated:

· frequency: the time between each contraction, usually as labors progresses contractions become more frequent

· duration: the length of the actual contraction, usually as labor progresses the contractions get longer; active labor contractions are generally at least 45 seconds long, usually more like a minute

· intensity: this can be assessed by how the woman handles the contractions as well as feeling her belly for hardness, or by the toco monitor if being externally or internally monitored
(Varney, p 418)

696. (2 points) All maternal vital signs are checked every time the woman presents for a diagnosis of labor and again for initial evaluation. 

Maternal Vital Signs that are assessed during labor include:

BP: every hour

Pulse, Temperature, Respirations: 

· every 2 or 4 hours when the temp is normal and membranes are intact

· every 1 or 2 hours after the membranes are ruptured
(Varney, p 415)

697. (1 point) Dipsticking Urine

1. Instruct the woman to provide a mid-stream urine sample.

2. Have her dip a chemical stick into the urine sample, fully covering the chemical squares.

3. Compare, as directed on the dipstick container, within the time allowed to ascertain levels of glucose, ketones, protein, etc., if any.

4. Note the following about the sample:

· color

· density

· odor

· clarity

5. Instruct the woman to discard the urine sample, the dipstick and the container properly.

6. Advise the woman of the results.

7. Counsel the woman based on the results obtained from the dipstick and your observations.

8. Document the results.

(PSGM, p 34)

698. (1 point) The best evaluation for anemia during labor is proper prenatal assessment of women at risk for anemia, or with anemia so that corrective measures can be taken and these woman can be watched closely during labor. During labor, pale fingernail beds, skin pallor, malaise, sore tongue, pale mucous membranes, drowsiness, fatigue, dizziness and weakness can also be assessed to determine anemia, although may of these s/sx are normally present for the laboring woman. Amount of blood loss should be evaluated and documented to assess risk for pp anemia. Capillary tube collection, or a CBC may be done as well to assess hematocrit, although the utility of knowing this at this time (unless the level of hemorrhage was so great as to require transfusion) is questionable.

699. (1 point) Assessment of Edema

1. Explain the procedure to the woman.

2. Expose the woman tibia and press the tissue against the bone, using the forefinger for 1-2 seconds.

3. Begin pressing at the base of the tibia and repeat every three inches above if pitting is observed.

4. Observe for the degree of pitting indentation

· 2mm depression= +1 pitting edema

· 4mm depression= +2 pitting edema

· 6mm depression= +3 pitting edema

· 8mm depression= +4 pitting edema

or,

1. At mid-shin level press and hold for 5 seconds and grade according to the following:

· slight impression in the skin and/or color returns rapidly= +1 pitting edema

· obvious indentation which take 5 seconds to disappear and/or color to return= +2 pitting edema

· 5-10 seconds for the indentation to disappear and/or 10 seconds for color to return= +3 pitting edema

· indentation remains after 15 seconds and/or color does not return= +4 pitting edema

1. Repeat if necessary on the hands and face of the woman.

2. Inform the woman of the findings and counsel appropriately.

3. Chart the results.

(PSGM, p 68)

700. (1 point) If indicated due to s/sx of preeclampsia or HELLP syndrome, hyperrelexivity should be assessed by evaluating for clonus:

· position the woman so that her knee is partially flexed

· support this position with one of your hands underneath the bend in the knee

· with your other hand grasping her foot, sharply dorsiflex her foot and maintain pressure to keep it in dorsiflexion

· you will be able to see and feel any beats of clonus, as the muscle contractions and relaxations will cause rhythmical alterations between dorsiflexion and plantar flexion-the muscles being stretched are the same as for the ankle-jerk reflex.

(Varney, p 751)

701. (2 points) In doing an amniotomy one should:

· use sterile technique

· do the amniotomy between contractions so that:


a. the force behind the rupture is not as strong


b. the membranes are not stretched tightly against the fetal head (which leaves too little room to safely grasp the membranes)

· use an instrument that will be effective quickly and easily, such as an Allis clamp or hooks manufactured for that purpose

· after rupturing the membranes, leave your fingers in the vagina through the next contraction:


a. evaluate the effect of the amniotomy on the cervix (dilation) and on the fetus (descent and rotation)


b. assure there was no prolapse of cord

· have fetal heart tones evaluated during and after the AROM to assess the immediate effects on the wellbeing of the fetus

(Varney, p 420)

702. (2 points) The steps in performing an episiotomy:

· Place your index and middle fingers into the vagina, palmar side down and facing you. Separate them slightly and exert outward pressure on the perineal body

· The blades of the scissors are placed in a straight up-and-down position so that one blade is against the skin of the perineal body, with the point where the blades cross at the midline of the posterior fourchette.

· With your fingers that are in the vagina, and the thumb of the same hand on the outside of the perineal body, palpate for and locate the external anal sphincter.

· Adjust the length of the blades of the scissors on the perineal body to the projected length of the incision.

· Cut.

· Sponge, observe and palpate again for the external sphincter. Evaluate if another cut in this plane is needed.

· Cut again, if needed.

· Evaluate the extent of the incision into the vagina. Feel for a band of tight, restricting vaginal tissue just inside the introitus.

· Extend the vaginal side of the incision, if needed, or if the band of tissue is there and needs to be incised. Extension is accomplished by now pressing downward with your two fingers in the vagina, holding them apart enough to splint the incision line and in far enough to extend beyond the projected lengthening of the incision line. Bring the scissors from above the back side of the hand to slide between the fingers and make the cut.

· Apply pressure with 4x4 sponges to the incision.

(Varney, p 854)

Risk Screening 

703.  The history that needs to be taken at the initial labor assessment includes:

· Age

· Gravida and para

· Time of onset of contractions and frequency and duration of contractions from the onset to present

· Intensity of the contractions when lying down, in contrast to when walking around

· Descriptions of the location of discomfort or pain felt with contractions

· Length of previous labor

· Number of years since last baby

· Delivery methods of previous deliveries

· Size of largest and smallest previous babies

· EDD and present weeks of gestation

· Absence, presence or increase in bloody show

· Absence or presence of vaginal bleeding

· Status of membranes

· Any prenatal problems

· Any general health issues

((Varney, p 387-88)

704.
	False Labor
	True Labor

	contractions do not increase in frequency, duration and intensity

contractions are irregular and short duration
	contractions  increase in frequency, duration, and intensity

	contractions rarely intensified and may be alleviated by walking
	contractions intensified by walking

	contractions felt in the lower abdomen and groin
	contractions felt as radiating across the uterus from the fundus to the back

	contractions are irregular and short duration
	contractions may start as irregular and short duration, but become regular


(Varney, p 387)

705. It is not possible to distinguish between IUGR and SGA prior to delivery. The majority of SGA infants are small because of IUGR. Some babies can just be constitutionally small but be healthy. 

IUGR babies:

· show signs subcutaneous tissue wasting. 

· ability to gather large skin folds, especially around the shoulders and upper back. 

· dry skin

· meconium

· overalert appearance with prominent eyes, firm skulls
· may have symmetric or asymmetric growth restriction
(Varney, p 616)

706. Progress and pelvic adequacy are indicated by:

· Progressive effacement 

· Progressive dilation

· Descent of the presenting part

· Position of the presenting part, i.e. not asynclitic

707. In order to r/o ROM, it is necessary to do a sterile speculum exam (see above for steps), check for + nitrazine check and ferning, and for pooling of fluid in the speculum. It may also be possible to visualize a bulging bag of waters at the os, or to palpate the bag via a digital exam. 

If ROM has occurred, very limited and sterile vaginal exams should take place. Also, the woman should not put anything in her vagina, no sex, and be impeccable about hygiene. Vitamin C and echinacea should be increased to help the immune system as well. If indicated due to symptomology, or if GBS+, IV antibiotics should be administered per protocol.

708. Parity effects both duration of labor and the incidence of complications. A multiparous cervix offers less resistance to labor, thereby shortening duration of the labor. Multiparas also have more relaxed pelvic floor, offering less resistance to the passage of the baby, also shortening the duration, and have more pronounced fundal dominance with their contractions. Duration of labor may increase with grand multiparas, as a result of changes in the uterine musculature, often called “exhaustion of the uterine muscle”, e.g. a woman having her eighth baby having a longer labor than her first. 

Complications that rise in incidence with parity of 5 or above include abruptio placentae, placenta previa, uterine hemorrhage, maternal mortality, perinatal mortality, and double ovum twinning. (Varney, p 387)

709. Fetal positions that must be ruled out include: frank breech, complete breech, footling breech, brow, face, mentum, military, oblique or transverse.

710. Normal fetal positions that increase the duration of labor or rate of complications include: occiput posterior.

711. The qualities of the contraction that must be monitored to rule out complications are: coordination of effort, frequency, duration and intensity.

712. Vital signs and changes are used to rule out complications in the following ways:

	Vital Signs
	How to rule out complications

	Blood Pressure
	· when checking BP during a contraction a rise of up to 15 systolic and 5-10 diastolic is WNL, it should return to prelabor levels between contractions. if rise is greater than above, check for other signs of preeclampsia

· if elevated BP, put woman in LSL and check again

	Temperature
	· elevation should not exceed 1-2 degrees F which is normal due to increased metabolism during labor

· if higher, infection should be r/o

	Pulse
	· a slightly elevated pulse is likely normal , other parameters should be checked to rule out infection

	Respirations
	· a slight increase in respiratory rate is normal during labor and reflects the increase in metabolism that is occurring. 

· prolonged hyperventilation is abnormal and may result in alkalosis


(Varney, p 406-7)

713. Edema, especially pitting edema, may suggest preeclampsia or HELLP syndrome. Edema found in tandem with proteinuria, RUQ pain, headaches, elevated blood pressure would suggest preeclampsia. If edema is found and is not pitting or not in conjunction with previous symptoms, dehydration and inadequate electrolyte balance.

714. Estimated fetal weight of one or more pounds larger than previous baby or babies, alerts the midwife to the possibility of difficulty with delivery of the shoulders. (Varney, p 389)

Physical Assessment 

715. The bones of the pelvis are the:  illium, ischium, pubis, sacrum and coccyx.

716. The landmarks that are evaluated during pelivmetry are:

· ischial spines

· sacrum

· coccyx

· pubic arch

· ischial tuberosity

the most important pelvic measurements are:

· diagonal conjugate

· bi-ischial diameter

· angle of the pubic arch

· bituberous diameter

· angle of side walls

717.  The muscles of the pelvic floor

	Muscle
	Description

	Levator Ani:

a. pubococcygeous

b. iliococcygeous
	· supports and maintain position of pelvic viscera

· resists increase intra-abdominal pressure during forced expiration, coughing, vomiting, defecation, urination

· constricts the anus, urethra, and vagina

· supports fetal head during childbirth

	Coccygeous 
	· supports and maintain position of pelvic viscera

· resists increase intra-abdominal pressure during forced expiration, coughing, vomiting, defecation, urination

pulls coccyx anteriorly following defecation or childbirth


(T&G, p 330)

718. The process of birth stretches and distends the pelvic floor. Potentially, the pelvic floor could tear. After birth, the integrity of the pelvic floor may be compromised and its ability to support and maintain the pelvic viscera decreased.

719. The perineum consists of superficial perineal and deep perineal muscles

	Muscle
	Description

	Superifical 

a. superficial transverse perineus


	 helps stabilize central tendon of perineum

	b. bulbospongiosis
	helps propel urine

constricts vaginal orifice

assists in erection of clitoris 

	c. ischiocavernosis
	maintains erection of clitoris

	Deep

a. deep transverse perineus
	helps expel last drops of urine

	b. external urethral sphincter
	helps expel last drops of urine

	c. external anal sphincter
	keeps anal canal and anus closed


(T&G, p 332)

720. The urogenital triangle includes the external genitals which includes the labia, vagina, clitoris, urethra. 

721. The musculature of the uterus is located in the myometrium, the middle layer of the uterine wall. It is composed of three layers of smooth muscle fibers, thickest at the fundus and thinnest near the cervix. The division of the uterus are the fundus, the body and the cervix. Between the body and the external os of the cervix is a 1/2 region called the isthmus. (Frye, p 172)

722. The myometrium is the middle layer of the uterine wall consisting of three layers of smooth muscle. During pregnancy, the myometrium builds additional muscle mass and surface to accommodate the growing fetus. During labor, contractions differentiate the muscle mass of the uterus into two zones: 1. the lower passive zone which does not contract but thins out into a narrow muscular tube through which the baby will pass; 2. the upper contracting zone, which thickens and expels the baby during labor. The upper zone thickens only to the extent that the lower zone expands and thins. (Varney, p 384)

723. The obstetric pelvis refers to the true pelvis, the bony passageway through which the fetus must maneuver to be born vaginally. (Varney, p 791)

724. The pelvic cavity or inlet, is the upper entry into the true pelvis, bounded by the sacral promontory posteriorly, the linea terminalis laterally, and the upper portion of the symphysis pubis and the horizontal rami of the pubic bones anteriorly. (Varney, p 793)

725. The pelvic outlet can be thought of as being composed of two triangles, with the transverse diameter of the outlet servings as the common base. The transverse diameter of the outlet is the distance between the inner aspect of the lowermost part of the ischial tuberosities, usually about 10cm. (Varney, 794)

726-727.

	Type of Pelvis

& Effect on Labor
	Inlet
	Sacrum
	Sacrosciatic Notch
	Sidewalls
	Ischial 

Spines
	Pubic Arch

	gynecoid “female pelvis”

ideal for vaginal birth
	well rounded with the transverse diameter about the same or slightly greater than anteroposterior
	parallel with the symphysis pubis
	well rounded 
	straight
	blunt and neither prominent or encroaching
	wide >90 degrees

	android “male pelvis”

difficult vaginal delivery, increase OP birth, forceps, stillbirth, high rate of CPD & c-sec
	heart-shaped, posterior saggital diameter is quite short in comparison to anterior sagittal diameter leaving little room for fetal head in posterior pelvis
	anteriorly inclined and flat
	high arch and narrow
	convergent
	usually prominent and frequently encroaching, decreasing the interspinous diameter of the midplane
	narrow <90 degrees

	anthropoid

favors posterior position of fetus, adequate for vaginal delivery 
	oval with an anteroposterior diameter much larger than transverse diameter
	posteriorly inclined and flat, the longest sacrum and deepest pelvis, posterior sagittals are long throughout the pelvis leaving more space in the posterior pelvis for the fetal head
	average height but wide
	frequently convergent
	usually prominent but not encroaching, with the interspinous diameter of the midplane less than gynecoid but more than android pelvis
	may be narrow, but potential problem of outlet contracture is counterbalanced by lengthy anteroposterior diameter’s having a long posterior sagittal, providing room for the baby

	platypelloid-most rare

not conducive to vaginal delivery
	like a flat gynecoid pelvis, opposite of anthropoid pelvis having a short anteroposterior diameter and wide transverse diameter; also a wide forepelvis
	inclined posteriorly and quite hollow leading to short sacrum and shallow pelvis
	wide and flat with an acute angle b/t ischial spines and sacrum
	slightly convergent
	somewhat prominent but this has no effect due to substantial transverse diameter
	quite wide, this is the widest pelvis of all types


728. The important bones of the fetal skull are:

· occiput

· frontal bone

· parietal bones

· temporal bones

· mandible

729.-733.

	Name
	Location/Description

	Sagittal Suture
	Lies between the two parietal bones. Runs anterior-posterior between the two fontanelles and divides the head into left and right halves.

	Lamboidal Sutures
	Extend transversely from the posterior fontanelle. Separate the occipital bone from the two parietals.

	Coronal Sutures
	Extend transversely from the anterior fontanelle and lie between the parietal and frontal bones.

	Frontal Suture
	Between the two frontal bones. Anterior continuation of the sagittal suture. Extends from the glabella to the bregma. 

	Anterior Fontanelle
	At the junction of the sagittal, frontal and coronal sutures. Measures about 3x2 cm and is diamond shaped. Becomes ossified by 18 months. Facilitates molding. Plays a part in accommodating the remarkable brain growth in early life. Helps to assess fetal dehydration.

	Posterior Fontanelle
	At the junction of the sagittal suture and two lamboidals. A meeting of the sutures more than a true fontanelle. Much smaller than anterior. Intersection makes a Y with the sagittal suture at the base and the lamboidals as the arms. Closes at 6-8 weeks.

	Biparietal Diameter
	Between the parietal bosses. Largest transverse diameter and measures 9.5 cm

	Bitemporal Diameter
	Lies between the lateral sides of the temporal bones. It is 8cm and the shortest transverse diameter of the skull.

	Suboccipitobregmatic Diameter
	Extends from the undersurface of the occipital bone, where it meets the neck, to the center of the bregma. It is 9.5 cm. It is the anterior-posterior when the head is well-flexed, i.e. vertex presentation.

	Occipitofrontal Diameter
	Presents in the military attitude, neither flexion nor extension. Extends from occipital protuberance to the glabella and is 11.0 cm.

	Occipitomental or Verticomental Diameter
	Involved in brow presentation (halfway extension of the head). It runs from the vertex to the chin, measures 13.5 cm. Longest anterior-posterior diameter of the head.

	Submentobregmatic Diameter
	Diameter in face presentations, complete extension of the head. Reaching from the junction of the neck and lower jaw to the center of the bregma. 9.5 cm. 


(Oxorn-Foote,  42-47)

734. Molding is the ability of the fetal head to change its shape, and therefore adapt itself to the maternal pelvis. Fetal are joined loosely by membranes so that actual spaces exist between the edges of the bones. This permits the bones to alter their relationship to each other as pressure is exerted on the head by the bony pelvis; the bones can come closer to each other or move apart. The side-to-side relationships of the bones are changeable, and one bone is able to override the other, i.e. the frontal and occipital bones pass under the parietal bones. The posterior parietal bone is subjected to greater pressure by the sacral promontory, therefore it passes beneath the anterior parietal bone. A contributing factor to molding is the softness of the bones. Providing that molding is not excessive and takes place slowly, no damage is done to the brain as the total volume of the skull does not change. (Oxorn-Foote, p 47-48)

735. Compression in one direction is accompanied by expansion in another. This relationship helps explain how molding indicates position of the baby. Alteration of the shape of the head is produced by compression of the presenting diameter, with the resulting bulging of the diameter that is at right angles, e.g. in the OA position the suboccipitobregmatic diameter is presenting. The head is therefore elongated in the verticomental diameter with the bulging behind and above. ( Oxorn-Foote, p 48)

736. Caput Succedaneum is the localized swelling of the scalp formed by the effusion of serum. The part of the scalp that lies within the cervix becomes edematous, due to pressure by the cervical ring that obstructs venous return. Caput forms during labor after rupture of membranes. It is absent if the baby is dead, contractions are poor, or if the head is not well-applied. With a prolong labor, a large caput suggests CPD, or an OP position, while a small one indicates uterine inertia. A large caput in general suggests strong contractions, and a small one weak contractions.

If the caput continues to grow, it can indicate arrest of descent and the associated problems for the fetus. Also it can lead to the practitioner misdiagnosing the descent of the head and progress of labor. When the baby is healthy, the caput begins to disappear right away and completely by 36 hours.

(Oxorn-Foote, p 48)

737. Cephalohematoma is a hemorrhage under the periosteum of one or more bones of the skull. It is caused by trauma to the skull, including:

· Prolonged pressure of the head against the cervix, perineum or pubic bones.

· Damage from forceps blades.

· Difficult manual rotation of the head.

· Rapid compression and relaxation of the forces that act on the fetal head, such as precipitate births.

It may also occur during normal spontaneous delivery. 

(Oxorn-Foote, p 50)

738. 

	Caput Succedaneum
	Cephalohematoma
	Meningocele: a hernial protrusion of the meninges.

	Present at birth.
	May not appear for several hours
	Present at birth. 

	Soft, pits on pressure.
	Soft, does not pit.
	Becomes tense when the baby cries.

	Diffuse swelling.
	Sharply circumscribed.
	

	Lies over and crosses sutures.
	Limited to individual bones, does not cross suture lines.
	Always lies over a suture or a fontanelle.

	Movable on skull, seeks dependent portions.
	Fixed to original site.
	Becomes tense when the baby cries.

	Largest at birth, begins to disappear right away.
	Appears after a few hours, grows larger for a time, and disappears only after weeks or months.
	Serious congenital deformity. Cannot assess until after the birth. Must get immediate medical attention.


(Oxorn-Foote, p 50-1)

739. 96% of labors begin with the baby in the cephalic presentation with the occiput in the diameter. This presentation and denominator are present with the vertex and military attitudes and generally these are the most ideal attitudes for a labor that progresses within normal parameters. (Oxorn-Foote, p 54)

740. Breech presentations are identified by Leopolds Maneuvers by finding the ballottable head in the fundus instead of the pelvis, or by an internal exam and identifying the presenting part as the buttocks, knees or feet. Breech presentations occur 3-4% of the time.

Types of breech:

Complete breech: fetus has flexed hips and knees, or the baby is in the cannonball position. 

Frank breech: fetus has flexed hips and extended knees, or the baby is in the pike position. This accounts for almost 2/3rds of breeches.

Footling breech, single or double: Extended hips and knee(s), or the baby is in the jackknife position (single).

Kneeling breech: fetus has extended hips, flexed knees.

Risks to mother and baby during labor include:

· Uneven fit of breech to pelvis predisposes to early ROM, with increased danger of cord prolapse, especially with footlings.

· In theory, the breech is a poor dilator in contrast to a well-flexed head and dilation takes longer. 

· Frank breech decreases the maneuverability of the baby and may result in delay or arrest of progress. 

· Aftercoming head may not fit through cervix dilated for the breech, or especially for the footling. This is dangerous to the fetus in  that the largest and least compressible diameter comes last.

· The external genitalia are edematous.

· Presence of meconium does not have the same significance for fetal distress as in a vertex.

· Mother is at higher risk for instrument delivery of the head, or for C-section.

(Oxorn-Foote, p 223-4, 56)

741. Diagnosis of a Transverse/Oblique Lie:

· Appearance of abdomen is asymmetrical.

· Long axis of the fetus is across the abdomen.

· S<D with an upper limit near the umbilicus and it is wider than usual.

· Palpation of upper poles reveals no breech or head, with head on one side and buttocks on the other flank.

· FHT below umbilicus and have no diagnostic significance.

· By VE, neither head nor breech can be felt by examining finger.

· U/S.

Effects on Labor: a persistent oblique/transverse lie can’t deliver spontaneously, and impaction will occur if not corrected. The shoulder is jammed into the pelvis, the head and breech stay above the inlet, the neck becomes stretched and progress is arrested. Transverse lie must never be left to nature. External version, or internal version can be attempted, but most often are delivered by C-section.

(Oxorn-Foote, p 274-6)

742. By vaginal exam, or by Leopold’s head flexion and extension can be evaluated. If the head is in flexion, the occiput is lower than the sinciput, if the head is extended, the sinciput is lower than the occiput. During the labor, if the head is well-flexed the presenting diameter is shorter than if it is extended and the head will be a more efficient dilator of the cervix. 

743. Lightening is the subjective sensation felt by the mother as the presenting part descends during the latter weeks of pregnancy. It is not synonymous with engagement although they may take place at the same time. It is caused by the tonus of the uterine and abdominal muscles and is part of the adaptation of the presenting part to the lower part of the uterine segment and to the pelvis.

Engagement has taken place when the widest diameter of the presenting part has passed through the inlet. In most women this means at or nearly at the level of the ischial spines.

This affects labor in that the woman has less dyspnea, decreased epigastric pressure, increased pelvic pressure, low bachache, urinary frequency, constipation, edema of the legs and feet and more difficulty walking.  Engagement tells us the pelvic inlet is adequate for the passage of the baby. If it does not occur before labor in a primagravida, CPD, abnormal positions, etc should be ruled out. (Oxorn-Foote, p 62-66)

744. Station is the relationship of the presenting part to an imaginary line drawn between the ischial spines. The location of the bony skull or the buttocks at the spines is 0. Above the spines, the station is -1, -2, etc reflecting the number of cm above. Similarly, below the spines, the station is +1, +2, etc.

Station and the progress of labor are related in the following ways:

· In nulliparas entering labor with the fetal head well below the spines, further descent is often delayed until the cervix is fully dilated.

· In nulliparas beginning labor with the head deep in the pelvis, descent beyond the spines often takes place during the first stage of labor.

· An unengaged head in a nullipara at the onset of labor may indicated CPD and should be investigated.

· The incidence of CPD is higher when the head is high at the onset of labor.

· Clients who start labor with high fetal heads usually have lesser degrees of cervical dilation. There is a tendency for lower stations to be associated with cervices that are more effaced and dilated, both at the onset of labor and the beginning of active phase.

· Other factors being equal. the higher the station, the longer the labor.

· Dysfunctional labor is more frequent when station is high. 

· The high head that descends rapidly is usually not associated with abnormal labor.

(Oxorn and Foote, p 68)

745. When the biparietal diameter of the fetal head is parallel to the planes of the pelvis, the head is in synclitism. To identify synclitism or asynclitism by vaginal exam, one should palpate the location of the  sagittal suture. In synclitism it is midway between the front and the back of the pelvis. When this does not occur, the head is in asynclitism, either posterior or anterior. In anterior asynclitism, the sagittal suture lies closer to the sacral promontory than to the symphysis pubis. In posterior asynclitism, the sagittal suture is closer to the pubic symphysis than to the sacral promontory. Posterior asynclitism is the usual mechanism in normal women for engagement.

There is a mechanical advantage to the head’s  entering the pelvic in asynclitism. When the two parietal bones enter the pelvis in synclitism (at the same time), the presenting diameter is the biparietal of 9.5 cm. in asynclitism, the parietal bosses come into the pelvis one at a time, and the diameter is the subsuperparietal of 8.5 cm. Therefore, engagement in asynclitism enables a larger head to pass through the pelvic inlet than would be possible if the head entered in synclitism. 

Whenever there is a small pelvis or a large head, asynclitism plays an important part in allowing engagement to take place. However, persistent or marked asynclitism is abnormal. When it is maintained until the head is deep in the pelvis, it may prevent normal rotation.

(Oxorn & Foote, p 72)

Provision of Care

746. 

	State of Labor
	Description

	First Stage
	· From the onset of labor, to complete dilation of the cervix. 

· It lasts from 6 to 18 hours in the primagravida, and 2 to 10 hours in a multipara.

· Positions that slow first stage include, any breech and OP positions, while an anterior vertex position such as LOA facilitates it best.

	Second Stage
	· From complete dilation of the cervix to the birth of the baby.

· It takes 30 minutes to 3 hours in a primagravida and 5 to 30 minutes in the multipara. The median duration is slightly under 20 minutes for multiparas, and just under 50 minutes for primagravidas.

· Positions that slow down second stage include OP and face presentations.

	Third Stage
	· From the birth of the baby to the delivery of the placenta. 

· It takes from 5 to 30 minutes.

· In grandmultips, the risk of placental accreta increases, as does the incidence of uterine atony which could lead to extensions and complications in third stage.

	Fourth Stage
	· From the birth of the placenta until the postpartum condition has become stabilized.


(Oxorn-Foote, p 117)

747. Characteristics of True labor:


· Uterine contractions at regular intervals. Coming every 20 or 30 minutes at the beginning, the contractions get closer together and increase in duration and severity.

· The uterine contractions are painful.

· Hardening of the uterus is palpable.

· Pain is felt both in the back and front of the abdomen.

· True labor is effective in dilating the cervix.

· The presenting part descends.

· Bulging of the membranes is a frequent result.

Causes of labor:

In humans, the exacts causes and modes of action for the initiation of labor are unknown at this time. However, prostaglandins play a part in human parturition in the following ways: (1) there is an increase in prostaglandins at term. (2) Myometrial contractility and preterm labor can be suppressed by the use of inhibitors of prostaglandin synthesis, and (3) Exogenous prostaglandins stimulate the primate uterus to contract.

It appears that in humans, the fetal membranes and placenta play the major role in the initiation of labor, while the fetus may modulate the timing of labor. It appears that there is a hormonal basis for the onset of labor.

(Oxorn-Foote, p 115-116)

748. The data that will be collected during labor to ensure normal progress and fetal and maternal well being are:

· Temperature

· BP

· Respirations

· Status of BOW

· FHT

· Dilation, Station, Effacement

· Fetal position

· Documentation of fluid and food intake

· Emotional wellbeing of mother

· Documentation of voiding

749. At the onset of labor, there may be a feeling of euphoria, the big event has finally arrived. After many hours, a feeling of frustration may set in, “why is this taking so long?”. Finally around 5-6 cm there is an acceptance in the progress of labor and a pattern is established to deal with the contractions and the pain. Frequently, mom’s go to “laborland”. During transition, women may start to panic, saying “I can’t do this anymore”, asking for pain meds, or saying “I want to see the doctor”. We usually take this as a good sign for it likely means that they are almost to the point of pushing. 

Second stage is usually a relief for mothers because they can work with the contractions to try and push with them. It may take some time to get used to pushing, and fear of the new sensations can be overwhelming but with reassurance they can get through it.

750. The latent phase must be distinguished from false labor. Latent labor is characterized by contractions that are becoming coordinated, stronger, polarized and more efficient, a cervix that is becoming softer, pliable and more elastic. 


According to Oxorn-Foote, normal latent phase does not exceed 20 hours in a nullipara or 14 hours in a multipara. (p. 12) While managing latent phase, it is important to have the mother rest, hydrate, eat, upright positions, baths, walking, having intercourse, gathering support persons, etc. to move labor along.

751. Signs and timing of active phase of labor:

· Dilation has reached 3-4 cm

· Cervix is more responsive to contractions due to changes (effacement, softening)

· Uterine contractions at regular intervals of 4-5 minutes apart lasting 45-60 seconds and increasing in intensity.

· The uterine contractions are painful.

· Hardening of the uterus is palpable.

· Pain is felt both in the back and front of the abdomen.

· True labor is effective in dilating the cervix.

· The presenting part descends.

· Bulging of the membranes is a frequent result.

Maternal response to active phase is both physiological and psychological. The mother is experiencing pain, and perhaps questioning her ability to cope. Her BP, pulse and respiration rate may increase, she may be hot or cold, and she may find it difficult to find a comfortable position. She may experience diarrhea or vomiting. 

Fetal response includes reactivity to contractions, and variability in heart rate, and further descent into the pelvis.

The average length of the active phase for nulliparas is 5.8 hours and 2.5 hours in multiparas according to Oxorn-Foote, with the upper limits of normal being 12 and 6 hours. (p. 120)

752. Signs of transition in the laboring woman include:

· beads of perspiration on the upper lip or brow

· shaking legs

· chattering teeth

· cramps in the buttocks, thighs, or calves

· hiccuping

· belching and burping

· thirst

· anorexia

· nausea and vomiting

· inability to breath abdominally

· irritable abdomen- increased tenderness to touch over abdomen and back

· marked restlessness

· natural amnesia between contractions-appears to be exhausted and difficult to rouse

· difficulty in comprehending directions

· contractions every 1 1/2 - 2 minutes, lasting 60 to 90 seconds, of severe intensity, seem almost continuous and are quite painful

· toes curl with contractions

· generalized discomfort

· doesn’t want to be touched

· eager to be “put to sleep”

· bewildered, frustrated, and exasperated by the severity of the contractions

· severe low backache

· marked decrease in sense of modesty

· unable to cope with contractions if left alone

· irritable behavior

· pulling or stretching sensation in the pelvis

· rejection of those around her

· apprehension

· increase in bloody show

· rectal pressure, feeling of having to have a bowel movement, requests to go to the toilet

· uncontrollable desire to bear down

· membranes rupture

· rectal and perianal bulging and flattening

· expulsive grunt upon expiration

It is called the deceleration phase because it is found at the end of active phase, during which rate of dilation slows and the cervix reaches a dilation of from 8-10 cm while descent reaches maximum rate. According to Friedman’s curve, the average maximum rate in nulliparas is 1.6 cm per hour and normally at least 1.0 cm per hour. In multiparas, the rate of descent averages 5.4 cm per hour and at least 2.1 cm per hour. 

753. Management of transition includes an ongoing assessment of the following:

· effacement

· dilation

· station

· contraction pattern

· behavior changes

· s/sx of transition and impending second stage

· maternal vitals

· monitor fetal heart tones more regularly, e.g. every 15 minutes and check for patterns and location to assess descent

(Varney, p 396-7)

754 Clinical indications that second stage has started include:

· increase in bloody show

· patient wants to bear down

· mother feels pressure on the rectum and desire to defecate

· nausea and retching

· by vaginal exam, full cervical dilation and effacement

This stage lasts 30 minutes to 3 hours in a primagravida and from 5 to 30 minutes in the multipara if the fetus is in the vertex position. Variations from vertex may deviate from this norm.

(Oxorn-Foote, p 117, 132)

755. To ensure normalcy in a slow expulsive stage, I would:

· Monitor fetal heart tones with special attention to variability  and patterns, especially late decels and rule out tight cord wrap

· Assess whether full dilation has been attained and make sure there is no anterior lip

· Assess urine output and character 

· Assess progress of descent of fetus

· Assess effectiveness of pushing effort

· Assess maternal energy level and administer IV or honey as needed

· Use various positions to coax baby under the pubic bone

756. Monitoring strategies that are used to assess maternal and fetal well being during the second stage of labor include:

· Checking maternal vitals (every 2 to 4 hours depending on other indications)

· Listening to FHT (after every other contraction)

· Encourage the woman’s pushing effort (as needed or appropriate)

· Determining the location of the birth (based on woman’s comfort and desire)

· Supporting the perineum (if needed or appropriate, or requested)

· Clamping the cord (timing dependent on fetal status and maternal wishes)

· Consult with MD (if necessary)

(Varney, p 441)

757. 

	Style of Crowning Management
	Rationale

	Hands-on


	Believe that number of techniques facilitate the stretching of the perineum such as prenatal perineal massage, sweeping fingers back and forth from side to side in the vagina to stretch the perineum and stimulate the pushing reflex, or warm compresses applied to the perineum, increasing circulation to the area and promote relaxation, perineal 

	Hands-off
	Don’t do anything.


758.  During the pushing phase the mom will be reminded that once the head has begun to crown she will be asked to stop pushing and to blow or pant through her contractions.  This will ease the head out gradually.  Once the head has been born it may be necessary to ask the mom to widen the pelvic area (open her legs) or to give an extra large push if her pushes seem ineffective.  

759.  The uterine cavity accommodates the cephalic presentation optimally due to the forces of gravity and the shape of the uterus.

760. The evaluation of the fetal heart is based on a combination of rate and pattern, with the latter being most significant when there is a deviation.

Normal baseline is: 120 – 160 beats  per minute.  With regard to variability in the normal FHT rate there is a beat to beat variation of 5-15 beats.  This is the best predictor of fetal status prior to delivery. (Oxorn-Foote, p 620; Varney p 402)

761.  Four causes of early decels are:

· fetal head compression
· altered cerebral blood flow
· vagal reflex resulting in cardiac slowing
· conservation of fetal cardiac glycogen at a time when energy yield is lowest due to decreased placental perfusion 
(Oxorn-Foote, p 622-4)
Late decels:

· utero-placental insufficiency

· initially mediated by hypoxic depression of CNS

· severe hypoxia direct depression of fetal myocardium

762.  Management of Abnormal FHT
· administer O2

· change maternal position to relieve compression of cord

· persistent late decels for over 15 minutes require preparation for early delivery and in our case transfer

· if transfer is impossible or birth is imminent encourage mom to push (perhaps an episiotomy is necessary to speed things up)

763.  Causes of Meconium staining include:
· in cephalic presentation it may be a sign of fetal distress resulting from relaxation of the rectal sphincter
· increased peristalsis as a consequence of fetal hypoxia
· it can also represent no more than fetal maturity
· in breech presentation it is caused by pressure on intestines and is not caused by fetal distress
The determined risk to the fetus based on meconium staining is based on the amount, the color and thickness.  The color of the meconium indicates when the meconium was passed.  If there are slightly tinged waters there are usually no additional risks to the fetus.  If meconium is pea green and particulate there is an increased risk of respiratory distress due to meconium aspiration.  The combination of late passage meconium and abnormalities of the FHR have been shown to accurately predict  fetal distress and low apgar scores.  Management of light meconium should be standard with the additional precaution of suctioning with DeLee at perineum.

With pea-green thick meconium it is important to position mom so that DeLee suctioning on perineum can be done most effectively. It is also necessary to wipe baby's mouth and face clean of all meconium to avoid aspiration. Use postural drainage for first few minutes until adequate expansion and ventilation of lungs has occurred.  If necessary be prepared to intubate. (Oxorn-Foote p 127; Varney, p 596-7)

764.  An electronic fetal monitor consists of two probes.  One probe is responsible for measuring the intensity of each contraction and the other probe is continuously monitoring the fetal heart tones.  These two results are printed out on a strip of paper, which makes it easy to determine the relationship between heart tones and contractions.  This type of machine as well as the Doppler is referred to as external fetal monitoring.  Internal fetal monitoring include an internal fetal scalp electrode, which is screwed into the poor baby's head. This measures the pH of the blood and can detect acidosis or alkalosis.

	
	Risk
	Benefit

	External Fetal Monitoring
	· limits internal movement/maternal movement and positional changes

· limits ability to provide comfort measures

· supine position may interfere with placental blood flow thereby creating fetal distress that did not exist prior to intervention

· suboptimal placement of transducers may result in inaccurate data leading to unnecessary intervention


	· fetal membranes do not need to be ruptured to evaluate
· useful for short term evaluations such as non-stress tests...
· provides a written record of the progress of labor which can be helpful in making decisions in high risk cases



(Varney, p 404)

765.  

	Parameter
	Physiological Change during Labor

	Blood Pressure
	Rises during contraction with systolic rising average of 15 with diastolic rising an average of 5-10; between contractions blood pressure returns to pre-labor levels

	Metabolism
	both aerobic and anaerobic carbohydrate metabolism steadily rise due to anxiety and skeletal muscle activity and reflected by increased body temp., pulse, resp. cardiac output and fluid loss.

	Temperature
	slightly elevated during labor; highest during and immediately after delivery.

	Pulse
	marked changed during contractions with an increase during the increment, a decrease during the acme to rate lower than between contractions and an increase during the decrement to the rate usual to the woman; 

	Respirations
	a slight increase in respiratory rate is normal reflecting the increase in metabolism

	Renal changes
	polyuria is frequent during labor due to increased cardiac output and probable increase of glomerular filtration rate and renal plasma flow; less pronounced in supine position; slight proteinuria is common in a half to one-third of all women

	Gastrointestinal changes
	gastric motility and absorption of solid food or severely reduced; decreased secretion of gastric juice brings digestion to a standstill; gastric emptying is prolonged; liquids are not effected; nausea and vomiting are not uncommon during transition

	hematologic changes
	hemoglobin increases on average 1.2 grams per 100 milliliters during labor returning to pre-labor levels the first post-partum day in the absence of abnormal blood loss; blood coagulation time decreases and there is an increase in plasma fibrinogen during labor; WBC progressively increases throughout first stage labor by about 5000 to about a count of 15000 at the time of complete dilation; blood sugar decreases during labor dropping markedly in prolonged and difficult labors due to increase in activity of the uterine and skeletal muscles


(Varney, p 406-7)

766.  Initial Evaluation of Fetus and Mother at onset of labor

	Element
	Component

	History
	see question 15

	Physical Exam
	· general observations

· vital signs

· gross observations of anatomic parts and system/ROS  

	Abdominal Exam:
	· contraction pattern

· engagement

· abdominal scars

· lie

· presentation

· position

· variety

· fetal movements

· FHTs

· fundal height

· EFW

· abdominal girth when indicated

	Pelvic Exam
	· position of the cervix

· effacement

· dilation

· molding

· caput succedaneum

· station

· lie

· presentation/position/variety

· synclitism/asynclitism

· status of fetal membranes

· evaluation of vaginal orifice and perineal body

· evaluation of bony pelvis including clinical pelvimetry

	Lab tests
	· UA


(Varney, p 393)

767. During the initial phone call the midwife would listen to the client during a contraction to determine intensity and evaluate how quickly they are coming, whether there has been ROM, how baby is moving.  When the decision has been made to meet the client a full evaluation and admitting assessment will be done.  This includes evaluating: 

· dilation

· station

· contraction pattern

· behavior changes

· vitals

· fetal heart tones 

· emotional state

If the mom is in active labor, but no more than 4-5 cm dilated and she is dealing well with the contractions it may be suggested that she return home with tips on how to go about her day:  take a bath, go for a walk, prepare the baby's room etc.

When she returns another assessment will be made.  The plan for labor is so incredibly individual.  If the woman seems to need support the midwife can offer support and teach the family members or support person different ways to support the laboring mom.  By checking dilation (according to protocol – see above) or assessing signs of progress the midwife will be able to evaluate the success or the failure of the plan.  All steps of the above process must be fully charted and well documented

768. 

	Management
	Rationale

	Food: offer and encourage food intake especially in early labor if energy level is fading and with positive ketones in urine. Suggest easy to digest foods.
	Frequent food intake will help maintain adequate energy level and prevent ketones in the urine. Starting active labor well fed increases chance of successful vaginal delivery.

	Fluids: Offer fluids on a regular basis. Monitor for signs of dehydration and evaluate if they are related to true dehydration or effects of breathing patterns with labor; document fluid intake and output. Adminster IV if needed. 
	Dehydration leads to decreased blood volume, energy depletion, weakness, inability to push effectively.

	Urine: Remind mom to void or attempt to void every two hours. Check for bladder distension every two hours during active labor. Dipstick urine with each void, as well as noting character of urine. Evaluate for proteinuria. Catheterize if necessary.
	A distended bladder during first and second stage can block descent of fetal head and decrease room available for passage; during third stage it can block efficient uterine involution and increase risk of pp hemorrhage; it can also lead to problems with managing a shoulder dystocia,  pain to mom, urine stasis leading to infection.

	Bowel Status: Encourage client to empty bowels during labor. Remember that this “urge” may be the head of the baby stimulating the urge. During vaginal exams, evaluate if the bowel if full and obstructing the head. Administer enema if necessary. During pushing, clean up feces using 4x4s if necessary.
	Full bowel may obstruct the descent of the head, cause discomfort to mom. During pushing, one should clean up the expelled feces to prevent contamination and infection in the baby.


(Varney, p 415-6)

769. The perineum needs no management until second stage, particularly during crowning. See above with regard to the two schools of management for managing crowning and the perineum, question 68.

770. If vomiting occurs during active labor, it is often a sign of progress as long as it is not excessive. The mother should be reassured that it is normal and amount of emesis should be documented. If it becomes excessive and other signs of dehydration or stress due to vomiting, and IV should be offered and administered. If vomiting continues, IV rate should be increased to compensate. If emesis is still excessive, a consult with backup doctor should be done. Vomiting due to castor oil induction is expected and should be taken into consideration.

771. 

	Management for Dehydration
	Rationale

	Monitor for signs of dehydration:

dry or cracked lips

parched throat

thirst

low urinary output

weakness 

low energy

high specific gravity per UA

dry mouth

high pulse

high BP
	If caught early, dehydration can be corrected or avoided without extreme measures. Be sure not attribute s/sx of dehydration, such as dry lips to dehydration not just due to breathing fast and through mouth during labor. High pulse and BP can indicate dehydration. 

	Monitor fluid intake and document
	This will help in assessing risk for dehydration.

	Encourage fluid intake
	This will help prevent dehydration.

	Monitor urinary output and document
	This will help in assessing risk for dehydration.

	Offer and administer IV if necessary
	This will correct depleted blood volume and dehydration.

	Increase rate of IV if necessary
	To compensate for severe dehydration.

	Consult and/or transfer if necessary
	If situation is not safe out of hospital this should occur.

	
	

	Management of Exhaustion
	Rationale

	Mother should sleep during early labor when possible and not overdo it when the “energy burst” of early labor occurs. Also, if mom is exhausted during latent labor, one can offer suggestions to stop labor such as hot bath, calcium magnesium, etc. so that she can start fresh.
	Mom’s who enter labor exhausted may not have the strength or stamina to endure a long labor and this can lead to both emotional and physical complications.


772. During labor, positions and ambulation of the mother is very important. Changing positions is very effective in keeping labor going. When labor stalls, FTP, or FHT patterns, or elevated maternal BP are concerning, position change can help get things moving, or correct venous compression. Position changes can also help with discomforts such as back labor, or help prevent tears during second stage, or help decrease urge to push when managing an anterior lip. 

When latent labor is prolonged, walking and squats can help bring on active labor.

773. 

	Condition
	Reason
	Management

	Polyhydramnios
	Large fluid volume causes more of a gush with ROM, increasing likelihood of prolapse.
	· Do not perform AROM. 

· Listen to fetal heart tones immediately after ROM. 

· If decreased or absent check for prolapsed cord. 

If present, 
· Lift head or presenting part off of cord with hand in vagina.

· Put mom in knee chest position or Trendelenburg position. 

· Give mother O2 by mask. 

· Monitor fetal heart tones frequently while transferring immediately to hospital. 

· Do Vaginal exam to assess: dilation, station, presenting part and condition of cord.

· At hospital, administer terbutaline to stop contractions.

	Disengaged baby or malpresentation with ROM
	Head has not blocked off pelvic inlet and cord can slip between head and cervix and a prolapse can occur with ROM.
	see above.

	Prematurity
	Failure to fill inlet due to smallness of presenting part and frequency of abnormal positions in premature labors. 
	Based on fetal viability for gestational age: 

if premature fetus is unable to survive outside uterus, ignore prolapsed cord and continue with vaginal delivery per protocols.

if premature fetus is viable, see above for management.



	Multiple gestations
	Failure of good adaptation of presenting part to pelvis. Higher frequency of abnormal presentation. Higher rate of polyhydramnios. ROM of second twin when it is still unengaged.
	see above


(Oxorn-Foote, p 287)

774. Reasons for placing the mother in a lateral recumbent position on her left-side are:

· Relaxation of pelvic muscles, facilitating descent of fetal head.

· Ease of controlling head over perineum with fewer lacerations occurring.

· Absence of pressure on the inferior vena cava, precluding supine hypotensive syndrome and fetal distress

· To alleviate back labor.

· Ease, convenience and comfort of the mother.

· Natural drainage of vomit or secretions.

(Oxorn-Foote, p 130)

775. Reasons precluding ambulation include:

· hypertension

· maternal exhaustion

· uterine hyperactivity

· prolapsed cord

776. Continuing evaluation:

· Vital signs: checked every 2-4 hours according to individual conditions and risk factors

· Bladder: encourage to empty regularly and check for distension every two hours or with s/sx of distension. Catheterize if necessary.

· Urine: Encourage voiding effort. Evaluate and document frequency and amount, character and UA by dipstick of each voiding effort to assess for abnormalities.

· Dehydration: see above. Encourage hydration. Document intake and urine output. Administer IV if necessary.

777. How to manage a woman’s ability to cope as labor increases: 

· Offer support and encouragement as labor increases in intensity.

· Offer positive reinforcement about how well she is doing.

· Reassure woman and family that labor is progressing normally and that her pain is normal. 

· Let her know her progress and encourage her to relax and believe in herself and to take it one contraction at a time.

· Teach family and support people how to help.

· Answer questions and alleviate concerns

· Offer:

hot baths

hot packs

massage

music

position change

reassurance

fanning

778 Prenatal preparation allows the mother to think about her hopes and fears for the labor and  birth; to gain knowledge about the physiologic process of pregnancy, labor and birth; to discuss and process emotional and psychologic issues and barriers to engaging in a natural process of labor and birth; and provides tools and comfort measures with regard to non-pharmacologic pain management and creating a safe and comfortable birth environment. To compensate for lack of prenatal preparation, one would play a more active role in labor support, take on the role of teacher for the mother and the family during the labor to a greater extent, and anticipate questions and problems, as well as offer reassurance of the normal birth process.

779. A woman’s general condition at the beginning of labor affects her ability to cope with labor in that if she enters labor dehydrated, hungry or exhausted, she is undertaking this endeavor in a compromised state and will find her condition will continue to deteriorate if not dealt with. This state makes labor harder to cope with, increases irritability, impatience and frustration and is not giving one’s body the best chance possible to have a smooth and uncomplicated labor. 

The opposite is true for moms who enter labor in optimal physical and mental condition. 

780. Five ways that fetal wellbeing is monitored during labor are:

Fetal Heart Tone Rate

FHT pattern 

Fetal movement

Descent of the presenting part

Presence or absence of meconium

781. While evaluating fetal heart tones, it is important to check the progress of the uterine contractions in order to correlate FHT pattern with contraction pattern and determine if early, late or variable decels are present and if so, how to manage the situation.

782. Contraction pattern, frequency, intensity and duration indicate progress of labor in several ways. A general labor pattern presents with all of the above increasing as labor progresses, peaking at transition and often with a break before the urge to push commences. In second stage, the contractions are often longer in duration, and have a different intensity and sensation and may be further apart.

In most cases, true active labor has not begun if a pattern of contractions getting closer together and longer is not established. If after a pattern has been established and contractions then slow down, it can mean that labor has stalled, perhaps due positioning or to a mental issue/block.

783. Important maternal behavioral changes that are clues in labor progress are: 

· excitement and burst of energy at onset of labor “I’m having a contraction”

· inward focus and concentration during active first stage

· out of control, fear, writhing, can’t take direction, “I can’t do this anymore” during transition

· wide-eyed, wild look during pushing, especially towards end of pushing

784. Backpain migrates lowers and lower as fetal descent continues and sometimes disappears once fetal head is fully in vagina. Migration of backpain give the clue that progress is being made.

785. Emesis is often a sign of transition. An inability to pee and lack of desire to intake fluids often occurs during transition and continues during second stage. 

786.  – 787.

	Factors
	Relation to Progress

	 Age
	Under 16 increases incidence of Toxemia; over 35  increases incidence of hypertension and therefore increases pre-eclampsia and placental abruption, prolonged nulliparous labor and higher rate of c-section.

	Gravida/Parity
	Higher G/P generally results in shorter labor, more effective contractions, more relaxed pelvic floors, fast pushing phases.  With grandmultips exhaustion of uterine muscle can lead to longer labor than even her first labor.

	Number of Years since last baby
	If there are number of years between babies a woman may have a labor similar to first one.  If ten years between births there will be a predisposition to longer labor.

	Length of Previous Labor
	If within past few years the length of previous labor is good indication of potential length of this labor.  With allocation for difference between primagravida and secundigravid as well as grandmultip.

	Size of largest previous baby
	Assures adequacy of pelvis for up to that size of baby,  provides baseline info for anticipating possible complications when compared with EFW of this baby. Important for decision making concerning route of delivery in breech presentation.

	Due Date/Present week of Gestation/
	Maturity or ripeness of cervix correlates to term delivery. If labor is pre-term or early cervix may take longer to dilate. 

	Type of Birth Control used at conception
	Type of birth control does NOT affect progress of labor.

	Time of onset of true labor
	If true labor begins after an adequate rest period labor may proceed at a normal rate, however if true labor begins after a period of exhaustion, maternal malnutrition and other less than optimal situations labor could slow down substantially.


(Varney, p 387-89)

788. 

The need and frequency of vaginal exams should be determined by the midwife based upon the woman's wishes as well whether the vaginal exam will give adequate or necessary clinical information based on what you see below:

 According to Varney (p. 419) vaginal exams should be done:

1. on admission, to establish an informational baseline

2. before deciding on the kind, amount, and route of any medication

3. to verify complete dilation in order to either  encourage or discourage maternal pushing effort

4. after spontaneous rupture of the membranes if a prolapsed cord is suspected or is a possibility

5. to check for prolapsed cord when fetal heart rate decelerations are not improved with the usual maneuvers

789.  Amniotomy is the rupture of membranes.  

ROM


	Benefits
	Risks

	Ability to attach internal fetal electrode
	Cord compression

	Baby about to be born with membranes intact at time of delivery
	Uneven head compression with more extensive molding and caput possibly causing brain damage especially if ruptured early in labor

	Need to stimulate labor in the case of hypertonic uterine distention
	Potential cord prolapse of umbilical cord if fetal head is unengaged or with a compound presentation and ill-fitting breech or baby less than 2000 grams.

	To facilitate fetal descent and reduce possibility that the force of pushing contractions will lead to sudden and vigorous ROM that could lead to cord prolapse
	Potential intrauterine infection if ROM before labor is established


(Varney, p 419-20)

790.   An anterior lip is when the cervix may be completely dilated with the exception of a small portion on the anterior side of the cervix.  This can sufficiently slow down labor and impede progress because of an edematous lip and the greater potential for damage to the cervix as it is caught between fetal head and symphysis pubis.  In extreme cases the cervical lip can become separated from the cervix.  There are two management strategies during labor.

1. If it becomes very edematous position woman for speculum exam, visualize the cervix, puncture the edematous lip of the cervix in multiple places with a needle.

2.When woman is complete or nearly complete do a vaginal exam and place fingers on interior lip where it touches fetal head. During a contraction run your fingers back and forth the distance of the junction of the anterior cervical lip with the fetal head.  Push the cervical lip backwards until it slips over the fetal head and above the inferior border of the pubic symphysis.  Hold the cervical lip in this position while waiting for this contraction.  Continue to hold it in position and ask the woman to push down during the next contraction. Allow your fingers, but not the cervix to be pushed downwards and out as the fetal head fills the space and presses against the inferior border of the symphysis pubis.  Do not remove your fingers from the vagina until you are sure the cervical lip will remain in it's new position both during and between contractions.   After delivery of placenta examine cervix for lacerations.  

(Varney, p 420)

791.  All instruments and supplies a midwife needs should be ready and accessible.  For primagravidas preparations for delivery should be prepared at complete dilation or at the 50 cent piece.  (amount of head showing) For multiparas preparation for delivery should begin at approximately 8cm dilation.  (Varney, p 421)

792. Discuss when a midwife decides when consultation with a physician is necessary:

· when anything indicates a complication that is out of the scope of the midwifery practice 

· if a disturbing pattern in maternal or fetal well-being is noted

· before transferring to hospital in non-emergency situation

· if midwife needs additional insight into situation

(Varney, p 103)

793. A woman's physical needs include:

· appropriate temperature

· reassuring touch and massage as needed

· hydration and nutrition

· hot or cold compresses

· assistance with ambulation or positioning

· lip care

· urination possibilities

emotional needs include:

· reassurance that all is normal

· respect i.e. non-patronizing behavior

· validation of effort and pain she is experiencing

· TLC

· explanation of procedures and processes

794.  Comfort measures for a woman in labor include:

· positioning

· relaxation exercises

· breathing exercises

· massage

· music

· aromatherapy

· double-hip squeeze

· counter-pressure

· sterile-water papules

· hot baths

· hot packs

· hot showers

· everything hot

795.  A midwife can prevent exhaustion by:

· having woman use proper breathing at proper time

· organizing necessary procedures

· plan procedures so that as many are done sequentially in the shortest amount of time so that she can rest between contractions

· control the environment according to what is most restful to the woman – this includes lighting, air, external noises, temperature etc.

· control who is in the room doing and saying things that affect the woman.

· avoid unnecessary people or conversation

(Varney, p 424)

796.  To ensure woman's privacy in labor:

· respect the woman as a human being and also respect her body

· ask permission or discuss with her about having observers beyond necessary care providers

· introduce observers so that first contact is eyes to eyes as opposed to eyes to vulva

· respect woman's idea of modesty to extent possible

797.  The rights of woman in labor regarding management of labor include:

· Similar to midwifery's prenatal care respects the client's autonomy and includes her in all decision making and in information sharing labor management should be a collaborative and communicative process except in the case of a dire emergency.

· Women should be informed of all their options, the benefits and risks of each option and what subsequent steps will be taken for each option.

· When a specific course of action must be taken this must be fully explained.

(Varney, p 426)

798.  Strategies for keeping a woman clean and dry include:

· shower or tub bath

· sponge bath or bed bath

· changing woman's gown or clothes if she becomes damp or wet

· frequently changing chux pads

· front to back technique to remove solutions or discharges

· scrupulous attention to hand washing

(Varney, p 427)

799.  Strategies to prevent bad breath or dry mouth during labor include:

· brushing teeth

· mouthwash, diluted or undiluted

· glycerin swabs

· vaseline or lip balm for lips

· sips of water or clear liquids with sugar added for hydration

· moistening of the mouth or throat

· hard candies or lollipops for moistening mouth or throat

· moist washcloth for women to chew or suck on

(Varney, p 427-8)

800. Strategies to manage back pain include:

· changing position of laboring mom

· massage

· counterpressure

· hot/cold compress

· lunges to turn an OP baby

· on all fours

· sterile water papules

801. Strategies to manage abdominal pain include:

· abdominal massage – done by attendant

· effleurage- done by woman herself

· heat to lower abdomen

· emptying of bladder

· medication

· cold compresses

802. Strategies to alleviate leg cramps include

· straighten woman's leg and dorsiflex

· alternating relaxation with dorsiflexion increased speed of relief

· dorsiflexion should be forcibly exaggerated to get relief

803.  Significant others can be integrated into care by:

· explaining different comfort measure techniques

· giving tasks to support woman such as fanning, being in charge of wet washcloth

· giving positive reinforcement to their efforts and participation

· asking what would help them in supporting the laboring woman

· facilitate relationship between woman and significant others

804. Strategies to manage uncontrollable pushing against a cervix, which is not fully dilated include:

· hands and knees position

· instructing woman to pant through pushing contractions

If it is not dealt with the cervix can become edematous and could impede labor progress and dilation, cervical laceration and hemorrhage increase in incidence.

805.  Progress in second stage can be assessed by:

· location of FHTs

· location of back pain

· vaginal exam for station

· rectal bulging

· perineal flattening

· progressive visibility of fetal head

· patient's verbal expression, "it's coming, it's burning"

806.   Mechanisms of labor:  The positional movements that the fetus undergoes to accommodate itself to the maternal pelvis. 

	Mechanism
	Description

	Engagement
	Occurs when bi-parietal diameter of fetal head has passed through pelvic inlet, asynclitism contributes to descent of fetal head into true pelvis

	Descent
	This occurs throughout labor and therefore is a requisite to and simultaneous to other mechanisms; is the result of a number of forces including contractions with straighten the fetal spine and bring fundus into direct contact with the breech and the pushing the mother accomplishes by pushing her abdominal muscles.

	Flexion
	This allows the smaller sub-occipital bregmatic to substitute for the larger fetal head diameter that exists when the fetal head is in a military attitude or some degree of extension.  Flexion occurs when the fetal head meets resistance. This resistance is first met from the cervix and from the side walls of the pelvis and finally from the pelvic floor. 

	Internal Rotation
	Brings the anteroposterior diameter of the fetal head into alignment with the anteroposterior of the maternal pelvis.  Most commonly the occiput rotates to the anterior portion of the maternal pelvis beneath the symphysis pubis.  Internal rotation is essential for vaginal birth to occur except for abnormally small babies.  The inlet of the pelvis has a larger transverse diameter then an anteroposterior diameter.  The midplane and outlet have larger anteroposterior diameters than transverse diameters.  Internal rotation is effected by the v-shape of the pelvic floor musculature and the decreased dimensions of the pelvic cavity due to ischial spines.  The amount of internal rotation is determined by the distance that the occiput has to travel from it's original position to the OA or OP position.  When the occiput rotates from an LOP ROP ROT or LOT the shoulders also rotate with the head until the LOA or ROA position.  As the occiput rotates the final forty-five degrees into the OA position the shoulders remain LOA or ROA and enter pelvic inlet in oblique diameter this mechanism therefore has the effect of twisting the neck 45 degrees.  

	Birth of the head by extension for OA delivery
	Extension must occur when the occiput is anterior because of the resistant force of the pelvic floor where it forms the curve of Carus which directs the head up to the vulvar outlet.  The sub-occipital region impinges on the pubic symphysis.  Fetal head is now positioned that further pressure from the contracting uterus and maternal pushing serve to further extend the head as the vulvo-vaginal orifice opens.  The head is born by extension as the occiput-saggital suture, anterior fontanelle, brow , eyes, nose, mouth and chin sequentially sweep over the perineum.  The sub-occipital frontal diameter is the largest diameter to pass through the vaginal orifice.

	Restitution
	Rotation of the head by 45 degrees to either left or right based on the direction from which it rotated into the OA position, this untwists the neck and brings the head so that it is at a right angle with the shoulders.

	External Rotation
	Rotation of shoulders 45 degrees bringing the bisacromal diameter into alignment with the anteroposterior diameter of the pelvic outlet.  This causes head to rotate externally another 45 degrees into the LOT or ROT position.

	Birth of Shoulders and Body – bilateral flexion via the curve of Carus
	The anterior shoulder comes into view at vaginal opening where it impinges under the pubis symphysis.  The posterior shoulder then distends the perineum and is born by lateral flexion.  After the shoulders the rest of the body follows the curve of Carus and is readily born.  


(Varney, p 436)

807.  See above for description of birth of shoulders.  If internal rotation goes through a short arc of 45 degrees to a direct OP position in the anteroposterior diameter of the maternal pelvis instead of a long arc rotation of a135 degrees to a direct occiput anterior position a persistent OP position occurs. 


Short arc rotation is much less common, 6-10 % , most frequently in conjunction with an anthropoid or android type of pelvis.

808. 

	Parameter
	Change During Second Stage

	BP
	May rise another 15-25 mm Hg

Average rise of 10mm Hg between contractions while pushing is normal

	Metabolism
	Steady rise in metabolism continues with maternal pushing effort

	Temperature
	Highest elevation of maternal temp occurs at time of delivery and immediately thereafter. Normal increase is 1 to 2 degrees F

	Nausea
	Severe reduction in gastric motility and absorption continues. Usually nausea and vomiting subside during pushing, but occasionally persist.

	Pulse
	Varies during each maternal pushing effort. Generally, it is elevated throughout second stage with a definite tachycardia reaching a peak at time of delivery.


(Varney, p 440)

809. Changes in the management of the woman in second stage:

· preparation for delivery

· management of the delivery

· making management decision for second stage such as those listed in #67

(Varney, p 450)

810. Monitoring maternal and fetal vital signs during second stage

· blood pressure should be checked every 15 minutes between contractions to assure that changes do not exceed 25 mg Hg for systolic

· maternal pulse, respirations and temperature should be checked every hour to make sure that they are within normal parameters described above and that no signs of infection are present

· check fetal heart tones at least every 15 minutes, remembering that early decels during pushing are not considered indicative of fetal distress, but also to ascertain whether late or variable decels are occurring and if the fetus is responding safely to the maternal pushing effort 

(Varney, p 442, 447-8)

811. Indications for Urinary Catheterization During Second Stage

Distended Bladder: can block descent of baby, can cause damage to bladder and ureters if not resolved, can cause abdominal pain.

No voiding in last 2 hours with positive intake of fluids, can block descent of baby and cause damage to bladder and ureters.

If complications such as shoulder dystocia or immediate postpartum hemorrhage are expected catheterizing can save precious time in management if an full bladder is not in the way.

(Varney, p 442)

812. Fluid loss via perspiration affects hydration during second stage of labor. Women may perspire heavily during second stage. (Varney, p 443)

813. Evaluation of maternal pushing efforts:

By VE, monitor progressive descent of the fetal head and sequence of mechanisms of labor that the fetus undergoes

Watch for bulging of the rectum

Watch for bulging of the perineum

Observe a gradually increasing amount of the fetal presenting part at the enlarging vaginal orifice

In absence of these signs, do a careful vaginal exam to r/o arrest or inadequate pelvis

Monitor mom’s psychological state and counsel and support appropriately

Changing positions during pushing is effective for discovering which position works for the mother best. Often early second stage is effective in one position, while later another position is needed to aid fetal descent and movement along the curve of Carus. Coaching can be either positive or negative. If a mom is pushing spontaneously and she and her baby are doing well and progress is being made, active encouragement of pushing is not necessary and can be disruptive. However, often moms need more directive coaching and encouragement to really “get” how to push and the degree to which they must exert themselves. This is especially the case with maternal fatigue or signs of fetal distress when getting the baby out in a timely manner is important. 

Changing positions and coaching increase effectiveness:

· positioning especially squatting gives more room for descent of baby

· open mouth, throat and guttural sounds open pelvis as well

· deliberate relaxation of perineal muscles

· visualization and imaging techniques practiced earlier in pregnancy

· holding breath and pushing with chin to chest for short amounts of time

(Varney, p 443-4)

814. See #699

815. Episiotomy: an incision into the perineum to enlarge the space at the outlet, thereby facilitating the birth of the child.

	Benefits/ Pros
	Risks/ Cons

	
	Higher rate of 3rd and 4th degree tears with midline episiotomies

	Strength of pelvic floor can be preserved and rate of cystocele, rectocele and uterine prolapse can be reduced by not excessively stretching pelvic muscles
	Violating the woman’s desire to not have an episiotomy.

	By increasing room available posteriorly, less stretching and damage occurs to bladder, clitoral tissue, urethra and ant vaginal wall
	Painful healing, esp. with a mediolateral episiotomy

	Tears into the rectum can be avoided occasionally.
	Using a surgical approach to pelvic floor integrity rather than preventative/ woman inclusive with doing Kegels

	Second stage labor can be shortened
	Episiotomy only enlarges the vaginal opening and does not enlarge the pelvic outlet, therefore it may often not solve the issue.

	Provides space to perform necessary interventions and manipulations
	Can cause excessive bleeding.


(Oxorn-Foote, p 513, Varney, p 445-7)

816. An episiotomy is indicated:

· If it is the woman’s preference after informed consent of the procedure.

· If the woman is going to tear and a small controlled episiotomy would get the baby out, and be easier to repair than the laceration.

· If the baby is either SGA and ineffective in stretching the perineum, or LGA and the skin at the vagina is too tight to stretch adequately.

· If room is needed to perform manipulations or interventions in the case of shoulder dystocia or malpresentations.

· If the woman is out of control psychologically and is pushing uncontrollably, likely to lead to serious lacerations.

· If there are operative scars, or thick and heavily muscled tissue that will not stretch

· If there is fetal distress which indicates immediate delivery of the baby.

(Varney, p 446-7)

817. Methods to reduce or prevent pain during an episiotomy include:

· use of lidocaine injection or spray

· cutting episiotomy during a contraction when the pressure of the fetal head against perineum reduces number of nerves cut and the sensation

· using ice to numb perineum

818. Conditions during second stage that may be dangerous to the fetus include:

shoulder dystocia: the head is born but circulation is cut off due to impingement of shoulders

deep transverse arrest: the mechanisms of labor can’t proceed due to lack of rotation of the head

severe asynclitism: prevents proper descent of head

CPD: head is larger than the pelvic outlet

fetal distress: late decels indicate distress and possible asphyxia or hypoxia

(Varney, p 478-80)

819. Significant others can participate in the delivery of the baby in many ways. If desired, a partner, grandmother or friend can help with “catching” the baby, cutting the umbilical cord, supporting the position of the mother, identifying whether the baby is a boy or a girl, holding the mothers legs open, giving massage, water and encouragement.

820. Location of the delivery affects midwifery management by determining how to approach potential complications, when to transfer, how actively to manage the labor and how frequently to monitor vital signs.

821. Pre-existing conditions that may require the mother deliver in the lithotomy position include:

· existing complications- malpresentations, multiple gestations

· anticipated complications- shoulder dystocia (according to Varney)

This is because the clinician needs the best possible visualization and needs room in which to function with ready, direct access to the woman.

(Varney, p 450-1)

822. Delivery Positions

	Position
	Advantages

	squatting, supported squat
	increased pelvic outlet

works with gravity

involves partner

leads to more effective pushing when mom isn’t getting it in other

	semi-sitting
	uses gravity

gives support to back

increases pelvic outlet

	hands and knees
	protects perineum

helps prevent shoulder dystocia

helps gets rid of anterior lip

reduces premature urge to push

reduces pain due to back labor or OP baby

helps rotate an OP baby to proper position

	birth stool
	see squatting 

support for legs

	standing
	helps with gravity

helps mom to deal with pain

	exaggerated lithotomy
	helps fetal head go under pubic symphysis

	Side-lying
	

	sitting on the toilet
	

	supine
	helps fetal head go under pubic symphysis


823.  Midwifery preparations for delivery:

	Step
	Rationale

	Alert all people necessary for delivery
	To have adequate personnel

	Make sure that newborn resuscitation equipment and supplies are present and in working condition
	To ensure rapid utilization if the situation arises

	Requests that blankets be warmed for the baby
	To help maintain adequate body temperature in the baby

	Make sure that the source of heat for the baby is functioning
	To raise body temperature if needed for the baby

	Do a surgical scrub
	To use aseptic technique for delivery

	Glove using sterile technique
	To prevent infection

	Organize your instrument table
	To be prepared for complications as well as normal usage

	Do a vaginal exam 
	To assess station and approximate time until delivery


(Varney, p 451-3)

824. The head should be delivered between contractions because the combination of the contraction and the maternal pushing effort causes a doubling of the force behind the head, making the birth of the head more rapid, and the release of restraining pressure more abrupt. These both increase the risk of intercranial damage to the baby and lacerations to the mom. (Varney, p 455)

825. The Ritgen Maneuver is a technique to control the delivery of the baby's head. It is done by:

· Putting one hand on the occiput for control of the baby's head

· Cover other hand with a towel to prevent contamination

· With the draped hand, exert inward pressure, posterior to the woman's rectum until the baby's chin is located and in the grasp of the fingers

· Forward and outward pressure is then exerted on the underneath side of the chin and the head is controlled between this hand and the hand exerting pressure on the occiput

It is useful to know the Ritgen Maneuver because it enables you to "get hold of" the baby's head earlier and to deliver in a controlled fashion if there is urgent need to deliver immediately. (Varney, p 455)

826. Schools of thought on timing of clamping and cutting the cord:

Delayed clamping: 

· Transfusion of 80ml of blood from placenta to the baby (this is in accord with lowering baby below the level of introitus). The desirability of this is questionable, esp. with ABO or Rh incompatibility

· Easier transition to breathing air, without trauma or danger of anoxia.

· Less disruption and intervention immediately after birth, allowing the significance of the moment to be honored.

Immediate clamping:

· Prevents jaundice by decreasing placental transfusion and excess of RBC

· Frees baby for resuscitative efforts or other intervention.

Doesn't matter:

· No difference is shown in infant mortality

(Varney, p 455)

827. 

Third Stage: starts upon completion of the birth of the baby and ends with the birth of the placenta

First phase: placental separation

Second phase: placental expulsion

828. Information on client during third stage:

	Parameter
	Rationale

	Continuing evaluation of any previous significant findings
	These could be exacerbated during third stage and need additional treatment

	Evaluation of the progress of labor
	This will allow practitioner to act appropriately based on whether client is in phase I or II

	Continuing evaluation of the mother
	Monitoring mother's vital signs will give an indication if there is a concealed hemorrhage

	Screening for s/sx of third stage hemorrhage
	An early dx of pp hemorrhage can be resolved and prepared for easier, e.g. admin of pitocin


(Varney, p 513)

829. The third stage of labor occurs due to:

Drastic decrease in size of uterus with birth of baby leads to placental separation by buckling of surface attached to uterus.

(Varney, p 513)

830. The frequency of contractions during third stage:

After the birth of the baby, the first contraction might not be for 3-5 minutes. Contractions then follow every 4-5 minutes until the placenta has separated and expelled. Breastfeeding immediately after delivery may increase the frequency and shorten the onset of contractions. (Varney, p 513)

831. After placental expulsion the empty uterus contracts down and stays contracted if the muscle tone is good. If the tone isn't good, recurrent uterine contraction and relaxation lead to afterpains. Uterine contractions during and after third stage close off the blood vessels that were perfusing the placenta while making the uterus smaller and harder, and preventing hemorrhage. (Varney, p 513)

832. The retroplacental hematoma is formed between the separating placenta and the remaining decidua as a result of bleeding into the intervillous space. Although it is the result and not the cause of placental separation it does facilitate the completion of separation.

(Varney, p 513)

833. Clinical signs of placental separation

	Sign
	Etiology

	Sudden trickle or small gush of blood
	Flow of blood vessels that were feeding placenta is free

	Lengthening of the amount of umbilical cord visible
	As the placenta moves down in the uterus and vagina, more cord is exposed

	Change in the shape of uterus from discoid to globular
	The uterus contracts upon itself, changing the shape as there is more room to contract

	Change in the position of the uterus
	The bulk of placental tissue is in the lower uterine segment or upper vaginal vault displaces the uterus superiorly


(Varney, p 513)

834. The shultz mechanism of placental expulsion: delivery of the placenta with the fetal side presenting. This happens when separation occurs centrally with the formation of a central retroplacental clot. This weights the placenta so the central portion descends first. This inverts the placenta and amniotic sac, and causes the membranes to peel off the remainder of the decidua and trail behind the placenta. The majority of bleeding is not visible until the placenta and membranes are delivered because the inverted placenta "catches" and holds the blood. Shiny Schultz.

The duncan mechanism of placental expulsion is delivery of placenta with maternal side presenting. Results from separation at the margins of the placenta. Blood escapes between the membranes and the uterine wall and is visible externally. The placenta descends sideways the amniotic sac trails behind the placenta for delivery. Dirty Duncan.

(Varney, p 514)

835. Physiologic changes in the mother after third stage

	Physiologic Change
	Etiology

	Blood pressure should return to prelabor levels
	Client can relax after birth and is no longer exerting energy

	Pulse should return to prelabor levels
	In the absence of hemorrhage, client can relax and the body should return to resting heartrate.

	Temperature stays elevated for 1-2 hours
	Due to effects of increased metabolism during labor

	Respirations return to normal
	Client is not coping with strong contraction and can return to normal breathing patterns as metabolism goes back to normal.

	GI activity returns to normal
	Metabolism returns to normal, more room is available for GI organs.


(Varney, p 514)

836. Steps of management of third stage that minimize bleeding:

Guard the uterus to keep anyone from massaging prior to separation

	Step
	Rationale

	Guard the uterus to keep anyone from massaging prior to separation
	Premature fundal massage can lead to hemorrhage.

	Can massage if partial separation has occurred and there is excessive bleeding
	Risk of hemorrhage is greater than risk of fundal massage in this situation.

	Do not pull on umbilical cord before placenta separates and never pull on the cord with an uncontracted uterus
	Risk of uterine inversion and partial retained placenta due to incomplete separation. 

	Do not try to deliver placenta prior to its complete separation, except in the emergency of third stage hemorrhage
	See above.

	Become an expert in dx placental separation
	Most complications can be avoided if one waits for placental separation.

	Discipline in the art of patient waiting and into not feeling pressured into unwise interference with natural process.
	See above.


(Varney, p 515)

837. Management of the baby during third stage:

Monitor vital signs at 1 min, 5 min, 10 min, 15 min and 30 min and if they are out of normal range, take appropriate action (blow-by O2, PPV, etc)

Keep baby warm and dry and on mother's chest if possible

Help baby breastfeed as soon as possible

838. Evaluation of the uterus for placental separation:

	Change in the shape of uterus from discoid to globular
	The uterus contracts upon itself, changing the shape as there is more room to contract

	Change in the position of the uterus
	The bulk of placental tissue is in the lower uterine segment or upper vaginal vault displaces the uterus superiorly

	Use of modified Brandt-Andrews technique to assess separation status
	If the cord retracts into vagina, separation has not occurred. If it remains slack, or lengthens, separation has occurred.


839. Guarding the uterus means what it implies. While holding your hand in a position so that you can evaluate the size, shape, position and consistency of the uterus, it also keeps yourself or anyone from massaging  the fundus before placental separation has occurred. This prevents associated complications such as uterine inversion and postpartum hemorrhage. (Varney, p 516)

840. Dangers of partial separation of the placenta:

The placenta can not be delivered, but the blood vessels that are open due to partial separation can lead to hemorrhage.

The caregiver may think that the placenta is separated and prematurely give cord traction leading to uterine inversion or hemorrhage or retained placental fragments.

841. Modified Brandt-Andrews Technique is used to check to see if placenta has separated or not.

Hold the cord taught at the introitus with one hand, using the clamp for leverage

Bring the tips of your fingers on your abdominal hand, with your fingers close against each other, straight down into the lower abdomen just above pubic symphysis.

Watch what happen to the umbilical cord:

· If cord recedes into vagina the placental is not separated

· If the cord has a feeling of give and remains the same or extends, the placenta has separated and you may proceeds with facilitating placental expulsion.

(Varney, p 516-7)

842. If still unsure about placental separation, the following method can be used.

Hold cord tautly with one hand at introitus.

With other hand, follow cord into vagina with examining fingers until you can feel either site of cord insertion into placenta, or where it extends to the cervix beyond your reach. If it is the latter, you can assume for the time that it is not separated.

(Varney, p 516-7)

843. Facilitation of Placental Expulsion after Separation

	Step
	Rationale

	Use abdominal hand to assure that uterus is contracting
	Pulling on an uncontracted uterus can lead to inversion and hemorrhage

	Brace the body of the uterus by placing the palmar surface of the hand just above the pubic symphysis and pressing straight down against the uterus with an upward motion
	Maintaining the position of the uterus during the expulsion

	At the same time the other hand exerts traction on the cord, using the clamp for leverage
	To have adequate leverage to expulse the placenta

	At the same, ask the woman to push or cough
	To help move the placenta through the vaginal canal

	First exert traction on the cord downward and then upwards
	To birth the placenta along the Curve of Carus


(Varney, p 517)

844. To prevent uterine inversion:

Do not pull on the cord or give traction if the uterus has not contracted and/or the placenta has not separated.

Do not give excessive fundal massage, or use the uterus as a piston

Brace the body of the uterus by placing the palmar surface of the hand just above the pubic symphysis and pressing straight down against the uterus with an upward motion to protect and maintain the position of the uterus.

The cord should never be pulled if:

· the uterus is not contracted, could lead to inversion or prolapse

· the placenta is not separated, could lead to retained fragments or the cord to separate from placenta requiring manual removal and increased interuterine infection

845. Fundal pressure is avoided during placental expulsion because if it is used as a piston is relaxes the cardinal ligaments and may predispose to uterine prolapse, either in the postpartum period or later in life.

(Varney, p 517)

846. Positioning affects the expulsion of the placenta. Squatting works with gravity to birth the placenta, while a flat or slightly recumbent position negates the down and outward position of the vagina and does not utilize the natural facilitative forces when the woman is in an upright position. (Varney, p 517)

847. To prevent tearing of the after-coming membranes:

Allow the placenta to slide gentle into the basin or the midwife's hands, but don't let it drop far away from the introitus as this might cause the aftercoming membranes to tear and break off and be retained.

(Varney, p. 518)

848. To remove or tease out trailing membranes:

First Method

· Take a clamp and place it on the membranes at the vaginal introitus.

· Continue to support the placenta to prevent tension on the membranes.

· With a free hand, stabilize the uterus, while the other hand rocks the clamped membranes up and down, side to side, with a small amount of traction.

· When the membranes come down out of the introitus, reclamp to get better leverage on the membranes.

Second Method

· Hold the placenta in your hands and turn it over and over gradually teasing out the membranes until they are delivered.

(Varney, p 518)

849. Management for retained membranes:

Try to visualize during cervical inspection and tease more membranes out

Methergine .2 mg PO q 4 hours for 6 doses or an immediate IM injection if there are a large amount of membranes, unless the mom is hypertensive. If membranes are causing immediate bleeding, a ring forceps with gauze can be used to remove membranes from uterus.

(Varney, p 518)

Retained membranes can raise the risk for endometritis and can cause more painful afterpains.

850. Manual removal of retained membranes is contraindicated unless the membranes are causing immediate bleeding it is an emergency because:

· it is traumatic to the woman

· increases the risk of interuterine infection

· is unnecessary because the uterus can expel them on its own

851. Fourth Stage of Labor: Begins with the birth of the placenta and ends one hour later. This is a critical time for the woman's recovery from the stress of labor and she should be under close observation by the midwife.

(Varney, p 525)

852. Evaluations and Actions during 4th Stage

· evaluation of the uterus

· inspection and evaluation of the cervix, vagina and perineum

· inspection and evaluation of the placenta, membranes and umbilical cord

· repair of lacerations or episiotomy, if necessary

· vital signs as indicated

(Varney, p 525)

853. The uterus is normally found at the midline of the abdomen, 2/3rd to 3/4 between the symphysis pubis and umbilicus. A uterus above the umbilicus is indicative of blood clots in the uterus, which should be expressed via cherrypitting, or by manual removal of clots from the lower uterine segment. A uterus above and displaced to one side of the umbilicus indicates a full bladder, preventing contraction of the uterus and more bleeding. Bladder should be emptied. 

If the uterus is very low, uterine prolapse should be ruled out and treated.

(Varney, p 525)

854-855.

	Management 
	Rationale

	cervix, vagina and perineum inspect for lacerations (only if indicated for cervix)

inspect for bruising
	it is necessary to rule out or evaluate lacerations so they can be repaired and bleeding can be stopped

it is necessary to rule out hematomas and to assess level of bruising and swelling for management decisions

	placenta, membranes and cord

inspecting and evaluating to identify different cord insertions and types of placentas, whether the placenta and membranes are complete, grade of the placenta in terms of calcification, and that the cord has three vessels
	If the placenta is not complete, retained fragments can cause hemorrhage, presence of calcifications can indicate post-dates pregnancy, absence of three cord vessels can indicate heart defects


(Varney, p 526)

856. Expected physiological changes in maternal condition during fourth stage of labor

	Parameter
	Expected Change

	Vital Signs
	Stabilize to prelabor levels during first hour postpartum. Way of monitoring for shock, resulting from hidden blood loss. Temp remains elevated.

	GI 
	Nausea and vomiting should have ended. Mom is thirsty and likely hungry.

	Renal Function
	Hypotonic bladder with urinary retention and bladder enlargement is not uncommon.

	Lochia
	Bleeding should be minimal if uterus is well contracted. Additional clots may be expelled during this time.

	Perineum
	Swollen and sore, possible hematomas.

	Social
	Bonding hour-crucial time for maternal infant relationship. Maternal sensitive period for bonding. 


(Varney, p 529-30)

857. Involution of the uterus is the first action following placental delivery because it shuts off the flow of blood to the vessels that perfused the placenta and prevents pp hemorrhage.

858. Oxytoxic drugs will most likely be needed when:

· there is an overdistended uterus

· there is an oxytocin induction or augmentation

· rapid or precipitous labor or delivery

· prolonged first and second stage of labor

· grand multiparity

· history of uterine atony or pp hemorrhage with previous labor

In all of these cases, there is a higher rate of uterine atony with its associated risk of pp hemorrhage. (Varney, p 531)

859. Management for the inspection and evaluation of the cervix, vagina and perineum, once the midwife is assured the uterus is well contracted, includes examining for bruises, lacerations, hematomas and bleeders. This allows the midwife to prioritize her management steps (i.e. clamping bleeders, suturing lacerations, etc.) It is necessary to rule out or evaluate lacerations so they can be repaired and bleeding can be stopped, and it is necessary to rule out hematomas and to assess level of bruising and swelling for management decisions.

860. Indications for inspecting the cervix and upper vaginal vault are:

	Indication
	Rationale

	Uterus is well contracted but there is a steady trickle or flow of blood from vagina
	If bleeding is not coming from uterus, where is it coming from?

	Mother was pushing prior to complete dilation of the cervix
	Higher chance of cervical tears.

	Labor and delivery were rapid and precipitous
	Higher change of cervical tears due to lack of time for adequate dilation.

	Cervix was manipulated during labor
	Increased risk of damage to cervix.

	Traumatic procedures were necessary, i.e. forceps, vacuum
	These can cause injury to vagina and/or cervix

	Second stage of delivery was traumatic, e.g. shoulder dystocia
	Higher rate of trauma to vaginal vault or cervix.


(Varney, p 527)

861. Actions to be taken before the woman puts her legs together following inspection and repair include: 

	Action
	Rationale

	Check the uterus for consistency

Watch the effect of uterine massage on the amount of blood flow

Express any blood clots
	To assess uterine involution and presence of clots.

	Do one last VE , massage the lower uterine segment, check for uterine inversion and look over any repair work
	To assure that all 4x4s have been removed, to get clots out of the lower uterus, to assess completion and adequacy of repair

	Clean up and wash the woman
	For her comfort and cleanliness and prevention of infection.


(Varney, p 528)

862. Teach the mom how to locate her fundus and how to give light massage to keep uterus firm or get to firm up if it was boggy on a regular schedule, i.e. each time she goes to urinate.

This helps the woman feel that she is participating in and knowledgeable about her body, as well as reduces bleeding and lessens the need for periodic thorough and more rigorous massage by the midwife. (Varney, p 529)

863. Mother-infant family relationships during 4th stage consist of intense bonding. The midwife can assist in this happening by allowing the mother and baby to be together at all times if medically possible, by postponing the newborn exam and other interventions until after the first hour and then right by the mother's side. The midwife should also point out how perfect and lovable the baby is while giving the family time to themselves to get to know each other.

Pharmacology 

864. Four reasons drugs are used in labor are:

Induction/Augmentation of labor

Pain Relief/ Anesthesia

Nausea Relief

Hemorrhage

Antibiotic Therapy

(Class notes)

865.. Decisions that must be made regarding medicating a woman in labor include:

How close to delivery because baby can be adversely affected if too close to delivery and mom may not be able to feel urge to push effectively.

Allergies - self-explanatory

Condition of baby and effect of drug on baby- if baby is showing signs of fetal distress this could exacerbate condition

Amount- efficiency and safety

Route- efficiency and safety

Contraindications- don’t do if there are CI’s

How it will increase and decrease management options- it is important to keep long term goals in mind and not just immediate solutions

Mother’s birth plan/ beliefs- it is important to respect the woman’s autonomy

866. 

	Class
	Anesthesia
	Barbituate/

Sedative
	Ataratic
	Narcotic Analgesic

	Example
	Lidocaine
	Seconal
	Phenergan
	Demerol

	Antiemetic
	no
	mild
	yes
	no

	
	
	
	
	


(Class notes)

867. Sedatives and Ataratic drugs are more likely to be used during latent or false labor because they induce a relaxed state and are long acting. (Class notes)

868. see #865

869. Alternatives to pain medications used in and out of hospital settings

· massage

· water: decreases weight, relaxation, decreases pressure on belly

· acupuncture, acupressure

· positioning

· hypnobirthing

· aromatherapy

· love, support and presence

· validation/ reassurance

· safe environment

· support people

· music

· homeopathics

· counterpressure

870. 

	Alternative

Pain Relief
	Expected Action
	Effect on mom & fetus
	Risk/Benefit Ratio
	Expected Success Ratio

	Hot water
	pain relief

muscle relaxation
	relaxes mom so that body can do its work; takes the edge off the pain; soothes; allows more O2 flow
	no risk with clean water that is the right temperature
	85%

	Reassurance
	validation of experience

lessens anxiety

normalizes “panic”
	relaxes muscles

relieves tension
	no risks
	90%

	Positioning
	makes more room in pelvis

pain relief

allows for more effective O2 flow
	decreased pain

more O2 to baby


	risk of cord compression which would be assessed during fetal heart check;

increases risk of tears with some positions;

decrease risk of shoulder dystocia with certain positions
	92%

	Massage
	relaxes muscles


	relaxes muscles and decreases tension;

improves O2 flow
	possible risk of dislodging thrombus in legs causing embolism; otherwise no clinical risk
	88%

	Counterpressure
	disrupts pain pathway 
	reduces sensation of pain in lower back for mom
	bruising the mother or putting pressure in wrong position and adding more pain
	75%


(Class Notes)

871. Narcotic analgesia should only be used in hard, active labor because it can decrease the effectiveness of contractions.

Ataratics have no effect on contractions and therefore can be used early in labor.

Sedatives can cause hypotonic uterine dysfunction

872. 
Analgesia- pain relief


Anesthesia- pain removal


(Class notes)

873. The best pain relief in second stage is to have a baby. According to Varney, pain relief medications that can be especially useful in second stage include:

· pudendal block: anesthetizes the lower vaginal tract alleviating any discomfort or pain a woman may have from the tissue stretching caused by the distension of the fetal head while carrying minimal effect to baby. It can deal with the fear issue of one’s “bottom splitting open” and one may be able to avoid an episiotomy. 

· local infiltration with lidocaine of the perineal body: also carries minimal risk to baby 

(Varney, p 445)

874. Local infiltration distends the tissue into which the anesthetic agent is injected, thereby distorting the size and shape of the tissue and making proper approximation of tissue layers more difficult. (Varney, p 445)

875. Methergine PO is indicated when portions of membranes or retained, or when uterus is not contracting, placenta is already out, and there is unstoppable bleeding with a boggy uterus. Per Elizabeth in class, a hx of pp hemorrhage. PO Methergine’s expected action is to cause a few big contractions over a few days to expel content of uterus.

According to Varney timing and dosage is 0.2 mg q 4 hours for 6 doses. Some midwives follow this series with 0.2 mg of PO Methergine TID for 3 days.

Contraindications include elevated BP, normal involution occurring on its own, placenta still in uterus.

Side effects include increasing the blood pressure and tetanic contractions.

(Class notes, Varney, p 518)

876. IM Methergine or ergotrate is indicated when the placenta is delivered with postpartum hemorrhage, or when the amount of retained membranes is estimated to be large.

 Dosage is 1 amp or 0.2 mg IM immediately upon recognition of indications. Expected action is to induce tetanic contractions to expel uterine content and/or clamp down the uterus to stop bleeding.

Contraindications include high BP, normal involution or placenta not yet born. Side effects include elevating BP. (Varney, p 518)

877. IM Pitocin is indicated postpartum if the woman is having a little heavy bleeding but not excessive and the uterus is tending to relax, and is hypertensive, or if the uterus has a tendency to be boggy, or if the placenta is not coming out in a timely fashion. Its expected action is to create contractions similar to term labor contractions. Timing is immediately upon recognizing indications and ruling out contraindications. Side effects of significant doses of Pitocin can include hypotension and tachycardia. CI’s such as hypotension must be weighed against the benefit of using the drug if the hemorrhage warrants it.

(Varney, p 532-3)

878. IV Pitocin dosage is 10-40 I.U.s diluted in a 1000 cc of saline. IV push is very dangerous and contraindicated, as there can be nearly a 40-50% drop in blood pressure, which is enough to induce a state of shock, as well as a marked tachycardia. The drip rate should be slow. Can be used right after the birth of the baby to help with postpartum hemorrhage or to help with a placenta that won’t come out. (Varney, p 533)

879. Intrapartal IV use:

Ketosis


Rehydration LR 

FTP 

LR, NS

Swollen Cervix
NS

IV Antibiotics NS

Shock
NS

Hemorrhage
LR, second bag of NS

NS should be used if there is chance of a blood transfusion.

Antibiotics should be used with NS including the bag, needle and tubing.

2000ml IV/1000 ml of fluid loss, 2:1 ratio of replacing what lost.

Can give a bolus of 500cc for hemorrhage or hypovolemia or dehydration.

After initial 500 titrate to pulse. If >100, increase drip rate until normal. Check pulse and check every 5 minutes, if pulse slows, decrease drip rate.

Also, sometimes a certain drug has a specified drip rate.

(EDG class notes)

880. Postpartum IV use:

Hemorrhage

Dehydration or exhaustion

2000ml IV/1000 ml of fluid loss, 2:1 ratio of replacing what lost.

Can give a bolus of 500cc for hemorrhage or hypovolemia or dehydration.

After initial 500 titrate to pulse. If >100, increase drip rate until normal. Check pulse and check every 5 minutes, if pulse slows, decrease drip rate.

(EDG class notes)

881. 

	Name
	Class
	Pain Relief
	Anti-Emetic
	Decrease Anxiety
	Sedation
	Dose/RT
	Timing

	Meperidene or Demerol
	Narcotic
	x
	
	
	x
	12.5-25 mg IV

50mg IM
	Active labor

	Promethazine or Phenergan
	Ataratic
	
	mild
	mild
	x
	25-50 mg rectally, IM, or IV
	Early, Active or prenatally

	Hydroxyzine or Vistaril
	Ataratic
	
	
	x
	x
	50mg IM
	early or active

	Secobarital or Seconal
	Barbit
	
	mild
	mild
	x
	100mg PO

100 mg

IM
	false labor

early labor


(EDG classnotes)

882. Pain in Labor

Skullcap: 3-8 drops orally single dose, gets rid of simple pains such as that with dilation of the cervix. No contraindications or side effects. Plant origin.

St. Joan’s Wort: controls spasms in the back, sides and uterus. Can be used every hour or as needed 25-30 drops orally. No CI or SE noted. Plant origin.

(Herbal for the Childbearing Year, Susun Weed)

883. Shepherd’s Purse: common weed origin. Blood coagulant and vasoconstrictor. Stops bleeding and promotes uterine contractions. 20-40 drops or dropperful under the tongue of fresh plant tincture. If using extract of dry plants 1 tsp under tongue and repeat every minute. Quick acting.

CI: do not give preventively as it can cause large clots and make it more difficult for uterus to clamp down.

Blue Cohosh: plant origin. 10 drops under the tongue, repeat as necessary. 

No CI or SE noted.

(Herbal for the Childbearing Year, Susun Weed)

Complications 

884. The earlier complications are recognized the earlier they can be dealt with and resolved before advancing to a more dangerous state. In addition, if transfer to the hospital is necessary it can be done before it is a life or death emergency.

885. When the medical condition of a client necessitates that care be transferred to an MD, the midwife should stay involved in an appropriate manner and be responsible for:

supporting and caring for the client

explaining medical jargon

explaining procedures and options and their risks and benefits

advocates for the client

reassures partner and family

Since the midwife was the client’s provider during pregnancy, this gives the client some continuity of care and allows her not to feel abandoned in this difficult situation of a transfer.

886. Four evaluations about a given intervention that should be done by the midwife before using the intervention are:

· risks of the intervention

· benefits of the intervention

· assessment of the alternatives to the intervention (including if one can wait for a while)

· assessment of the likely progression of interventions if this one is utilized (i.e. the ladder effect)

887. VBAC’s with low transverse uterine scars should be encouraged rather than planned C-sections because the risk of uterine rupture for these women is .19-.8 %, which is less than morbidity rates for repeat C-sections.

Rupture of a low-transverse uterine scar is also not usually catastrophic for either mom or baby as most ruptures in these cases are only dehiscence or puckering of the scar. (Varney, p 460)

888. Risk to women with previous C-section includes:

· type of previous incision due to different risks of rupture

· gestational age of fetus at previous C-section (see 210 for reason)

889. A C-section done at 28 weeks or earlier may result in an incision that extends into the uterine muscle mass of the uterine corpus or fundus, leading to a higher risk of rupture. Since the lower uterine segment is poorly developed during early gestation, a C-section done before 28 weeks even with a low-transverse uterine scar will extend in the corpus, and thus subsequent vaginal births bring a high risk of rupture. (Varney, 459-60)

890. Women with classical scars are at a greater risk of rupture from VBACs because that type of incision involved the upper contractile uterine segment which will be under more stress and stretch during a subsequent spontaneous labor. (Varney, p 460)

891. Two types of C-sections:

· classical: vertical scar which includes the upper contractile uterine segment

· low-transverse or low-vertical: scar includes on the lower noncontractile uterine segment.

892. Women with classical uterine scars have a risk of catastrophic uterine rupture of around 12% as opposed to .19-.8% of non-catastrophic rupture with LTUIs, and 1.1% for low-vertical scars. (Varney, p. 460)

893. The uterine rupture of LTUI is usually not catastrophic for mom or baby because it is usually only a dehiscence of the scar and an incidental finding during uterine exploration following a vaginal birth or elected repeat C-section. (Varney, p 460)

894. According to Varney, VBAC safety in relation to number of previous C-sections, the interval of time since the last C-section and any intervening vaginal deliveries have minimal significance with regard to uterine rupture. (p. 460)

895. Additional history that should be taken for a woman with a previous C-section:

	History
	Rationale

	Type of cesarean section
	to know if a VBAC is possible based on risk of rupture for classical or LTUI

	reason for cesarean section
	to take into consideration in management of pregnancy and labor

	length of labor
	to know if there was a true trial of labor and/or if uterine exhaustion played a role

	weeks gestation at time of c-section
	see no. 210


(Varney, p 460)

896. Options for management of a woman with a previous LTUI include:

· scheduled elective repeat C-section

· an elective repeat C-section after onset of labor

· trial labor for a vaginal delivery

(Varney, p 460)

897. If the previous uterine incision was classical or the inverted T, a repeat C-section before the onset of labor is the most appropriate option. For LTUI see no 217. (Varney, p 460)

898. All the available options and their associated risks and benefits should be discussed with the VBAC client and documented in her chart, i.e. risks of repeat C-sec vs. VBAC.

899. The VBAC mom may need some special support during her pregnancy to overcome feelings of inadequacy, poor self-image or guilt over her previous c-section and to work through relevant issues that may cause her to not proceed well through the subsequent labor. Support groups such as ICAN, books such as Silent Knife, and special antepartal classes designed for VBACs. This is especially important when the woman’s family is not supportive or informed about VBAC. 

(Varney, p 461)

900. Caution should be taken to use a diagnosis of CPD for previous C-section, as a reason to label a mom a poor VBAC candidate as 60-70% of women with a previous diagnosis of CPD go on to have vaginal deliveries subsequently, often with larger babies. This info should be shared with the woman and her feelings about her body should be explored. Reinforcement that her body can do this should be given throughout pregnancy and labor.

901. A VBAC candidate should be allowed to labor normally because she is going through a labor just as any other woman medically speaking. She will have psychological hurdles however, particularly, when labor reaches the point at which she had a problem or lack of progress that led to the previous C-section. This point should be noted ahead of time by the practitioner so that arrest of progress can be headed off, and reassurance and support can be given. From this point on (the point of previous C-section) expect progress like a primagravida.

902. Standards for managing VBAC labor are the same as for any other laboring mother. Use of oxytocin for induction or augmentation, or epidural anesthesia are not universally agreed upon, but according to Varney are okay to use. VBAC moms should be closely monitored for s/sx of uterine rupture such as abrupt change or cessation of contractions, vaginal bleeding and a loss of fetal station, or abrupt changes in FHTs. (Varney, p 461)

903. There is an increased incidence of placenta accreta with VBACs due to the risk of the placenta implanting over the uterine scar. Therefore, in the case of a retained placenta, a transfer to the hospital  for manual removal to may be the better management decision in order to have access to surgery or blood transfusion. Another option is to have a term ultrasound to r/o an anterior placenta that is covering the scar. (Varney, p 461)

904. The management of asymptotic scar dehiscence following a vaginal birth is to do nothing as it will heal by itself by 6 weeks postpartum. If symptoms are present, a manual exploration of the uterus to r/o scar dehiscence is a subject of controversy, as the procedure is painful. (Varney, p 461)

905. Preterm labor: any labor that starts after the completion of the 20th week gestation up to the completion of the 37th week of gestation. This constitutes 10% of all labors in the US. Is the leading cause of perinatal mortality and morbidity as it accounts for 75% of all perinatal deaths and up to 50% of the neurological handicaps found in infancy. (Varney, p 461)

906. Low SES is thought to result in higher rates of prematurity due to the correlation between low SES and poor nutritional status, lower utilization of prenatal care and higher rates of drug and alcohol use among mothers.

907. Any woman who has had one preterm birth in a past pregnancy, has a 20-40% risk of recurrence because she is likely to have the same risk factor and risk behaviors as at the time of the preterm birth. The risk of repeat preterm birth increases with each subsequent preterm or full-term birth respectively. It is sometimes difficult to distinguish between  a preterm baby and a growth-retarded term baby and therefore it is important to obtain previous medical records for any woman with a previous baby weighing less than 2500 grams or who delivered prior to 36 weeks gestation. (Varney, p 462)

908. The most important factor in management of preterm labor is the diagnosis of preterm labor so that it can be dealt with in a timely and appropriate manner. 

909. Predisposing factors to prematurity:

	Predisposing factor
	Why

	Lower SES
	see #227

	poor nutritional status
	a weight gain of less than 10lb by 20 weeks; the body cannot sustain the pregnancy to term

	short intervals between pregnancies
	association with preterm births due to the body never having built itself back to prepregnancy levels and therefore starts pregnancy in a compromised state

	multiple gestation
	10% of all preterm births are multiple gestations due to expansion of uterus to its capacity

	substance abuse
	cocaine particularly can precipitate PTL and/or abruption

	incompetent cervix
	cervix dilates painlessly to point of no return and miscarriage or preterm labor ensues

	urinary tract infection
	can mimic and or induce labor as urinary tract irritation can stimulate uterus into contractions

	PROM
	it is common to have contractions begin within 24 hours post ROM

some schools also believe the membranes play a role in the initiation of labor; absence of water can lead to dropping of fetal head and pressure on cervix starting labor

	polyhydramnios
	excess fluid increases volume of uterus to capacity thus stimulating contractions

	uterine anomalies
	possible that a uterus with anomalies cannot accommodate a full-term baby

	STDs
	bacterial infections can cause ROM or stimulate contractions due to bacteria

	DES daughter
	creates uterine anomalies not conducive to carrying a pregnancy to term


(Varney, p 461-2)

910. The screening information that will be most helpful in ruling out PTL includes identifying both the predisposing factors for PTL during routine care and the s/sx of preterm labor. (Varney, p 463)

911. The eight s/sx that must be evaluated to rule out PTL include:

· painful menstrual-like cramps, not to be confused with round-ligament pain

· dull low backache that comes and goes and is different from any back pain the woman has experienced earlier in labor

· suprapubic pain or pressure, may be confused with UTI

· sensation of pelvic pressure or heaviness

· noting if there is a change in character or amount of vaginal discharge

· absence of diarrhea

· PROM

· unpalpated uterine contractions (painful or unpainful) felt more often than every 10 minutes for 1 hr or more and not relieved by lying down

(Varney, p 462)

912. Management strategies for  preventing prematurity and low-birth weight:

· Monthly screening for asymptotic bacteriuria related to preventing genital tract colonization leading to PTL.

· Prompt treatment of any vaginal and cervical infections to prevent the infection from precipitating PTL.

· Diet history and appropriate nutritional counseling to improve nutrition and hydration and maximize chance of having a term pregnancy.

· Reinforcement of the signs and symptoms of PTL and instructions about what to do and when to call increases the chance that the progression of labor would be able to be halted in some way if caught early.

· Stress reduction strategies and open communication with client so that stress and its associated risk of PTL can be alleviated.

(Varney, p 462-3)

913. For women with two or more previous PT labors or births, with no s/sx this pregnancy, the following should also be done:

· Vaginal exam q 2 weeks to assess for cervical changes in position, effacement and dilation, as well as station of the presenting part. Serial cervical exams may have limited predictive value in making clinical management decisions.

· Recommend change or reduction of workload if job includes heavy lifting, pushing or pulling, long hours, rotating shifts or a lengthy commute.

· Recommend use of condoms during sexual intercourse to prevent STDs that might predispose to PROM and prevent prostaglandin in the semen from causing uterine irritability.

· Advise the woman to avoid nipple stimulation to prevent uterine contractions.

(Varney, p 463)

914. Management of woman with preterm labor

· Obtain history and physical, review EDD (to confirm labor is preterm)

· Rule out fetal distress (to determine if you have time to assess or need to transport immediately)

· Rule out maternal infection such as UTI, GC/CT, etc (to help assess cause of PTL and possible route of stopping it)

· Pelvic rest (to prevent introduction of prostaglandins or oxytocin from semen or orgasm or other stimulation/irritation to cervix; to prevent introducing infection)

· If membranes ruptured, consult and transport. (Inevitable delivery needs to be in appropriate setting)

· If membranes intact,


1. Utilize adjunctive therapies to stop labor (hydration, rest, Ca Mg, herbs, homeopathics (it may be possible to stop the labor)


2. Consult and transport if woman’s labor is confirmed and cervical changes are progressive Inevitable delivery needs to be in appropriate setting)

· Educate mom about prematurity. (So she knows what to expect)

(NMMA Guidelines, p 163-4)

915. Preterm labor is accurately diagnosed by the following signs and symptoms:

· painful menstrual-like cramps, not to be confused with round-ligament pain

· dull low backache that comes and goes and is different from any back pain the woman has experienced earlier in labor

· suprapubic pain or pressure, may be confused with UTI

· sensation of pelvic pressure or heaviness

· noting if there is a change in character or amount of vaginal discharge

· absence of diarrhea

· PROM

· unpalpated uterine contractions (painful or unpainful) felt more often than every 10 minutes for 1 hr or more and not relieved by lying down

(Varney, p 462)

916. A woman with signs of preterm labor should be managed as follows:

Notify consulting physician and make the following assessment:

History: s/sx of PTL, s/sx of UTI, s/sx of vaginitis, cervicitis or STDs, s/sx of PROM

Physical Examination: 


Vital signs, esp. temp and pulse


Evaluation of gestational age


Evaluation of contractions


Evaluation of FHT


Abdominal palpation for position, presentation, EFW, multiple 

gestation and assessment of abdominal pain


CVAT


Assessment  of low-back pain and suprapubic pain

Pelvic exam


Speculum exam for evaluation of vaginitis, cervicitis, PROM, STDs


Digital exam for evaluation of any existing cervical changes, station

Lab Tests


STAT microscopic U/A


U/C


wet mount of any vaginal d/c


Cultures for GBS, GC/CT and any genital lesions


CBC  with diff


Fern test


Nitrazine test

(Varney, p 463)

917. Instructions to a woman managed for PTL who is sent home:

· Limit activity

· Arrange for help with household and childcare activities

· No sexual activity until reevaluation in a week

· If sexual activity is resumed, use condoms until postpartum 

· Return for routine PNC and reevaluation in one-week

· Continue to follow previous instructions on nutrition

· Review s/sx and if reoccurrence return to care immediately

· No use of cigarettes, drugs or alcohol

(Varney, p 464)

918. Women who meet the definition of PTL, less than 4cm dilated and less than 34 weeks gestation are candidates for tocolysis. Between 34-37 weeks tocolytic drugs are not very effective and their is a cost-benefit ratio of risk of the drugs to the risks of a preterm birth. (Varney, p 464)

919. The drugs commonly used for tocolysis are:

Magnesium Sulfate because it inhibits uterine contractions

Beta-adrenergic agonist ritodrine because it inhibits uterine contractions


Terbutiline because it inhibits uterine contractions

(Varney, p 464)

920. Signs and symptoms that rule out tocolysis:

· Fetal maturity (no need to stall labor)

· Cervix more than 5 cm dilated (is ineffective beyond 4 cm)

· Severe IUGR (better for baby to be on outside with assistance than remain inside)

· Acute fetal distress (Baby needs to be born)

· Fetal death or fetal anomaly incompatible with life (no danger in premature birth)

· Severe placental abruption (baby needs to be born)

· Maternal hemodynamic instability (mother cannot sustain the pregnancy or labor with prolonged excessive bleeding)

· Severe preeclampsia or eclampsia (will be resolved with birth)

· Chorioamnionitis (dangerous to baby to remain in infected waters)

(Varney, p 464)

921. Dangers associated with tocolytic drugs:

Cardiac disease with beta-adrenergic agonists

With Mag Sulfate- renal failure, hypocalcemia, Myasthenia Gravis

Terbutaline- pulmonary edema

(Varney, p 465)

922. The lab tests that should be obtained for a woman undergoing tocolysis are:

CBC with diff

Creatinine, glomerular filtration rate, and other renal function tests

24 hour protein collection

3 hr GTC

923. After contractions stop, tocolysis via Terbutiline or Ritodrine is continued as a lower dosage and titrated down every 30 minutes until the lowest dosage that maintains cessation of contractions. Magnesium Sulfate is either continued at its dose or stopped as reducing dosage does not effect it.  Management at that time is to transfer to a higher acuity center and/or administer steroids to assist in fetal lung maturation.(ALSO Manual, D-10)

924. Considerations in using tocolysis:

No CI to the drug, i.e. allergy

No CI to prolongation of the pregnancy

The fetus should be healthy and able to withstand further gestation.

There should be a clear dx of PTL

Cervix dilated to less than 4 cm

Gestational age between 24 and 34 weeks

(ALSO, D-11)

	Concerns to Mom
	Concerns to Baby

	Nausea
	Tachycardia

	Headache
	Hypoglycemia

	Diarrhea
	Hyperinsulinemia

	Vasodilatation
	Hydrops

	Visual changes
	Hypotonia

	Weakness
	Drowsiness

	Lethargy
	Bony abnormalities

	Tachycardia
	Congenital rickets

	Anxiety and Jitteriness
	Decreased uteroplacental blood flow

	Hyperglycemia
	Oligohydraminios

	Hypocalcemia
	Decreased renal function

	Increases systolic BP
	Premature closure of ductus arteriosus

	Decreases diastolic BP
	

	Decreases coronary artery perfusion
	

	Decreased peripheral resistance
	

	Pulmonary edema
	

	Fluid retention
	

	Peptic ulcer
	

	Paralytic ileus
	

	Urinary retention
	

	Severe allergic reaction
	

	Thromocytopenia
	

	Hepatoxicity
	

	Respiratory depression or distress
	

	Pulmonary embolus
	

	Cardiac arrest
	

	Death
	


(Varney, p 466)

925. Decreasing maternal anxiety via reassurance, emotional support and stress reduction is very important as anxiety itself can be causative. Management includes trusting the mom’s suspicions or reports of changes, attempt to make her feel she has some degree of control over the situation and has something to offer, and being available by phone to allay fears or review her uneasiness about what she is feeling and helping her feel like a valuable participant in her own care. (Varney, p 465)

926. Decision to be made by the physician and midwife in preterm labor management:

Deciding on route of delivery (based on fetal presentation and gestational age)

Deciding on type of analgesia and anesthesia if used (narcotics, ataratics and sedatives should not be used prior to delivery; pudenal block or local infiltration should be used for episiotomy and repair; if absolutely necessary, a woman can have an epidural)

Monitoring the fetus (a preterm baby has less reserves to handle labor, also more likely to be tachycardic particularly with ROM, also show marked variability more often)

Carefully weighing the usefulness of internal monitoring with the dangers of inserting scalp electrode (preterm fetus has wider fontanelles and a different skull bone density and consistency)

Deciding whether an episiotomy is needed (based on estimated fetal weight and relaxation of the woman’s perineum and baby’s ability to stretch and distend it and decrease risk of trauma to head)

Decision to transfer baby to level III or IV hospital upon delivery (based on needs of baby and institutions capability to meet those needs)

(Varney, p 465-6)

927. Predisposing factors for PROM:

· incompetent cervix

· polyhydramnios

· fetal malpresentation

· multiple gestations

· vaginal or cervical infection

(Varney, p. 467)

928.  Risks to mother and baby with PROM include:

· preterm labor and delivery

· infection (intrauterine)

· umbilical cord compression

· prolapsed cord

929.  Risks can be minimized by:

· not performing vaginal exams

· no douches

· no sexual intercourse

· no vaginal therapeutics

· maternal hydration 

· vitamin c and echinacea supplementation (garlic as well)

930.  History that should be taken:

a. amount of fluid loss (differentiates full rupture from high leak)

b. inability to control leakage with kegel exercises (differentiates from urinary incontinence)

c. time of rupture (to assess need for antibiotics)

d. color of fluid (to rule out meconium)

e. odor of fluid (to rule out infection and differentiates it from urine)

f. last sexual intercourse (semen expelled from vagina can be mistaken for amniotic fluid)

(Varney p. 467)

931.  Physical examinations that should be carried out in the presence of PROM include abdominal palpation (to ascertain amniotic fluid volume).  With frank rupture of membranes it is possible to detect a decrease in fluid due to molding of uterine wall and decreased ballottability.

932.  The steps of the sterile speculum examination  include:

a. inspection of the external genitalia for signs of fluid (in order to assess if there has been a constant and large amount of water leaking)

b.  insertion of the speculum and visualization of the cervix for a flow of fluid from the os. (to confirm ROM)

c. visualization of pooling of amniotic fluid in the vaginal vault (to confirm ROM)

d. if you do not see any fluid have the woman bear down (the valsalva maneuver) or exert gentle fundal pressure or elevate the presenting part abdominally to allow fluid to swoosh by (in order to visualize fluid)

e. observation of any fluid for the presence of lanugo or vernix if the pregnancy is greater than 32 weeks (other fluids (urine) will not have lanugo or vernix)

933. See above

934.  Management options for ROM:

1. To accomplish delivery within 24 hours of ROM. (Since this is the time of greatest risk)

2. Await the onset of spontaneous labor while observing the woman for signs and symptoms of chorioamnionitis. (Most women will go into spontaneous labor within the first 24 hours)

935. Factors that increase the chance of infection following ROM are:

· number of pelvic exams performed

· anything inserted into vagina

· poor hygiene

936.  Outcome of ROM in pregnancies less than 37 weeks rates of infection vary according to gestational age. The risks associated with prematurity are greater than the risks associated with infection. After 37 weeks the infection rate in the first 24 hours has been reported from 1.6 % to 29 %.

937.  A digital exam should be carried out in the presence of ROM when the plan is to induce labor so that delivery happens within 24 hours.  

938.  The additional management a woman entering labor in the presence of ROM include:

· assessing temp every 2-4 hours (maternal chills often precede maternal temperature

· conduct fetal heart monitoring

· checking fetal heart rate every hour is adequate assuming FHT is normal

· tachycardia is indicative of an intrauterine infection

· fetal heart rate is checked by listening after each contraction and through one contraction every fifteen minutes (with tachycardia)

· avoid unnecessary vaginal exams

· when doing an absolutely necessary vaginal exam, note the following: whether the vaginal walls are unusually warm or hot to the touch, whether the odor of the fluid or discharge on your gloves, the color of the fluid or discharge on gloves

· pay scrupulous attention in order to develop a  clear picture as to whether an infection may be developing

(Varney p. 461)

939. Expectant management of ROM include:

1. maternal pulse and temperature taken every 4 hours including nights

2. pelvic rest

3. non stress test or bpp done daily or weekly

4. daily evaluations for uterine tenderness

wbc count with differential done every day or every other day

940. Lab work obtained in the presence of ROM include: 

	Test
	Timing
	Rationale

	Cervical GBS/Vaginal GBS
	STAT
	to determine whether the danger of a gbs infection exists

	Urine culture
	Timely
	To determine if the urine is colonized by any potentially dangerous bacteria

	Fern test 
	at time of ROM
	to determine whether the leaking fluid is amniotic 


941.  The difference between chorioamnionitis and amnionitis  :

Amnionitis is the inflammation of the amniotic sac and the amnion.  Chorioamnionitis is the inflammation to the chorion and the amniotic sac.  These conditions almost always coexist.  The effects on the mother are decreased effectiveness of uterine contractions, abnormal cervical dilation, poor response of uterus to oxytocin.  The infected woman has the potential for being very sic, both intrapartally and postpartally.  The infant may develop life threatening intrauterine pneumonia and acidosis. (Varney, p. 470)

942.  Six signs and symptoms of above two conditions:

1. Maternal fever

2. Maternal tachycardia

3. Fetal tachycardia

4. Tender Uterus

5. Vaginal walls unusually hot to touch

6. Foul smelling, purulent amniotic fluid

7. Elevated WBC count

943.  The two goals of intrapartal management is delivery of the baby and treatment of the infection.

944. Steps of management and rationale for chorioamnionitis:

1.  Facilitation of delivery: induced vaginal delivery or c-section within 24 hours of diagnosis.

2. Oxytocin induction or augmentation to shorten latent phase of labor.

3. Rupture of forewaters if present to determine if water is stained with meconium.

4. Internal electronic fetal monitor to determine well-being of baby

5. Hydration with IV D5LR to replace infected fluid with new fluid.


6. Vital signs every hour in order to monitor well being of mom.

7. Notification of pediatrician in order to have competent care for a possibly infected newborn.

945.  If delivery is expected within one or two hours IV antibiotic therapy can be delayed until immediately after delivery.  This is advisable because antibiotics given to mom will mess up the pediatricians ability to identify the causative infecting agent in the newborn.  Otherwise the mother should be treated during labor to initiate treatment to the mother and decrease neonatal sepsis rate.  IV penicillin G is usually used.  

946. The most common immediate neonatal complications in the presence of chorioamnionitis is pneumonia, acidosis and neonatal sepsis.

947.  The standard resolution of a prolapsed cord is c-section.  That is the only way to safely deliver the baby. (Varney 471)

948.  First type of cord prolapse is the Frank prolapse.  This is when the cord slips through the cervix.  Management is a c-section.

Occult prolapse is when the cord slips beside the presenting part, but does not protrude through the cervix.  In both cases danger lies in fetal hypoxia from cord compression between presenting part and the pelvis.  

949.  Five precipitating causes of cord prolapse:

1. Ruptured membranes with a breech presentation, compound presentation, transverse lie, fetus less than 2000 grams or second born twin.  The presenting part is not big enough to prevent cord from slipping into pelvic outlet.

2. Amniotomy.  If there is an unengaged head, compound presentation a non-cephalic presentation or small fetus whose presenting part does not fill pelvis.

3. SROM with above factors and rationale.

4.  Careless vaginal exam causing ROM with unengaged head

5. Polyhydramnios with ROM,  with polyhydramnios there is an unusually large gush and amount of water that can easily carry the cord with it.

(Varney, p 472)

950.  Steps for ruling out prolapsed cord and rationale.

1. Check for hearttones to assess fetal well-being

2. Thorough vaginal exam including feeling around the presenting part, the cervical edge and the external os to assure that there is no cord presenting.  Differentiate during a vaginal exam a cord from a prolapsed foot, a prolapsed arm.

951.  

	Management of prolapsed cord
	Rationale

	Place entire hand into the woman’s vagina and hold presenting part off of cord.
	To decrease the compression of the cord.

	Do not under any circumstances attempt to replace the cord
	You will not be able to replace it and may cause cord spasm leading to further cord compression.

	Inform woman of what has happened and illicit her cooperation
	This will enable the team to work as efficiently as possible

	Summon help/notify physician
	A transfer to hospital for c-section will be necessary

	Have others get woman into Trendelenburg position (kneeschest) transfer woman to hospital in this position
	In this position gravity will aid in keeping baby away from pelvic inlet and pressing on the cord.

	If cord is protruding from the vagina wrap in gauze soaked in normal warm saline
	This will prevent the cord from dehydration/drying out.



	Do not palpate or rely on cord pulsations  for fetal well being
	Not a reliable measure of FHTs due to prolapse.

	Under no circumstances remove your hand from the woman’s vagina or from the presenting part
	This will prevent cord compression


Varney p. 472

952.  Insert a number 16 foley catheter, fill the bladder with 500 cc of sterile water or normal saline and clamp the catheter while your hand is in the vagina displacing the fetal head off the fetal cord.  The full bladder displaces the presenting part alleviating cord compression.    

953. Types of FHT that are abnormal

	Type of FHT
	Parameters
	Condition in mom
	Condition in baby

	tachycardia
	because >160 for more than 10 minutes

increased sympathetic tone or decreased parasympathetic tone
	· intrauterine infection

· maternal hyperthermia either systemic or from chorioamnionitis

· administration of drugs for tocolysis or asthma or those to treat 

· hypertension

· maternal dehydration precipitated by heat stroke

· placental abruption

· hyperthyroidism
	· extreme prematurity

· fetal hypoxia

· cardiac congenital anomalies

· fetal anemia related to Rh-sensitization

· Hydrops

· fetal-maternal bleed

	Bradycardia
	less than 120 for at least 10 minutes

with average variability not clinically significant as indicator of fetal distress
	· maternal hypothermia

· prolapsed cord or cord compression

· drug administration such as Propanolol 


	· fetal hypoxemia

· vagal stimulation from Valsalva, rapid descent, vaginal exam, posterior or transverse position of fetal head in vertex position

· cardiac anomalies

	Minimal or absent variability or marked variability
	long term variability assessed by Doppler

all due to depression of autonomic nervous system
	· drugs such as analgesics, narcotics, barbiturates, etc
	· less than 28 weeks

· congenital neurological anomalies such as anencephaly

· fetal sleep cycles which should persist no long than 80 minutes in average fetus

· fetal hypoxia and acidosis


(Varney, p 476-7)

954. Management plan for late decels:

1. Notify consulting physician (to consult for how to proceed)

2. If birth is not imminent, start transfer to hospital (to have all options available)

3. Stop administration of any oxytoxic (to prevent further stress on fetus)

4. Continue or start IV hydration with a solution without glucose (could add to uteroplacental insufficiency and therefore exacerbate late decels)

5. Left-side lying with legs elevated (to aid in circulation)

6. O2 6-8L to mother (to increase oxygenation)

7. Apply fetal scalp electrode (to assess acoustic or manual stimulation of the fetus)

8. Obtain fetal scalp pH measurement (to assess acidosis)

9. Assess expected length of time until delivery (to aid in choosing route of delivery)

10. If related to epidural, check BP, and correct with hydration and/or ephedrine, elevate legs but not body (corrects problem)

11. Explain seriousness to mother and support persons while preparing for delivery within 30 minutes (so that they know what is going on and are included in management)

12. If late decels are due to excessive uterine activity, or when delays in operative intervention are unavoidable, administer Terbutiline. (to lessen stress of contractions on fetus)

(Varney, p 479)

955. Acute utero-placental insufficiency is caused by:

· Fetal anemia related with Rh sensitization, Non-immune hydrops or fetal maternal hemorrhage (affects fetus due to lack of RBCs and therefore lack of O2)

· Maternal sickle-cell crisis (affects fetus due to lack of O2-carrying capability)

· IUGR associated with maternal chronic hypertension, lupus, hyperthyroidism or intrauterine infection (affects blood flow to fetus)

· abnormal placentation, placenta previa, vasaprevia (suboptimal location of placenta leading to suboptimal perfusion)

· abruption associated with hypertension, cocaine use or overdistension of uterus (lack of blood perfusion to fetus)

· hypertensive disorders (restricted blood flow to fetus)

· maternal hypotension syndrome associated with supine positioning, severe dehydration, conduction anesthesia (lack of venous return and decreased flow to fetal circulation)

· hypertonic uterine contractions (lack of time to re-perfuse the placenta between contractions)

· postmaturity (placental is inefficient due to calcifications)

(Varney, p 479)

956. Variable decelerations are characterized by:

· vary both in duration and shape from occurrence to occurrence in relation to contraction pattern

· V-shaped, U-shaped or W-shaped

· onset is unpredictable in relation to contractions, there is no pattern

· occlusion of the umbilical artery often at fault (cord compression)

· period of decel varies from a few seconds to minutes

· shoulders on the strip (small accelerations) may occur before and after the variable decels and are reassuring, they can be distinguished from overshoots indicating fetal demise because variability is present with shoulders and absent overshoots

· variable decels stem from baseline or low-baseline FHTs

· FHT during variable decels goes to below 100 and as low as 50 or 60 (or even lower)

· asystole of the fetal heart beat (rate of 30) may occur at lowest point of decel, there is a belief that delivery is imminent at that time

· overshoot is a blunt accelaration occurring at the end of a variable decel with absence of variability with slow return to baseline. This is a non-reassuring finding indicating need for immediate delivery.

(Varney, p 479-80)

957. The primary cause of variable decelerations is cord compression.

958. In the presence of variable decelerations:

· the mother’s position should be changed to try to alleviate cord compression, 

· perform a vaginal exam to rule out prolapse, to ascertain if rapid descent of the head has occurred, to ascertain expected length of time until delivery, 

· call consulting physician

· evaluate the woman’s hydration status and if delivery is not imminent start IV

· administer O2 to mom with face mask at 6-8L per minute,

· before amnioinfusion if prolapsed cord and late decels have been ruled out

· continue to observe for development of tachycardia and loss of variability

(Varney, 480)

959. Acceleration patterns are transient accelerations caused by either fetal movement, or uterine contraction, or partial occlusion of the cord. There are transient periodic increases of the fetal heart rate above the baseline-therefore in order to truly determine whether accelerations are occurring, the baseline FHR must be assessed. (Varney, p 479)

960. Uniform acceleration pattern may indicate fetal distress, but alone is not predictive.

Variable acceleration pattern indicates fetal well-being and proper response to stimulation. 

961. Sinusoidal pattern has an undulating, repetitive FHR equally distributed 5-15 bpm above and below the baseline for at least 10 minutes. There is no relationship to contraction pattern or fetal movement. Occurs at a rate of 2-6 cycles per minute and is identified by an absence of short-term variability and no fetal heart rate acceleration following its occurrence. This can signify chronic fetal anemia, placental abruption, and severe hypoxia with acidosis. With this pattern fetal demise may be imminent and intervention should occur STAT. (Varney, p 481)

962. Fetal distress: situation in which the fetus is intermittently experiencing hypoxemia.

Chronic fetal distress is usually secondary to utero-placental insufficiency antepartally.

Acute fetal distress usually is precipitated by onset of labor contractions, or due to cord compression by prolapse, oligo, nuchal cord, etc.

963. Management of acute fetal distress is based on the following factors:

· presence of maternal complications that increase risk for utero-placental insufficiency

· presence of obstetrical fetal complications, e.g. IUGR, postdates, low AFI

· differential diagnosis of FHR pattern

· whether attempts to correct underlying problem are successful

· acid-base status of the fetus via scalp, acoustic or abdominal stimulation, or direct fetal scalp sampling

· presence of absence of meconium

· gestational age

· anticipated time until delivery

· presence or absence of tachycardia and/or decreased variability

(Varney, p 483)

964. The underlying factors that have an effect on the severity of fetal distress include are a combination of the above factors, such as late decels with meconium staining, or the severity and persistence of factors such as late decels or decreased variability and an anticipated long time until delivery.

965. Management of second stage labor with presence of meconium (changes from management of absence of meconium):

· favorable environment and position for suctioning at perineum, i.e. no water birth or all fours position

· do not allow a prolonged second stage, therefore possibly more directive with pushing effort

· DeLee on the perineum before baby takes breath

· Wipe out mouth and nose to  clear secretions

· Determine whether baby is vigorous (muscle tone, heart rate, and respiratory effort) 

· If vigorous, dry, warm, stimulate and treat as normal newborn, with careful attention to respirations and breath sounds, bulb suction if needed

· If not vigorous, do not stimulate and intubate baby to suction trachea. Repeat as necessary to remove meconium and then proceed to stimulate baby and assist with ventilation if necessary.

(NNR course)

Other factors that should be taken in to account in management are whether or not there are other signs of acute fetal distress such non-reassuring fetal heart rate patterns. In this case, delivery should occur within 30 minutes either vaginally or by C-section.

966. The steps for fetal management in second stage:

	Step
	Rationale

	Notify the consulting physician
	A c-sec or instrument delivery may be needed

	Begin IV hydration with a solution that does not have glucose
	Could exacerbate fetal distress

	Discontinue any pitocin stimulation to decrease uterine activity
	This will alleviate any utero-placental insufficiency that is related to pitocin

	Position mom on her side 
	This will alleviate cord compression, and supine hypotensive syndrome as well as decrease frequency of contractions

	Administer O2 via a face mask at 6-8l
	This increases oxygen supply and quality to fetus

	Perform scalp, acoustic or abdominal stimulation of the fetus
	To stimulate fetus and increase heart rate

	Administer tocolytic therapy
	To slow contractions

	Perform amnioinfusion 
	To alleviate cord compression

	If progressively worse, perform C-section
	To save the baby.


 (Varney, p 483)

967. Cephalo-pelvic disproportion: a disproportion between the size of the fetus and the size of the pelvis in which a particular pelvis is not large enough to accommodate the passage of a particular fetus for a vaginal birth. 

The only true test for CPD is a trial of labor to see if the fetus can pass through the pelvis. (Varney, p 483)

968. Factors that may contribute to CPD:

	Factor
	Why

	Excessively large fetus
	Too big to fit

	Shoulders wider than hips, broad hands and feet, short, square stature
	May indicate a small or narrow pelvis

	History of pelvic fracture
	Pelvis may have healed wrong

	Spinal deformity
	Deformity may interfere with pelvic cavity

	Unilateral or bilateral lameness
	Could be indicative of a congenital anomaly

	Other orthopedic deformity, e.g. rickets
	Could have resulted in pelvic bone integrity compromise

	Dysfunctional labor, i.e. uterine dysfunction
	Not enough strength in contractions to move the baby through pelvis

	Malpresentation or malposition
	Baby not positioned in optimum way to pass through pelvis


(Varney, p 484)

969. The rationale for rechecking pelvimetry in labor to detect a truly contracted pelvis and to anticipate where a delay in descent or rotation might occur. Therapeutic measures like changes in maternal position can then be initiated in a timely fashion to facilitate normal progression of the mechanisms of labor. (Varney, p 484)

970. Steps for assessing an arrest in labor include:

· Abdominal palpation (to assess fetal lie, presentation, position, flexion, engagement and station of presenting part and EFW to get a current picture of the fetus)

· Assessment of uterine contractions for duration, frequency, intensity and changes in uterine activity from earlier in labor (a dysfunctional labor pattern is often seen in a labor complicated by CPD)

· Pelvic exam (to evaluate position of presenting part, synclitism, asynclitism, flexion, progress in cervical dilation, descent of presenting part, molding of fetal head, formation of caput.)

· Clinical pelvimetry (to determine where in the pelvis the disproportion is occurring if it is occurring)

(Varney, p 484)

971. The five most serious outcomes of CPD are:

· Fetal damage, e.g. brain damage due to the constant pressure and pounding of the fetal head against the unyielding vehicle of the mother (in Oxorn-Foote language!)

· Fetal death for above reason

· Intrauterine infection due to prolonged labor or ROM

· Uterine rupture due to hypertonic contractions in the effort to expel the fetus and to lack of relief of pressure due to failure to progress

· Maternal death due to hemorrhage from uterine rupture, shock, brain aneurysm from effort

(Varney, p 484)

972. The pelves most associated with deep transverse arrest are:

platypelloid: flat in the forepelvis, flattened overall

android: due to prominent ischial spines, convergent side walls

(Varney, p 485)

973. S/sx of deep transverse arrest:

· Prolonged second stage due to failure to descend

· 3-9 saggital suture due to failure of fetal head rotation

· Caput forming due to pressure on the fetal head

· Second stage hypotonic uterine dysfunction due to muscle exhaustion

· Molding of the fetal head due to pressure on the head.

(Varney, p 485)

974. Management techniques to avoid deep-transverse arrest

· Facilitate woman’s efforts during second stage including positional changes

· Maintain adequate hydration to avoid maternal exhaustion

· Encourage woman to push only with peak of contraction to help stave off exhaustion

(Varney, p 485)

975. Uterine dysfunction is identified by observing prolongation of any phase of labor beyond its expected length, and is identified by a lack of progress in cervical dilation or effacement or in descent.

It is measured biophyscially by inserting an internal pressure catheter to measure the intensity of each contraction at each stage of labor or

by  abdominal palpation and vaginal examination during contractions to evaluate progress.

Two types of uterine dysfunction are hypotonic and hypertonic. They are differentiated from each other by s/sx, underlying physiology and the effect on mom and fetus. They have in common that contractions are ineffective and that cervical dilation and descent are arrested. (Varney, p 486)

976. Signs of symptoms of hypotonic uterine dysfunction:

1. History: contractions not painful, labor progressed well into active phase of 1st stage and then quit

2. Physical Exam: contractions infrequent, short duration and mild intensity

3. Pelvic Exam: lack of progress in cervical dilation or fetal descent in accord with expected norms due to weak contractions

(Varney, p 486)

977. Assessment of hypotonic uterine dysfunction:

	Step
	Rationale

	assessment of contractions: frequency, length, interval, intensity, changes from previous observation
	to determine whether contractions are effective

	assessment for maternal exhaustion
	to determine whether this is the cause of ineffective contractions

	assessment of fetal well-being
	to determine whether the fetus is stable

	assessment of maternal environment 
	to determine whether stress is playing  a role in FTP

	assessment of presentation, position, engagement and station
	to determine whether progress is being made

	assessment of CPD: molding, caput, flexion, synclitism, asynclitism, pelvic adequacy
	to determine if any of these are the factor on lack of progress or strong contractions

	assessment of progress of labor: effacement, dilation and descent
	to see if weak contractions are affecting any change


(Varney, p 486)

978. Standard time limits according to Varney adadpted from Freidman’s curve:

	Phase
	Primigravida
	Multipara

	latent phase of first stage
	20hr
	14hr

	active phase of first stage
	less than 1.2 cm/hr
	less than 1.5 cm/hr

	second stage
	2 hours
	1 hour


Rationale behind above times is based on population studies. However, in the absence of concerning factors, mothers can go outside these limits and have good outcomes.

(Varney, p 486)

979.  The parameters that should be evaluated before implementing a management plan for hypotonic uterine dysfunction include:

1. Reassuring FHR pattern/absence of fetal distress. 

2. Clear amniotic fluid if the membranes are ruptured.

3.  Membranes intact or recently ruptured and absence of signs and symptoms of chorioamnionitis.  

4. No signs or symptoms of maternal exhaustion.

5. Adequate pelvis.

Rationale: If any above parameters are abnormal, physician consultation should occur and management options may be limited.

(Varney, p 486)

980.  Eight Management Options for the presence of Hypotonic Uterine Dysfunction
	Options
	Rationale

	Decrease maternal stress via environmental modifications
	Stress can hold back a labor.

	Correction of maternal exhaustion and dehydration with rest and fluid intake
	These can contribute to ineffective contractions.

	Discussion with woman to uncover underlying fears or concerns.
	 Psychological barrier to progression of labor.

	Ambulation including shower, tub, bath or jacuzzi
	This often gets contractions going

	Enema
	If this is effective there should be improved uterine activity in an hour.

	AROM
	If this is effective improved uterine activity should be seen in two hours.

	Nipple stimulation
	Natural augmentation of ctrx.

	Pitocin stimulation if above are unsuccessful
	Artificial augmentation of contractions.


(Varney, p. 487)

981.  Hypertonic uterine dysfunction: the midportion of the uterus contracts more forcefully than the fundus with portions of hypertonicity throughout the uterus.  There are higher rates of maternal exhaustion, distress and increased risk of infection.  Uteroplacental insufficiency due to hypertonicity of uterus increases perinatal and infant morbidity and mortality.  

982. Signs and symptoms of hypertonic uterine dysfunction include:

1. History: Usually in primigravidas contractions feel excessively painful for a period of labor and the severity of the contractions by palpation.  Occurs during latent phase.

2. Physical Exam: Contractions are frequent and irregular in intensity.

3. Pelvic Exam: Lack of progress in cervical dilation, effacement and fetal descent due to ineffective contractions.

(Varney, p 487)

983. Hypertonic uterine dysfunction is managed by stopping discoordinate labor and inducing rest with a combination of morphine and Barbituate.  Most women will awaken in normal coordinated labor.

984.  Maternal exhaustion or maternal distress can be dangerous to both her and her baby.  See next question.

985.  Signs and symptoms of maternal exhaustion and their significance include:

1. History: the woman feels week, apathetic, sick and anxious.  Labor is prolonged and she complains of dehydration.

2.  Physical exam: Woman looks distressed, is restless, pulse is rising, elevated temp.  vomiting and circumpolar (around the mouth) pallor.

3. Lab tests: Observe urine for concentration and examine for ketones.

(Varney p. 488)

986.  Management for maternal exhaustion includes:

1. Correction of fluid and electrolyte imbalance

2. Creating a non-stressful atmosphere 

(Varney, p 488)

987.  Causes of uterine rupture include:

1. Previous surgery to the fundus or corpus (this weakens the integrity of the uterine muscle)

2. Previous removal of intrauterine myomata that invaded the myometrium (because the myometrium has been compromised)

3. Injudicious use of oxytocin use or augmentation particularly for women of high parity. (overstimulation of uterus)

4. Abnormal presentation especially in thinned out lower uterine segment of grand multipara. (due to uneven pressure on thin uterine tissue.)

(Varney, p 488)

988.  Signs and symptoms of uterine rupture can either be very dramatic or very subtle because there is a wide range of degree of uterine rupture.  

(Varney, p 488)

989. With a  acute rupture a woman experiences a sharp shooting pain at the height of a contraction.  She may feel that something has given out inside of her or may cry out that something has torn. This is followed by a cessation of contractions and a feeling of great pain relief.  Bleeding may be observed as slight or as a hemorrhage.  Findings upon abdominal palpation are changed I these ways: 

1. presenting part now movable above pelvic inlet

2. dramatic repositioning or relocation of the fetus in the abdomen

3. fetal parts more easily palpated 

4. fetal movements may become violent and then perhaps reduced to no fetal movements, then no or reduced heart tones.

5.  a contracted uterus may be felt beside the fetus

(Varney, p 488)

990. Quiet uterine rupture is when the uterus ruptures silently.  The woman may or may not have some vomiting, possible increased tenderness of abdomen, severe suprapubic pain, hypotonic uterine contractions, lack of progress in labor and the feeling of faintness.  Later signs include hematuria, vaginal bleeding progressive shock from blood loss, rising and rapid pulse and pallor.  Contractions may continue but may be ineffective.

(Varney, p 488)

991. Management steps for uterine rupture and rationale:

1. Call 911 and/or consulting physician

2. Start two IVs with 16 gauge catheters. (One for electrolyte solution and the other for blood transfusion)

3. Notify blood bank for STAT blood transfusion (To expedite the process)

4. Administer oxygen (to increase oxygen supply to mom and baby)

5.   In desperate situations do aortic compression and add oxytocin to iv solution (to hinder bleeding by uterine contraction)

(Varney, p 488)

992.  Conditions that may necessitate blood transfusion include:

1. Postpartal hemorrhage

2. Placental previa

3. Placental abruption

4. Placenta acreta

5. Uterine rupture

(Varney, p 489)

993. Blood transfusion reaction: Adverse reaction to blood transfusion products. (Varney, p 488)

994.  Steps to minimize blood transfusion reactions:

1. When initially drawing a specimen for blood typing and cross match make sure it is labeled properly with name and chart number. (to make sure it will not be mistaken)

2.When you receive a unit of blood, check name and unit number of a woman to whom it is to be given, it should be the same.  (this will minimize mixups)

3. Compare woman’s blood type with that of unit to be administered (this will minimize adverse reactions)

4.  Compare unit number with the number on the vial of blood that is taped to the bag of blood, both numbers should be the same.

5.  Avoid giving blood that is ice-cold unless situation is life-threatening (resulting chills may be mistaken for blood transfusion reaction)

(Varney, p 489)

995. Subjective signs and symptoms of blood transfusion:

1. lumbar and leg pain 

2. a feeling of fullness in the head

3. vertigo

4. headache

5. feeling of chest constriction

6. feeling cold

7. vague muscle weakness extending into extremities into trunk

8. nausea

9, apprehensiveness

10. muscle cramps

11. paresthesia of hands, feet, and tongue also of hands fingers and around the mouth

(Varney, p 489)

996.  Objective signs include:

1. fever

2. chills

3. shortness of breath

4. tachycardia

5. hypotension

6. decreased urine output

7. skin rash

8. edema

9. diarrhea

10. slow, irregular pulse

11. convulsions

12. respiratory rales

13. spasms of hands and feet

14. hyperactive reflexes

15. neck vein distension

16. bronchospasms

17. shock

18. paralysis of respiratory muscles and myocardium

19. cardiac arrest

(Varney, p 489)

997.  Steps to take in presence of blood transfusion reaction:

1. Stop transfusion - will not increase severity of action

2. Flush IV tubing and keep IV route open with normal saline: allows route for pharmacologic aid.

3. Notify consulting physician: physician can diagnose which complication has occurred and can determine it’s management.

4.  Notify blood blank and save unit of blood for further analysis: to determine cause of adverse reaction.

(Varney, p 489)

998.  Shoulder dystocia means difficulty with birth or delivery of shoulders, the diagnostic definition includes cephalic presentations in which the anterior shoulder is wedged behind the symphysis pubis instead of entering the true pelvis. (Varney, p 493)

999.  The incidence of shoulder dystocia is generally reported as being less than 1%. It occurs between .15 percent to .16 percent. Conditions that predispose to shoulder dystocia:

1. Maternal diabetes (causes large babies)

2. OB hx of babies (possibility of having another large baby)

3. Family hx of large siblings (possibility exists of having a large ass baby)

4. Maternal obesity (large baby plus extra tissue in obese mom decreases space in the passageway)

5. Postdates (baby continues to grow and gets larger)

6. Large fetus with macrosomia ( bisacromial diameter of shoulders may become larger than critical diameters of head)

7, EFW one pound greater or more than woman’s previous largest baby (unanticipated shoulder dystocia may occur)

8. OB Hx of a difficult delivery (may happen again if cause is unknown)

9. CPD (pelvic shape that shortens anteroposterior diameter or deformed pelvis due to rickets or accident)

(Varney, p 495)

1000.  Common problems associated with shoulder dystocia include:

1. Fetal and newborn complications include death, brain damage, Erbs Palsy and fractured clavicle.  (Death is due to inoxia, brain damage is due to hypoxia, Erbs Palsy due to nerve damage, Fractured clavicle due to midwife intervention)

2. Maternal complications: Extensive perineal and vaginal lacerations due to maneuvering to get baby out. Emotional trauma due to traumatic delivery and grief if baby is damaged or dead. (Varney, p 495)

1001.  Condition that predisposes to the worst shoulder dystocia according to Varney is an EFW one pound greater than woman’s previous largest baby.  You can anticipate this by doing EFWs late in pregnancy and being prepared in terms of laboring positions.

1002.  Clinical picture of shoulder dystocia includes:

1. the turtle sign

2. no restitution or external rotation

3. blue head

4. shoulder’s not easily delivered with minimal assistance

1003.  Steps used for management of shoulder dystocia and it’s expected effects:

1.  Stay calm - you will know what to do

2.  Request that physician be called immediately - for help with complications

3. Request readiness for full-scale resuscitation equipment - prepare to resusciate immediately

4.  Request readiness for postpartum hemorrhage - prepare to stop blood loss

5.  Briefly tell mother that there is a problem delivering baby’s shoulders, you need her cooperation and that you will be doing things that will hurt her.  Tell her she must not push now. 

6. Place woman in exaggerated lithotomy position (McRoberts maneuver) Expected action - creates more room for manipulations

7. Check position of the shoulders, rotate them into one of the oblique diameters of the pelvis.  - unlocks shoulder from behind the pubic bone

8. Have someone else apply suprapubic pressure while you exert the usual downward and outward pressure on the head - this will give more force behind push

9. If the baby has not delivered at this time gather every piece of knowledge, advantage and bit of room to deliver shoulders.  Catheterize woman to empty bladder (gives more room in pelvis), ascertain the need to cut larger episiotomy (gives more room at vaginal outlet) and do vaginal exam to rule out other causes of labor dystocia (rules out other possibilities such as short cord, Bandel's  retraction ring)

10. If labor dystocia is diagnosed as resulting from shoulder dystocia then attempt again suprapubic pressure to deliver shoulders. (If moderate dystocia it should have delivered at this point)

11.  If baby has not delivered use the corkscrew maneuver using the screw principle of Woods.  (this will alternately rotate the baby 180 degrees clockwise and then 180 degrees counterclockwise until the baby is screwed out) Do this three or four times.

12. If baby is still not delivered, deliver the posterior arm. (this will create more room for the anterior shoulder to drop)

13.  Attempt to deliver the baby now by a combination of suprapubic pressure and down and outward pressure on the baby’s head (this will exert more pressure in order to birth baby)

14. If baby is not delivered, rotate the baby’s body 180 degrees again (baby will finally come out)

15.  Next step is to break the baby’s clavicle to collapse the anterior shoulder which was dislodged behind the symphysis pubis - (gives more room)

16. For other practitioners the Zavanelli Method would be appropriate. This method is all about putting the head back into the vagina and doing a c-section. (birth of baby) 

	Maneuver
	Advantage
	Disadvantage

	McRoberts
	-ability to do suprapubic pressure

-creates more pelvic room

-woman in McRoberts at edge of bed provides optimal access for hand manipulations

-gravity works to advantage
	-may not produce desired birth of baby

	Gaskin 
	-dislodges posterior shoulder allowing anterior shoulder to come out from under pubic bone

-abrupt movement may dislodge baby and allow birth of shoulders
	-unable to use suprapubic pressure

-gravity works against you

-do not gain any room for delivering posterior arm and may waste precious time


(Varney p. 495-99)

1004.  Additional emergencies one should expect to manage when there is shoulder dystocia include postpartum hemorrhage due to uterine exhaustion, neonatal resuscitation due to asphyxia, extensive perineal and vaginal lacerations due to aggressive manipulations and pressure and maternal shock and/or emotional trauma due to aggressive nature of maneuvers.

1005. The etiology of face presentation is a delay in engagement and flexion of the head. Rare causes of extension include thyroid neoplasms which push the head back, multiple coils of cord around the neck which prevent flexion, and spasming or shortening of the extensor muscles of the neck. In addition, anencephalic fetuses can present with the face. 

1006.  In order to identify a face presentation it is necessary to:

1. Do an abdominal palpation. Leopold’s third and fourth maneuver).  The occipital bone is prominent and easily palpable; the head may feel larger than you would anticipate as compared to a well-flexed head.

2. Do a pelvic examination.  You may be unable to identify both fontanels clearly or may feel only the anterior fontanel if the baby is in a hyperextended presentation.  In a face presentation you will be able to feel the baby’s eyes, nose, mouth and chin although initially the presenting part may feel soft and lumpy, similar to breech presentations.  On further examination and palpation the landmarks f the face become evident.  If the membranes are ruptured, the baby may even suck your finger!!!

(Varney p. 500)

1007.  The mechanisms for face presentation are:

1. Extension: The point on the fetus used to determine the position is the chin. (mentum).  It is not understood what causes the head to deflex.  A fetus that was LOP or ROP,  for example, converts, respectively to RMA or LMA at the start of labor and enters the pelvis face first.

2. Engagement: Engagement takes place when the trachelobregmatic (submentalbregmatic) diameter has passed through the pelvic inlet.  Approximately 70% of all face presentations engage as either mentum anterior or mentum transverse.  The axis of the face ( bisecting the nose) is used as the fetal diameter in relation to the mother’s pelvis in determining in which oblique diameter of the pelvis engagement takes place.

3. Descent occurs throughout.

4. Internal rotation:

a. rotating the chin anteriorly: If the chin does rotate posteriorly into a mentum posterior position, the mechanisms of labor cease at this point, a baby in this position cannot deliver vaginally.  This is because the length of the neck of the fetus is only about half as long as the length of the sacrum, therefore it is not possible for the chin to escape from the vaginal floor over the perineum, thereby allowing the remainder of the head to be born by flexion.  The midwife must recognize this condition immediately before impaction of the head takes place with its extremely poor prognosis for the fetus.  Delivery must be C-section.

5. Birth of the head is by a double mechanism of extension followed by flexion.  Extension is maintained until the chin is born by escaping beneath the symphysis pubis.  The submental area beneath the chin impinges beneath the symphysis pubis and becomes the pivotal point for the delivery of the rest of the head by flexion.  The rest of the head is born sequentially starting with the mouth, then the nose, eyes, brow, anterior fontanel and posterior fontanel, and ending with the occiput as the head flexes.

6. Restitution takes place 45 degrees in the direction from which the head rotated during internal rotation.

7. External rotation takes place another 45 degrees in the same direction as restitution.

8.Birth of the shoulders and body by lateral flexion via the curve of Carus.

1008.  The length of the neck is only about half as long as the length of the sacrum - this makes it impossible fort he chin to escape from the vaginal floor over the perineum.  This will not allow the birth of the head.

1009.   Management of Face Presentation
	Step
	Rationale

	Recognizing that the position is a face presentation and notifying the physician of a malpresentation
	If the face presentation ends up being with the mentum posteriorly a c-section is necessary.

	Reevaluation of the adequacy of the pelvis and consultation with the physician if there is a question of possible cephalopelvic disproportion to rule out this condition.
	In this scenario, a c-section would also be necessary.

	Close monitoring of the mechanism of labor or internal rotation.  The midwife must immediately inform the physician if rotation is to a direct mentum posterior.
	See above.

	For delivery of the head: a. It may be necessary to apply pressure on the fetal brow.

b. Control the head.

Most face presentations deliver spontaneously with little need for extensive hand maneuvers.


	a. this will maintain extension until the chin is born, This is done by pressing on the posterior end of the perineal body as the vulvovaginal orifice distends. 

b. this will allow the gradual flexion and birth of the remainder of the head. 

	Requesting that the pediatrician/neonatal  nurse practitioner attend the delivery.  
	If there is extensive edema of the neck, nose and mouth, respiratory function may be compromised,

	Reassuring parents, family and significant others that the position of the head and neck of the baby, the long molded head and the extensive swelling of the features of the face normally noticeably improve in a day or two and completely disappear in a few days.
	The appearance of a face presentation baby may be a little shocking, reassurance will help.


(Varney p. 502)

1010.  The mechanisms for breech presentation include:

1. Descent occurs throughout.

2.Engagement of the hips takes place in an RSA position with  the sacrum in the left anterior portion of the mother’s pelvis and the bitrochanteric diameter in the right oblique diameter of the mother’s pelvis.

3. Internal rotation of the buttocks 45 degrees from RSA to RST,  This brings the anterior hip, which descends more rapidly than the posterior hip and initiated internal rotation when it encountered resistance from the pelvic floor, 45 degrees forward to underneath the pubic arch.  The bitrochanteric diameter is now in the anteroposterior diameter of the mother’s pelvis.

4. Birth of the buttocks by lateral flexion.  When born spontaneously, the posterior hip is born first; the anterior hip impinges beneath the pubic bone and serves as the pivoting point for the lateral flexion necessary for the posterior hip to follow the curve of Carus to birth.  The baby’s body then straightens out as the anterior hip is born.  The legs and feet usually follow the birth of the breech and are also born spontaneously.

5. External rotation of buttocks 45 degrees from RST to RSA and engagement of the shoulders with the bisacromial diameter in the right oblique diameter of the mother’s pelvis.  These two mechanisms occur simultaneously, with the external rotation of the buttocks being visible evidence of the entry of the shoulders into the true pelvis as the body untwists and aligns itself with the descending shoulders.  Descent of the shoulders after their engagement is rapid.

6.Internal rotation of the shoulders 45 degrees, bringing the bisacromial diameter of the fetus from the right oblique diameter to the anteroposterior diameter of the mother’s pelvis.  This is evidenced externally when the delivered body also rotates and the sacrum returns to an RST position from an RSA position.

7. Birth of the shoulders by lateral flexion.  When born spontaneously, the anterior shoulder impinges beneath the pubic bone and serves as the pivotal point for the lateral flexion necessary for delivery of the posterior shoulder via the curve of Carus.  Birth of the anterior shoulder then follows as the body straightens out.  

8. Engagement of the head takes place with the sagittal suture in either the transverse or left oblique diameter of the mother’s pelvis and the occiput in the right side of the pelvis.  The head enters the pelvis as the shoulders near the outlet and may engage prior to or after internal rotation of the shoulders - which explains why engagement is in either the transverse or oblique diameter of the pelvic inlet.

9. Internal rotation of the head 45 degrees or 90 degrees bringing the sagittal suture from the left oblique or transverse diameter, respectively into the anteroposterior diameter of the mother’s pelvis with the occiput directly anterior and the brow in the hollow of the sacrum of the mother’s pelvis.  This rotation is evidenced externally because the delivered body also rotates, thereby bringing the bisacromial diameter of the shoulders into the horizontal plane of the mother and the sacrum into a direct anterior position (the back of the baby is upward and the baby is facing down.)

10.  Birth of the head by flexion.

1011. Hand maneuvers when delivering a breech presentation baby begin with the third mechanism of labor if necessary.  Sometimes the birth of the legs does not occur spontaneously.  If this is the case:

a. With your vaginal hand (left  hand if the baby is in a left sacrum position, right hand if the baby is in a right sacrum position) follow the posterior side of a thigh up from the buttocks to the popliteal fossa behind the knee, your thumb will be on the anterior side of the thigh.

b. Move the leg laterally away from the midline and the baby’s body while pressing in the popliteal fossa.  This will cause the leg to flex at the knee,  thereby bringing the foot, which was at the level of the baby’s face and out of reach, down to where you can grasp it.

c. Bring the leg down by drawing it across the baby’s abdomen in it’s natural range of motion and down for its delivery.

d. Repeat for the other thigh, leg and foot.

4. You should deliberately avoid using any hand maneuvers at this point - keep you hands off the baby.  The one exception is if the baby is breech. Then the Pinard maneuver is used.

5. Continue a hands-off approach

6. After birth of the umbilicus, you exert downward and outward traction while facilitating internal rotation of the shoulders by rotating the body so the sacrum again rotates from RSA to RST.  To do this safely without injury to internal organs or structures resulting from the pressure you apply in order to exert traction, the placement of your hands on bone is vitally important:

a. Grasp the baby on its hips with your thumbs on either sacroiliac region and your fingers on the corresponding iliac crests.

b. Continue this traction until you can see not only the lower half of the scapula of the anterior shoulder but also its corresponding axilla.

7. It doesn’t matter which shoulder is delivered first.  The following methodology is in accord with the mechanisms of labor.

a. Grasp the feet of the baby in one hand with your index finger between the legs and your middle finger and thumb each encircling a leg.

b. Holding the baby by its feet, exert upward traction for the entire body and draw the baby’s abdomen toward the mother’s inner thigh.  Be careful to keep the back from turning upwards so that the head will enter the pelvis in the transverse diameter.

c. This draws the posterior shoulder over the perineum to birth, followed by the arm and hand of the same side.

d. If necessary, such as when the arm has become extended, deliver the arm first, as follows:

1. Insert the fingers of your vaginal hand and follow the humerus of the posterior arm until you feel the elbow.

2. Use these fingers now as a splint for the arm and sweep it across the baby’s chest downward to delivery.

e. Now exert downward traction on the baby for delivery of the anterior shoulder, arm, and hand.  To exert this downward traction, again place your hands on the baby’s hips as you did in step 6.

f. Again, if necessary, such as when the arm has become extended, deliver the arm first, as described in Step 7d.

g. If there is a nuchal arm, attempts to deliver it the same way as for extended arms will not work. Delivery of a nuchal arm is as follows:

1. Grasp the baby by placing your hands on the baby’s hips.

2.Rotate the baby’s body 90 degree to 180 degree in the direction in which the hand behind the head is pointing until the arm is dislodged from behind the head. 

3. Deliver the arm as for an extended arm. (see above)

4.If both arms are nuchal arms, then repeat this process for the other arm, rotating the baby in the direction indicated, after delivery of the first arm.

h. If all else fails, break the arm by hooking a finger over it and pulling on it.

8. Suprapubic pressure should be applied to maintain the normal flexion of the baby’s head.  You need to request that someone else apply the pressure because your hands are well occupied with delivery of the shoulders.  Suprapubic pressure is continued until the head is born.

9. Facilitate rotation of the head to an occiput anterior position:

a. grasp the baby by placing your hands on the baby’s hips as you did for Step 6.

b. Monitor the rotation of the head by observing the external rotation of the body.

c. Do not allow the head to rotate o an occiput posterior position as evidenced by rotation of the back posteriorly.  If this rare event should begin to occur, counteract by rotating the baby so its back is anterior.  Rotation of the head posteriorly so that the occiput is posterior and the chin is facing the pubic bone makes delivery of the head extremely difficult and dangerous.

10. It is vital to keep the head flexed at this time by continuing suprapubic pressure and by using the Mauriceau-Smellie-Veit maneuver:

a. One hand is introduced into the vagina palmar side up beneath the baby’s face.

1. Place the index finger of this hand in the baby’s mouth and press the back of the finger against the maxilla against the roof of the mouth.

2.This finger is used to help keep the head in flexion and should NOT be used for traction.

3.Take care not to allow the finger to slop and apply pressure and or traction against the mandible and the base of the tongue, as this could cause serious injury.

4. Use the rest of this hand to support the body of the baby, which is positioned astride your arm.

b. Your other hand is placed on the baby’s upper back with your index finer hooked over one shoulder on one side of the neck and your middle finger hooked over the other shoulder on the other side of the neck.

1. This hand will be used for exerting traction.

2.Place your hooking fingers as far as possible away from the neck to avoid pressure on the cervical and brachial nerve plexuses.  

3.  Grasp the  your thumb and remaining fingers,

C. Apply downward and outward traction with your hand on the baby’s shoulders until you can see the suboccipital region (hair line) under the pubic bone.

D. Now apply upward traction while elevating the body of the baby so that the chin, mouth, nose, eyes, brow, anterior fontanel, posterior fontanel and the occiput follow the curve of Carus and are born in sequence as the head remains flexed for birth.

F. Birth of the head is controlled by the pressure of your hands.  If this step proceeds too fast and the head pops out, intracranial damage may result; and if it is too slow hypoxia becomes a concern.

(Varney p. 503-09)

1012.  Before the actual delivery of a breech occurs the following should happen:

1. Complete cervical dilation: in order not to damage the cervix.

2. Elimination of any questions about the adequacy of the pelvis: if the pelvis is too small for the fetus, fetal death may occur.

3. Emptying of the bladder - this gives all available room possible.

4.Cutting an episiotomy if necessary - this gives more room if necessary.

5.Determination of effective maternal pushing effort - it is important to birth the baby in a timely fashion, effective maternal pushing will help birth the baby in an appropriate time.

6.Preparations for full-scale newborn resuscitation effort: breech babies often are born hypoxic and/or compromised.

7. The woman should be positioned so there is plenty of room for lateral flexion and downward traction - she should be in the lithotomy position either in stirrups or at edge of bed - this is the best possible position for the necessary hand maneuvers needed to deliver a breech baby.

8.Your consulting physician should have been notified and should be present or available. - complications may occur.

1013.  Potential problems of a multiple birth include: neonatal resuscitation (due to prematurity or complicated birth) prematurity (many multiple gestations are born earlier), immediate postpartal hemorrhage (due to overdistended uterus), malpresentation of the second (common complication) d twin (motility available after birth of first twin), delay in resumption of labor for delivery of the second twin or the need for c - section such as with locked twins.

(Varney p. 510)

1014. Cardinal Rules for Delivery of Multiple Gestation

	Rule
	Rationale

	Medication during labor should be limited to ataractics
	Because of gestation and size of fetuses.  They are often preterm and small.

	Woman should have patent IV
	Possibility of PP hemorrhage, or necessary access to vein for Pitocin.

	Physician should be notified and present.
	Complications can often occur, c-section may be necessary.

	Anesthesia personnel should be notified and on standby. 
	See above.

	Pediatrician should be on stand-by
	Compromised babies, or premature babies 

	Lithotomy position
	Allows room for maneuvers

	Nursing personnel should be alerted
	They should have multiples of all equipment ready.

	Preparation for full scale neonatal resuscitation should be completed
	Compromised babies or premature babies often need full-scale resuscitation.

	Nursing Personnel should be alerted to the possibility of an immediate postpartum hemorrhage
	They should have everything ready for this possibility.

	Episiotomy
	When necessary and based on EFW, need for manipulations, relaxation of the perineum or if babies are premature.

	Presentation and position of babies should be know prior to start of actual delivery
	In order to determine whether vaginal delivery is possible.

	First twin is delivered in accord with it’s presentation and position
	Logical

	Have an assistant direct the second twin into position abdominally as you deliver the first twin
	This is to allow second twin to be delivered in the best possible way.

	Quickly and securely clamp and cut the cord.
	The second twin could exsanguinate by bleeding through the cord if they are monogygotic twins (single ovum).

	If this is a surprise twin delivery a STAT call to a physician is necessary.
	To help with the delivery - complications are more likely to occur in an unanticipated multiple gestation delivery.

	If physician is unable to make it on time midwife proceeds.  She should determine position and presentation of the second twin and EFW.
	This will give insight as to whether this can be attempted vaginally and how to proceed accordingly.



	Fetal heart should be monitored closely and the vagina constantly scrutinized for any sign of bleeding while waiting for labor to resume.
	A lag of more than 5-10 minutes should not be allowed.  The optimum time for a second twin to be born is between 3-15 minutes after birth of first twin.  You wish to deliver second twin before placenta begins to separate.

	Presenting part is guided into the true pelvis by a combination of abdominal pressure and vaginal manipulations.  Care is first taken to rule out a presenting umbilical cord.
	In order to avoid a prolapsed cord, and/or cord compression.

	Once the presenting part is fixed into the pelvis, rupture the membranes.  If the presenting part is a breech or an unengaged head, leave your hand in the vagina to ascertain whether the cord has prolapsed.
	If labor has not resumed up to this point, ROM may stimulate contractions to resume.

	Mother should be encouraged to push.
	This encourages descent.

	If contractions still have not resumed and maternal pushing effort is inefficient and IV solution of 1000mL D5W or D5RL with 10 IU of Pitocin should be hung and started at a slow drip. (12-15 drops per minute)
	This will augment or induce labor once again, it will also give mom energy.

	Delivery is conducted as usual
	logical

	Third stage hemorrhage or immediate postpartum hemorrhage is likely
	because of overdistended uterus.


(Varney p 510-511)

1015.  Monozygotic twins are from a single ovum.  They have one placenta and one chorion and two amnions.  At fertilization one sperm penetrated one egg and after fertilization they split into two separate entities.  With dizygotic twins two ovums are fertilized by two sperm.  They have two placentas and two chorions and two amnions.

1016. 

	Causes of Third Stage Hemorrhage
	Rationale

	Uterine Atony (80-90%)
	Incomplete delivery of placenta

	Cervical Lacerations
	Pushing before complete dilation

	Vaginal & Perineal Lacerations
	Rapid delivery, large baby, etc.

	Laceration of the lower uterine segment or uterine rupture (rare)
	Separation of scar, compound presentation, etc.

	Placental Abruption
	uterus has filled with blood before delivery

	C-Section
	operative bleeding gone awry

	Deep & Prolonged Inhalation Anesthesia
	Decreased physiological response to birth and uterine contraction ability

	Operative Procedures such as version or extraction
	Invasive procedures that interfere with normal third stage physiology

	Dead fetus following intrauterine death
	DIC


(Varney, p 531)

1017. Third stage hemorrhage is defined as 500 mls classically. However, this is also the average blood loss for vaginal delivery. This is also the definition of a pp hemorrhage because providers usually underestimate blood loss by 20-30%. Clinically third stage hemorrhage is identified by excessive bleeding, a rising fundus, a rising pulse, skin pallor and turgor, or client going into shock. (Varney, p 531)

1018. Actions with Third Stage Hemorrhage

	Action
	Rationale

	Check consistency of uterus
	First step because 80-90% of pp hem are due to uterine atony

	If atonic, massage the uterus
	This will stimulate contractions so that bleeding vessels at the placental site in the uterus will be ligated.

	If the uterus fails to contract immediately with massage:

a. do bimanual compression

b. administer Pitocin and/or Methergine (if placenta has been born already)

c. make sure IV is patent or start IV with 16 gauge D5LR, and if already IV add Pit to bag (10 units/500ml), otherwise give IM
	This stimulates contraction to contract vessels as well providing continuous pressure on the uterine veins and the lower-uterine segment which is also a site of bleeding.

This will contract the uterus and help stop bleeding.

To supplement blood loss by adding fluids to expand volume.



	If still not under control, call MD. Continue bimanual compression. Have type and crossmatch drawn and sent to blood bank.
	Surgical or high-tech medical intervention or pharmacologics may be indicated.

Transfusion may be needed.

	Monitor for s/sx of shock.
	Be ready to deal with this condition.

	Examine placenta
	Evaluate if placenta is complete or if fragments are contained and whether a uterine exploration is indicated.

	If fragments or coteleydons are missing, do a uterine exploration.
	The uterus must be completely empty in order to contract fully.

	If uterus is empty, but bleeding continues, examine for cervical, vaginal or perineal lacerations and tie off any bleeders and repair lacerations.
	This will stop the bleeding, and even a slow trickle can be deadly.

	If the woman is developing shock, (low BP, high pulse, rapid, shallow respirations, cold, clammy skin) put into shock position, cover her with warm blankets, administer O2 and order blood.
	This will stop further compromise of the woman’s condition.

	In extreme and very rare cases when it is a life threatening emergency, do aortic compression by  abdominally compressing the aorta against the spine.
	This is a last ditch effort to stave off further bleeding and save the woman’s life.


(Varney, p 533-4)

1019. Predisposing factors to third stage hemorrhage:

	Factor
	Rationale

	Over distended uterus
	Uterus unable to contract as efficiently or effectively.

	Oxytocin induction or augmentation
	Exhausted uterus.

	Rapid or precipitous labor & delivery
	Evacuation of the uterus is so rapid that decompression does not occur effectively.

	Prolonged first and second stage.
	Exhausted uterus does not contract effectively.

	Grand Multiparity.
	Exhausted uterus/ uterine atony due to multiple labors.

	History of uterine atony or pp hemorrhage with previous birth.
	Due to potential for circumstances that brought on first hemorrhage to reoccur.


(Varney, p 531)

1020. Placenta accreta: abnormal partial or total adherence of the placenta to the uterine wall. The placenta fuses directly to the myometrium with either defective decidua or no decidua in between. When the chorionic villi extend further than the myometrium and actually penetrate the uterine wall it is called placenta increta. Placenta percreta occurs when the chorionic villi penetrate through the entire uterine wall to the serosa layer. 

Partial accreta first manifests as an acute third stage hemorrhage with retained placental fragments. A complete accreta does not present with hemorrhage as the placenta does not separate from the uterine wall. (Varney, p 522)

1021. A complete accreta has no s/sx. It is only discovered after an attempted manual removal. A partial accreta is discovered when trying to deal with a pp hemorrhage. Once there is a reasonable suspicion of accreta, transfer to a hospital should be immediate. Under no circumstances should the midwife reattempt manual removal thereby creating a life-threatening emergency. Often the only treatment for complete accreta is an emergency hysterectomy, although it can often be dealt with via D&C. 

(Varney, p 522)

1022. Uterine inversion: when the uterus turns inside out so that the inside of the fundus protrudes through the cervical os (incomplete), or descends to immediately within the vaginal introitus (complete), or exudes beyond the vulva (prolapsed). (Varney, p 522-3)

1023. Conditions that combine to create situation favorable to uterine inversion are:

· Uterine atony

· Patulous dilated cervix

· Fundal pressure or traction caused by pulling on the umbilical cord or placenta.

· Short cord.

· congenital anomalies

(Varney, p 523; Oxorn-Foote, p 547))

1024. Actions that commonly contribute to uterine inversion are:

· Applying fundal pressure with the hand on an uncontracted uterus because this will cause the uterus to invert due to the external pressure.

· Having the mother push to help expel the placenta without first checking to see if the uterus is contracted as this effort may without placental detachment can lead to inversion.

· Exerting cord traction prior to placental separation as this action by the midwife could directly cause the inversion.

· Pulling on the placenta during manual removal prior to total placental separation as this action will directly cause the inversion.

(Varney, p 523)

1025. The most dangerous consequence of uterine inversion is shock which is thought to be caused by the tension on the nerves of the broad ligament, which are drawn through the cervical rim, and by irritation of the peritoneum. In any situation where shock is out of proportion to hemorrhage the midwife should think of uterine inversion. (Oxorn-Foote, p 549) 

1026. Management of uterine inversion:

	Step
	Rationale

	Call MD or ambulance
	Surgical resolution may be necessary.

	Start IV and apply NS packs to the inverted uterus.
	To deal with/prevent shock and protect exposed tissue of uterus.

	MD will reposition uterus. Treat for shock.
	Immediate reposition will reduce blood loss, shock and  trauma. If not immediately repositioned manually, surgery will be necessary.

	If midwife needs to reposition uterus:

Done with placenta still attached.
	Blood loss is less if placenta is removed after uterus is replaced.

	Place one entire hand in vagina with fingertips around circumference of the junction where the uterus has turned on itself and the inverted fundus should be in the palm of the hand.
	This will protect the fundus from falling more and will allow you to feel the entire contour of the uterus.

	Pressure is applied with palm of the hand on the fundus and the fingertips on the uterine walls. The fingertips walk up the uterine walls as the fundus is repositioned.
	This will allow for gradual repositioning.

	Do not puncture or rupture uterine walls.
	The walls are soft and tender and excess pressure could rupture the uterus and exacerbate the emergency.

	At the same time, the entire uterus is lifted high out of the pelvis above the level of the umbilicus and held there for several minutes.
	This puts tension on the uterine ligaments which keep the uterus reinverted.


(Varney, p 523-4)

Diagnostic Lab Tests and Procedures

1027. One would use a sterile speculum to visualize the os.  By gently pressing the mom’s belly you may be able to observe amniotic fluid actually flow out of the os.

1028. Nitrazine paper will turn blue when placed in alkaline amniotic fluid.

1029. Amniotic fluid will dry in a ferning pattern on glass. If you see this under the microscope, you have a positive ROM.

1030. Blood and semen can turn nitrazine paper blue.

1031. EFM can be used during labor to monitor the baby’s heartbeat.  If read timely and accurately it may be able to identify fetal distress by exhibiting a pattern of decelerations.  There is no evidence for its effectiveness in reducing fetal mortality and morbidity.

1032. Ultrasonography can be used to identify postdates pregnancy by looking at the grade of placenta, umbilical cord flow, amniotic fluid index, gross motor movements of baby, breathing effort, heart rate.

1033. A urine analysis will tell you whether there are nitrites.  Nitrites indicate a UTI.

1034. Ketones are tested by a urine dipstick. It is very important to give the mom energy through food or through an IV, because she will use all her resources and be unable to effectively contract and push.  Her body will be completely depleted. 

1035. An X-ray could be used for suspected CPD and for pelvimetry for a breech.

Observational Skills & Charting 

1036. Purposes of charting in labor:

Legal record in the case of malpractice.

Clinical record for documenting progress of labor and clinical decision-making.

Guide for decisionmaking as clinical situation unfolds.

In cases of transfer, aids in smooth transition to hospital care and provides concise history of pregnancy and labor.

1037. The following should be charted in labor:

	What to be documented
	Why

	position and location of the mother while laboring and positional changes
	to assess effectiveness of position and location and correlate to pain tolerance, fetal well-being, etc

	food intake
	to assess energy status

	voiding effort and amount
	to assess hydration

	character of urine and u/a
	to assess hydration, risk of infection, etc.

	nausea and vomiting amount and output
	to assess hydration, progress of labor, possible HELLP syndrome or pyleonephritis or other complications

	fluid intake
	to evaluate hydration status and ability to hydrate PO

	presence and amount of bloody show
	to assess progress of labor and whether show is WNL

	intensity, frequency and duration of contractions
	to assess progress of labor, coping ability 

	mother’s coping ability with contraction
	to assess emotional wellbeing, determine what comfort measures to offer, etc.

	mother’s vital signs
	to assess physiological coping with the stresses of labor and whether they are WNL, to rule out complications

	fetal heart tones, patterns
	to assess fetal wellbeing and correlation to contractions 

	vaginal exams or other interventions
	to document number, reason and result of exams

	status of membranes, 

presence or absence of meconium
	to document whether rupture has occurred to help in assessing risk of infection, need for antibiotics

to document and assess whether meconium is significant enough to transfer based on when it is discovered in labor



	what assessments have been made such as rising blood pressure, presence of meconium and their associated plans e.g. lie on left side and check BP q 15 minutes for 1 hour and reassess, or get mother out of tub and in a position where suctioning at the perineum can occur
	to show the thought process behind the clinical actions and decision regarding potentially unfolding situations

	urge to push
	to document when urge to push begins, its correlation with dilation status and needed management of anterior lip if it exists

	dilation, effacement, station, character of cervix
	to document progress of labor, to aid in assessing FTP, uterine atony, and associated decisionmaking

	position of fetus, sutures
	to assess progress in descent, malpositions or presentations and appropriateness of out-of-hospital setting

	emotional state of mother and partner
	to document in relation to decisionmaking and desires

	people present for the labor
	to have record of all present

	options given to mother and her decision 
	to document that options were available and that informed consent was obtained

	document consent and waivers of care
	to document client was informed of pros and cons of various options or omissions; to protect midwife in case of  contested stories on decisionmaking

	dose, route, indication, consent, name of medicine and time of administration of any medications, IV fluids, homeopathics, herbs, etc as well as rule/out complications
	to have clear record of administration of drugs so that double dosing, overdosing etc will not occur and to document that no contraindications were present

	consultations with MD, or other provider and related advice, guidance or plan
	to document practitioner effort to get advice or guidance from other practitioner; to record plan for care


1038. Timing of charting in labor evolves as labor progresses. Before admission, any phone conversations, office visits or pre-admission visits to assess status of labor should be charted promptly and completely. Upon admission an admitting assessment should be done and recorded. Based on where in labor the woman is, charting should occur at a minimum every hour (early first stage), every half hour (active labor) or after every other contraction (second stage). Beyond these general guidelines, charting should also occur upon any significant findings or happenings (ROM, vomiting, etc). The rationale behind this timing is that the more frequent the need to monitor the woman, the more that should be charted and that as labor progresses more information and data are generated and charting becomes more extensive or frequent. 

1039. Charting during 3rd and 4th stages of labor

	Chart
	Why

	Blood loss amount
	to document progressive blood loss and assess need for medication or other actions

	maternal vital signs
	to assess maternal wellbeing, risk of shock, hemorrhage and associated clinical decisions

	maternal emotional state
	to document state of being and relate it to physical state

	breastfeeding effort
	to document feeding and correlate successful breastfeeding to uterine contractions

	maternal infant bonding
	to see if baby and mom are bonding and relate relationship to maternal and infant wellbeing

	newborn vitals and sucking effort
	to assess infant well being and need to intervene or transport

	newborn exam findings, gestational age assessment
	to document status of newborn, to correlate EGA with age via LMP

	administration of any drugs or interventions used to stop bleeding
	to document clinical decisionmaking, to avoid double dose or over dose of drugs and to document clinical pathway of interventions


1040. You can chart mother and baby’s data at the same time by having the two sheets together and having one person responsible for evaluating mom and, one person responsible for evaluating baby and a third person charting both sets of findings.

1041. The chart is a legal document and someone must be held responsible for all charting therefore initialing the chart is necessary for accountabilty.

1042. Administration of any medication is charted with the following:

time

dosage

route

indication

brand name

r/o of contraindication

observation for side effects

lot number if appropriate

1043. Consults on mother and baby’s behalf are charted by documenting the time of consult, who the consult was with, what questions were asked to the consultee and documenting the suggested course of action or options for management. Also document the conversation with the client regarding the consult and the collaborative decision (if appropriate and not an emergent situation) made for management or action.

1044. Charting of transfer includes time of decision to transfer, mode of transportation, name of transfer institution, who the made the decision to transfer, the indication for transfer and client’s consent/knowledge of the transfer if appropriate. 

1045. Every procedure when possible is described and explained to the client and a choice is given to the client. In some cases, a prepared consent or waiver is signed and the signing of this is documented on the flow sheets. In general, charting should include the options given to the client, their affirmation or declination of the procedure, their understanding of the risks and benefits of the procedure, drug or intervention, and the options/next steps based on their decision. If necessary their signature can be obtained on the chart.

1046. Situations that may require a consent or waiver during IP, 3rd or 4th stages include:

Vaginal exams

AROM

Use of GBS prophylaxis antibiotics

Use of Doppler

Who should be in the room

IV use

Enema consent

Use of Pitocin, Methergine

Catheterization

Transfer decision

Oxygen

Breastfeeding

Suturing

Lidocaine

1047. When the mother is not able to give consent, the partner’s knowledge of the mother’s wishes can be documented. Or in the case where the mother and partner have opposing desires or wishes this should be documented. Or if someone else present is exhibiting behavior or actions or words that are inappropriate and that are affecting the progress or management of the labor, this should also be documented on the chart.

1048. Intrapartum charting observational skills are the ability to ascertain relevant clinical and psychosocial information by utilizing all of one’s senses, clinical experience and knowledge of the labor and birth process.

IV Therapy 

1049. IV Therapy: introduction of a liquid solution directly into vein.

1050. Transfusion Therapy: introduction of blood or blood products directly into vein.

1051. Two reasons for using IV’s in labor: fluid replacement and antibiotic administration. (IV Course for Midwives, p 182)

1052. IV’s are rountinely used in labor for GBS to administer antibiotics, also with ROM greater than 24 hours, or for infection. In hospitals, IV’s are routinely used in labor for Pitocin augmentation or induction, or with a suspicion of postpartum hemorrhage, and in some institutions where women can not have any PO intake IV’s are used routinely to prevent dehydration. Additionally, in the presence of ketones or hypovolemia IV therapy is routinely administered.

1053. 

	
	Saline
	Dextrose
	Electrolytes

	Composed of
	liquid with NaCl
	solvent with a simple sugar
	electrical charged ions such as Na or K that can carry a current through a liquid

	Uses
	solvent

flush
	boost energy
	used to rehydrate


(Elizabeth’s class)

1054. How to distinguish between:

	Artery
	Vein

	· do not have valves
	· have valves at branching points

	· flow away from the heart
	· flow towards the heart

	· middle layer is muscular and elastic tissue, which is stronger and stiffer than in veins, therefore arteries do no collapse
	· thinner walls

· sometimes collapse

	· can spasm due to chemicals or chemical irruption and shut off entire blood supply
	· this does happen with veins 

	· deeper from the surface and pulsate
	· closer to the surface, bluish appearance and do not pulsate.


(IV Therapy by Phillips, p233)

1055. The primary complication associated with arterial puncture includes

rapid blood loss due to force of pulse behind blood.

1056. Objectives of IV therapy are:

· fluid replacement in order to stabilize patient, correct dehydration or hypovolemia.

· antibiotic administration to ward off or treat existing or suspected infection

· drug administration to have direct venous access for rapid effect

(IV Course for Midwives, p 182)

1057. In the preinfusion patient the following should be checked per MD protocols:

Evaluate the patient’s psychological preparedness for the IV and talk to the patient before looking for the vein in order to develop a trusting relationship that will make IV administration goes more smoothly. (Phillips)

Review client history to r/o allergy to medication to avoid adverse reaction. (NMMA Guidelines)

1058. In the preinfusion patient the following should be checked based on their diagnosis: the appropriateness of the solution be it hypertonic, hypotonic or isotonic for the client’s diagnosis, the size of the catheter for adequate infusion rate for the indication, if medication is being used that there are no contraindications, allergies,  and that the medication is indicated for the condition

1059. Based on the patient’s clinical condition, the following should be check for during the preinfusion assessment: that the type of solution being used is correct for the condition, i.e. to expand volume vs. diuresis; that there are not contraindications to the solution/drug to be administered based on client’s vital signs, i.e. pitocin IV with a hypotensive patient; that the temperature of the solution is correct and that the client’s body temperature is not so depressed that adding IV solution will lead to a medical crisis in hypothermia.

1060. Based on the purpose of the infusion, the following should be checked during preinfusion assessment: that the type of infusion is appropriate to the purpose; that the purpose of the infusion matches the current needs of the patient, i.e. that the condition has not deteriorated or improved to the degree that the purpose must be adapted.

1061. Based on the patient’s past history with infusion or transfusion, the following should be checked during the preinfusion assessment: whether conditions that led to poor tolerance of past infusions or transfusion are present currently; that no allergic reactions or transfusion reaction occurred in the past that might occur again; the patient’s knowledge and awareness of what they are going to receive; that there is no history or current belief that the patient does not want to use blood products such as a Jehovah’s Witness.

378. Based on resource books, one should check on the newest information regarding IV therapy during the preinfusion assessment in case new research indicates recommended changes in infusion rates, solutions, etc.

1062. During the preinfusion assessment, one should check that the patient one is about to administer IV therapy to matches the one that the orders for IV therapy are for.

1063. Sterile technique during venipuncture is very important as you are creating a direct portal into systemic circulation and if this is not done in a sterile fashion, infectious agents can gain direct access to the body and systemic infection can occur. This warrants the use of sterile gloves, sterile alcohol and betadine wipes, sterile IV catheter and needle and not directly touching any piece of equipment that will enter the vein or will be flush against the opening of the vein. 

1064.  Prevention of infection in IV Therapy

	Factor
	Rationale

	Checking for fluid expiration rate
	Expired fluid should not be used as it may not be sterile and may not be effective as its contents may have degenerated.

	Continuity of container and tubing
	If not continuous, particles from air and air itself can enter IV and cause contamination.

	Continuity of packaging
	If packaging have been damaged, the contents are not sterile and it must be assumed that contamination has occurred and the contents should be discarded.

	Particulates in the solution
	Presence of particulates in the solution indicates that the solution has expired, or that the wrong solvent was used for a particular solute (i.e. antibiotics in D5W, or LR instead of NS) and that the particulates will attach to the tubing and could create an infection

	Presence of a vacuum
	If no vacuum is present, backflow of blood and solution can occur and air can enter the system causing contamination.


1065. Maintain sterility

1066. Veins commonly used for IV therapy when using a stainless steel needle:

· Digital vein in the lateral and dorsal portions of fingers

· Metacarpal vein in the dorsal part of hand formed by the union of digital veins between the knuckles

· These are good veins to use because they are accessible and straight and motion does not bend them.

1067. Rationale for using distal veins first is that if you miss the vein or the IV occludes you can move up the arm proximally on subsequent attempts. Use of a proximal vein would be appropriate if a procedure was going to be done on the hand or wrist.

1068. If possible, the arm less used by the patient should be used for IV therapy because the IV arm will have somewhat restricted motion, will need to be kept in a position that holds the patency of the IV and may get sore. Using the nondominant arm will make the experience less invasive for the patient as well provide more effective therapy.

1069. A vein away from areas of flexion such as the elbow or wrist should be used for IV therapy as this will improve the chance of maintaining patency of the vein and the IV.

1070. It is easier to insert an intravenous catheter into a large vein than a small one as you have more room to manipulate to catheter without leaving the vein and the rate of flow it can accommodate may be greater than that of a small vein.

1071. One should avoid putting an IV in the same arm as the side of surgery so that the IV is not in the way of the surgeon and so that it is less likely that the IV will come out or interfere with the surgery. Due to the bleeding in surgery, one may lose some of the fluids being put in via IV if it is on the same side of the body as the surgery.

1072. Avoid damaged veins such as varicose, phlebitic veins and hard or ropy veins for IV therapy as this will put further stress on the veins and due to the compromise of their structural integrity, may cause the IV fluid to leak into interstitial space and cause more damage to the veins, while not providing effective therapy.

1073. The type and size of venipuncture device to be used should be based on the size and location of the vein, the rapidity of flow needed (larger gauge for more rapid infusion), whether the need for IV patency is going to be short (could use a needle) or medium or long term (use a catheter with heplock.)

1074. 
Explain the diagnosis (so the client understands why IV therapy is necessary)


Explain the corrective action that is expected with IV therapy (so the client understands how IV therapy will help him or her)


Discuss and reassure patient about any fears about pain with the 
procedure (this validates it is okay to be afraid but deals with the fear in a productive manner)


Explain how the IV is inserted and how IV therapy will work in their situation (this educates the patient about their care and may alleviate some of their fears about the procedure)


Explain to the patient the signs that the IV is blocked or has infiltrated, or actions they can take to keep the IV clear so the patient can help maintain the patency of the IV. 

1075. A tourniquet is used 3” above the insertion site to distend the vein by providing the necessary tension on the arm to occlude the vein, but not enough to occlude the arteries. To enlarge and distend the vein, the woman can also pump her fist, rubbing vigorously, slap or tap the vein or apply warmth to bring blood to the vein. (Varney, p 693-4)

1076. Hands should be washed before starting an IV so that they are clean and less likely to transmit an infection.

1077. Sterile gloves are not absolutely necessary when starting an IV because it is impossible to not touch nonsterile items or patient’s skin.

1078. Preparing the venipuncture site:

	Step
	Rationale

	Apply tourniquet
	Distends vein

	Locate a suitable vein
	So that needle is inserted into vein

	Put on gloves
	To protect yourself from blood

	Cleanse site with alcohol wipe
	To disinfect site before puncture is made


(PSGM, p 171)

1079. To anchor a vein to facilitate venipuncture:

Place the thumb of the hand not holding the syringe directly over the vein approx. 1-2 inches below the probable point of entry, and the rest of your hand on the other side of the arm.

Fix the vein by pressing down firmly with your thumb and pulling the skin away from entry site thereby making the skin over that area taught. This helps keep the vein from rolling or the skin from dimpling when the needle enters.

(Varney, p 696)

1080. Just prior to insertion the venipuncture device should be held with the needle in the direction of the vein and the syringe at a 15 degree angle from the woman’s arm. This angle reduces the chance of going through or missing the vein, a smaller angle may cause you to skim the top of the vein, a larger angle will cause you to go through the vein. (Varney, p 696)

399. With direct venipuncture the needle directly enters the vein and its proponents say that by entering the vein directly the vein does not have a chance to roll. With indirect venipuncture technique, the needle is inserted at the side of the vein first and then into the vein. Its proponents say that the tissue on the side helps hold the vein in place not allowing it to roll. (Varney, p 696)

1081. You know the venipuncture device is in the vein if blood flows back in the collection unit.

(Varney, p 696)

1082. Advancing the catheter:

Hold the woman’s skin taught with one hand and with the other hand do one of three methods:


a. withdraw the needle a short distance, advance the catheter into the vein and remove needle altogether


b. withdraw the needle altogether and advance the catheter into the vein


c. leave the needle where it is, advance the catheter into the vein and then withdraw the needle 

Whichever method is used, the rationale is to protect the needle point, protecting the vein from the needle going through it and allowing the flexible catheter to be threaded into the vein.

(Varney, p 707)

1083. The tourniquet should be released after you connect the intravenous infusion tubing to the catheter  and you can then start the flow. You must release the tourniquet before starting the flow or the vein will rupture and fill the skin from overdistension. (Varney, p 707)

1084. The tubing can be attached to the venipuncture device directly by being screwed in to the catheter holder or through a heplock and needle.

1085. Fluid must be run through the tube until the catheter is in place so that no air bubbles are in the tube when it is attached to the catheter. Introducing air into the vein can be very dangerous if it is excessive.

1086. The goal for taping the venipuncture in place is to maintain is stability and so that it cannot get pulled out easily. You can have a loop of tubing around the thumb and taped in place, or you can have a loop of tubing just along the wrist. The advantage with either method is that it is stable and has a lot of room of give. The advantage is that the strain of the tubing is not at the site of insertion. One should avoid taping over where the catheter hub is since one may need to access that site.

1087. The purpose of a sterile dressing at the venipuncture site is to keep the area of the puncture sterile and disinfected as it is the point of access to the bloodstream and no infectious agents should be allowed near that site.

1088. Administration of IV Fluids

· Wash your hands and put on gloves.

· Instruct woman to hang her arm down.

· Apply tourniquet.

· Select appropriate vein.

· Cleanse the IV site.

· Open and prepare the delivery.

· Apply traction to the vein.

· Introduce the needle into the vein and observe the flashback.

· Advance the catheter.

· Release the tourniquet.

· Holding pressure against the catheter, remove the needle.

· Attach the infusion set to the catheter and adjust the drip rate.

· Apply povidone iodine to the puncture site.

· Cover the puncture site with sterile gauze 2x2. 

· Secure the catheter into the vein with IV dressing or tape.

· Secure the tubing to the arm.

· Label the IV bag with the appropriate information.

(PSGM, p 178) 

1089 The formula for setting the rate of flow is: 

Drops/minute= volume to be infused times drop factor/ time of infusion in minutes

(IV Course for Midwives, p 185)

1090. 33 drops per minutes.

1091. The viscosity and temperature of the fluid affects the rates of infusion in that warmer, thinner fluid can be infused at a more rapid rate than colder, thicker fluid. These factors can also cause venospasm. (Phillips, p 289)

1092. The height of the IV fluid container and the patient’s position affect the rate of infusion in that the greater the vertical distance between the IV bag and the insertion site the more rapid a flow rate that can be achieved.

1093. The control clamp can break or get stuck thus impeding the ability of the practitioner to control the flow rate effectively. Gentle but firm handling of the control clamp can help avoid these problems.

1094. The size, position and  condition of the venipuncture device affect flow rate in that the larger gauge the catheter, the faster the potential flow rate; if the position of the device is ideal and not at a joint the flow rate is less likely impeded and a faster rate can be achieved, and if there is a defective device there may be leaks or occlusion that could decrease flow rate. 

1095. 

	Condition
	Effect on flow rate

	Pinched or bent tubing
	occludes infusion and stops or slows flow

	Obstructed air inlet or vent
	this will not allow fluid to properly flow due to lack of pressure gradient

	 
	 


1096. The patient or visitors might affect flow rate if they are positioned in a way that pinches the tubing, accidently or intentionally pulls out the tubing, or hold their arm or hand in a way to blocks the flow. Periodically checking the flow rate, the positioning of the hand and reminding/teaching the patient and visitors of the importances of maintained flow can help avoid or prevent this problem.

1097. Causes of venospasm results from the administration of a cold infusate, an irritating solution or a too rapid administration of an IV solution or viscous solution such as a blood product. This can be corrected by applying warm compresses to warm the extremity and decrease the flow rate until spasm subsides. (Phillips, p 288-9)

1098. Rationales for the following flow rate guidelines:

Isotonic solutions: not faster than 600ml/hour.  Isotonic solutions do not move into cells and therefore can be given quickly in the case of hypovolemia.

Hypertonic solutions: not faster than 200 ml/hour.  Should always be given slowly because they need body fluids to dilute them once they are introduced into the body.

Hypotonic solutions: not faster than 400ml/hour.  If given in excessive amounts can cause intracellular fluid volume excess.  Hyposmolar fluids in the vessels move by osmosis to the region of higher concentration of sodium in the cells in an attempt to maintain equilibrium.  If too much fluid accumulates in the cells, cellular edema occurs.  Cerebral cells absorb hyposmolar fluid more quickly than do other cells, which in turn increases intracranial pressure. 

Whole Blood: 1 unit in 2-2 1/2 hours

Packed cells: 1 unit in 1 1/2 hours

Average ADULT rate: 75-125ml/hour

Dehydrated patient: increase the rate to compensate for the dehydration.

Elderly/children/cardiac patients: the rate is decreased because they cannot handle the load.  They have a smaller blood volume.

1099. An immobilizing device is necessary if the catheter crosses a joint so that bending of the joint does not occlude the catheter. (Varney, p 705)

1100. May be attached with adhesive tape or Velcro straps.  Should be applied in such a way as to allow normal anatomic flexion of fingers.

1101. It can cause an occlusion of the vein if done improperly, as well as cause infiltration into the surrounding tissues. Care should be taken not to exert direct pressure on the tubing or put pressure on the insertion site.

1103. Information that should be recorded on the infusion record include:

Name of medication so that it is clear what is being administered.

Indication for use so that the record demonstrates the medicine was needed.

Dosage being used to avoid over or underdosing over time.

Time of Administration for clarity as to when the dose was given and when the next dose should be given.

Name of person performing infusion so that there is accountability.

1102. On the IV bag or bottle the following should be written:

Time infusion began so further dosing can be timed accurately. 

Name, amount, dose of any medication added to IV fluid so that this is clear.

Record of initial flow rate and changes in rate over time.

Name of person performing infusion so that there is accountability.

1103. Information that should be recorded on the infusion record include:

Name of medication so that it is clear what is being administered.

Indication for use so that the record demonstrates the medicine was needed.

Dosage being used to avoid over or underdosing over time.

Time of Administration for clarity as to when the dose was given and when the next dose should be given.

Name of person performing infusion so that there is accountability

1104. The role of the tourniquet is to distend the vein for easier and more effective insertion of the IV catheter. To do this the tourniquet occludes the vein and must be removed if IV fluid is to enter the systemic circulation.

1105.  It is important to have a call bell within easy reach of patient so that the patient has access to nursing assistance promptly if they are in distress.

Because the arm with the IV attached is often immobilized it is important to have the table on the side of the non-IV arm so it can be utilized and the patient can get the phone, food, water, etc.

The IV pole should be on the same side as the arm with the IV so that the tubing is not running across the patient’s body and so that the IV interferes as little as possible with the patient’s space.

Sharps, needle cover and swabs should be removed from the bed so that they do not puncture care providers or the patient and so that the bed is kept clean and clutter-free. (Is this question really necessary?)

1106. The items that should be included in an IV drug protocol are:

1. Name of medication: so that the protocol is specific to the medication.

2. Classification of drug: so that the medicine is classified properly.

3. Indications for IV use: so that the uses for IV route are clearly delineated.

4. Administration: so that the protocol lays out how the drug is given by IV.

5. Potential hazards of IV administration: so that the protocol warns of the potential side effects and the provider is aware of what to watch for.

6. Dosage: so that the proper dose for different situations is clear via protocol.

7. Compatibility, stability: so that the protocol clearly states what other drugs or conditions are safe to be used concurrently.

8. Miscellaneous: other relevant information should be included

9. References: so that the protocol is clearly based on research and it can be looked up for additional information or clarity.

10. Other names: so that if there are other names of the drug they will be listed and can be referenced.

(The above headings already specify what should be included under them therefore that part of the question cannot be elaborated on in the absence of a specific example)

1107. The following should be checked when administering a drug IV:

1. Approved route of administration to verify that it appropriate to give IV.

2. Precautions: to make sure that all precautions have been taken before giving the drug.

3. Compatabilities: to make sure that the patient is not taking any other drugs or does not have any condition that is incompatible with this IV medication.

4. Management implications: to make sure that administering the drug at that time will not adversely limit management options with regard to medications or other procedures in the future.

5. Dosage: to make sure that the proper dose is about to be administered for the indicated use.

1108. When giving medications IV the following should be done:

Establish a care plan to observe and report the outcome of drug therapy so that the effectiveness of the therapy can be evaluated.

The provider should be aware that IV medications are absorbed rapidly so that the amount of time that they need to take effect is short and changes in condition can be monitored accordingly.

The provider should know why the IV drug is being administered so that she can evaluate the appropriateness of the medication to the indication, as well as monitor for improvement.

1109. The IV bag should be labeled with:

Patient name and room number so that it linked to the right patient.

Name of drug and dosage so that no confusion can occur in this regard.

Date and time drug was added so that it is clear when dosage and infusion began.

Initials of the person who added the drug so that there is accountability and tracking of administration.

1110. The purpose of administering a drug by adding it:

· Into the infusion solution so that it is diluted and enters the bloodstream at the rate of the overall bag.

· Into the secondary container connected to the IV line so that it does not mix with the infusion solution.

· Into the chamber (volume control unit) so that NOT FOUND.

· Into the drug port site so that the drug gets directly and more rapidly into the bloodstream.

· Intermittently so that small amounts of drugs can be given directly at appropriate dosing times or as needed without needing the whole bag, as well as being able to administer small volumes of fluid, and can provide access for emergency medications.

(Phillips, p 254)

1111. Use of a mechanical regulating device, an electrical pump, or a regulating pump has the purpose of very strictly and precisely monitoring the flow of the IV fluid into the patient, as well as detecting and alerting whether the flow is obstructed.

1112. The above devices can minimize the possibility of over- or under-infusing the fluid, overdosing the drug dose, or having flow be obstructed or infiltrating the interstitial space undetected. 
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