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Critical Factors of Labor

Labor progress is dependent on the relationship of four factors:

· Passage

· Passenger

· Powers

· Psyche

The Passage

True pelvis: the bony canal through which the fetus must pass

Pelvic Types

· Gynecoid: best for birth, round 

· Anthropoid: adequate, oval 

· Android: “male pelvis,” heart-shaped 

· Platypelloid: unfavorable, flat

The Passage

· Inlet

· Midpelvis

· Outlet

Pelvic Types

The Passenger (the baby)          

The Fetal Head

   “Molds” during birth to assist passage

· Sutures – membranous spaces between the cranial bones

· Fontanels – intersections of sutures

   Anterior: diamond-shaped, 2 x 3 cm, closes @ 18 months

   Posterior: triangular, closes @ 8-12 weeks        
The Passenger

Important Landmarks

· Mentum – chin

· Sinciput – brow

· Bregma – anterior fontanel

· Vertex – between ant and post fontanel

· Occiput – beneath posterior fontanel

Best for birth – Suboccipitalbregmatic
The Fetal Skull

The Passenger

· Attitude - the relationship of the fetal parts to one another. Change in attitude, particularly of the fetal head, can contribute to a difficult labor.

· Lie – the relationship of the cephalocaudal axis (spinal column) of the fetus to the cephalocaudal axis of the mother.

· Presentation – the fetal body part that enters the maternal pelvis first, known as the presenting part. May be cephalic (head), breech (butt), or shoulder. 97% of births are cephalic presentations. 
 Attitude

Variations of Cephalic Presentations

·  Vertex – complete flexion, smallest diameter (suboccipitobregmatic - 9.5 cm)

· Military – not flexed or extended, largest diameter (occipitofrontal - 11.75 cm)

· Brow – partial extension, largest diameter (occipitomental - 13.5 cm)

· Face – hyperextension, smallest diameter (submentobregmatic – 9.5 cm)

Variations of Breech Presentations

· 3% of births – variations defined by attitude of fetus’ hips and knees, the sacrum is the landmark

· Complete breech – complete flexion of hips and knees

· Frank breech – flexion of hips, extension of knees

· Footling breech – complete extension of hips and knees

Variations of Breech Presentations

Shoulder Presentation

· Transverse lie

· Presenting part – acromion process of scapula

· Impossible for vaginal birth

Engagement

· Fetus is “engaged” when the largest diameter of the presenting part reaches or passes through the pelvic inlet

· In vertex presentation = biparietal diameter

· May be described as “floating, dipping, or ballotable” if unengaged

· Primigravida – may occur weeks before birth

· Multigravida – may occur prior to or during labor

Engagement

Station

· The relationship of the presenting part to an imaginary line drawn between the ischial spines

· Ischial spines = blunt prominences of the midpelvis

· Fetus is “engaged” at 0 station

· Descent in labor is determined by vaginal exam

Station

Position

· The relationship of a specified landmark of the presenting part to the side, front, or back of the maternal pelvis

· Landmarks

      Vertex – occiput

      Face – mentum

      Breech – sacrum

      Shoulder – scapula

Position

· Right (R) or (L) side of the maternal pelvis

· Landmarks of presenting part: occiput (O), mentum (M), sacrum (S), acromion (A)

· Anterior (A), posterior (P), or transverse (T), depending on whether the landmark is at the front, back, or side of the maternal pelvis

· Normal position is occiput anterior (LOA/ROA)

· Posterior positions R/T long, difficult labors, “back labor” is common with ROP/LOP      

Position

Powers (The Forces of Labor)

· Primary Forces – uterine muscular contractions which cause the changes of the first stage of labor

    1. Dilatation of the cervix (opening)

    2. Effacement of the cervix (thinning)

    3. Descent of the fetus

· Secondary Forces – maternal pushing efforts of the second stage of labor

Powers

Uterine Contractions – rhythmic but intermittent

   Acme – peak of a contraction    

   Frequency – time from the beginning of one ctx to the beginning of the next ctx

   Duration -  time from the beginning to the end of the ctx, normal duration is 60-80 secs
   Intensity – strength of the uterine ctx during acme, estimated by palpation or internal monitoring

Psyche (The Mindset of Labor) 

· FEAR – the most powerful psychic force. Fear is a normal response to a real physiologic stress; however, panic levels of fear can prolong labor and contribute to fetal and maternal distress.

· Loss of Control – coping with the physical sensations and bodily functions. Expectations for the birth experience may or may not be met.
Psychosocial Factors

· Cultural attitude towards birth

· Continuous presence of a support person

· Motivation for the pregnancy

· Personal locus of control

· Trust in caregivers during the birth process

· Relationship with baby’s father

· Preparation for birth via CBE classes and/or during prenatal care

· Attitude toward sexuality, healthy vs abusive

Psychosocial Factors

· WOMEN REMEMBER THEIR BIRTH EXPERIENCES THROUGHOUT THEIR ENTIRE LIVES!!!
· A woman’s perception of her birth experience will affect her mothering behavior.

· The actions of nurses caring for the woman in labor are vital to her perceptions of whether her birth experience met her expectations or not!
Physiology of Labor

Possible Causes of Labor Onset/Theories

  Usually begins between 38-42 weeks

· Progesterone withdrawal

· Prostaglandin hypothesis

· Corticotropin-Releasing Hormone (CRH) hypothesis

Physiology of Labor

· Myometrial Activity – in true labor uterus divides in two portions, physiologic retraction ring

· Effacement – drawing up of internal os and cervical canal into the uterine walls

· Dilatation – as uterus elongates, the longitudinal muscle fibers are pulled upward over the presenting part, pressure causes cervix to open
Physiology of Labor

· Intra-abdominal pressure – abd muscles tighten with ctx to expel fetus & placenta

· Changes in pelvic floor musculature – perineum thins from 5 cm to < 1 cm, pelvic floor muscles draw up rectum and vagina following pelvic curve, creates a natural anesthesia

Premonitory Signs of Labor

· “Lightening”

· Braxton-Hicks contractions

· Cervical changes – “ripening”

· Bloody show, loss of mucus plug

· Rupture of membranes (ROM) 

      occurs in 12% of all births

      80% deliver within 24 hrs

· Burst of energy, backache, diarrhea

True vs False Labor

True Labor

· Regular uterine contractions

· Interval shortens

· Increase in duration and strength

· Pain moves from back to front

· Increase in ctx intensity with walking

· Progressive cx dilatation and effacement

True vs False Labor

False Labor

· Irregular ctx

· Erratic interval change

· Erratic changes in duration and strength

· Abdominal discomfort

· Walking usually has no effect

· Minimal to no cervical change

Stages of Labor & Birth

· First Stage – beginning of true labor until full dilatation of the cervix

· Second stage – full dilatation to birth

· Third stage – birth to placental expulsion

· Fourth stage – 1 – 4 hrs after delivery of the placenta
First Stage

Latent Phase (0-3 cm)

· Ctx q 3 – 30 min apart

· Duration – 20-40 sec

· Strength – mild to moderate 

· Nulliparas – 8.6 – 20 hrs

· Multiparas – 5.3 – 14 hrs

· Dilatation with minimal descent

· Behavior – relieved, anxious, smiling, talkative

First Stage

Active Phase (4-7 cm)

· Ctx q 2 – 3 minutes

· Duration - 40-60 sec

· Strength – mod to strong (50-70 mmHg)

· Nullipara – 1.2 cm/hr

· Multipara – 1.5 cm/hr

· Descent is progressive

· Behavior – increased anxiety, loss of control, inability to cope, helplessness

First Stage

Transition Phase (8-10 cm)

· Ctx q 1-2 min apart

· Duration – 60-90 sec

· Strength – strong (70-90 mmHg)

· Descent increases

· Nullipara - > 3 hrs

· Multipara – variable

· Behavior – “I can’t do this!” anxiety, shaking, restlessness, c/o rectal pressure , N & V, anger 

Second Stage

· Ctx - q 1-2 min, often space out

· Duration – 60-90 sec/ mod – strong

· Nullipara – up to 3 hrs

· Multipara – variable

· Urge to push from pressure of head on sacral and obturator nerve

· Crowning – fetal head encircled by ext opening of vagina, birth is imminent

· Behavior – varies from sense of control and decreased pain to fear and resistance 

Second Stage

Cardinal Movements/Mechanisms of Labor

· Descent

· Flexion

· Internal rotation

· Extension

· Restitution

· External rotation

· Expulsion

Third Stage

Placental Separation

· Normally occurs 5-6 min after birth

· Uterus contracts, diminishes capacity and placental surface area

· Signs of separation – globular-shaped uterus, rise in fundus, gush of blood, descent of cord 

Third Stage

Placental Delivery

· Woman bears down with separation signs

· Gentle cord traction

· Schultze mechanism – fetal side shiny

· Duncan mechanism – maternal side, “dirty Duncan”
Fourth Stage

1 – 4 hours after birth, “recovery”

· Blood loss with decreased pressure of uterus on venous system

· Mild decrease in BP, increased pulse

· Uterus contracted midway between symphysis pubis and umbilicus

· Behavior – relief, tired, hungry, shaky

Maternal Systemic Response to Labor

Cardiovascular

· Increase in cardiac output

· Redistribution of blood to peripheral circulation

· Increased BP

· Decreased pulse

· Maternal position affects BP and pulse 

· Nursing measures – monitor BP between ctx, avoid supine positions, maintain side-lying with increased BP

Maternal Systemic Response to Labor

Fluid and Electrolyte Balance

· Profuse perspiration during labor

· Hyperventilation

· Nursing measures – assure adequate hydration, PO or IV if necessary

Maternal Systemic Response to Labor

Respiratory System
· Increased O2 consumption and demand

· Hyperventilation, decrease in PaCO2, resp alkalosis results

· Throughout labor = mild metabolic acidosis compensated by resp alkalosis

· Nursing measures – rebreathe in paper bag if pt becomes dizzy from hyperventilation, assist with breathing during ctx 

Maternal Systemic Response to Labor

Renal System

· Increase in maternal renin and angiotensin – important in control of uteroplacental blood flow

· Bladder is pushed forward and upward by engagement of fetal head, may cause edema and tissue damage

· Nursing measures – document I&O, encourage freq voiding, cath if necessary to avoid distention

Maternal Systemic Response to Labor

GI System

· Gastric motility and solid food absorption is reduced

· Gastric emptying prolonged

· Acidity of gastric contents increases

· Narcotic use may delay gastric emptying

· Nursing measures – light food intake in early labor PRN, clear liquids preferred in active labor, NPO if vomiting or at high risk for c-section

Maternal Systemic Response to Labor

Immune System

· WBC count increased to 25,000-30,000, resulting from a physiologic response to stress

· Maternal blood glucose values decrease due to an increase in maternal work, insulin requirements decrease

Pain 

“It is very important for the nurse to accept and respect the fact that pain is whatever the woman says it is and assist her in decreasing it.”  pg 495

Theories of Pain

Gate-control Theory
· Mechanism exists in dorsal horn of spinal column that serves as a valve to control nerve impulses from periphery to the brain

· Emotion and anxiety open gate

· Gate may be closed through selective local activity

Physiologic Causes of Pain

First Stage

· Cervical Dilatation

· Hypoxia of uterine muscle

· Stretching of lower uterine segment

· Pressure on adjacent structures

Second Stage

· Hypoxia and pressure

· Distension of vagina and perineum

Factors Affecting Pain Response

· Preparation for birth

· Cultural background

· Fatigue and sleep deprivation

· Anxiety

· Previous experiences with childbirth or pain

· Attention and distractions

Fetal Response to Labor

· Healthy fetus will tolerate labor process with no untoward effects

· FHTs increase with fetal movement and uterine contractions

· During acme of ctx, slow drop in fetal pH occurs

· Fetal breathing movements may slow 3 days before onset of spontaneous labor

· Sleep/wake behavioral states continue, normal sleep state is 20 min 

Intrapartal Nursing Assessment

Physical assessment ALWAYS involves two persons – the mother and baby!!!

Maternal Assessment

· Name, age, care provider

· Parity and OB history

· Lab testing

· Allergies to food or drugs

· History of previous illness

· Prenatal problems

Intrapartal Nursing Assessment

Maternal Assessment

· Birth plan and special requests

· Childbirth preparation/education

· Infant feeding method

· History of special testing – NST, US

· History of preterm labor and tx

· Pediatrician

· Onset of labor

· ROM

Intrapartal Nursing Assessment

Psychosocial Assessment

· 1:3 women are affected by sexual violence or abuse

· Private, no children over 2 present

· Partner assessment – observe behavior

· Observe support persons’ behavior

· Are they helping the patient or increasing her anxiety?

Intrapartal Nursing Assessment

Cultural Assessment

· Support persons

· Modesty

· Clothing

· Foods and fluids

· History of previous births

· Coping mechanisms

· Sounds during labor

Intrapartal Nursing Assessment

High-Risk Screening

· Note risk status on prenatal record

· Look for significant changes between last prenatal visit and admission for birth

· Ongoing assessment of maternal and fetal condition

Intrapartal Nursing Assessment

Evaluation of Labor Progress

· Maternal behavior

· Contraction assessment

    Palpation – freq, intensity,duration

    External tocodynamometer

    Intrauterine pressure catheter (IUPC) – 

      most accurate, most invasive

· Vaginal examination – palpation, takes lots of practice to master

Intrapartal Nursing Assessment

Vaginal Examination

Documented as: dilatation/effacement/station

 eg 2/50/-2,  6/80/0,  C/C/+1

Fetal parameters: 

· presentation (vertex or breech)

· position (ROA, LOT) 

· flexion (military, well-flexed)

· swelling of fetal scalp (caput)

· Fetal reactivity (+ scalp stim)

Intrapartal Nursing Assessment

Fetal Assessment

· Fetal presentation and position

· Abdominal inspection – size and shape

· Fundal height

· FHR auscultation, position of transducer on abdomen

· Palpation/Leopold’s maneuvers

Leopold’s Maneuvers

Fetal Assessment

· Method of auscultation of FHR – doppler toward fetal back, count 30 sec x 2, listen occ x 1 full min, during and after ctx, freq depends on risk status

· ACOG Standards for FHT Auscultation

                   Low Risk             High Risk

   1st stage:   latent, q 1 hr       latent, q 30 min

                   active, q 30 min   active, q 15 min

   2nd stage:     q 15 min             q 5 min

Electronic Fetal Monitoring

Advantages

· Provides cont visual assessment of FHR and fetal response to ctx stress

· Timely identification of fetal distress

· Care providers able to care for more patients at a time 

Electronic Fetal Monitoring

Disadvantages

· Confining for the woman in labor

· Increases the cesarean section and operative delivery rates

· Expensive to employ – each monitor costs > $40,000

· Tendency for providers, support persons, and patients to focus on the monitor and not the mother

· EFM has never been proven after 30 years of use to improve fetal outcomes

Electronic Fetal Monitoring

External EFM

· FHTs - ultrasound transducer applied to maternal abd via belt

· Ctx – tocodynamometer applied to fundus, doesn’t measure strength of ctx

· Quality of tracing may be limited by maternal obesity, fetal position, or maternal and/or fetal activity

Electronic Fetal Monitoring

Internal

· FHTs – spiral electrode attached to fetal presenting part, must not apply to sutures, fontanels, face or cervix

· Cx must be at least 2 cm dilated with ROM

· Ctx – intrauterine pressure catheter (IUPC) placed into uterine cavity through dilated cx

· IUPC advantageous for obese or active pts, particularly those being augmented with Pitocin or who have prev C/S scar

Electronic Fetal Monitoring

· Normal FHR = 120-160 bpm

· Baseline FHR – range of FHR observed between ctx during a 10 min period of monitoring

· Variability – measure of interplay between SNS and PSNS

Baseline Variations

Tachycardia

· >150-160 bpm continuing >10 min

· Early fetal hypoxia, maternal fever, drugs, maternal hyperthyroidism, fetal anemia, dehydration

· Stress, not distress – esp with no decels and present variability

Baseline Variations

Bradycardia

· <110-120 bpm continuing > 10 min

· Profound asphyxia, maternal hypotension, prolonged cord compression, fetal arrythmia

· With variability present, more benign, with decreased variability or decels more ominous

Variability

*Important parameter of fetal well-being*

· Long-term variability  (LTV) – large rhythmic fluctuations of FHR that occur from 2-6 times per min with a normal range of 6-10 bpm

         0-5 bpm = decreased

         6-25 bpm = mod/avg

         >25 bpm = inc/marked/saltatory

Variability

· Short-term variability (STV) – difference between successive heart beats, small fluctuations, 2-3 bpm is average

· Can only be assessed with internal EFM

· Indicates fetal O2 reserve, good fetal NS function

· Decreased STV occurs with prematurity, cardiac and CNS anomalies, drugs, tachycardia, fetal sleep

Variability

Sinusoidal Pattern

· Oscillating, regular, uniform, wave-like pattern

· No accelerations or STV

· Most common with Stadol or Nubain

· Persistent in Rh isoimmunization, severe anemia, abruptio placenta, or severe fetal acidosis

Normal FHR Tracing in Labor

Variability

Saltatory Pattern

Sinusoidal Pattern

Accelerations

· Transient increase in FHR

· Nonperiodic – not occurring with ctx, R/T fetal movement, intact CNS

· Periodic – accompany ctx, + fetal well-being, adequate O2 reserve, mild compression of cord

Accelerations

Decelerations

Periodic decreases in FHR from baseline categorized by when they occur in ctx cycle

· Early – head compression, benign

· Late – uteroplacental insufficiency, begin late, after acme of ctx, most ominous sign

· Variable – umbilical cord compression, may be mild, mod, severe, sharp drop and return, “U” or “W” shaped, cause for concern if deep and repetitive

Early Decelerations

Late Decelerations

Variable Decelerations

Responses to EFM

· Client response ranges from active objection to passive acceptance

· Nurses may “Nurse the monitor instead of the mother”

· Avoid confusion - explain all procedures to client’s level of understanding

· Presence or lack of EFM may enhance litigious process 

Fetal Assessment Techniques

· Stimulation – fetal scalp, acoustical, maternal abdominal – sign of fetal well-being if positive

· Fetal scalp sampling – pH > 7.25, may continue to labor, < 7.20, intervention

· Cord blood pH @ birth – cord is clamped prior to infant’s first breath, arterial blood sampled from cord

Family in Childbirth:Needs & Care

Admission process

· Create a positive, supportive, respectful environment

· Answer questions directly and honestly and in understandable language

· Assist with breathing and relaxation

· Explain routines

· Review prenatal records, PE, labs, labor and fetal assessment

Nursing Diagnosis

· Fear

· Pain

· Ineffective Family Coping

· Knowledge Deficit

· Anxiety

· Altered Family Processes

First Stage Management

Latent Phase

· Assess pain and fatigue level

· Help diminish normal pain response

· Temp q 4 hrs

· BP, P, R q 1 hr (BP>140/90, P>100, notify provider)

· Combine rest and activity PRN

· Monitor I & O and food intake

· No ambulation if SROM with high station

· Intermittent fetal monitoring if low risk

First Stage Management

Active Phase

· Low risk -  VS q 1 hr, high risk – VS q 30 ‘

· Jacuzzi, shower

· Assist with breathing techniques

· RX for pain with narcotic or regional anethesia

· Be alert for SROM – note color, odor, time, FHTs, meconium staining

· Minimize visitors and distractions 

· Note labor progress or lack of it and KEEP PROVIDER INFORMED!!!!

First Stage Management

Transition

· VS q 30 minutes

· Follow maternal cues

· Assist with breathing – pant-blow helps decrease spont pushing if cx not complete

· Encourage and assist her to cope, “I can’t DO this!!” is common

· May see increased bloody show and hear c/o rectal pressure, needing to defecate

· If the patient says “It’s coming!” believe her

Second Stage Management

· VS q 15 minutes

· Assist with positioning and pushing efforts

· Encourage rest between ctx

· Peri-care

· Move between ctx if a bed change needed

· Note time of birth 

Third Stage Management

Placenta

· Note time and mechanism of expulsion

· Administer oxytocics at provider request

Newborn Care

· Placed on mom’s abd or radiant warmer depending on baby’s status

· First priority – maintain respirations

· Second priority - provide and maintain warmth

Third Stage Management

Newborn Care

· Apgar scoring – 1 and 5 min of life

    HR, respirations, muscle tone, reflex       

         irritability, color

· Umbilical cord care - # of vessels, apply clamp ½-1 “ from abd

· NB identification and footprints

· NB physical assessment

Newborn Attachment

· Keep baby on maternal abdomen for initial procedures

· Early breastfeeding – within 1st hr

· Minimal interruptions

· Delay Vitamin K and eye ointment x 1 hr

· Dim lights, quiet environment

· Provide privacy

Fourth Stage

· Ongoing assessment of maternal bonding & infant stability

· Comfort measures – peri-care, ice packs, warm blankets

· Maternal VS & fundal checks q 15 min x 1 hr

· Fundus should be @ u or lower, firm and ML

· Assess lochia (scant, moderate, heavy)

· Assess bladder – full deviates to right

· Call CNM/MD: hypotension, tachycardia, uterine atony, excessive bleeding, temp> 100

Nurse-Attended Birth

· Crowning – no pushing, rapid breathing

· Support perineum, control head

· Check for cord along back of neck, clamp and cut if tight

· Slow downward traction on head

· Deliver placenta with maternal pushing when she feels cramping, SLIGHT cord traction

· Breech – NEVER pull on body, wrap body in towel, direct back up, suprapubic pressure to flex head

Pain Management


· Not all women perceive the birth process to be excessively painful

· Continuous labor support is essential

· Anxiety and tension increase pain levels

· Fatigue decreases coping

· Breathing techniques do not relieve pain – they assist a woman to focus!!!!

· Water immersion has been shown to be helpful

· Labor nurses’ creativity can make a major difference

Pharmacological Methods

· Majority of women will use some RX

· Timing is essential:

      - therapeutic rest in prolonged latent phase

      - active labor is best

      - too early, slows labor

      - too late, doesn’t help, depresses fetus

· Requires an order from CNM/MD

· Close communication is essential

Pharmacological Methods

Maternal Assessment

· Desire

· Stable VS

· Allergies

· Labor status

· Provider order

Fetal Assessment

· Normal FHR

· Gestational age

· Meconium status

· Timing of delivery

· Evaluate response

Narcotic Analgesics

· Primary action @ brain sites

· Inhibits transmission of pain impulses

· Given IV or IM

· May cause nausea and vomiting

· Used in labor for both sedation and pain control, depending on phase

Stadol (Butorphanol Tartrate)

· Mixed agonist-antagonist

· Potency: 30-40 x meperidine, 7 x morphine

· Respiratory depression may occur

· Dosage 1-2 mg SIVP or IM

· Peaks @ 30-60 min

· Duration of 3-4 hrs

· May be reversed with Narcan

Nubain (Nalbuphine HCl)

· Synthetic agonist-antagonist

· Crosses placenta – watch for resp depression

· Dosage 5-10 mg SIVP or IM

· Peaks @ 15-60 min

· Duration 3-6 hrs

· Adverse effects – drowsiness, dizziness, crying, blurred vision, diaphoresis, urinary urgency

Narcan (Naloxone)

· Opiate antagonist

· Competes for opiate receptor sites

· Rx for resp depression caused by Stadol and Narcan

· Maternal dose 0.4 – 2 mg IVP

· Administer to mother or fetus

· Shorter acting than analgesic – watch for returning signs of resp depression

Sedatives

· Given in early latent labor

· Seconal/Nembutal 100-200 mg PO x 1

· Promotes sleep and relaxation

· Helps diagnose true vs false labor

· Long acting effect in fetus, may decrease baseline variability

Regional Analgesia & Anesthesia

· Causes temporary and reversible loss of sensation

· Local agents stabilize cell membranes, prevent nerve impulses

· Esters – rapidly metabolized, no transfer to fetus (ex: Nesacaine)

· Amides – cross placenta, longer acting, more powerful (ex: Marcaine)

· Opioids – act on opiate receptors in spinal cord (ex: Fentanyl) 

Lumbar Epidural Block

· Injection of local anesthetic into epidural space – continuous or intermittent

· Used for both c-section and SVD

· Use is 50% in U.S., up to 80% in some areas, highly variable worldwide

· Best when placed in active labor

Epidural Space

Lumbar Epidural Block

Advantages

· Little to no pain

· Awake and aware

· Adjustable dosing

· Pelvic floor relaxation

Disadvantages

· Hypotension

· Changes in FHR

· Longer stages

· Increased C/S rate

· Incomplete block

· Pain at site

· Expensive

· Temp elevation

Lumbar Epidural Block

Nursing Management

· Assess maternal VS and FHR, cont EFM

· IV infusion and preload

· Void prior to placement

· Position on side or semi-Fowler’s for placement

· BP q 5 min x 30 min, R q 15-30 min

· Watch for S&S of pruritis, hypotension, N&V, loss of consciousness, respiratory depression

Spinal Anesthesia

· Local agent injected into subarachnoid space (CSF)

· Used for cesarean birth

· Easier to administer

· Immediate onset of anesthesia

· Greater potential for fetal hypoxia

· Must lie flat, preload IVF, may cause spinal HA

Pudendal Block

· Provides perineal anesthesia for 2nd stage of labor, birth, and episiotomy  repair

· Local agent (Lidocaine) injected into pudendal nerve

· CNM may administer

Local Infiltration Anesthesia

· Used at time of birth or after for repair

· Local agent injected into perineal tissues

· May cause local swelling

· Only small amount of anesthetic used

General Anesthesia

· Used for c-section

· Achieved by IV injection, inhalation, or combination

· Reaches fetus in 2 minutes

· Minimal risk of aspiration, give Bicitra 30 cc PO prior to induction

· Displace R hip to avoid vena caval compression

Anxiety & Fear

Causes

· Denial

· High stress

· Abusive relationships

· Sexual abuse

Nursing Mgmt

· Support woman & family

· Establish rapport

· Teach comfort measures

· Reduce stimuli

· Call back to event

· Administer RX

Dystocia

Causes

· Unknown

· Possible genetic basis

· Cephalopelvic disproportion (CPD)

· Poor quality ctx

Nursing Mgmt

· Assess labor progress

· Assess coping skills

· Position changes

· Void q 2 hr

· Continuous labor support

Precipitous Labor & Birth

· > 3 hr labor

· Painful and intense

· R/O cocaine use

· R/O abruptio

· Postpartum hemorrhage

· Meconium aspiration

· Low Apgar scores

Nursing Mgmt

· Assess for h/o rapid birth

· Close monitoring

· Anticipate a depressed neonate

· Prepare to control PPH

Postterm Pregnancy

· Pregnancy > 294 days or 42 completed weeks

· 3-7% of all pregnancies

· Risks for LGA, SGA, oligohydramnios, birth trauma, PPH, meconium-stained fluid

Nursing Mgmt

· Establish dates

· Review testing (US, NST, BPP)

· Continuous EFM

· Amnioinfusion

· Notify pediatrician

Fetal Malposition

· Occiput posterior position (OP)

· 25% of term pregnancies

· Intense “back labor”

· Prolonged labor

· Perineal trauma

· Possible C/S

Nursing Mgmt

· Assess back pain, labor dysfunction, prolonged active phase

· Position changes, knee-chest

· Relieve back pain – counterpressure, hot/cold compresses

Fetal Malpresentation

· Military – most will resolve

· Brow – 50% will convert to face or vtx

· Face- only mentum anterior can deliver vaginally, swelling, facial bruising

Nursing Mgmt

· Detect by Leopold’s or vaginal exam

· Watch for dystocia or fetal distress

· Assist couple with appearance of infant

Breech Presentation

· Most common malpresentation – 4%

· Increased with preterm

· Increased incidence of cord prolapse

· Risk of head entrapment

Nursing Mgmt

· Be alert for possibility: FHT’s Leopold’s, VE, meconium passage

· Watch for cord prolapse

· Piper forceps

· Follow aftercoming head

· Neonatal resuscitation

Fetal Distress

· Position change

· Pelvic exam

· Check BP, IVF bolus if low

· O2 at 10 LPM per nonrebreather mask

· Turn off Pitocin infusion

· Notify provider of status

· Prep for C-section

Multiple Pregnancy

· Prevention of preterm labor (PTL)

· Higher risk for HTN and anemia

· Possibility of uterine dysfunction in labor due to over-stretched uterus

· Monitor both/all fetuses

· Babies may be in different and/or abnl positions

· High frequency of C-section

Intrauterine Fetal Death

· Variety of causes – cause may be unknown

· Prolonged retention of fetus may lead to DIC (consumptive coagulopathy)

· May be induced

· Sensitive, compassionate, continuous support

· Encourage the couple to express their grief

· Provide the couple and family with an opportunity to see and feel the stillborn infant

· Provide information, community resources, momentos as appropriate

Placental Problems

Abruptio Placenta:

· Sudden onset

· Severe pain/hard uterus

· Ext or int bleeding

· Frequent fetal distress

· Possible maternal shock

· Risk of DIC

· Perinatal mortality = 30%

· High risk for C-section

Placenta previa:

· Intermittent bleeding

· Painless/soft uterus

· Dx with ultrasound

· Increased with prev C-section

· NO VE!

· BR with BRP

· Deliver by C-section

Prolapsed Cord

· Bedrest after ROM with high station

· Deep variable decels and/or bradycardia

· May be palpable by VE

· Lift fetal head off of presenting part if possible

· Knee-chest position/Trendelenburg till MD/CNM arrives

· Oxygen at 10 LPM by nonrebreather mask

Induction of Labor

Indications:

· Diabetes mellitus

· Renal disease

· PIH

· PROM

· Chorioamnionitis

· Fetal demise

· Postterm gestation

· IUGR

· Isoimmunization

· History of rapid labor

Contraindications:

· Client refusal

· Placenta previa or vasa previa

· Transverse lie

· Prolapsed cord

· Prior classical uterine incision

· Active genital herpes infection

Induction of Labor

Cervical Ripening:

· Assess Bishop’s score – 9 for successful induction

· Stripping or sweeping membranes

· Prostaglandin gel

· Misoprostol

· Cervidil

· May take several days, multiple insertions of meds

Nursing Care During Induction

· Continuous EFM with reassuring pattern

· Administer oxytocin (Pitocin) by infusion pump (10 units oxtocin to 1 L of LR)

· Piggyback into LR main IV line

· Increase per protocol – increments of 6 cc = increase of 1 mu/min – follow specific orders

· Watch for uterine hyperstimulation, fetal distress, water intoxication

