Labor and Delivery

I. False labor

a. Braxton Hicks contractions
b. Occur throughout pregnancy

c. Not associated with cervical changes

d. Discomfort usually to lower abdomen only

II. True Labor
a. Products of conception expelled from the uterus

b. Uterine muscle contractions lead to: 

i. Effacement- thinning of uterus
ii. Dilation- 10cm
c. Pain to abdomen with radiation to lower back

d. Increase in intensity with shorter intervals between contractions

III. Changes prior to labor
a. Lightening- fetal head descends into pelvis, mother feels baby drop
i. Frequent urination and ease in breathing

ii. Lower abdomen becomes larger and upper abdomen becomes flatter

b. Bloody show- passage of blood tinged mucus

c. Beginning of effacement
IV. Childbirth Preparation Classes
a. Relaxation techniques

b. Nutrition and exercise tips

c. Communication

d. Tour of hospital

e. Lamaze- Breathing and relaxation techniques

V. Evaluation for labor
a. Advise patient to come to hospital if:

i. Contractions constant five minutes apart for at least one hour

ii. Rupture of membranes

iii. Any bleeding

iv. Decrease in fetal movements

b. History questions

i. Identify any complications in this pregnancy

ii. Confirm the gestational age

iii. Review labs

c. Focused Physical exam

i. Mother

1. B/P, heart/resp/temp/weight

2. Edema

3. Urine

4. CBC/blood typing

5. Abdomen

6. Contractions

ii. Fetal size, position, presentation, heart tones

VI. Examination of Gravid Abdomen
a. Leopold maneuvers

i. Four palpations of the fetus through abdominal wall to accurately determine:

1. Fetal lie- position of the fetus in relation to the mother’s long axis
2. Presentation- portion of the fetus lowest in the birth canal
3. Position- is presenting part to right or left side of the maternal pelvis, 

a. Anterior asynclitism- head towards sacrum

b. Posterior asynclitism- head turned towards symphysis

i. Examination of Gravid abdomen

ii. Leopold maneuvers

ii. Determine which fetal part is at the fundus

iii. Where are the hands? Feet? And spine?

iv. Descent of the presenting part

v. Identify cephalic prominence

b. Vaginal Exam

i. ROM- rupture of membranes
ii. Dilation: Digit exam- finger insertion measured in cm
1. If heavy bleeding, delay until placenta location confirmed

2. If ROM- initial should be sterile speculum exam. Digital exam after labor confirmed

iii. Effacement: degree to which cervix is thinned. Estimated in percentages, from zero to 100%, ready to deliver
iv. Position of cervix- Anterior cervix is ready to deliver while a posterior cervix is not ready
v. Station- presenting part relative to ischial spines. Expressed in centimeters of presenting part above or below the level of the ischial spines

1. At pelvic inlet- station -3

2. At ischial spine- station 0

3. Descent below spines is +1, +2

c. Documentation

i. Powers- labor quality, rate, duration

ii. Passage- pelvic measurements

iii. Passenger- fetal size, position, heart rate pattern

VII. Stages of Labor
a. Stage 1- onset of labor to full cervical dilation
i. Latent phase- cervical dilation to 4cm, effacement

ii. Active phase- over 4cm to 7-8cm

iii. Transition- 7-8cm until full cervical dilation

b. Stage 2- complete cervical dilation to delivery of infant, can last 1 hour to 2 hours
c. Stage 3- delivery of infant to delivery of the placenta, up to ½ hour long
d. Stage 4- Delivery of placenta to 2 hours post-partum

VIII. Management of Labor
a. First stage

i. Monitor vitals q30 minutes

ii. NPO- GI tract is slowed during labor, eating will cause vomiting
iii. Walking/bed rest- if water broken bed rest indicated
iv. Labs- hematocrit, type and screen, platelet count, UA

v. IV fluids- rehydrate the mother
vi. Encourage frequent voiding due to change in position of bladder, may wish to use catheter
vii. Position- left lateral recumbent to enhance uterine blood flow and take pressure off the inferior vena cava

viii. Fetal electronic monitoring of heart rate and contractions, deceleration 
b. Second stage

i. Monitor contractions including frequency and duration of each contraction

ii. Monitor fetal heart rate post contractions. Use Doppler or scalp electrode 

iii. Analgesia- only during active labor
c. Delivery

i. Position is dorsal lithotomy position

ii. Encourage maternal pushing when fully dilated

1. Molding- movement of fetal cranial bones. Bones might overlap

2. Caput succedaneum- cone head, subcutaneous, serosanguinous fluid build-up
iii. Fetal scalp will present at introitus- fetal crowning
iv. Might need forceps or vacuum extraction

1. Forceps supply traction to the fetal head to increase force for expulsion

2. Cervix must be fully dilated, membranes ruptures, fetal head engaged, adequate anesthesia

3. Indications are maternal exhaustion, heart disease, fetal decelerations, premature placental detachment

4. Vacuum

v. Episiotomy if necessary only after perineum thinned by descending fetal head

vi. Suction nasal and oral area with bulb syringe

d. Episiotomy

i. Median

1. Easy repair

2. Good healing

3. Less painful

4. Less dyspareunia

5. Good anatomic restoration

6. Chance of extension to anal sphincter

ii. Mediolateral 

1. Difficult repair

2. Faulty healing

3. More painful

4. More dyspareunia

5. Occasional faulty anatomic restoration

e. Cardinal movements of labor

i. Changes in the position of the fetus as it passes through the birth canal

ii. Occipital portion of head usually in pelvis

iii. Engagement- descent of biparietal diameter of head below pelvic inlet

iv. Flexion- allows for the smaller diameter of fetal head to present to the maternal pelvis

1. Chin of the baby is on the sternum. Allows for the smaller diameter of fetal head to present to the maternal pelvis

v. Descent- of presenting part; fetal head is pushed deep into the pelvis in the sideways position
vi. Internal rotation- fetus goes from transverse to anterior to posterior, head rotates to accommodate the changing diameter of the pelvis
vii. Extension- of fetal head. When head reaches introitus

viii. External rotation- head rotates to face forward relative to the shoulders allowing the shoulders to be delivered
ix. Expulsion- delivery of the anterior shoulder and the body
x. Downward traction on head to deliver anterior shoulder, upward traction on fetal head to deliver posterior shoulder

xi. Delivery of body, head is down for further suctioning

f. Third stage of labor

i. Uterus decreases in size

ii. Umbilical cord blood for type and screen

iii. Placental separation- uterus rises in abdomen, uterus becomes globular, gush of blood, lengthening of umbilical cord

iv. Repair episiotomy

v. Avoid excess traction on cord

vi. Examine umbilical cord for two arteries and one vein

vii. After delivery of placenta be sure uterus reduced and firm. If uterine atony, can lead to excessive blood loss

viii. Post-delivery inspect birth canal for lacerations

g. Obstetrical lacerations

i. Lacerations to birth canal- vaginal sulcus, cervix, periurethral, perineal (occur around 3 and 9 o’clock position)
ii. Perineal lacerations

1. First degree: through vaginal mucosa or perineal skin
2. Second degree: involves the underlying subcutaneous tissue
3. Third degree: goes to the rectal sphincter
4. Fourth degree: through the rectal mucosa
h. Fourth stage

i. First hour or so after delivery

ii. Possible serious postpartum complications

1. Postpartum uterine hemorrhage

2. Pulse and BP monitored to identify blood loss

3. Condition of uterus

IX. Obstetrical Anesthesia
a. General anesthesia

i. Might cross placenta- decreased fetal heart rate
ii. Low APGAR

iii. Risk of aspiration pneumonia to mother, effect on maternal expulsive efforts

b. Sedation

i. Stadol or Demerol, with Phenergan

ii. May prolong labor

iii. Crosses placenta

iv. Reversible with Narcan

v. Effects maternal expulsive efforts

c. Pudendal block

i. Pudendal nerve supplies perineum, clitoris, anus, medial and inferior portion of vulva

ii. Injection near ischial spine

iii. Effective for episiotomy

iv. No effect on fetus or contractions

d. Local anesthesia

i. Lidocaine at site of episiotomy

ii. No effect on fetus or contractions
e. Spinal anesthesia

i. For c-section or difficult forceps delivery

ii. Injection of anesthetic into subarachnoid space

iii. Contraindicated with coagulopathy, hypovolemia, severe HTN, hemorrhage

iv. Complications include hypotension, respiratory paralysis, anxiety, discomfort, bladder dysfunction, spinal headache (catheterize patient)
f. Epidural block- 85% effective for pain-free labor; if given early can prolong labor
i. Superior to spinal because can offer continuous analgesia and anesthesia during labor and delivery

ii. Contraindicated with HTN, hemorrhage, platelets <80,000, spinal deformity, neuro disease

iii. Complications: hypotension, CNS stimulation

g. Paracervical block

i. Injection of local anesthetic- at positions 3 and 9 o’clock in relation to the uterus
ii. Provides anesthesia for delivery and episiotomy

X. Puerperium- just after baby is delivered to 6 weeks postpartum
a. Frequent vitals, palpate fundus

b. Valvular and perineal hygiene

c. Monitor for urinary retention and constipation

d. Analgesia

e. Rubella vaccine/Rhogam
f. Uterus is 18-20 weeks

g. Non-pregnant size 4 weeks postpartum

h. Cervix dilated and effaced after delivery- about 2cm dilated within a few days
i. Cervix will never return to pre-gravid state- always remain different
j. Lochia- endometrial sloughing, bloody discharge post delivery
k. Uterine contractions

l. Weight loss

m. Fluctuation in hematocrit

n. Changes in mammary glands

i. First five days colostrum secreted

ii. Colostrum- high in protein, minerals, Ig
iii. Low in sugar and fat content 

iv. Contains immunoglobulins

v. Mature milk higher in fat and sugar

o. Endocrinology of lactation

i. High oxytocin

ii. Drop in estrogen and progesterone leading to milk release

iii. Suckling triggers release of prolactin

iv. Contraindication to breast feeding

1. Active tuberculosis

2. HIV infection

3. Chronic Hep B

4. Cytomegalovirus

5. Some medications

p. Breast care

i. Well supported bra

ii. Warm packs to increase milk supply

iii. Encourage breast feeding- can use ice packs if not breast feeding
iv. Complications: engorgement, blocked ducts, mastitis, abscess

q. Discharge instructions

i. 48 hours for NSVD

ii. 72-96 hours for c-section

iii. Abdominal and kegel exercises

iv. Contraceptive education

v. Follow-up appointment

vi. Menses in 6-8 weeks unless nursing

vii. Resume most activities immediately

viii. Resume coitus in six weeks

r. Post-partum visit

i. Ask about 

1. Status of breastfeeding 

2. Return of menstruation

3. Resumption of coitus

4. Use of contraception

5. Interaction of newborn with family

6. Resumption of other activities

7. Return to work

XI. Newborn Care
a. Once delivered placed in warming unit

b. Newborn dried, nose and oropharynx suctioned

c. Cord should be cut with sterile equipment

d. Newborn should breath and cry within first 30 seconds

e. APGAR score

i. Quick assessment of newborn

ii. Can not predict cause of newborn distress

iii. A low APGAR at one minute

iv. Done at one minute after birth and every five minutes up to twenty minutes, or until two scores >8

v. A-appearance

vi. P-pulse

vii. G-grimace

viii. A-activity

ix. R-respiratory

f. Interpretation of APGAR

i. 7-10: No resuscitation is necessary
ii. 4-7: some resuscitation necessary
iii. <4 need resuscitation; associated with cerebral palsy
g. First few hours

i. Observe for pallor, cyanosis, respiratory distress, extreme lethargy

ii. Vital signs, hematocrit, peripheral blood sugar

iii. Emycin opthalmic ointment- in case of exposure
iv. Vit K 1mg IM to prevent vit K deficiency- clotting problems
XII. Signs of Distress
a. Meconium Aspiration Syndrome

i. Meconium is dark green material found in intestine of unborn fetus- normally released as a thick green bowel movement
ii. Stressful delivery leads to lack of oxygen leads to movement of intestines leads to relaxation of anal sphincter; passage of meconium follows
iii. At risk groups- post-term pregnancies, difficult delivery, fetal distress

iv. Clinical manifestations

1. Greenish colored amniotic fluid of various thickness

2. Airway obstruction or cause inflammation to airway and chemical pneumonia

3. Infant limp at birth 

4. Cyanotic

5. Respiratory distress

6. Weight loss, pealing skin

7. Look for signs of meconium on vocal cords

8. Possible course crackles

v. Suction oropharynx as soon as the head is delivered 

vi. If thick meconium staining and fetal distress- suction out meconium
vii. If no signs of prenatal fetal distress and baby vigorous term- birth newborn, experts now recommend NO deep suctioning of the trachea for fear of causing aspiration pneumonia

viii. After delivery, the infant is observed

ix. NICU

x. Might need chest physiotherapy (tapping on chest to loosen secretions), antibiotics, radiatn warmer, mechanical ventilation to keep lungs inflated

xi. Complications: aspiration pneumonia, pneumothorax, brain damage secondary to lack of O2
b. Neonatal Asphyxia

i. Severe hypoxia and respiratory/metabolic acidosis leading to damage to organ systems 

ii. Risks- uroplacental insufficiency, anything causing hypoxia in the fetus
iii. Criteria

1. APGAR <4

2. Umbilical artery pH <7

3. Neuromuscular signs

4. Multiorgan system failure

XIII. Routine Newborn Care
a. Estimated gestational age- will need greater care if premature
b. Umbilical cord- will turn black in a few days and fall off
c. Urine/stool- should be present in the first 24 hours
d. Should be nursed within first 12 hours of delivery; feed every 3-4 hours; 10% weight loss in first
e. Conjunctivitis can develop from N. Gonorrhea, chlamydia

f. Jaundice- bilirubin levels can increase on days 3-4 leading to icterus neonatorum

XIV. Prematurity
a. Born prior to 37 weeks; 10% of all births
b. Risks- pre-eclampsia, premature labor,  premature ROM, multiple gestation
c. Complications are related to premature underdeveloped organ systems. Include respiratory problems, CNS, difficulty coordinating sucking and swallowing, GI immaturity, kidney immaturity, heart

d. Low birth rate- less than 2500 grams (5lbs)
e. Smooth, shiny, delicate, almost translucent skin. Little fat

f. Veins are easily seen through the skin; need GI and respiratory support
g. Wrinkled skin

h. Soft, flexible ear cartilage

i. Lanugo- hair covering the entire body
j. Weak cry

k. Inactive, may be active immediately after birth

l. Ineffective suck and swallow

m. Enlarged clitoris or small scrotum

n. Retinopathy- can lead to blindness
XV. Fetal Development
a. 8 weeks- 2.1-2.5cm. Weights about one gram. Red blood cells forming in yolk sac. Kidneys forming

b. 12 weeks- 7-9cm long. Weighs 12-15 grams. Intestines undergo peristalsis. Possibly recognize male and female

c. 16 weeks- 14-17cm. Weight 100 grams. External genitalia formed. Hemoglobin F present, A begins

d. 20 weeks- 300 gm. Heart tones detectable by stethoscope

e. 24 weeks- 600gm. Fat beginning to be deposited beneath skin; lowest age infant can survive birth
f. 28 weeks- 1050 gm. Length 37cm

g. 36 weeks- 2500gm. Length 47 cm. Skin lost wrinkled appearance

h. 40 weeks- 50cm. 3200-3500 gm

XVI. Complications associated with Prematurity
a. Respiratory distress syndrome

b. Intraventricular hemorrhage

c. Retinopathy and associated visual loss or blindness

d. Cardiac

e. Intestinal inflammation

f. Jaundice 

g. Infection or septicemia

h. Anemia

i. Delayed growth and development

j. Mental-motor retardation
