Clinical Preparation: Labor & Delivery, 
Antepartum, and Postpartum

N305: Nursing and the Childbearing Familly
Instructor: P. Hood, RN, MSN, CNE, LCCE, FACCE, IBCLC, RLC    
Summer Semester 2011

Instructions: Complete the questions and tables included in the clinical preparedness worksheets. Use extra paper as needed. APA is not necessary, but information should be typed. Email your paper prior to the due date/time to the Scholar 360 website AND  summer2011ob@yahoo.com . 

1. Describe five non-pharmacologic methods of pain relief which may help to alleviate pain in the laboring woman. 
Breathing techniques, change position, massage, music, meditation (guided imagery)

2. Briefly describe reassuring characteristics of the fetal heart when utilizing electronic fetal monitoring
Baseline 110-160 bpm (average), accelerations during contractions, good variability (indicates oxygen reserve), assesses fetal HR and uterine activity

3. Complete the following table:

	1st Stage of Labor
	Behavior Characteristics
	Therapeutic Interventions

	Latent   _0___ - __3__ cms
Stage lasts 7-8 hours
Contractions are 5-20 minutes apart and last about 30-45 seconds
	Anxious, nervous, relieved




	Ice chips, fluids, reposition pt, guided imagery, maintain IV site, provide encouragement, educate pt

	Active  _4___ - _7___ cms
Stage lasts 3-5 hours Contractions longer, and closer together, 1 min long every 2-3 minutes
	Breathing techniques, uncomfortable, asking for pain medication
	Reposition pt, birthing ball, comfort measures, pain medication PRN

	Transition _8_ - _10_ cms
Stage lasts 30-90 mins Contractions 30-90 seconds apart, lasting 1- 1 ½ min
	Shaky, really hot or cold, premature urge to push, vomiting
	Frequent vaginal exams



4. Complete the following table:

	Test/Assessment
	Description of Test and Rationale for Use
	Interpretation and Clinical Significance

	Non-stress Test (NST)




	Determines how baby is handling the intrauterine environment; mom pushes a button when she feels the baby move, fetal HR should accelerate
	Reactive- baby reacts to movement, HR goes up
Non-reactive- baby does not react to movement (either doesn’t move or HR does not raise with movement) could mean fetal distress

	Stress Test (OCT, or Oxytocin Challenge Test)





	Adding stress to baby on purpose 
· By starting Pitocin (inducing contractions)
· With nipple stimulation- causes oxytocin to be released (body’s natural Pitocin)
	If this is performed the medical professionals must be prepared to deliver the baby if they cannot stop the contractions

	Biophysical Profile (BPP)





	Used when there is a decrease in fetal movement
Ultrasound looking at
· Amniotic fluid index
· Breathing movements
· Fetal movements
· Fetal HR
Score out of 10
	Too little amniotic fluid could cause the umbilical cord to be compressed
Score of 2 or 3= emergency C-section

	Fetal Movement Assessment (Kick Count Charting


Perform when baby is normally active

	Start at 28 weeks and continue until the day of delivery
Fetus should move 10 times in 2 hours or less
	Do not count hiccups
Lack of fetal movement 
· Problem with umbilical cord or placenta (O2 supply)
· Baby playing opossum 

	Ultrasound (US)

Done at beginning to determine age, 18-20 weeks and possibly after 36 weeks
	Uses sound waves to 
· Determine pregnancy
· Determine heart beat
· Estimate gestational age 
	Determine sex of the baby at approximately 16 weeks gestation
Determine problems with the placenta, fetal HR, etc




5. Fill in the blanks regarding the following electronic fetal heart monitor (EFHM) strip:

Contractions present? _none____   Contraction frequency _____none______________

Baseline FHR __130 bpm__ Accelerations present? __yes_________

Acceleration BPM __160 bpm, 30 over baseline for about one minute______   

Nursing interventions, if any, indicated ___find out how far along the mother is ________________________________________________________________________________________________________________________________________________
[image: Figure 1]

Complete the following information for the strip below:

Contractions present? _yes____   Contraction frequency?  __3 minutes (180 seconds)_

Contraction length _60-80 seconds__   Baseline FHR _145 bpm___ 

Accelerations present? _no__ Decelerations present? _yes__

What type of decelerations are present, in any? __late___

Nursing interventions, if any, indicated _titer oxygen mask at 10L, open IV at TKO (wide open, gives baby more oxygen), reposition patient, call doctor __________________________

[image: Figure 6]

6. Briefly describe nursing assessment of the postpartum mother using BUBBLER (Breasts, Uterus, Bladder, Bowel, Lochia, Episiotomy/incision, Emotion Response). First list the anatomical part assessed, and then what the normal findings would be. 
- vitals will be taken through fetal heart monitor, except for respirations and temperature (oral or tympanic), always feel for pulse
- First assess the heart- auscultate in one location
- auscultate lung sounds posteriorly
- auscultate bowel sounds- with C-section probably hypoactive (can eat at next meal)
- legs- check for DVTs (creepy fingers) and Homen’s sign (pain in the leg is abnormal), and edema (especially in the ankles
- fundus (top part of uterus)- pt HOB 30 degrees or lower- put pressure right above the pubic bone and with the other feel for the fundus (“grapefruit”)
	- U/U- at the umbilicus
	- U/2- 2 fingers under the umbilicus
	- 3/U- 3 fingers above the umbilicus
	- want it to be firm
	- if it is soft and spongy, massage it (report to nurse, not normal)
- perineum
	- roll to side, pull buttocks apart
	- check episiotomy or repaired tear
	- Lochia (bleeding)- rubra (red), serous (pink), alba (brown-tan), clots?, how much?, lasts 1-3 weeks (possibly 6 weeks)
	- after birth cervix now has a slit rather than a hole (circular)
	- uterus will still continue to contract after birth
- emotion- possible postpartum depression
	- history of depression?, what brought it on?, duration?, medication used?, did it help?
	- Prozac is the  only antidepressant safe for pregnancy, cannot breastfeed for two months (pump and dump)
	  

7. List and describe the types of incisions used for cesarean birth and note the potential complications and risk factors associated with cesarean birth. 
- low transverse- horizontal
- classical vertical- up and down
- VBAC- vaginal birth after cesarean
	- if classical incision is done on uterus, it can rupture during birth (mom and baby can die)
	- need to have low transverse on uterus to perform VBAC

8. Describe briefly the characteristics of postpartum hemorrhage and of shock, and the interventions for shock in the postpartum patient. 
- Hemorrhagic shock- condition in which inadequate perfusion of organs results in insufficient availability of oxygen to satisfy the metabolic needs of the tissues.
	- Subsequently a catabolic state develops, leading to inflammation, endothelial dysfunction, and disruption of normal metabolic process is in vital organs. Once these events become established, the process of shock is often irreversible, even if volume and red blood cell deficits are corrected.
- Interventions focus on controlling the source of blood loss, restoring adequate oxygen-carrying capacity, and maintaining adequate tissue perfusion, be ready to replace fluid volume, administer blood component therapy, optimize the mother’s oxygenation and perfusion status, and continually assess coagulation status.
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1. What are the normal VS ranges in the neonate? List them.
HR 110-160bpm 
R 30-60
T 36.5- 37.5 degrees Celsius
BP- do not do 

      2.      Briefly list your newborn assessment in order of anatomy as you would perform the                  
               assessment. Include reflexes as well after your physical assessment.
· Length and weight, vital signs, eye prophylaxis, skin, head, face, nose, mouth, eyes, ears, neck, chest, abdomen, genitalia, extremities and back, neurologic status
· Reflexes:
· Sucking- elicited by gently stimulating the newborn’s lips by touching them, newborn will open mouth and begin sucking
· Moro- elicit this reflex by startling the newborn, newborn will throw arms outward and flex the knees, the arms then return to the chest and the fingers form a C.
· Stepping- hold the newborn upright and inclined forward with the soles of the feet touching a flat surface, the baby should make a stepping motion
· Tonic neck reflex- turn the baby’s head to one side the arm toward which the baby is facing should extend straight away from the body with the hand partially open, whereas the arm on the side away from the face is flexed and the fist is clenched 
· Rooting- stroke the newborn’s cheek, the newborn should turn toward the side that was stroked and begin to make sucking movements
· Babinski- (disappears about 1 yr old) stroke the lateral sole of the foot from the heel toward and across the ball of the foot, the toes should fan out
· Palmar grasp- place a finger on the newborn’s open palm, the baby’s hand will close around the finger, attempting to remove the finger causes the grip to tighten
· Plantar grasp- is similar to palmar grasp, place a finger just below the newborn’s toes, the toes typically curl over the finger


3. Describe the consequences of cold stress on the newborn and list four ways to prevent neonatal cold stress.
· Speed up breathing to warm up which leads to respiratory distress (first bath must always be done on the warmer)
· Conduction- cold object on baby, warm supplies
· Convection- cold air across baby, keep wrapped or on warmer
· Evaporation- get baby dry
· Radiation- involves loss of body heat to cooler, solid surfaces in close proximity but not in direct contact with the newborn

4. Identify the physiologic process associated with Rh incompatibility, describe the Coombs test, and list and describe the therapeutic management of hyperbilirubinemia.
· If mom is negative blood type (negative Rh factor), blood type must be done on baby at time of birth
· Moms body attacks baby- sensitization
· Rhogam- given to Rh- moms who have had previous Rh+ babies, given around 28 weeks of gestation and during hospital stay (only if baby is Rh+)
· Coombs test if positive- high risk for hyperbilirubinemia 

5. List signs of stress and/or overstimulation in a neonate.
· Sneezing, fussy, turn on ignore reflex

6. The newborn you are assigned to had the following weights recorded by the nursing staff:

	1.3.10		Birth weight		7 lbs 3 ozs
	1.4.10		Today’s weight		6 lbs 12 ozs
	1.4.10		Above weight (6 lbs 12 ozs) is also discharge weight

This baby is breastfeeding. Are these findings concurrent with a normal newborn __yes_____  How much weight can this baby lose before the physician will be concerned (according to American Academy of Pediatrics standards)?  10% 
Show your work and determine how many grams this baby can safely lose.
16 oz = 1 lb
30 g = 1 oz

7 lbs 3 oz
16 x 7 + 3 = 115 oz
115 x 30 = 3450 g

6 lbs 12 oz
16 x 6 + 12 = 108 oz
108 x 30 = 3240 g

3450 – 3240 = 210g         10% would be 345 g

7. Babies at Sarah Bush room in with their parents during the day, and at night if the parents choose. Parents record important information regarding intake and output of the baby. 

	For a formula fed baby, what information should the parents record?
· How much they eat?, how often?, how many pees?, poops?, color?

	For a breastfed baby, what information should the parents record?
· How long?, which breast?, how many pees?, poops?, color?

	
How long does the physician give the baby to have his/her first bowel movement? First void?
24 hours for both

What is the FLACC score? Who is responsible for assessing the new circumcision site right after the circ has been performed? How often does the circumcision have to be assessed after completion?
· Pain score for patients who cannot verbalize their pain
· The nurse (student) is responsible for assessing the circ site
· 5 minutes and 15 minutes after circ do FLACC
· 15 min, 1 hr, 2 hrs- check circ site

The parents ask, “How do we know if it’s getting infected?” Briefly explain the signs of  infection in a new circ site first. Then explain the signs of an infected umbilical cord stump.
· Infected umbilical cord stump- edematous, red, puffy, discharge

The newborn you are assigned to is formula feeding. He is 18 hours old. He is taking approximately 1 ½ to 2 ozs every three to four hours. His birth weight was 7 lbs 8 ozs. His weight after approximately 14 hours, recorded as the discharge weight (he’ll be going home at 24 hours of age) is 7 lbs 7 ozs. Is this feeding pattern appropriate for this newborn? Why or why not? Provide rationale.
· Formula fed babies eat every 3-4 hours
· Yes this pattern is appropriate
· 9 lb babies eat about 3 ounces, the smaller the baby the less they eat
· Formula is digested really slow
· Don’t give baby water, too much water can cause seizures (due to electrolyte imbalance)

The newborn you are assigned to is breastfeeding. She is 12 hours old. She is nursing very sporadically, but usually every 2 to 3 hours for about 20 minutes on the first side, and then going to sleep. She has had a few times when she has awoken to nurse every hour for approximately 10 to 15 minutes. She has also been “gaggy” as described
in report, and has spit up some yellowish looking substance mixed with mucous. Lastly, her mother complains that she is “zonked out”, and has to be really annoyed in order to wake up and eat – cold wet washrag to the face and bottom, undressed, talked to, jostled about. Is this feeding pattern and behavior appropriate for this newborn? Why or why not? Provide rationale to substantiate your findings.  
· Breastfed babies eat every 2-3 hours, digests really easy
· Time feedings- start timing at beginning of one to the beginning of  the next
· This baby is exhibiting “cluster feeding” and this is okay
· Goal: 20-25 min on 1st side, burp, try to achieve 20-25 min on next side
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