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 and professional in appearance. Email your paper prior to the due date/time to fall2012ob@yahoo.com . 

1. Describe five non-pharmacologic methods of pain relief which may help to alleviate pain in the laboring woman. 

Rice sock, breathing, message, distraction (music, TV, company), repositioning
2. Briefly describe reassuring characteristics of the fetal heart when utilizing electronic fetal monitoring

Baseline 110-160 BPM. 
Variability/sporadic present = indicates O2 reserve
Acceleration rule 15x15 = 15 beats increase baseline for  ≥ 15 seconds
3. Complete the following table:
	1st Stage of Labor
	Behavior Characteristics
	Therapeutic Interventions

	Latent   = 0 – 3 cm
	Fairly comfortable
	Interpret FHM strip, meds admin PRN, breathe, non-med interventions.

	Active  = 4 –  7 cm

	Pain increasing
	Admin. Pain med PRN

	Transition 8 – 10 cm

	Pain most intense
	Increase pain meds, check vitals, breathing exercises. 


4. Complete the following table:

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

	Non-stress Test (NST)


	Test baby in utero to see if the baby is tolerating the environment well.
= external monitor (belt)

Nipple tweaking

	Read strip…look at HB
Ama = 35+ , overdue, baby not moving … 

Want = reactive, baseline good w/ reactions

	Stress Test (OCT, or Oxytocin Challenge Test)


	Make contractions = Pit admin. 
Monitor baby’s rxn. to contractions to make sure they are safe for delivery and nothing is wrong. 
	HR should go up = reactive

HR down or stays the same = non-reactive (bad)



	Biophysical Profile (BPP)


	Looks at 4 –  5 things:
Amniotic fluid index (AFI)

Placenta grading

Breathing movements
	AFI = fluid decreased (bad)
Grey/white dots = placenta dry = decreased O2 to baby

Lower # of breaths is bad

	Fetal Movement Assessment (Kick Count Charting


	FMA = kick count charting

Start @ 28 wks. Assess q day and night when baby is most active

	FMA makes sure baby is moving right

Should = 10 kicks is 2 hours

	Ultrasound (US)
	1st = 8-12 wks. 
2nd= 18-20 wks. 
	1st= check heart
2nd = confirm due date, check size of baby


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

Contractions present?   No  Contraction frequency:    none
Baseline FHR:    130    Accelerations present?    yes
Acceleration BPM and duration : 160/80 sec.      Variability present or absent? present
Nursing interventions, if any, indicated: not enough information
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Complete the following information for the strip below:

Contractions present?   yes    Contraction frequency?   2 (210 sec. or 3.5 min)
Contraction length:  80 sec.  Baseline FHR: 145
Accelerations present?   no    Decelerations present? Yes 
Acceleration BPM and duration:   no    Variability present or absent? Yes 
What type of decelerations are present, in any? Variable with a late component
Nursing interventions, if any, indicated:
IV all the way open, Increase fluids (blood) = increase O2, intra-uterine fetal resuscitation (CPR), reposition pt., 10 L O2 tight mask on pt., CALL DOCTOR, report new orders .
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6. Briefly describe nursing assessment of the postpartum mother using BUBBLER (Breasts, Uterus, Bladder, Bowel, Lochia, Episiotomy/incision, Emotional Response). First list the anatomical part assessed, and then what the normal findings would be. 


Breasts (only if they are breast feeding): how often? How long? How baby feeds?, 
tenderness/cracking present?


Uterus:  assess fundus: measure above/below umbilicus, press firm with one hand while holding 
uterus in place above pelvic bone with other. Firm= good, boggy = bad (if boggy try message then 
re-assess) bladder displaces fundus if full = empty bladder first.

Bladder: empty before assessing fundus, check characteristics/ hesitancy


Bowel: check bottom for hemorrhoids. 


Lochia: check bleeding, for blood clots (more with vag. birth than c-sec.) = > quarter = tell nurse

Rubra (bright red) = good, Alba (tan),  clots= document


Episiotomy: check for healing/infection. Asymmetrical, stiches in place, no redness, swelling, 
discharge, smell.


Emotional response: check to make sure pt. is doing well, handling situation well = not 
sad/depressed by talking with her and watching for non-verbal ques.
7. List and describe the types of incisions used for cesarean birth and note the potential complications and risk factors associated with cesarean birth. 


Types of incisions: Vertical (classical) & horizontal

Risk factors: abruption, hemorrhage, infection, decreased bowel fx, damage to other organs/baby, 
longer hospital stay, longer recovery, less ability to move, reactions to anesthesia, risk to baby’s 
health (especially if they are premature).


Internal (uterine): incision that matters. Has to have low transverse for VBAC (must look up hx 
and check)


External (abdomen):
8. Describe briefly the characteristics of postpartum hemorrhage and of shock, and the interventions for shock in the postpartum patient. 
Postpartum hemorrhage: blood loss greater than 500 mL within the first 24 hours post delivery
Shock: reaction to substantial blood loss
Tx of shock = ORDER!!

O: oxygenate

R: restore circulator volume

D: drug therapy (avoid vasodepressors cardiac shock = digoxin, repair laceration, Administer prostaglandin E2 to stimulate the myometrium to contract in uterine atony, tx infection with antibiotic)

E: evaluate (VS q 15-30 min)

R: Remedy the basic problem (deliver fetus, repair lacerations, message boggy uterus, Assess lochia for amount, odor, color, consistency, clots)

