
Know your meds and lab values, including side effects for meds and uses.
(See med sheet)
Nursing interventions for patient who has dilated very quickly.

[bookmark: _GoBack]Nursing interventions for fetal distress and basics of fetal heart monitoring.
1. Place patient in a lateral position, elevate legs
2. Administer oxygen at 8-10 L/min via face mask
3. Discontinue oxytocin (Pitocin) if infusing
4. Monitor maternal and fetal status
5. Prepare for emergency cesarean section
6. Unclamp IV to wide open rate
Baseline- Average heart rate
Variability-“jiggles” in the FHR the opposite of flat line. Indicates oxygen reserve in the fetus
Accelerations- A visually apparent increase in the FHR from the most recently calculated base line.
Decelerations- A decrease in FHR from baseline 
Types: Early- mirrors the contraction; indicates head compression ( a good thing)
	Variable- looks like a V and occurs with the contraction; indicates cord compression (Sharp up Sharp down)
	Late- Doesn’t return to baseline until after the end of the contraction; indicates fetal distress, especially if they are repetitive (occur with every contraction) 

Episiotomy – what is it and know the degrees (what tissue layers are involved). 
This is an incision made in the perineum to enlarge the vaginal outlet and theoretically to shorten the second stage of labor.
First degree: Vaginal mucosa 
Second degree: Vaginal fascia and perineum 
Third degree: External Anal Sphincter (partial or complete) 
Fourth degree: External Anal Spincter (EAS), Internal Anal Sphincter (IAS), and rectal mucosa

Test Plan for  L & D Test, Normal.

Factors that continually interact in L & D.
Types of pelvis.
1. gynecoid pelvis- is considered the true female pelvis (50% of all women). Vaginal birth is the most favorable w/ this type. Offers diameters in all 3 planes of the pelvis. Allows early and complete fetal internal rotation during labor.
2. anthropoid pelvis-Common in men and occur in 20%-30% of women. Deep pelvis (wider front to back= anterior to posterior)
3. Android pelvis considered male shaped pelvis (funnel shape). 20% of women. Descent of fetal head into the pelvis is slow and failure of the fetus to rotate is common. Leading to C-section.
4. Platypelloid (flat pelvis) - least common among men and women 5%. Make it difficult for pelvis to descend via the mid-pelvis. Requires C-section birth.
Fetal presentations- Refers to the body part of the fetus that enters the pelvic inlet first “presenting part”. Fetal part that lies over the inlet of the pelvis or the cervical os. 3 main fetal presentations are cephalic (head first), breech (pelvis first), and shoulder (scapula first).
Fetal attitude-Refers to the posturing (flexion or extension) of the joints and the relationship of fetal parts to one another. Most common fetal attitude when labor begins is w/all joints flexed=fetal back is rounded, chin is on the chest, the thighs are flexed on the abdomen, and legs are flexed at the knees.
Fetal lie- Refers to the relationship of the long axis (spine) of the fetus to the long axis (spine) of the mother. 2 primary lies: Longitudinal (most common) and tranverse.
Lightening-Occurs when the fetal presenting part begins to descend into the maternal pelvis. Uterus lowers and moves into a anterior position. May occur 2 weeks or more before labor w/ primiparas and may not occur until labor among multiparas. 
	True Labor
	False Labor

	Contrx occur at regular intervals that increase in frequency, duration, and intensity (4-6 min. apart lasting 30-60 min.). 
	Occurring during the latter wks of pregnancies. Irregular uterine contrx are felt, but cervix is not affected

	Contrx bring about progressive cervical dilation and effacement. Intensity increase w/ walking
	Contrx may stop or slow down with walking or making a position change. Rest and warm bath lessen contrx.

	Pain in back and radiates to front.
	Discomfort in abdomen.



Prodromal labor- Often called false labor. Contrx can feel very much like true labor contrx. May be slow progress but contrx will ripening the cervix and causing dilation. Contrx may hurt and start coming regularly but then stop & this can happen several times before the true labor. (it is early early EARLY labor – no need to go to the hospital or call the doctor yet)
Bloody show – know that this is an increased amount of bleeding which is normally seen as the mucous plug that fills the cervical canal expelled when the cervical softening and increased pressure of the presenting part. The cervix continues to dilate (usually noted in active labor and afterwards); caused by cervical capillaries expanding and bursting as the cervix opens. 
Cardinal movements-Baby’s different positional changes as it travels via the passageway.
1. Engagment-occurs when the greatest transverse diameter of the head in vertex passes via the pelvic inlet (usually 0 station).
2. Descent- downward movement of the fetal head until w/in pelvic inlet. Occurs intermittently w/ contrx and brought about by either: pressure of the amniotic fluid, direct pressure of the fundus on the fetus buttocks or head, contrx of abdominal muscles (2nd stage), and extension & straightening of fetal body. Occurs throughout labor ending w/ birth.
3. Flexion-Occurs as vertex meets resistance from the cervix, the walls of pelvis, or the pelvic floor. Chin is brought into contact w/ fetal thorax.
4. Internal rotation-lower portion of head meets resistance from one side of the pelvic floor. Head rotates about 45 degrees anteriorly to the midline under the symphysis. Aligns long axis of the fetal head w/ the long axis of the maternal pelvis accommodating anteroposterior diameter of maternal pelvis.
5. Extension-After internal rotation is complete. The head emerges through extension under the symphysis pubis along w/ the shoulders. Anterior fontanel, brow, nose, mouth, and chin are born.
6. External rotation (Restitution)- Head untwists causing the occiput to move about 45 degrees back to its original left or right position. External rotation of the head allows the shoulders to rotate internally to fit the maternal pelvis.
7. Expulsion-occurs more smoothly after the birth of the head and the anterior and posterior shoulders.
Supine hypotensive syndrome-The uterus in the last trimester can fall back against the inferior vena cava in the supine position, resulting in vena cava compression, reducing venous return and decreases cardiac output and b/p. This syndrome cause the woman to experience s/s of weakness, lightheadedness, nausea, dizziness, or syncope.
Cesarean section – why would this be necessary? What would UNethical reasons be?- Any condition that prevents the safe passage of the fetus via the birth canal or that seriously compromises maternal or fetal well-being may be an indication of C-section. Examples are: genital herpes, fetopelvic disproportion, prolapsed umbilical cord, placental abnormality, previous c-section, diabetes, +HIV status, congential anomalies, malpresentation or fetal distress.
Know Nagele’s Rule for figuring a due date: 
	Take the first date of the last menstrual period (LMP) + 1 year – 3 months
	+ 7 days = Due Date
	SO if the LMP is October 15, the EDC (due date) would be July 22.
To keep the woman who has a strong urge to push, but is not complete from pushing, have her blow out forcefully.
What happens with most patients after SROM? (think contractions).
What happens during each of the three stages of labor? Behaviors and interventions for the different phases of the first stage of labor.
	1st Stage of Labor
	Behavior Characteristics
	Therapeutic Interventions

	Latent   __0__ - __3__ cms
	Anxious, maybe surprise on how little it hurts, most when are talkative




	Hold pan when pt is vomiting, give ice chips, and walking.

	Active  _4___ - __7__ cms




	Pt becomes more intense, and inwardly focused, and absorbed in the serious work of labor. Limits interactions. Begin to use relaxation and paced breathing techniques.
	Using relaxation techniques to cope through the contractions (i.e. birthing ball, soaking in warm water, breathing)

	Transition __8__ - _10___ cms



	Nausea, vomiting, trembling extremities, backaches, increased apprehension and irritability, restlessness and feeling overwhelmed. 




	Help pt push the baby out by using the appropriate breathing method instead of the vasalveur maneuver.



	2nd Stage
	3rd Stage
	4th Stage

	Contrx occur every 2-3 mins. Lasting 60 -90 mins.
	Separation and delivery of the placenta (placental separation and expulsion). Usually occur 5-30 min. of delivery of baby. 
	1-4 hours after the birth of the newborn; time of maternal physiologic adjustment.

	Perineal phase- active pushing. Crowing-entire top of fetus head can be seen. Nullipara lasts up to 1 hr multipara lasts up to 30 min.
	Placental presentation “Shiny Schultze” vs. “Dirty Duncan”
	

	Pushing and premature urge to push
	
	

	
	
	

	
	
	



What stressors are present during labor on the cardiovascular system?
1. Heart rate increases by 10-20 bpm.
2. Cardiac output increases by 10% to 15% during the 1st stage of labor and by 30-50% during 2nd stage of labor.
3. B/P increases by 10-30 mm Hg during uterine contrx in all stages.
Effect different labor and pushing positions have on maternal hemodynamics.-Spontaneous pushing when the woman is allowed to follow her own instincts. Valsalva (holding breath) and bearing down and supine maternal pos
Where does pain originate during the first three phases of labor, as well as second stage?- The pain is primarily a result of the dilation of the cervix and lower uterine segment and the distention (stretching)
Understand the three types of decelerations.-Decelerations (a decrease in FHR from baseline.
1. Early mirrors the contrx, indicates head compression (a good thing).
2. Variable- Looks like a “V” and occurs w/ the contrx indicates cord compression.
3. Late- Does not return to baseline until after the end of the contrx, indicates fetal distress, especially if they are repetitive.
What factors affect variability?-Opposite of flat line. “jiggles” in the FHR. Indicates oxygen reserve in the fetus (oxygen savings account).
Cesarean section – why would this be necessary? What would Unethical reasons be
1.) Delivery of fetus through incision in abdomen and uterus. (Reasons necessary) – Fetal distress, reduced number of forceps used, older maternal age/reduced parity, more nulliparous women having infants, convenience to the client and doctor.
2.) Know Nagele’s Rule for figuring a due date:
	Take the first date of the last menstrual period (LMP) 
+ 1 year – 3 months + 7 days = Due Date
SO if the LMP is October 15, the EDC (due date) would be July 22.

3.) To keep the woman who has a strong urge to push, but is not complete from pushing, have her blow out forcefully. – slow deep breaths

4.) What happens with most patients after SROM? (Think contractions).

SROM-Spontaneous Rupture of Membranes.  (Only 1 in 4), result in either sudden gush or a steady leakage of amniotic fluid. A continuous supply is produced to ensure protection of fetus until birth.  (Possible infection and prolapsed cord).

5.) Behaviors and interventions for the different phases of the first stage of labor.
First stage is longest, begins with true contraction and ends with full dilation. 
Menstrual cramps, Pain, nausea, voresis, vomiting, trembling, restless, diaphoresis, feelings of loss of control, and being overwhelmed. (Relaxation and breathing techniques) 
6.) What happens during each of the three stages of labor?
First stage- fundamental change; progression of cervix, expressed in cm. 
Second stage- complete dilation of cervix and ends with birth. Contraptions 2 to 3 minutes, 60 -90 seconds piece. 
Third Stage- Begins with birth and ends with separation and birth of placenta. (Placental separation and placental expulsion). Separation- uterus rises upward, cord lengthens, trickle of blood leaks from vage, uterus changes shape. Expulsion- placenta delivered 2-30 mins after separation (massage uterine after)
7.) What stressors are present during labor on the cardiovascular system?
-Blood volume increases 30 percent, cardiac out increase 30 percent, BP should not rise but may, venous return-edema


8.) Effect different labor and pushing positions have on maternal hemodynamic.
Uh?
9.) Where does pain originate during the first three phases of labor, as well as second stage
First Stage- visceral pain (dilation of cervix). Second Stage – pubic bone pain, head pushed against uterine wall

10.) Understand the three types of decelerations.
Three types – (early) –gradual decrease in the FHR , lowest point occurs at the peak of contraction. Most often seen active labor
(Late) – associated with uteroplacental insufficiency occurs when blood flow within the intervillous is decreased “fetal hypoxia”
(Variable)-cord compression, usually want to see, not good when less then 60bpm and repetitive. 
11.) What factors affect variability? 
Prolonged cord compression, eruption of placenta, cord prolapsed, supine maternal position, vage examination, fetal blood sampling, maternal seizures, regional anesthesia, or uterine rupture. 
12.) Understand the risks of having a VBAC. What is the BIG risk
VBAC should usually only have if lower abdomen incision. Risk uterine rupture and hemorrhage. Uterine rupture low risk but mortality high risk. Death BIG RISK
Last Question
Labor induction is a method of artificially or prematurely stimulating childbirth in a woman. As the end of pregnancy nears, the cervix normally becomes soft (ripe) and begins to open (dilate) and thin (efface), preparing for labor and delivery. When labor does not naturally start on its own and vaginal delivery needs to happen soon, labor may be started artificially. Labor augmentation is usually accomplished by doing one of the following things:

Rupturing of the membranes: If your amniotic sac is still intact, your practitioner may rupture it in an effort to give your sluggish labor a boost. Learn more about the artificial rupture of membranes.
 Pitocin: Another way to get labor back on track is to administer Pitocin, a synthetic form of the hormone oxytocin, via an IV. The amount of Pitocin given will be carefully monitored; you'll get enough only to reinvigorate your contractions.
Nipple stimulation: Unfortunately, this isn't as fun as it sounds — but it could work to give your contractions the extra push they need. You or your partner will massage, twist, tweak, or rub your nipples to stimulate your own natural oxytocin to be produced.
Cervidil is a small rectangular pouch with a retrieval cord that looks similar to a tampon. It is inserted into the vagina. Prostaglandin is one of the chemicals that play a part in ripening the cervix. A ripe cervix is soft and stretchy, ready to respond to uterine contractions. Cervidil is used to "ripen" the cervix when it is agreed that your baby is safer to be born than to remain in the uterus. Cervidil is the first step in a two part induction process when the cervix is not ready to respond to contractions. Cervidil may increase the activity of non-productive contractions when no other labor stimulation agent has been used.Cervidil allows the mother to use the medication for the prescribed amount of time an then remove it. In some cases a mother may be able to go home after administration to wait for labor to start.
Cervidil is a drug that is used for the prevention of non steroidal anti inflammatory drug (NSAID) induced gastric ulcers, to treat missed miscarriage, to induce labor, and as an abortifacient.  It causes uterine contractions and the ripening (effacement or thinning) of the cervix.[1] Cervidil is more effective in starting labor than other drugs used for labor induction. It is also significantly less expensive than the other commonly used ripening agent, dinoprostone (trade names Cervidil and Prepidil).
Pitocin (Artificial Oxytocin) is a liquid medication that is a synthetic form of the naturally occurring hormone, oxytocin. Pitocin is diluted with a standard saline solution an introduced into your body by IV drip. The medication is regulated on a medication pump. This is an attempt to minimize complications and to help your doctor or midwife mimic normal labor as much as possible. 
Non-pharmaceutical methods of labor pain relief. 
Doulas, water, changing/positions, massage, hydrotherapy, aromatherapy.
Emergency delivery and action right after (to decrease risk of pp hemorrhage).
Postpartum hemorrhage is one of the leading causes of death among postpartum clients. Postpartum hemorrhage refers to a blood loss of more than 500 mL after a vaginal birth and more than 1000 mL after a C-section. Early postpartum hemorrhage is often caused by uterine atony. With uterine atony, there is a failure of the uterine muscles to contract properly, thereby inhibiting the healing of blood vessels at the site of placental attachment. The blood vessels continue to bleed until the uterine muscles contract. Administer prescribed medications, such as Pitocin, Ergonovine, Methergine, or Hemabate to assist the uterus in contracting.
The nurse must report a Post Partum Hemorrhage immediately and prepare for the insertion of a large-bore intravenous catheter, if one is not already present, and the administration of intravenous fluids and oxygen. A large-bore intravenous catheter is inserted to allow possible administration of blood products.
Basics of induction (mostly oxytocin)
Oxytocin is the most common pharmacologic agent used for the induction and augmentation of labor. Oxytocin protocols can be divided into high-dose and low-dose protocols depending on the initial dose and the amount and rate of sequential increase in dose. Despite the frequency with which oxytocin in used in clinical practice, there is little consensus regarding which protocol is most appropriate.
Retained placenta means that all or part of the placenta or membranes are left behind in the uterus (womb) during the third stage of labour. If the third stage is taking a while, you could try breastfeeding your baby or rubbing your nipples, as this can cause the uterus to contract and may help to expel the placenta. If you're sitting or lying down, try changing to a more upright position so that gravity can help. 
If you choose a managed third stage, you'll be given an injection of an oxytoxic drug to make your uterus contract and your midwife will use controlled cord traction to gently pull the placenta out. 
If the placenta still can't be removed, it may need to be removed manually. You'll be given a regional anaesthetic such as a spinal or epidural, or you can ask for a general anaesthetic if you prefer.
If you have prolonged heavy bleeding in the days or weeks following the birth, you may be referred for an ultrasound scan to see if there are any fragments of placenta or membrane in your uterus. If so, you will be admitted to hospital for removal under anaesthetic - a procedure known as evacuation of retained products of conception (ERPC), and treated with antibiotics. 
Symptoms of preterm labor.
Preterm or premature labor happens when you go into labor before 37 completed weeks of pregnancy. This is too early for your baby to be born. Here are some signs that you may have preterm labor: 
Contractions (your belly tightens like a fist) every 10 minutes or more often
Change in vaginal discharge (leaking fluid or bleeding from your vagina)
Pelvic pressure—the feeling that your baby is pushing down
Low, dull backache
Cramps that feel like your period
Belly cramps with or without diarrhea
Number one cause of death during the first year is ____Sudden Infant Death Syndrome___________.
What’s the “5-1-1” rule?
"Real Labor" is when contractions are regular and painful.  A contraction is a tightening of the uterus that is painful and lasts at least 1 minute.  When the contractions are every 5 minutes from the beginning of one to the beginning of the next, they each last for 1 minute and you've had them for 1 hours, let Dr. Green know.  This is the "5-1-1" rule.
Understand posterior and anterior presentation and nursing interventions.
Usually babies are born with their face towards the mothers back.  This is called an anterior position.  If the babies face is towards the mothers front or "sunny-side up" the babies position is called posterior.  The anterior position is the ideal position because it allows for the smallest diameter of the head to pass through the birth canal.  The babies head will flex to the smallest diameter better in this position.  If the baby is in the posterior position  it causes a larger diameter to have to pass through the birth canal which makes labor last longer, and it causes more back pain.
Before the birth the mother should get on hands and knees several times a day.  Pelvic rocking or swiveling will help encourage the baby to turn anteriorly.  If this position becomes tiring she can lean on pillows, a chair, her partner, etc.  The wrists will not become as sore if she makes fists and leans on her knuckles, keeping her wrists straight.  It is very important  to try to throw the baby forward into an anterior position before labor.  It will make a huge difference in the mother's labor.  It is better to do this before the baby's head is engaged.
*  During labor changing positions often, squatting, hands and knees, knee-chest position may help the baby to move anteriorly and will also help with the back pain associated with posterior babies.
What’s prodromal labor (it is early early EARLY labor – no need to go to the hospital or call the doctor yet)?
Prodromal labor is also known as "False Labor". Most women will say, "There's nothing false about what I'm feeling!" - and they are right! 
Prodromal labor isn't all in vain. These annoying contractions condition the uterus, and prepare the cervix for dilation and effacement. In fact, sometimes the cervix may even dilate and efface as a result. It’s all about your body preparing for the big day. Let’s talk about the differences between Prodromal labor and the real thing.
1. Prodromal ‘labor’ may begin hours or days (and do I dare say weeks?) before active labor. (If you experience more than 4-6 contractions in an hour and you are not in your 36th week yet, consider the prospect of it actually being preterm labor). 
2. They may feel like Braxton Hicks contractions but sometimes they can be much stronger.
3. Unlike true labor, where contractions usually become longer, stronger and closer together, prodromal contractions are irregular in duration, length and intensity.
4. They may have a pattern and show up about the same time every day (or night).
5. They will stop after a few hours.
Childbirth is the completion of the process of gestation of a human pregnancy, which results in the delivery of one or more newborn babies from the uterus of a woman.

There are 3 stages of labor in the process of childbirth. They are:

Stage One: Contractions

This is the stage where labor contractions happen. The time duration for this stage may vary from individual to individual. The long muscles of the uterus contract from the top to the bottom and then they relax. This process helps draw the cervix over the baby's head. This is called 'dilation of the cervix'.

The cervix initially dilates up to 3 cms. At this point the contractions are 30 to 45 seconds long and repeat every 20 to 5 minutes.

Then the cervix dilates from 4 to 7 cms. At this point the contractions last for 45 to 60 seconds and repeat every 5 to 2 minutes. There may also be some backache and some membranes might rupture.

Now, the cervix dilates from 8 to 10 cms. The contractions last for 60 to 120 seconds and repeat every 30 to 90 seconds.
Stage Two: Labor and Delivery
In this stage of labor, the baby is pushed out of the uterus into the birth canal. The urge to push is quite uncontrollable at this stage and the doctor will usually advise the mother when to begin pushing. The contractions in this stage last for 50 to 90 seconds and repeat every 2 to 5 minutes. There may also be extreme rectal and back pressure. When the head of the baby is seen at the beginning of the vagina, it is often accompanied by a burning sensation. Sometimes, the opening of the vagina may also be needed to be cut in order to facilitate this movement.
Stage Three: Placenta Delivery

In this stage, the baby has come out completely. The contractions may continue for a while. The placenta then detaches from the uterus and is pushed out of the body. This can often be a natural process, or the placenta can be pulled out of the body as well. This may also be accompanied by loss of blood.

If someone else is pulling the placenta out, then that person has to be extremely careful while doing so. If the placenta is pulled too hard or incorrectly, it may tear and come out incompletely. This can lead to post partum bleeding or even an infection. Thus, it is absolutely necessary to examine the placenta once it is removed.
What’s the difference between baby blues, postpartum depression and postpartum psychosis?
Postpartum Blues
This form of depression is also known as the "baby blues" and approximately 50% to 85% of women experience symptoms of postpartum blues during the first two weeks following delivery. The symptoms will typically subside within two weeks. Symptoms of postpartum blues include, insomnia, agitation, feeling overwhelmed, moodiness and tearfulness. The baby blues will typically peak around the fourth day following delivery. 
Postpartum Depression
Postpartum depression is sometimes slightly more difficult to diagnose because, some women with a milder case are experiencing symptoms that may typically occur following the birth of a baby, such as sleep disturbance and fatigue. The symptoms of postpartum depression are more severe than those of postpartum blues, are more intense, typically begin two to three months after delivery, but can occur at any time and postpartum depression requires medical treatment. The symptoms of postpartum depression include:
Sleep disturbance 
Difficulties in concentration 
Fatigue 
Feelings of incompetence 
Feelings of worthlessness
Postpartum Psychosis
Postpartum psychosis is an extreme form of postpartum mood disorders, is a serious mental condition and requires immediate medical attention. This is one of the rarest postpartum illnesses, occurring in approximately one - two women per 1000 who have recently given birth. 
Delusions 
Insomnia 
Illogical thoughts 
Hallucinations 
Refusing to eat 
Periods of delirium or mania 
For a VBAC, what type of uterine incision is necessary?
Today, most babies who are delivered by cesarean are delivered through a low transverse (side-to-side) incision, at or below the bikini line. This type of incision is considered to have the lowest risk of uterine rupture.
Know about healthy amniotic fluid. What are healthy characteristics?
Amniotic fluid is a colourless fluid that surrounds the baby in your uterus. At first it is mainly water with electrolytes, but by about the 12-14th week the liquid also contains proteins, carbohydrates, lipids and phospholipids, and urea, all of which aid in the growth of the fetus.
Understand vag exams. Know how many fingers equals what dilatation (roughly) and the presentation of the baby’s head by feeling for the anterior fontanelle.
Often fingers are also used to estimate the rate of dilation although its accuracy is debatable since finger sizes differ in individuals. For example, when dilation is said to be 3-4 cm, it is equivalent to two-three fingers; when a woman is fully dilated she is said to have entered the 2nd stage of labor with her cervix having reached 10 cm

