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TN'TRODUCTTON

It is important to be sure that the medical history of
cach woman be available at the time of her labour and

delivery. This will give yvou information about hor
conditions which could complicate the labour or delivery
as well as endangor the woman's health., The obstotric

history, o part. of the medical history, will alert yon
to problems: thal have ocenrred with provions proanancios.
The physical examination should boe a gqenoral anscssment
of the wonan's condition from head Lo foe with speoeial
attention to the abdomen and pelwvis, This should identify
any discase that the woman may hove which could complicate
Tabour or delivery as woll as identifly any physical
deformitics.

The  antenatal  history and physical oxam are
discussaed in the Antenatal o Postnatal Care Module.

I the initial information has hoeen gathered at antoenat.at
visit, youw will already have boeon aware of potontial com-
plications and will have reforred some woemen hecause of

thoeilr high rish. L the/ woman s not had antenatal care,
1t is dmportant Lo do the hicstory and physical as soon as
vou seoo hoo, Just because cverythino was normal some

weeks or months ago does nob assure von that vour pationt
1s still healthy and without complicating Caclors whon
you sce her at tern. Thorefore, LU is important to re-
examine your paticont alb the time of her Labour.

Tt is cspecially djwportant to pay close attention to the
size, chapoe, nosition, and consistency of the uterine
fundus.,
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III.

STUDENT GUIDE

EXAMINATION OF THE PREGNANT WOMAN A0 TERM

Entry Level Knowledge and Skhills

Before starting this unit, you should be able to:

1. Describe the anatomy and physioloqy of the
female reoproductive system,

2. Perform an abdominal cxamination,

3. Perform antenatal cxamination,

Objectives

Using the information and experiences provided by
the instructor and the unit text, you will be
able to:

1. Perform an abdominal examination of a vregnant

woman at term.

Determine foaotal position.

. Listen to the foctal heart and grade it
according to 2hilpot mothod.

W v

4. Perform a pelvic examination of a vregnant
woman at term.

5. HMeasure pelvic adequacy for normal delivery.

6. Diagnose when a woman is in labour.

7. HMaintain the labour graph.

Evaluation
MODULE PHASE

Upon completion of this unit, you will be assessed
on:

1. Knowledge: Written test based on the contents
of this unit; acceptable performance,
80%.

2. Skills: Your ability tou:

—conduct an abdominal examination of a pregnant
woman at tevm, iddentifying foctal position and
foetal heart tones.

-—conduct a pelvic examination of a pregnant
woman at term identifying pelvic adequacy.
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ROTATION PHASE

Upon completion of the rotation phase, you will be
assesscd on your ability to:

1. Grade foctal hecart tones,

2. Diagnose when a woman is in labour,
3. Maintain a labour qraph,

4. Prepare a woman in labour,

Aetivitices:

In oxder to accomplish the objectives of this unit,
you will participate in the following activities:

1. Read the unit tesxt and answer reviow questions.,

2. Participate in group discussion.

3. Observe abdominal examination of a torm pregnant
woman conducted by a doctor/midwife.

4. Pexrform an abdominal examination of a pregnant

' woman at. torm with supcervision.

5. Observe the pelvic examination of a pregnant
woman at term.

6. Perform a velvic examination of g pregnant woman
at term with supervision.

7. Comnloern a labour yranh with LupCrvesion,



EXAMTINATTION O THR
PREGNANT WOMAMN AT 'TERM

The examination of the pregnant woman near term requires
certain skills and can be divided into scveral steps.

First, the abdominal examination allows one to determine
the position of the foctus, its condition, and whethor

or not ulerine contractions (labour) has boegun.
Second, the pelvice ecxam allows the examiner Lo assess
the condition of the ccrviz and gives confirming evidonce
regarding the porition of thoe foeius. This examination
must be used rarvely and with caution bechuse it may cause
uterine contamination.

Third, an evaluation of pelvia size to determine whether
the pelvis is large enough to allow a baby to come through
must be done on cvery wonan broegnant for the first time.

The following pacas, 8 and 9 describe the important
clements in the hiagnostic skills: Abdominal Examination
of a Pregnaat Woman at Term, and Pelvic Examination of a
Pregnant Woman at Term; and in a Clinical Skill:
dvaluation of Pelvic Size, page



DIAGNOSTIC SKILL

ABDOMINAL EXAMINATION OF PREGNANT WOMAN AT TERM

Supplies
Drape

Well-lighted room
Foetoscape or stethoscope

Purpose

To asscas foetal position, foetal condition, and uterine
contrach touns.,

Steps fn the Procedure
Preparat:on:

The examination and its purposce should be cxplained
to the woman. She should be asked to urinate so
that her bladder will be empty. She should lie on
her back with her arms at her sides, her knees
slightly flared, and be as reclared as rossible.

All clothing must be removed from the abdomen.

The drape should be lowered to the symphysis pubis
as it is impossible to adequately cxamine an
abdomen that is covered with cloth.

Stand at the patient's right side facing her abdomen.

Step 1l: Observe the shape of the utervs. When the
foetal lic is longitudinal, the uterus is
longer than it is broad. Whon the foetal lie
is transverse, the uterus is broader than it
is 1ong. It may be possible to diagnose anterior
or lateral position of the foctus by observing the
po.ition of the smoocth prominent back or the lumpy
extremitics. it may be vossible to sce movement
of an cxbtremity transmitted throuagh the abdominal
wall. Tt may be possible to observe the presence
of uterine contractions,

Step 2: Palpate the uterus. Your hands should be clean
aned warm since cold hands have decreased acute-—
ness of touch sensation and are uncomfortable to
the paticent. Lf a contraction occurs, hold once
of your hands lightly on the Tfundus to assess
the strength of the contraction and time the
length of the contraction. Do not try to assess
foctal position or foetal heart rate during a con-
traction. legin palpation of the uterus at the pubis,



One ha . is placed on each side of the uterus
and gencle but deliberate pressurc is applied
using the palm surface and the fingers with

the fingers directed downward. The hands arco
advanced along the sides of the uterus to the
fundus and the foetus is outlinod. The head
has a distinctive hard outline. The buttocks
may also feel firm and rounded bul are wider
and not as hard, smooth or as well-deflined as
the head. Outlining may be atded by alter-
nately applying pressure with each hand, by
using robtary movements of the fingers, and by
"walking" the finger tips of both hands over
the abdomen from side to side. Outlining the
foetus may be more difficult in the obese
patient or in one with much annionic Cluid.

If the foetal buttocks are pushed gently to one
side, thce body will move too, but since the
neck is supple, pushing the head similarly will
not move the body. If the fooetal head is still
high in the uterus, it can be movoed, but if it
is engaged within the pelvis, it cannol be
moved.

Step 3: Using a foectoscope, listen to the foctal heart.

The foetal heart should be best heard over the
foetal left scapula and ribs. (Sce Figure LD 1).
The foetoscone is placed over this area and
firmly held in place against the abdomen by
pressure from your ear. Do not hold it in
place with your hand. This will add confusing
sounds. Count the beats per minuvte and note
the rhythm. Foetal heart rate less than 120

or greater than 160 shounld alert you to possible
foetal distress. Soft blowing sounds ‘rom the
placenta or maternal circulation may heard.

N \C8

Figure LD 1 - Points
of maximal intensity
in vertea and byveech
presentation,

Left anterior

Right anterior iliac tliae crest

crest

~

v ———




REVIEW QUESTIONS
Which of the following are important in the
preparation of a woman for labour?
she should pass urine
she should take nothing by mouth
she should be as relaxed as possible
her nails should be cut and cleaned

shouid drink nothing for one hour before
preparation

all clothing should be removed from the abdowen

she should lie on her back, knces sliahtly
flarcd

she should be given a sedative

Selevc from the following, the threc essential steps
of the abdominal examination of a pregnant woman at
term: {(number them 1, 2, and 3)
_ palpate the liver
listen tc the mother's heart
palpate the spleen
listen fnry bowel sounds
observe the shaps of the uterus
palpate the uterus
observe the shape of the breasts
listen to the foctal heartbeat

observe the shape of the pelvis

10
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Complete these sentences with the correct word or
words:

a. VWhen the foetal lie is transverse, the uterus
15 broader than it is

b. To assess the strength of a uterine contraction,
one of your hands should “e held lightly over
the of the uterus.

c. Palpation of the uterus should be begun at the

d. During a contraction, you should not try Lo
assess either foectal or
foctal

How can you tell if the foetal head is engaged?

‘How can the foetal hecad be differentiated from the

foetal buttocks on nalpation?

Write an "N" beside those heart rates that would
be normal for & foetus at term:

118 112
124 144
168 160

110 138

120 96



FORTAL POSITION

The relation of the foetal to the uterus and pelvis can

be described by several relationships. These include:
1) Lie
2) Attitude
3) Presoentation
4) Position

The lic is the relation of the leong axis of the foetal
to the long axis of the uterus. Tt should be longi-
tudinal and is in most cases, but nay be transversa.

The longitudinal lie is usual because of the shape of

the foctus and of the uterus. The uterus is oval and
thus accommodates the long footus better in a longi-
tudinal position. In the longitudinal lie, the head

or the breech will occupy the lower part of the uterus.
When the lie is transverse, a shoulder occubies the
lower part of the uterus and the long axis of the
foetus lies across the long axis of the uterus. A
transverse lic [orces an abnormal nresentation which
makes delivery much more ditficultl.

Attitude is the relationship of the foetal head to

the footal body. Tt should be one of flexion. The

foctus forms a snug, compact, oval mass which matches
o o !

itself well te the unterine cavity and can be expelled

more casily in delivery when the back is flexed. If
the attitude is not flexed, lLabour and delivery will
be more difficult. Ty the attitude is coxtended, the

face will be the presenting part.

Presentation refers to the part of the foctus that

lies in the lower end of the uterus. There are five
presentations:  (Vertex) top of the head is most

comon, then breech, then shoulder, then face and

brow. Vertex, face and brow are all head vresentations.
When the head is flexed, the vertex presents.  This is
preferable. When the head is extended, the face
presents. When it's partway between, the brow presents.,

Position is the relation of the presenting part of

the foectus to the pelvis. There are six possible
positicns for any puoesentation. They are:

- Right Postoerior - Left Pasterior

~ Right Lateral - Left lateral

- Right Anterior = Left Anterior

12
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Thus, the description o¢f a foectal postion could he:
longitudinal lie, flexion, left occiput lateral.

Anterior positions are more favourable than pesterior
because the foetal back better fits the mother's
abdominal wall and can, therefore, flex botter.

When the back is flexed the head tends also to flex
and a smaller portion goes through the pelvis.

There is also more room in the anterior nelivis for
the broad part of the head.

REVIEW QUESTIONS
Match the descriptions in the left hand column with
the technical terms in the right hand column:
the relation of the long

axis of the foetus to the
long axis of the uterus a. attitude

the relationship of the €oectal
head to the foctal body b. lie

the part of the foetus that
lies in the lower part of the

uterus c. position

the relation of the presenting
part of the foetus to the pelvis.d. presentation

Select the word/phrase that most correctly . describes
a transversc lie:

left latceral

flexion

head or breech occupies lower part of uterus
vertex

a shoulder occunies the lower part of the uterus

long axis of foetus lies across the long axis of
uterus

foetus forms a sung, compact, oval mass
face will be the presenting part
right anterior

breech



Give definitions for these words:

long axis

longitudinal

transverse

flexed

extended

vertex

breech

posterior

anterior

lateral

Describe this position:

14



FONTAL HEART SOUNDS

The foctal heart sounds are heard over the area at whisoh
the foctal back comes in contact with the uterine wall.
They should be listoned for at cvery vigit afcernr the

20th week of pragnanay. The presence of footal heart
sounds is proof that the footus is alive. The absence

of foectal heart sounds alter the 20Lh weel: whan thoey
have previously been heoavd is suggestive of intra-

uterine death. However, this abseonce alone at one

visit is not diagnostic. You should listen again in a
week or less and if they are still not heard, the mother
should be referred to a doctor. Since the foetus moves

about, the sounds may be found in different locatinns
from week to woek.

You should be able o predict where on the mother's
abdominal wall you will best hear the footal heart on
the bhasis of vour determination of footal position.

You may hear a soft blowing sound
which occurs at the same time os

the maternal pulse. This is
caused by the large uterine @ /
vessels., Ocensionally you wmay S ‘

hear a high pitched bl owina sound
at the same time as Lhe fookal
heart sound. This is caused by
the hlood flowing through the
cord.

If the placenta is positionced
anteriorly, the foctal heart
sounds will be more faintly heard.
They may bhe likened to hearing
the ticking of o watch under a
pillow. You may also hear
foetal movenment or intestinal
rumbk'ing.

Normal footal heart rates are Fiawre LD 4
120 to 160 per minutoe. It is

Wisce to palpate mother's nulse while listening for the
foetal heart rate since of the maternal pulse is rapid,
the two may be confused. Listening for the footal
heart sound is rarely of value in trying to diacnose
multiple prognancies since the heart sounds of - Larae
foetus may also be heavd over o wide area.

octal heart o the beat guide you will have as to how
‘1'.11'3 cutus 15 doing. The novmal rhythm is o double beat
Zou should listen during, bheiore ang after

The for
-

aoecontraction.
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The foetal heart rate should be graded according to the
following by Philpott:

Grade 1l: Normal 12C/160/min, no change during or
after contraction.

Grade 2: !.bnormal above 160/min or hetween 100-
120/min with no change during or after
contraction.

Grade 3: A slowing carly in the cohtraction {(early
deceleration) which returns to the basce-
line before the end of the contraction.

If a baseline rate is normal this is de-
fined as a GCrade 3a, or abnormal a Grade 3b.

Grade 4: A slowing late in the contraction (late
deceleration) which doecs not recturn to the
baseline rate until at lecast 30 scconds
after the contraction is completed. If
baseline rate is normal this is Grade 4a,
if abnormal Crade 4.

A rate persistently less than 100 beats/
minute.

w

Grade

During the first stage of labour the foetal heart should
be listened to at least every ha’f hour and more fre-
quently if there is any indicat.on of complication or
ruptured membranes. Toward the end of stage one, FHR
should be checked progressively more often.

Footal distress is indicated with a persistent abnormal
foetal heart pattern.

REVIEW QUESTIONS

1. Write the letter "R" next to each of these signs
that would cause you to refer a pregnant woman to a
doctor:

the abscence of foetal heart sounds after the
20th week, when they had gpreviously been heard,

foctal heart sounds like the ticking of a clock
under a pillow,

a soft, blowing sound vccurring at the same time
as the maternal pulse,

a high-pitched blowing sound at the same time as
the foetal hecart beat,

Foetal heart rate docreases by more than 20 beats/
min.during a contraction, returns to normal base-
line before end of contraction.

16
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2.

Marked slowinag of the foetal heart rate late in the
contraction retuuns ¢o normal baseline 30 saconds
after contraction

foectal heart sounds in different locations at
each prenatal visit.

Match the phrasecs in the left column with the "causes"
listed in the right hand column:

faint foetal heart sounds a. blood flowing
through the cord

irreqular foctal heart .
JuLe b. foctal distress

sounds
foetal heart sounds at c. placenta positioned
different locations anteriorly

marked slowing of foetal
heart rate after uterine
contraction

d. civculation in large
uterine vessels

high-pitched blowing sound c. foetal anoxia
at same time as foctal
heartbeat f. foetus moves around

soft blowing sound at same
time as maternal pulse

Mark with a cross those phrases that could be used

to

complete this sentence correctly:

"The foctal heartbeat should be listenced to every

five minutes ........ ..

when the placenta is wvositioned anteriorly,
in multiple pregnancies,

if there is any indication of complications,
toward the end of stage onc,

when the membranes rupture,

if the foetal heartbeat is irregular,
intermittent, or weak.
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DIAGNOSTIC SKILL
PELVIC LEXAMINATION OF TERM PREGNANCY WOMAN

Supplies

Drape

Well-lighted room

A pair of sterilized surgical gloves
Sterilized small bowl

Examining table or bed

Antiseptic solution

Sterile Cotton balls

Purpose
To assess cervical condition and foetal position.

Indications - 1) To decide whether a woman is in labour.

2) To monitor progression of labour.

3) To assess presentation, especially on
obese patient or one with vigid
abdominal wall.

4) Before giving enema to multiparous
paticent having strong contractiens in
case she is nearing the sccond stage
of labour.

One pelvic excmination is often adequate. The more
you do, the greater the risk of infection.

Steps in the Procedure

Preparation:

The examination and its purpose should be explained to
the woman. Ask the woman to urinate to empty her
bladder thus lessening the discomfort of the exam.

The patient should remove her clothes from the lower
part of her body. The rratient should lie on an
examining table with her legs apart and knees bent
(lithotomy position). (See Figure LD 3). Antiseptic
should be nlaced in the small bowl over several sterile
cotton balls.

Step 1: Wash the patient's thighs and vulva.

Step 2: Wash your hands and put on sterile gloves.
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S

tep 3:

Step 4:

S

tep 5:

tep G:

Using your right
hand pick up the
cotton hall from
the bowl contain-
incg the antiseptic
solution; transfor
the cotton ball to
your lcft hand
without allowing
your hands to

touch each other,
and using the loft
hand swab the
vulva. Each cotton
ball is used for
only one wipe which
is always done in a
direction away from Floanre LD

the vagina. (Note:

the right hand is to remain sterile for use in
examining the vagina. Therefore, the right
and left hands must never touch cach other.)

The right, index and middle fingers are dipped
into the antiseptic solution. The labia are
held apart by the left thumb and index finger
and the right index and middle fingers are
gently introduced into the vaqgina. (Note:
Keep the other fingers of the right hand away
from the anus.) Once inserted into the vagina
the fingers are not to be withdrawn until the
examination is completed. Withdrawal and re-
insertion would incrcase the risk of infection.

Assess vaginal condition. The walls should be
warm, moist, soft and stretchy. Any hardening
or scaw tissue should be noted. Bladder con-

dition, facces in rectum, cystocele or rectocele
should be noted.

Assess the cervix. Prior to labour the cervix
is firm with a canal of up to 3 ¢m in length
{(Figure LD 4). In multiparous women the cervix

casily admits a finger where in a primiparous
woman it is usually impossible to enter the cer-

vix without a dilating instrument. During
labour the cervix begins to shorten (effacement)
and softens (Pigure LD 5). Full e¢ffacement is

identified when no canal is present (Figure LD 6).

Full dilation occurs (sce TFigure LD 7) when the
cervim is not palpable on vaginal examination.

A small baby is able to deliver without complete
cervical dilation.



Step 7:

Step 8:

Figure LD G Mlawre LD T

Assess the membranes and bag of waters. This
may be difficult if the membrancs stick tn th -
nresenting part. During a contraction they
become tense and can be more casily felt with
fluid between them and the presenting part.

If there is doubt as to whether the membranes
have ruptured, upward pressure on the presenting
part between contractions may allow fluid to
escape.

Assess the level of the presenting vart. (Sce
Figure LD 8 on next page). The head that is
Live-fifths above is entirely above the brim;
four-fifths is just entering the brim. When
there is three-fifths above, the hands, on
abdominal palpation, can still go partially
round the head. When two-fifths above, the
hands splay outwards because more than half of
the head had entered the brim. Wwhen one~-fifth
above, only the sinciput can be tipped abdomin-
ally and O-f£ifths represcnts a head entirely in
the pelvis. ihe number of fifths is plotted
on the cervicograph with an '0"'.
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Sincipul ceees

0721putl seas |SinCIpul eees ABDOMEN
Occiput eee ISincipud ess”
Occiput v Sincipul oo
Occiput o Sincipul o
{ust tipped) |{just tippedi
5/ Occiput Nl M1t Fett
S 4
%4 % 1\ e\ punc
N - -
\_/ w 1/ ' SYMPHYSIS
5 0
PELVIC | CAVITY ”
Pigure LD 8 - Level of the jcad above the bvim,

Step 9:

measuved by oabdominal palpation.

Assess the presentation.

In most

cases

ver-

tex of the foctal skull presents and presentation
can be recognized by palpation of skull bones,

fontanelles,

sutures.

is small and can be recognized as
Presentation can
anterior

threc
by which

Step 10:Assess the degree of moulding.

suturcs.

and

suture lines.
fontanelle is diamond-shaped, about
and can be recognized as the junction of four

The

o
L.

anterior

5 x 1.25 cm

The posterior fontanelle is trianqgular,

fontanelle lies
lies to the left or right side of

This can be

the junction of
be determined

and whether
the pelvis.

it

determined by the zamount of overlapping of the
skull bones.

Step ll:Note any abnormalitics.

These might include

bleeding, presentation of the cord, anencephaly,

hydrocephaly,

Step 12:Remove your hands,
appropriate position, and NOTE YOUR FINDINGS ON

THE

LABOUR CIHART,

return

the patient to the

unusual presentation, etc.



LABOUR GRAPH

A composite labour graph should be used for every patient
admitted to a labour ward. The graph displays observations
made during labour in an casier-to-read manncr. Detailed
record of findings and interpretations of findings of the
graph should be made on a separate page.

The three major features of this qgraph bv Philvott are:

A. Toetal condition
B. Labour progress
C. Maternal condition

Zero timz is taken as the time of admission to the hospital
rather than the time on onsct of labour prior to admission.
The actual time and the number of hours since adwmission are
recorded Lo alert the nursce cliniclan to the passage of
time.

A, PORTAL COMDITION:

This is recovded in the ton portion of the chart and
includes:

1. Fontal hecart rate
2. Condition of liquor
3. Degree of moulding of the foctal head

1. Foetal heart ratc is counted before, during and after
a corntraction. It is graded 1-5 and recorded cvery
half hour during labour.

Grade 1: MNormal 120/160/min, no change during or
after contraction.

Grade 2: Abnormal above 160/min or between 100-
120/min with no change during or after
contraction.

Grade 3: A slowing carly in the contraction (early
deceleration) which returns to the bascline
before the end af the contraction If a
baseline rate is normal this is defined as
a Grade 3a, if abnormal a Grade 3b.

Grade 4: A slowing late in the contraction (late

deceleration) which does not return to the

baseline rate until at least 30 scconds
after the contraction is completed. Ti
baseline rate is normal this is Grade 4a,
if abnormal Grade 4b.

A rate persistently less than 100 beats/

minute.

w

Grade



2. The liquor and condition of membranes are recorded
using the following:

'I' = membrancs intact
'C' = membranes ruptured, clear licpuor
'M' = membranes ruptured, meconium-stained liquor

3. Moulding should be assessed with cach vaginal
examination and recorded:

= = bones normally separated
+ = bones touching cach other
++ = bhones overlapping but on digital pressure can

be casily separatoed
+++ = bones overlapning and on digital pressure

cannot be separated
B. LABOUR PROGRLESS

The rate of progress of labour is shown by:

1. The rate of cervical dilation
2. The rate of descent of the presenting part
3. The duration and frequency of uterine contractions

1. Cervical dilation is determined by vaginal examination

and plotted as an 'X' on the graph. Time for the
next vaginal examination should be nlanned and marked
with an arrvow as shown on the graph. Tf the progress

of cervical dilation does not remain on the left of
the alert line but crosses it, the labour should he
considered high risk and preparations for transfer
madea.

2. Descent of the head is plotted on the graph with '0’
refer to Figure LD 8, (level of the head above the
brim, measured by abdominal palpation.) The rate
of the head should be related to moulding as the two
features combined give an idea of the degree of
cephalo~pelvic Jisproportion prosent.

!

3. Uterine contractions are recorded every half hour
using the following cxample of a labonur granh. (Page 24)

C. MATERNAL CONDITION

The mother's condition and any treatment given are
recorded in the bottom part on the chart. Refer to
the following example of a labour graph. (Page 24)






CLINICAL SKILL

EVALUATION OF PELVIC SIZE

Supplies:

Gloves

siamining table
Paitient's record

Purpose of Procedure

The purpose of this procedure is to determine the
a 2quncy of the pelvic structures to permit delivery of
a normal sized baby.

It should be done in every primiparous woman and in any
multiparous woman in whose case there is a question of

adequacy by history. The best time to do this examin-
ation 1Is between the 36th and 38th week. It should

certainly be donc before labour begins if at all possible
Since if inadequate size is noted the woman must he
referred to the hospital for delivery.

Steps in Procedure

Step 1: After she has emptied her bladder, the patient
is placed in wosition for a pelvic examination.

3%

i Using sterile well-lubricated gloves, the index
and middle fingers of your right hand are in-
scrted into her vayina. Reach as far back as
possible attempting to recach the sacral
promontory. This should be as high on the
sacral bone as you can reach. While your
fingertips are against the sacral nromontory,
mark the place on that hand where it contacts

Step

the lower border of the symphysis pubis. The
length from the fingu.tiips to this point is
measured after you withdraw your hand. This

length should be 12 em or greater. (Figure LD 9)

[y

Figuee LD 3



Step 3:

Step 4:

Step 5:

Step 6:

Step 7:

Step 8:

Note the curve of the sacrum.

The ischial spines are palpated on each side to
see if ti:y are unduly prominent decrecasing the
space available.

The sacro-sciatic notch should be evaluated.
It should accommodate two fingers.

Note the angle of the pubic arch.
It should accommodate two fingers.

After completing the pelvic examination, evaluate
the distance across the lower outlet, Place the
woman on her side with her knees drawn up.

Place the knuckle of your middle finger on the
posterior border of her anus and insert the
middle joints of vour gloved fist between the
tuberosities dirccted slightly backward. The
distance betwecen the tuberosities should be 9 em
or greater measurad in this way. Knowing the
width of vour fist vou should be able to
determine the adequacy of the outlet.

(Figure LD 10).

Record your findings.

Figure LD 10



LARBOQUR
DIAGNOSIS OF LABOUR

During the threce wecks hefore labour begins, signs often
appear suggesting that labour is approaching. These include:

1) Lightening

2)  Frequency of urination
3} Talsec pains

4)  Taking up of the corvix

1. Lightgqigﬂ is a sinking of the uterus as the pelvic
bone widens and the pelvic floor relaxes. The lungs,
heart and stomach arce no longer as crowded so it is
easicr to breathe and there is a feeling of decreased
pressure described as "lightening", Walking becomes
more dirficul: and there way be aches in the back or
pelvic joints. The cffects are less noticeable in
multiparous women than in pPrimiparous.

2. Because of the change in position of Lthe uterus, there
is pressure on the bladder. This limits its capacity
and forces frequent uvination.

3. Palsc pains may cause rcal discomfort but are not

Tabour. They ave crvratic and ivvegular, They may
last for several minutes and are not accompanied by
backache.

4. On pelvic examination, the cervix can be noted to be
shortening itself as it is recadied for dilatiorn.

(Figures LD 4, 5, and n.)

The signs of true labour are:

1) Puinful rhythmic uterine contractions.
2) Dilation of the cervical opening
3)  Show

1. Uterine contractions begin painlessly with pain in-
creasing in intensity to a peak and then diminishing.

They are felt as tightening or pain. The uterus
feels hard to the touch during a contraction. They
rarely exceed one minute, recur with rhythmic regu-

larity, and arce often accompanicd Ly some backache.

2. The cervix ia shortened aond the onening dilates to
allow passage of the foetal head. The membranes may
be felt as tense during a contraction. (Figure LD 7)

3. Show is a blood-stain~2d thick mucous discharge that
occurs within a few hours before or after the start
of labour.




REVIEW QUESTIONS

Mark with the letter "L" those signs that would
suggest that labour would soon occur:

constipation

frequency of urination
rapid heartbeat
sweating

rise in temperature
lightening

false pains

dry mouth

taking up of the cervix.

Circle the phrases that accurately describe false
labour and labour contractions:

d.

False labour: may causc real discomfort

erratic and irreqular

may last several minutes
rhythmic and reqular

are accompanied by backache
are always vresent

b. Labour contractions: may begin painlessly

erratic and irregular

may last several minutes
are accompanicd by backache
are rhythmic and reqgular
may not be painful

Give definitions of these words and phrases:

false labour

lightening

show

frequency of urine

Describe the steps in assessing pelvic adequacy.
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STUDENT GUIRE

PREPARATION FOR AND NORMAL PROGRESST 4 OF LABOUR

IT.

Irr.

Entry Level Knowledge and Skills
Before starting on this unit, you should:

1. Be familiar with the meaning of the terms
"sepsis" and "asepsis".
2. Have completed Unit 1 of this module.

Objectives

Using che information and experiences provided by
the instructor and the unit text, vou will be able
to:

1. Discuss the importance of emotional support
during labour.

2. Discuss the importance of asepsis during
labour.

3. Perform neceded prep of a woman in labour,

including urinary catheterization.

Identify the different stages of labour.

Discuss normal progression of labour.

Discuss the appropriate use of medications

auring labour.

[0y -4

Evaluation

MODULE PHASE

Upon completion of this unit, you will be asscssed
on the following:

1. knowledgc: Written test based on the contents
of this unic.

N

Skills: Your ability to:

-pexform urinary catheterization of an adult
female patient

~manage the preparation of a woman in labour

-maintain a labour graph

ROTATION PHASE

Jpon completion of the rotation phase, you will be
assessed on:

1. Emotional preparation of a woman in labour.

2. Physical preparation of a woman in labour
(perineal, bowel, urinary).

3. Maintain and interpret labour graph.

4. Manage a woman in labour: activity, diet,
emotional support, medications.


http:rotati.on

IvV.

Activities:

In order to accomplish the objectives of this unit,

you will participate in the following activities:

1.
2.

3.

4.

Read tne unit text and answer review questions.
Participate in group discussion.

Participvate in role-play: "Emotional supvort
of a woman during the onset of labour".

Observe a woman at onsct of labour.

39
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PREPARATION OF THF WOMAN IN LABOUR

Emotional Support

The emotions of the woman in labour influence her re-
action to discomfoart and nain determining the amount of
physical and mental exhaustion she will expericnce.  The
nurse clinician must remember that the birth of a baby

is an important family affair. Husiands and other
relatives shonld be included in the entive ovent if thoy
50 wish. Tha nursce clinician's interest and understanding

has a veassuring effcct on the weman in labour and on her
family.

Ascpsis

There arve several things that the nurse clinician can do
to help prepare the woman in labour to prevent sepsis.
Anything that remove germs which could contaminate tne
birth process wmav provent complications and potentially
life-threatening infection. Your attention to cleanli-
ness and sterile technique are very important.

Perineal Care

The perincal area (between the vulva and anus may have
the hair clipped if an episiotomy is being considered.

Bowel Carc

It is wise to empty the lower bowel of every patient at
the beginning of labour. The bLest method of cmptyling

the lower bowel in early labour is usually an cnema.

It is move immediate and more thorough than a suppository.

Since there are connections hotwoen the nerves of the
uterus and of the howel, stimulating the bowel tends to
stimulate unterine contractions. This is ofton usoful
carly in labour.

Since the colon and rectum pass through the nelvie canal,
& loaded rectum occupics space that the footus could use
on its deuscent.

1f the lower bowel is not empticd, the descending focotus
will usually do the job for you but immediately before
and during the delivery. This does make the maintenance
of asepsis more difficult!


http:st:iimu],ati.nq
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The enema is contraindicated in a woman suffering from
ceclampsia or hacmorrhage. It is also unwise in the
already dilated multiparous woman.

During labour, urine and stool should be nassed into a
bedpan which may be placed on a chair or short stool,
ratner than a toilet. This allows you a chance tc
observe output and is & safety measure since the
sensation of urge to pass stool and that to pass a baby
may be similar.

Urinary Carc

It is very important to pass urine often (at least overy
three hours) throughout labour. The bladder is being
squeczed by the delivery process wiich greatly decreases
its capacity. A full bladder may slow the descent of

the foetus. It may cause unnccaessary pain during labour,
Tt may lecad to urinary retention after delivery. It may
lead to poor uterine contractions. And it may be
bruiscd which can lead to the very difficult long-term
complication of a vesico~-vaginal fistula. A full bladder
with increcased pressure can vroduce pressure on the
sphincter making voiding impossible. This may require
catheterization. Catheterization must always be done
under strict asepsis., See Therapeutic Skill Urinary
Bladder Cathcterization.

General Cleanliness

A shower or sponge bath on admission may he taken depending
on the intensity of the labour. After the encma, a
thorough cleansing of the perineal area with soap and
water should be performed in preparation for delivery.
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REVIEW QUESTIONS

From the following, select what you think is the
MAIN purpose of physical prepvaration of the woman
labour. Mark your selection with a cross.

for

to stimulate the bowel

to prevent urinary retention

to prevent infection

to inspect the hair for

pediculi

Which of the following could result from a full
Lladder during labour?

poor contractions
vesico-vaginal fistula
unnecessary pain

slowing of the descent o
urinary retention

bruising of the bladder

Give three cexaaples of casecs
unwise to give a preparatory
labour.

1.

2.

3.

Discuss emotional support of

f the foetus

in which it would be
enema to a woman in

a woman in labour.



NORMAL PROGRESSTION OF LABOUR

Labour is the process of expelling the foetus, placenta,
and membrancs from the utcerus. Labour demands th»
womans total participation (physical and emotiona 1.

Activity During TLabour

The woman in labour should be cncouraged to maintain

positions that she finds comfortable. The only reason

for lying down is to rest and relax if she is fecling

tired or if theve are cowplications, i.c., premature
rupture of membranes, multiple preanancy, ote.

In the upright position (walking and s icting) the
antero-posterior diamcter of the pelvis enlarges slightly
assisting the force of gravity to onable the foctus to move
lower in the polvis.

Diet

Lack of food and dehydration must be prevented to provide
adequate cnergy for the labour process. The nurse
clinician should encourage the woman in labour to take
nourishing foods and drinks during carly labour. Easily
digested foods like porrvidge with milk, non-greasy soups,
toasted bread and kea, fresh fruit juice or fruit jelly
or puddings if available must be caten during the latent

phasce of labour. In the active vhase, oral feeds and
fluids are boetter withheld because pain and nervous
tension retavd absorption of food. I labour scems pro-

longed, then intravenous dextross 5% should be given.

stages of Labour

There are three stages of labour. The first is that of
complete dilation of the cervix. The sccond io (hat of
the expulsion of the footus. The third is the separation

and expulsion of the placenta and membranes.

Duration of Labour

The duration of labour varies widely. Among identified
factors affecting duration are whether this is the woman's
first baby or not, the length of time since the birth of
her last child, pelvic size, foetal presentation, strength
of contractions and the vencral physi.al and emotional

condition of the mothorr. The total time should be less
than 24 hours. The majority of this is in the first
stage. Seceond stage may last from a few minutes in a

multiparous woman to a couple of hours in a primiparous
womart. Third stage is usually less than 30 minutes.
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STAGE ONE

Stage one involves three functions: the contrvactions
of the uterine muscle, the thinning and dilation of the
cervix uteri, and the rupture of the bag of waters.
Stage one is divided into two phases - the latent phaso
which is from the beginning of rogular contractions,

to 2 em cevrvical dilation; it lasts for about 6-8 hours
in a Primigravida - the active phase which is from 3 cm
cervical dilation to full dilation. During this phase,

cervical dilation takes place at the rate of 1 om an hour

A. Uterine contractions arve involuntary. with con-
tractions, the muscle fibres become shorter and thicker.
Between contractions, the muscle fibres rotain some of
the retraction without completely relaxing. Con-
tractions last about a minute; if longer the nxyqgen
supply to the foeotus is reduced. Contractions are
rhythmic with dcecreasing intervals usually beginning
about 15 minutes apart early in stage one. By the end
2f stage two, the contractions arc regular 2-3 ninutes
apart. The contractions start in the fundus of the
uterus and spread downward. They are stronger and
longer in the upper segment uterus. This allows the
lower seqgment of the uterus to dilate so that the foctus
can leave the uterus.

Figure LD 11 - As the wppor seqment of the uterus
contracts ard retracts, the lower segment of the
wberus has o Mhin out" ot i1 the cevvix <5 fully
lilated and the foctus Leaves tihe uterus,



A ridge forms where the thick upper segment and the thin
lower sement meet. This is normal. In obstructed
labour the foetus has nowhere to go as the uterus con-
tracts. In this case the ridge Lotween the scqments
can be felt and scen as a depressed ridge running n-ross
the lower part of the abdomen above the symphvsis pubis.,
This warning sign of obstruction and possible ulterine
rupture requires immediate referrval.

B. The thinning and dilation of the corvix involves the
'taking un' of the cerviz by which 1t bocomes continuous

with the lower uterine scqgment. The bag of waters and
the presenting part assist in the dilation by annlying

pressurc to the cervvis. (5ce Figure LD 12.)
Volountary bearing down before complete dilation may
lead to ocdema of the corvix.

Pigure LD 02 - "Taiiing up’ of covoie with pressure from

Dergo o0 e,

C. When the lower soyment ulterus stretches, the membrane
becomes dctached from it and the increased intraunterine
pressure causes the looscned part of the sack to bulge
downward into the ceorvix. It is advantageous for the
membranes to remain intact until the cervix is completely
dilated.

REVIEW QUESTIONS
1. List the three functions of Stage one labour and
describe.
1)

2)

3)
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Discuss the diet of a woman in labour.

From the following, seclect those cases in which a
woman in labour should be resting in bed. Mark
your seclections with crosses.

___at the onset of labour
if she is tired at the onset of labour
when the "false" labour occurs
when the membranes rupture prematurely

in a multiple pregnancy

Which of the following can affect the duration of
labour? Mark those items that do affect it with
the letter "D".

number of babies woman has had

how lonqg has passed since last baby was born
age of the woman

temperature of the room

foetal prescntation

cnotional condition of mother

strength of contractions

size of woman's pelvis

Mark with a letter "R" the warning sign that shows
that there is obstruction and the uterus is about
to rupturc.

. a thick, mucous di:scharge
rupture of the membranes
shortening and thinning of the cervix

visible or palpable depressed ridge in lower
abdomen

two minutes only between contractions

ocdematous anterior lip of the cervix



Complete the following sentences:

a. The first stage of labour is divided into the

and the ___ phase; the

latter starts when the corvix is 3 cm. dilated
and during this phase the cerviy dilates at the

rate of __an hour.

b. A woman whosce cervical dilation is 4 cm. at 10 a.m.

should deliver by .

c. If progress of cevvical dilation crosses the

of the labour graph, the labour

should be considered at and

the patient transfarred to hospital.

d. If regular contractions have continued but at
the end of 8 hours after admission cervical
dilation has not reached 3 an. i.ce. active phase,

this must be diagnosod as

phase and the patient should be _ .

e. In remote health units whore transport facilities
are poor it is neocessary to screen patients bhefore
labour starts so that all suspects of

should be sent to

hospital vight away.

38
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USE OF MEDICATIONS TN STAGE ONE LABOUR

The use of medications during labour can be a difficult
decision. It must be constantly kent in mind that not
one, but two patients will be medicated since most medi-
cations will cross the placenta and affcet the foetus.,
Desirable e¢ffects on the mother may well be most unde-
sirable on the foctus.

Every woman in labour should be given the maximum relief
from pain that is consistent with her own and her infant's
safety. But medications are not the only means wherceby
pain can be relicved. By creating a peaceful atmosphere
for labour, bv suggestion, 'y relaxation and by having a
prepared mother, vou can pravent or alleviate much pain,

Pain is detrimental during labour when it exhausts the
woman physically and cmotionally. A vicious cycle is
set up in which the exhaustion reduces the pain threshold
which worsens the pain which worsens the exhaustion.
Therefore, ther2 are times when an analgesic medication
is required during normal labour. When pain medications
are given late in labour they are often ak peak cffect at
or after delivery causing a devressed baby; thus, giving
them earlicr to brecak the pain cycle and to allow rest
may be the betteor course.

Among medications that you may have to administer are
Chloral Hvdrate 1 to 2 grams; pethidine -~ 100 mg IM;
or promethazine 50 mqg IM alone. The latter will be
useful in promoting sedation and preventing vomiting.
None of these medications should be given late into
labour because they will depress the newborn.

Oxytocins should not be used by the nurse clinician
before or during the first Stage of labour to stimulate
contractions.

Antibiotics are reguired whenever there is more than 24
hours between rupture of the membranes and delivery.

They are also required in the presence of a maternal

fever greater than 3/.5°C. Aampicillin 500 mg every 6
hours is a usual choice. Tetracycline is not recommended
for long term treatment because of its effect on the bones
and teeth of the infant.



REVIEW QUESTIONS

When may analgesia be required during delivery?

What types of analgesics are possible?

Why may analgesic medication be hazardous during
labour?

What are the indications for the nurse clinician to
use oxytocins during first stage labour?

43
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II.

ITI.

STUDENT GUIDE

ASSISTING DELIVERY

Entry Level Knowledge and Skills

Before starting on this unit, you should have
successfully completed all previous units in
this module. (Acceptable performance, 80%.)

Objectives

Using the information and expericnces provided
by the instructor and the module text, you will
be able to:

1.

2.
3.
4

5.
6.

7.
8.
9

Describe the progress of labour and mechanisms
c¢f delivery.

Identify the signs of foectal distress.

Identify the signs of maternal distress.
Discuss the ~onsiderations involved in ruvture
of the membranes.

Assist in normal delivery at a health unit.
Demonstrate procedure for cutting the umbilical
cord.

Assist in home delivery.

Describe the initial assessment of the newborn.
Describe the manual removal of a placenta.

Bvaluation
MODULE PHASE
Upon completion of this unit, you will be assessed

on:
1.

Knowledge: Written test based on the contents
of this unit. Acceptable performance,
80%.

Skills: Your ability to:

—assist in a normal delivery

~tie and cul umbilical cord

~delivery placenta

-care for newborn (initial assessment and
resuscitation)
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ROTATION PHASE

Upon completion of this rotation phasz2, you will
be asscssed on:

-managing a normal delivery, including ncwborn
in health unit or homwu.
-manual removal of a vlacenta

Activities:

In order to accomnlish the objectives of this unit,
you will participate in the following activities:

1. Read the unit text and answer review questions.

2. Participate in group discussion.

3. Observe normal delivery.

4. Assist in at least ono normal delivery.

5. Obscrve cutting »f the umbilical cord,

6. Obscrve the delivery of normal placenta.

7. Observe and verform initlal assessment: of
newborn.

8. Participate in sinulated home delivery.
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GENERAL PROGRESSION OF BIRTH PROCESS

(Labour Stage 'T'wo)

It is not always easy by observation to tell when the
transition from stage one to stage two of labour occurs.

There is only one vositive sign = the full dilation of
the ccrvix. This can only be confirmed by a vaginal
examination. There ave, howoever, a number of probable

signs that can be useful and help vou avoid repeated
vaginal cxaminations which always include the possibility
of introducing infection. These include:

A.  Change in the type of eontraction to the cxpulsive
type with involuntary bLearing down;

B. A trickle of blood may occur from small lacerations
of the cervix - but this can occur with a partially
dilated cervix or may not occur at all;

C. The anus may be seen to be "pouting" and gaping.
This can occur with 2 deeply engaged head late in
the first stage but usually indicates sccond stage;

D. Gaping of the vulva in the primiparous woman is
usually significant. In the multiparous woman
the relaxed state of the tissues malkes this sign
unreliablo;

E. Appcavance of the presenting part is usually a
useful sign but not always, as for irstance in the
case of a foot presenting in a Ffootling breech when
dilation neced only be partial for the foot to be
seen;

I’. Bulging of the perineum is a good late sign usually
indicating that delivery is imminent.

Duration

The importance of diagnosing stage two labour is in
allowing for the timing of the duration. It should be
short. It may be as short as a few minutes. It should
be no longer than 30 minutes in the multiparous woman or
one hour in the primiparous woman. Prolonged beyond
this there may be danger to both the mether and the
child.
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Phases
There are two phases to the second stage of labour:

1. The phase of descent in most multigravidous women
is completed within minutes after full cervical
dilation. In the primiparous woman the presenting
part should be showing within 30 minutes. If it
is not, a vaginal examination should bo made to
determine why not.

2. The perineal phase should last no more than 30-45
minutes. There should be advance with each con-

i’ traction. Lack of advance within 15 minutes with
good contractions is a danger sign.

Monitoring

Monitoring during this stage must be continuous. The
foetal heart should be listencd to after each con-
traction in order to be alert of developing foetal dis-
tress. If foetal distress is suspected, the foetal
heart should be listened to before, during and after
ecach contraction. The point at which it can be heard
Wwill move downward and toward the midline as descent
occurs.

Maternal condition should be checked with the taking of
pulse every ten minutes and observation of contractions.
Ccntractions should be closecly watched for strength,
frequency and duration and whether the uterus rclaxes
between them.

General Cae

Becausc of the danger of aspirating vomitus, only sips

of water or glucose water should be permitted at this
stage. The bladder should be emptied at the end of

the first stage/start of the second stage. If the

woman ci.unot do this, cathtterization will be required.
If the membranes have not ruptured, they should be
ruptured. The woman should be encouraged to maintain

a comfortable position.  The dorsal position has ad-
vantages during this stage, including the chance to

rest between contractions, case in observing the patient's
abdomen, face, wvulva, and case of listening to the foetal
heart. Positions such as squatting, crouching, kneeliny
or lying on the side may be more comfortable to some
women.
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Bearing Down (Pushing OQut)

When the presenting part appears at the vulva the woman
can help by 'pushing out' or bearing down. She may

need instruction or just a reminder in how to push.

lelp her get into good position with a pillow or other
support under her head and upper back. She should grasp
her legs with her knees bent. (See Ficure LD 13.)

ller legs will need support by
someone or with pillows batween
contractions. Have her take a
very deep breath, hold it and
bear down with her abdominal
muscles as if she is going to
pass stool. When she has
pushed as hard and as long as
she can, have her let any re-
maining air out, quickly take
another very deep breath, and
ptsh again as lonqg as she can.

Plagure LD 13 - Posttion

Tell her to keep her cyes open For beaving down.
and her mouth loosc and relaxed

during a push. She should not push unless she has a
contraction. Give the mother moral support while she

is pushing by letting her know when she pushes well and
by telling her exactly how much progress she is making.

Preparing for Delivery

The woman should be encouraged to empty her bladder.

If she is unable and the bladder is palpable, a

catheter should be passed. The pubic area, thighs,

and buttocks should be washed with soap and water.

In the primiparous woman this can be done when about 5 cm
of presenting part is visible. In the rapidly proqressing
multiparous woman the preparation is best done near the end
of stage one.

Scrubbing Up

The nurse clinician should put on an wpron/gown, prepare
the delivery supplies, and place the patient in position
for delivery. She should scrub her hands and arms for
5 minutes using a soft brush. Swab the vulva before
putting on sterile gloves (if gloves are used}, other-
wise a sterile forceps can be used to swab the vulva
with antiseptic solution.
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REVIEW QUESTIONS

What is the only sure way to tell when stage two
of labour begins?

Match the words in column 1 with the correct
definitions in column 2.

a) ___ expulsive 1) floor of the pelvis

b) __ multiparous 2) pushing out

c) ____ primiparous 3) who has had a child before

d) __ perineum 4) who has not had a child before

Mark those signs that may be seen at the beginning
of the second stage of labour with a "Z",

Change in the type of the contraction to an
expulsive type.

Painful contractions every fifteen minutes.
Rupture of the bag of waters.

Gaping of the vulva or anus.

Bulging of the perineum.

Full dilation of the cervix.

The expulsion of the placenta.
The second stage of labour should not be longer
than hour in a multiparous woman and not
longer than in a primiparous woman.

Why is it important to keep the bladder empty
during the first and second stages of labour?



MECHANISMS OF DELIVERY

The mechanisms involved are a scries of passive movements
of the foetus as it presents the widest diameter of each

of tle parts of its body to the widest diameter of the
birth canal on its journey through. Thus there is a
sceries of movements. The exact movements vary with the
presentation, but the principle that the foetus is being
pushed through the birth canal with its differing inlet

and outlet shapes and forward curve at the lower end is

the same. Knowing the mechanisms will allow you to assist
rather than hinder the process. With a vertex presentation,
which is the most common presentation, the movements are

as follows:

BIRTH CANAL
BIRTH CANAL

Figure LD 14 - The uterus Figure LD 1§ - The head meets
pushes on the foctal apine the vesistance of the pelvis,
with contractions (a). cervie and pelvie floor in-

eveasing flexion and a wedge
shape of the head.

1. Flexion of the head is a continuation of the usual
process of descent which may begin two weeks before
labour. The incrcased flexion presents the
smallest possible diameter, one that is half a
centimetre less, thus easing the passage.

(See Figure LD 16 and 17.)
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Figqrg LD 16 - Vertex, left Figure LD 17 - Showing descent
oecipito-anterior. Suturcs with inereasc in fZemkon of
and fontancllcs as sceen from  the head.

below prior to flexion of

the head.

2. Internal rotation is the turning
forwards of whatever part of the
foetus rcaches one side of the
pelvic floor first. The force
of contraction causes the pre-
senting part to stretch that
part of the pelvic flooxr. With
the end of that contraction the
pelvic floor recoils or "bounces

back". Since it slopes for-

ward, the presenting part is

guided forward and rotates. Figure LD 18 - Showing
internal rotation of the
head. The ocetlput lies

behind the symphysis
pubis.
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3.

Crowning is the term used
when the presenting part
escapes under the sym-
physis pubis and no
longer recedes between
contractions.

Extension is the movement
by which the flexion is
undone. The back of the
neck rotates on the lower
border of the symphysis
as the face and chin pass

over the thinned perincum.

Restitution is the turning

of the head to undo the
twist in the neck that
occurred during internal
rotation of the head.
This confirms the postion
and will assist you in
knowing how to guide the
shoulders. In the LOA
(Left Occiput Anterior)
the restitution is back
to the left.

Internal rotation of the
shoulders is a movement
similar to that which

occurrcd to the head in 2.

This presents the shoul-
ders to the outlet in the
Anterior-Posterior dia-
meter. It occurs the
next contraction after
the head is delivercd.

External rotation of the
head is‘:the movement of
the head accompanying the
internal rotation of the
shoulders. It is always
in the same direction as
restitution. It indi-
cates that the shoulders
are now in the Anterior-
Posterior diameter ready
for exzpulsion.

Piguve LD 19 -
Crowning of the
head.

Figure LD 20 -
Lrtension of
the head.

Figure LD 21 -
\\v’—“ﬁ// Restitution of
: the head, oceipi
turns to left i1
an L.C.A.

Figurc Lo 22
Internal ro-
tattion of the
shoulders.

Figure LD 23 -
External rotatio
of the head.
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Lateral flexion of the body is
the sideways bending of the
spine that occurs so that the
body fits the curve of the birth
canal while the body is being
expelled. The body passecs over
the perincum and is carried up-
wards over the symphysis pubis
towards the mother's abdomen

by the nurse clinician to aid Slowre LD 84 - Lateral
in lateral flexion. flexion of the body.

REVIEW QUESTIONS
Match the words or phrases in the first coiumn with
those in the second column:
lateral flexion of the body
extension
restitution
_____internal rotation
crowning
external rotation of head
internal votation of shoulders
flexion of the head

a. turning of the head to undo the twist in
the neck.

. turning forwards of whatever nart of the
foetus rcaches one side of the pelvic floor
first.

c. the movement by which flexion is undone.

d. movement of head accomvanying internal
rotation of the shoulders.

e. sideways bending of the snine.
f. continuation of the usual process of descent.

g. the presenting part no longer recedes
between contractions.

h. similar to internal rotation of the head.

Why is it uscful to know the different mechanism of
delivery?
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SIGNS OIF FOETAL DISTRESS

Lack of oxyvgen (anoxia) is the most common cause of

foetal distress. Anything that causes a decreased
amount of oxygen to be available to the foectus is a
potential cause of foetal distress. This can include

such things as placental insufficicency or infarct, pro-
lapse or pressure on cord, inadequate maternal circu-
lation, various medications given to the mother ctc.
Oxygen lack can causc foctal death and stillbirth or
brain damage.

Signs of foetal distress arc:

1. Abnormal foectal heart rate.

2. Foetal heart that is irregular,
intermittent or weak.

3. Meconium - stainced amnionic fluid.

4. ixcessive foctal movements.

5. Cord-murmur.

1. The ecarliest sign of foetal distress is often an
increase in foetal heart rate. An incrcase of
over 20 beats per minute or a rate of over 160 per
minute should alert you to foetal distress.

When the foctal heart: decreascs by 20 beats ner
minute this indicates severe lack of oxygen. The
heart beats progresaively slower. A rate of under
110 per minute should concern you and below 100
indicates the foectus is in the danger zone.

2. Any alteration of rhythm may indicate foctal distress.
A weak sound may indicate distress ov it may simply
indicate the foetus has changed vosition, thus
muffling the sound.

Foetal heart sounds can be strong and normal and

suddenly fail. They may be abnormal but the baby
be born in satisfactory condition. They are still
the best system for monitoring the foetus that you
have.

3. The passage of meconium which is a thick dark green
material should be considerced a serious sign cxcent
when the brecech is the presenting part and pressurc
causes the passage of meconium. In other cases it
indicates a relaxed state of the intestine and anal
sphincter because of poor muscle tone induced by anoxia.
Slight grcen staining of the amniotic fluid may be due

to previous distress from which the foetus has recovered,

but thick fresh meennium indicates current foetal
distress.
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Excessive foetal movements may indicate anoxic con-
vulsions and sometimes precede intra-uterine death.
Normally therc is little Foetal nmovement during labour.

A soft blowing sound or murmur at the same time osg the
foetal heart beat may indicate that the cord circu-

lation is impeded. This could occur from prolapse or
pinching of the cord or from a tightening of a knot in
the cord. Tt does nol always indicate foctal distress,

but it may.

REVTEW QUESTIONS

Match the words or phrases in column 1 with the

appropriate word or phrase in column 2:
COLUMN 1 COLUMN 2

most common cause of foetal

distross a. meconium
= L a0

earliest siagqn of foctal

—_— T L. unusual

distress ¢

_ foctal heart rate of less than c¢. may indicate cord

100 circulation is impedad
____ mMmeconium in amniotic fluid d. lack of oxygen

foctal movement during labour ¢. sign of foetal distress

sofit blowing sound at same f. increcase in foctal

time as foctal heartbeat heartbeat of over 20

beats per minute

foetal stool g. sign of very scrious
foctal distress

Mark with the letter "A" thosc items below that can be
responsible for foetal anoxia.

placental insufficiency
placental infarct

hot, humid climate

cold, dry surroundings
prolapse of the cord
pressure on the cord
medications given to nmother
vertex prescentation

episiotomy
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SIGNS OF MATERNAL DISTRESS

It is important not to forget to monitor for maternal
condition during labour as well as that of the foetus.,
Blood pressure, pulse and temperature should be taken
and recorded at least every four hours. Don't wait
until maternal distress is apparent but anticipate it.
Take into consideration:

l. Her underlying health

2. Her general vitality

3 The lenyth of time she has been in labour

4 The length of time since the membranes
ruptured which could expose her to infection

5. How much sle2p she has had

6. llow much pain she has experienced

7. Whether dehydration or ketosis are present.
An early sigrn of maternal distress may be a rising pulse.
Over 90 per minute should be a warning. Her temperature
may increcase. Over 37.57°C should be a warning. She may
feel weak and be apathetic or have vomiting. Acetone

may be present in the urine.

Later, signs of maternal distress may be an anxious
expression with paleness around the mouth. The woman
looks and feels ill; shec senses something is wrong.
Beads of perspiration may be secen on her upper lip.
Signs of dehydration may be mnanifested, including a dry
mouth and concentrated urine. Marked restlessness may
occur with inability to relax betwcen contractions.
Dark-coloured vomitus welling up into her mouth is a
bad siqgn.

Rehydration with dextrose and electrolytes given intra-
venously may be required and transfer to the hospital,

if that is possible, may be indicated. Sedation is also
indicated.



REVIEW QUESTIONS

Write the letters "MD" next to each of the following

that could be indications of materna)

pulse of 60 per minute
pulse of 84 per minute

tempcrature of 37.5°C

agcetone present in urine

temperature of 36.49C
blood pressure of 130/92

___ feeling of weakness
Maternal blood pressure, pulse
be taken and recorded at least
during labour.

In cases of severe dehydration
rehydration with intravenous

distress:
anxious expression
rallor around mouth

beads of perspiration
on upper lip

restlessness
vomiting
pulse of 100 per minute

dry mouth

and temperature should

every hours

of the woman in labour,
and

may be

required.

Give definitions of these words:

ketosis:

apathetic:

electrolytes:

ol
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RUPTURE OF MEMBRANES

The amniotic membranes make up a sack that contains the
foetus and the amniotic fluid. It is often called the
"bag of waters". It ruptures during labour to permit
the expulsion of the amniotic fluid and the foetus. Tt
is adherent to the uterus throughout pregnancy until the
third stage of labour when it, along with the placenta,
detaches and is expelled.

Occasionally, the membranes will rupture or be torn very
early in labour. This can complicate the labour and can
allow infection to develob. Tf delivery is delayed more
than 24 hours after the rupture of the membrancs there is
a chance of infection within the amniotic fluid. This
can often be detected by the foul odour. It is dangerous
in that the resultant infection can spread to the pelvic
organs. If the foetus inhales some of the infected fluid
it can lead to serious neonatal pneumonia. In cases in-
volving rupture of the membrancs for over 24 hours, anti-
biotics such as awpicillin 500 mg every six hours should
be given to the mother. Any fever above 37.5% during
labour reguires the administration of antibiotics.

Another problem resulting from carly rupture of the mem-
branes is that with the draining off of the amniotic

fluid the vcerus may mould around and cling to the foctus.
This can maile labour and delivery more difficult and may
interfere ith placental-foetal circulation leading to
anoxia.

Ideally the membranes remain intact until the cervical os
is fully dilated. This proteects against sepsis and
anoxia. The intact membranes help distribute the forces
of contractions morc efficiently. At or near full
dilation there is little support of the membranes and it
is common for them to rupture at that time. The nurse
clinician may need to rupture the membranes if this does
not occur spontaneously by the end of the first stage.
Normally, the presenting part fitting into the cervix re-
Luing most of the amniotic fluid even after membrane
rupture and maintains the advantage of the fluid equalizing
the pressure force of contractions.

Whether the membranes have ruptured can he determined by
the pelvic examination when the intact membran can be
palpated bulging in the os. This may be mislecading since
it is possible for intact membranes to cling to the foetal
presenting part or for the membranes to rupture higher in
the uterus releasing fluid while the presenting membrane
remains intact and bulges.



When there is doubt about whether the membranes have
ruptured, upward pressure on the presenting part betwecen
contractions may allow clear pale straw-coloured fluid

to escape if they have. A green tint indicates meconium
in the £fluid and suggest foetal distress. Golden colour
may indicate a foetal hemolytic diseasc. Milky colour
or the presence of white specks is due to the normal
covering of the foetus and holds no significance.

REVIEW QUESTIONS

l. TFrom the llst below, sclect what you think to be the
greatest danger from premature rupture of the
membranes: Mark it with the letter "D".

the uterus may mold around and cling to the foetus
fluid can be released

infection can develop leadin¢ to neonatal pneumonia
the force of contractions may be distributed evenly

foctal hemolytic disease can develop

2. Match the words and phrases in column 1 with those in
column 2:

COLUMN 1 COLUMN 2

clear pale straw-coloured a. might indicate foetal
hemolytic disease

green tint in amniotic b. ruptured membranes for
fluid over 24 hours

golden colour of c. normal colour of
amniotic fluid amniotic fluid

milky colour of d. requires antibiotics

amniotic fluid . .
e. meconium - foetal distress

— foul odour f. normal - covering of the

fever above 37.5° foetus
during labour
3. Define the words:

intact:

hacmolytic:

neonatal:

differentiate:

adherent:

detaches:
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CLINICAL SKILL
NORMAL DELIVERY
IN HEALTH UNIT

Supplies Sterile Instruments
Antiseptic solution & basin Catheter and bowl
Table or bed Rubber bulb nose syringe
Well-lighted room Episiotomy scissors
Clean sheet/waterproof sheet Tray with syringes for
Cotton balls medications
Clean wrap for baby Scissors for cord
Container for placenta Cord ties
Apron/gown Gloves (if used)
2 clamps (artery forceps or

haemostats)

Purpose

Assist in the normal delivery process
Introduction

It is well to remember that in the normal delivery your
job is to assist, not to deliver. The body does the
delivery. (Refer to Mechanisms of Delivery.) The
temptation to actively interfere, to smeed up the process,
to push or pull should be strongly resisted as it tends
to complicate a normal process leading to injuries of the
foetus and mother.

Dress in clean and washable clothes and shoes. It is
impossible to assist in a delivery without soiling one's
gown and clothes with amniotic bluid, blood, meconium etc.

Prepare: Pitocin injection for use after delivery of the
baby. Delivery instruments/supplies.

During all of this preparation, remember to continue to
encourage and support the woman and her family. It is
easy to become so involved in prevaring of equipment etc.
that one forgets the monitoring and support needed at
this crucial time for the woman, baby and family.

Step 1l: Have the woman lie in on her back with her knees
bent on a clean sheet,waterproof sheet.

Step 2: Encourage the woman to urinate. If unable and
the bladder is palvable, catheterize.



Step 3:

Step 4:

Step 5:

Step 6:

Step 7:

Step 8:

Step 9:

Step 11:

Step 12:

Step 13:

Wash the pubic area, thighs and buttocks with
soap and water.

Scrub your hands with a soft brush and anti-
septic soap for 5 minutes.

Put on sterile gloves (if available).

Stand on either side of the woman (right side
if ycu are right handed).

Place palm of left hand on the
crowning head (i.D 25)Ask the
woman to stop pushing and begin
to pant.

Allow the head to glide over
the perineum (extension) en-
couraging the woman to continue
to pant.

An cpisiotomy may be required
at this time to vrevent a
perineal tear (see scction on Figure LD 25
episiotony).

The chin may be freed, if necessary, by slipping
the index finger under the side of the jaw,
sweeping it below the chin and out at the other
side.

Since in many cases the umbilical cord is looped
around- the baby's noeck from one to several times,
“ue finger of your «<lean hand (not one that has
been near the anus) should be inserted into the
vagina to feel if the umbilical cord is around
the baby's neck. If it is, it should be gently
taken over the bhaby's head. Do not pull viqgor-
ously on the cord or it may break or choke the
baby. If the cord will not come over the head,
it should be clamped with two clamps and cut be-
tween the clamns.

Suck mucus from the mouth and nose of the baby
using the bulb syringe.

Normally the shoulders are born during the next
contraction after the head. Do not hurry the
process unless the face becomes dark blue in
colour or you have had to cut the cord.

58,
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Step

Step

Step

Step

Step

Sten

Step

14:

15:

16:

17:

18:

19:

20:

The mother should be given Pitocin 1 cc, IM
after the anterior shoulder is delivered, or
after delivery of the baby if you do not have
an assistant. *Rule out twins before giving
pitocin.

When the anterior shoulder is free, the head
may be guided upward slowly and smoothly to
ease the escape of the posterior shoulder.

Delay in the natural delivery of the shoulders

is usually due to incomplete rotation of the
shoulders. Rotation may be assisted by a

finger carefully and gently hooked into the
anterior axilla causing forward rotation followed
by downward traction. If this fails, refer to
Delay with Shoulders.

The baby is carried up onto the mother's
abdomen as the body is delivered.

Time should be noted if possible. Initial
assessment is made (APGAR).

Stimulate respiration of baby if needed. {See
Care of Newborn).

Sixty seconds or when cord stovs pulsating,
clamp and fie the cord. (See section on
Cutting the Cord.)



REVIEW QUESTIONS

Clinical Skill - Normal Delivery

Define these words:
Crowning:
Extension:
Panf:
AGPAR:
Complete these sentences:
a. The nurse clinician must resist the temptation
to interfere with the normal birth process, since

to do so might lead to injuries of the
and .

b. When assisting in the delivery, the nurse clinician
should scrub for minutes
and wear ,» (1f available).

c. After crowning, the woman is asked to stop
and .

d. The baby's head is allowed to glide smoothly
uoward and outward over the

e. Vigorous pulling on the umbilical cord may cauSe
it to .

Discuss umbilical cord looped around the baby's neck.

When and for what reason(s) is Pitocin used?

63
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CLINICAL SKILL
HOME DELIVERY

INTRODUCTION

Two~thirds of all babies born in the world today are
deliivered at home by local birth attendants. The Nurse Clinj
(N.C.) and traditional birth attendants shoulld work
together to help parents have normal and hcalthy babies.
N.C.should encourage traditional birth attendants (T.B.A.)
in their area to share ahd learn about child birth. The
N.C. should approach them with respect. These persons

have the benefit of long expericnce. They may have re-
ceived extensive training in traditional or herbal medicine.
They offer an important service to the community. More
importunt, they have the confidence of the women. They
deserve respect. The N.C. can learn about the T.B.A. by
going with them Ffor home births. If the N.C. is assisting
in a home birth, she should invite the local birth attendant
to help. This is a guod time for teaching and learning
methcds of safe child birth.

laving a baby is a natural experience. The person
assisting with the birth should remember that she is
there to help. ITt's a wonderful feeling to be able to

help a woman who is happy to be having a baby.

The family asks the N.C. to help with the birth. They
prepare the place of birth and decide who will be present
for the birth. With the help of the N.C., the family
gathers the needed supplies in advance of the expected
birth. They call the N.C.when labour begins and give
the mother support and encouragement during the birth process.

The N.C.may be asked to help with a home birth by the
family or by the local birth attendant. In either case
the N.C. should encourage Lhe T.B.A.to accompany her on
home visits and for delivery. The N.C.helps the family
prevare for the birth and at the same time discusses with
the T.B.A. her methods and preferences.

The T.B.A.goes with the N.C.for home visits and birth as
a way of updating and learning new skills and to help the
N.C. in any ways that are needed. The T.B.A. may very
well reach the home before the N.C. when they arc called
for the delivery since she will probably live closer than
the N.C. Thus, it is important that the T.B.A. and N.C.
share information about pregnant women in their area.
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PREPARATION

The N.C.needs to help the family make plans for the home
birth. The family should decide who will be present for
the birth and what roles they should play. The birth of
a child is an important family event. It is good for
the mother and baby to have friends/family around during
this time. In some arcas, certain family members may
not be allowed to attend the child birth. These are
important factors to be recognized and acceptced by all
hecalth workers involved in the birth.

The family will identify the birthing area. The N.C.
needs to discuss the importance of a clean area. The
arca may be a room in the house, a place in a shed, or
an enclosure in the yard.

Supplies prepared by the family:

Clean material for the mother to rest on to delivery,
This may be a clean mat or clean bed clcth.

Material to soak up blood and water, such as newspaper,
clean leaves, dried grass or cloths.

Scap and cleaned boiled water.

Sanitary pads or nicces of clean cloth

Boiled Razor blade and material to tie the cord (fish
string, threcad)

NURSE CLINICIALL HOME DELIVERY KIT

Scissors
Mucous extractor
Eye ointment
Sterile cord ties
Methylated Spirits
Soap
Nail brush
Ergot Injection
(sterile syringe,needle)

Figure LD26-Nurse Clinician Kit
for Home Declivery




BIRTH
Purpose: Assist in a normal home delivery.

Introduction: It is good to remember that friendly
surroundings and an understanding, relaxed and kind
nurse clinician will do much to help the mother during
the more difficult time of the labous. The mother
should be encouraged to bath, walk arcvand, eat a good
meal as she would before doing any type of hard work and
just be comfortable.

Prepare: Supplies and equipment

Step 1: The mother feels the urge to 'pass stool' and
push. Encourage her to push with each con-
traction assuming which ever position she
finds most comfortable.

Figuve LD 87 -
A. Squatting
Migure LD 25 -
Lyina down

Figure LD 88 -
B. Kneeling

Step 2: Encourage her to relax between pushing out
contractions.

Step 3: Wash the pubic area, thighs and buttocks with
soap and water.

Step 4: Wash your hands and arms with soap and water,
using the nail brush. .

Step 5: Squat, sit, or stand beside the woman.



Step 6:

Step 7:

Step 8:
Step 9:

Step 10:

Step 11:

Step 12:

Placentz

Step 13:

Step 14:

Step 15:

Step 16:

Step 17:

%P

If the woman is in position B or C, place the

palm of your hand on the crowning hecad. Ask

the woman to stop pushing and begin to pant.
((If the woman is in position A, encourage the

woman to stop pushing and pant as soon as the

baby's head can be scen. She will just pant

(breathe) the baby out and the baby will slide
on to the mat under the woman.))

Allow the hecad to glide over the perineum,
encouragina the woman to continue panting.

Check that the cord is frece (loose).
Clear the mouth and nosc of mucous.

Support the baby as the body turns and comes out.
Remember the baby is slippery.

Clear the mouth and nose of mucous.

When the baby is cryina loudly and the colour
is good, tie the cord in three places.

Baby

Figure LD 30

Cut the cord leaving two ties for the baby.

Wrap the baby in a dry cloth; hand to T.B.A.
or family member to put the baby to breast.

When the signs of placental separation are
present (see delivery of placenta) encourage
the mother to push the placenta out.

RuL the utcrus gently with the palm of the hand.

Look at the placenta and membranes to make sure
no missing parts.



Step 18: Check birth canal for tears.

Step 19: Check uterus to make sure it is hard. Look
at the bleeding.

Step 20: Have the mother empty her bladder, bath and
put on clean clothes.

Step 21: Look at the baby and put eye ointment in the
eyes. Check the cord for bleeding and put on
solution. Wrap in another clean, dry cloth.

Step 22: Put to the breast.
Step 23: Check the uterus.
Step 24: Clean up equipment*.
Step 25: Check the uterus.

Step 26: Tell the mother when you will return.

AFTER BIRTH

Purpose: To make sure everything is OK with the mother
and baby.

The T.B.A. and N.C. should take time to talk about the
birth, sort of to share view of how things went. The
T.B.A.should accompany the N.C.during the home visits and
can help the N.C.to do th~ three days of home visits after
the delivery.

Step 1: vVvisit the mother and baby every day for three
days and again in 4 wecks.

Step 2: Check the uterus and the vaginal discharge.
Check whether the baby is sucking and the cord
is clean and dry.

Step 3: Advise the mother:
~keep the breasts clean by washing with soap and
water twice in a day.
-the uterus will gradually decrease, each day
one finger breadth until by the 10th day it
cannot be felt. (See LD 31)



Step 4:

b6

Figure LD 31

-discharge from the birth canal is red for
about 3 days, then pinkish-brown for about
6 days and the amount decreases. Then it
becomes whitish. In three weeks after the
birth the discharge will stop.

-wash the vulval arca with soap and water each
tim: after urinating or passing stool until
the discharge stops.

-rest is important.

~caution about the dangers of putting cow dung,
native medicine, etc. on cord.

~if baby is circumcised, caution about putting
medicines, advise soap and water.

-if male baby not circumcised, sliow mother about
washing under the foreskin.

Report the birth to the proper authorities and
obtain birth ceyrtificate.



CUTTING TIHE CORD

The umbilical cord links the fortus to the placenta and
allows circulatici carrying oxygen and nourishment. It
has two arteries which carry blood from the foctus to thoe
Placenta and one vein carrying blood back to the foetus.
The averaqge cord length is about 55 cm but they may be

half that length or three times that length. The cord
may be wrapped around the neck of the foetus from one to
scveral times. Cords may include knots formed when the

foetus passed through a loop.

The cord, since it provides oxygen to the focetus through
the circulation, must be prescerved and protected as long
¢ - possible. It should be handled carefully for a torn
cord may allow hacmorrhage of foetal bhlood. Thirty cc
of foetal blood is equivalent to 600 cc loss of blood in
an adult: The cord will stop pulsating after birth and
should be tied and cut at that time. Occasionally, the
cord must be cut earlicr because of tight loowns around
the baby's neck or because of short length.

she cord should be tied threce times and cut between the

outer two Lics as a safety measure. Tt must be handled
and cut with sterile technique to prevent infectior. The
cut end of the cord must be kent clean and dry. It

should be checked regularly in the first 24 hours for
any siiqn of bleeding.

REVIEW QUESTIONS

1. What structures are in the cord and what is their
function?

2. When is the cord usually cut?

3. When may it be necessary to cut the cord early?

4. What could contamination of the cord cause?



CARE OF THE NEWBORN

Cleaning the Air Passages

Breathing is the first function of the newborn to be
established since the newborn will no lonacr be supplied
oxygen through the nlacenta and coxrd. Therefore, the
first action of the newborn will be to gasp for breath.
If the mouth, nosc and air passages are full of mucous or
other fluid this will be sucked into the lungs and may
make breathing difficult or impossible. Therefore, your
first responsibility to the newborr is to clear the air
passages. As soon as the nose and mouth are delivered,
wipe them with a sterile gauze or cloth to remove mucous.
Then use the bulb syringe to aspirate mucous ard fluid
from the nose and mouth of the baby.

Stimulating the Newborn

Often the process of birth will be sufficient stimulation
to initiate active respiration. If not, as soon as the
baby is born, hold it with the head lower than the lecvel
of the placenta and clamn/tie cord 30-60 seconds after
delivery is completed, Hold the baby with the head
lower than the legs so that fluid can drain out (remember
that bhabies are slippery so hold carefully). Stimulate
by rubbing the back and repeat aspiration with the bulb
syringec. Mouth to mouth respiration may be attempted.
Remember that the baby's lungs are small and fragile.

Use puffs of breath from your cheeks at the rate Hf
20/minu-e.

Assessing the Condition of the Newborn

The "AGPAR scorce" is a standardized method of evaluating
the condition of the newborn. It is usually scor~1 at
one and five mirntes after birth. The five minute score
gives a reasonably accurate prediction regarding survival.

INITIAL NEVWBORN ASSESSMENT AT BIRTH (Sec page 69)

Purpose: To detect abnormalities.
Initial assessment should be
made at the time of the
delivery.

A healthy baby breathes and cries as soon

as he is born.

His colour quickly changes from pale to

pink.

When you :uck him out, he coughs. Figure LD 32 - A
He moves his arms and legs. healthy newborn
His body feels firm and is curled up baby.

(flexed).




INITIAL ASSESSMENT - (may be called APGAR scoring)
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NORMAL (2)

BELOW NORMAL (1)

ABNORMAL (0)

1. BREATHING

~taking breaths
-breathing irregular for
5-15 minutes

-cries

—not breathing well

-grunting, insuction,
irregular breathing after
15 minutes

~whimpers

-no breathing

-no cry

2. COLOUR OF SKIN

~body & face pink
~hands & feet pale,
if cold

-pale body &/or face

i S

-pale hands and feet

-blue, pale body and face
~-blue, pale hands and feet

3. HEART

~heart beat strong
-rate above 100/min

-nT st beat weak
oz below 1CO/min

-no heart beat

4. MUSCLE TONE
AND MOVEMENT

-flex & move arms,/legs
spontaneously

-firm arms and legs

~nD spontaneous movement of
arms & legs, movement
present with stimulaticn

-floppy, flerxed arms and
legs

-no movement with stimulation

—linp arms and legs

5. RESPONSE

—-coughs &/or sneezes when
sucked with extractor
(bulb syringe,catheter,
etc.)

-facial grimace when sucked

—no response when sucrod

RATING:

NEWBORN DISTRESS AT 1 and 5 MINUTES:

Severe: 0o - 2
Moderate: 3 -6
Normal: 7 =10



General Care

The most important general care of the newborn is to keep
it warm. It has been living at a constant controlled
temperature in the amniotic fluid. Its body may not be
able to control its temperature well immediately after
birth. A wet, naked newborn will chill rapidly from
evaporation. Therefore, dry the baby and wrap it in a
cloth or towel. Remember, the baby's head is one-fourth
of its body surface, so cover the back and top of its
head too. The newbcrn does not nced bathing immediately
after birth. That tends to zhill it and is unnccessary.
It can be washed with a mild soap and warm water in 12 to
24 hours.

The best place to put the wrapped baby is in the mother's
arms so that the baby can nurse from her brecast as soon

as possible. This is of advantage to both the newborn

and to the mother. Remember that, you the nurse clinician
is used to seeing newborn babies, but the mother may be
disappointed with what she sces. The cord stump should

be kept clean and dry.

After caring for the mother be sure to do a complete
physical examination of the ncwborn. (See Newborn
Examination.)

Care of the Eyes

Soon after the birth of the baby it is important to take
special carc of the eyes. This is because of the serious
consequences should infection develop. Infection with
gonorrhoea which can be acquired during passage through
the birth canal can cause permanent blindness.

With freshly washed hands, any mucous or matter is gently
wiped from the outside of the eyelids using cotton or
gauze. Then two drops of fresh 1% Silver Nitrate
Solution or tetracycline eye ointment is instilled into
each eye. The 1% fresh Silver Nitrate solution mav
produce reddening of the eye in a few hours, but this is
self-limited and not dangerous.
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REVIEW QUESTIONS

INYTIAL CARE OF THE NEWBORN

What is your first responsibility to the newborn?
Mark the answer you select with a cross:

evaluate its condition

clear the air passages

give mouth to mouth resuscitation

flick the soles of its feet with your fingers
predict whether it will survive

keep it warm

do a complete physical examination

keep the cord stump clean

What would the APGAR score be for the following babies?

Baby A: Body pink, limbs blue, respiration

slow, weal cry, heart rate less
than 100, some flexion of limbs,
facial grimace when sucked out

Baby B: Colour pink, strong cry, heart

rate less than 100, active
movements, facial grimace when
sucked out

Baby C: Colour blue-pale, slow, irreqular

breathing, weak cry, heart rate
over 100, some flexion of limbs,
cries when sucked out

Complete these sentences:

a.

Babies can become infected with gonorrhoea during

Infection with gonorrhoea can lead to the baby's

permanent

After cleaning away mucous from the eyes, two

drops of are put

into the baby's eyes.
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Third Stage
DELIVERY OF LTACENTA

The third stage of labour is the separation and expulsion
of the placenta. This is usually accomplished in 5 to

15 minutes but may take up to 30 minutes. With the birth
of the baby, the placenta no longer has any function so
the body normally expels it.

Mechanisms of Placental Separation

After delivery of the baby, the uterus continues to con-
tract and retract. Its internal surface arca decreases.
When it gets to about half of its previous area, the
placenta begins to buckle and separate from the uterus.
The more vigorous the contractions, the more rapid the
separation. As the placenta is separated, it is forced
into the lower uterine segment. (See Figure LD 33.)

It then slides down into the vagina and out or can be
lifted out from the vagina.

Figure LD 3% - Third stage. Ilacenta ‘n lower uterine
segment.

Use of Oxytocic Drugs

Administration of an oxytocic drug, Pitocin 1 cc to the
mother immediately after the baby has been born, increases
contractility of the uterus, hastens the third stage of
labour, and reduces blood loss. It should not be given
earlier.
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Signs of Placental Seraration

There are a number of signs that are evidence that the
placenta has separated and left the upper uterine segment.

1. The fundus feels hard and round rather than its
previous flattening laterally.

2. The fundus rises to the umbilicus and can be
palpated or seen as lying just under the abdominal
wall.

3. The uterus is mobile. Since it has risen and is
no longer restrained by tine pelvic rim, it can be
noted to be freely movable. This should bhe’tested
gently.

4. The cord lengthaens at the vulva because the placenta,
having slid down into the vagina, pushes more of the
cord outside.

5. The placenta may be seen at the wulva. If the shiny
foetal surface is visible, it is usualiy completely
separated. (See Figure LD 34) If the dull maternal
surface is visible, parts may still be adherent to
the wall of the lower uterine segment. (Sece Figure LD 35

Figure LD 34 - Figure LD &5 -
Expulsion of the Placenta. FExpulsion of the Placenta.
The Schultze method. The Matthews Uuncan method.

Shiny surface Pull surface
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Blood Loss

Until there 1s separation of the placenta, there will be
little blood loss. Under normal circumstances, the con-
traction of the uterine muscle fibres pinch off the
vessels that supplied blood to the placenta. The usual
amount of loss is 100 cc to 250 cc. It is important to
observe the uterus for size and tone and to measure or
estimate the amount of blood loss. Should signs of
shock, such as pallor or rapid heart rate develop, it is
urgent that the bleeding be located and stopped and that
supportive measures to counteract the shock be taken.

Expulsion of the Placenta

As soon as the uterus is felt to contract and signs of
placental separation are observed, the mother should be
asked to bear down and nush as she did for the birth of
the baby. You may assist by supporting the abdominal
muscles with your hands. Place the palms of your hands
on the abdomen just below the umbilicus as the mother
pushes. If this fails, make sure the placenta has
separated by rechecking for the signs of separation.

If the placenta has separated, rub up a contraction in

the uterus using the palm of your hand. Deliver the
placenta using controlled cord traction (Brandt-Andrews
method) . Traction is applied to the cord with the

right hand while the uterus is supported by the left hand
placed on the abdomen just above the symphysis pubis.

If the cord breaks (unusual) a gentle vaginal examination
should be done to determine whether the placenta is in
the vaginal canal or gripped in the cervix.

If vaginal bleeding starts during or after delivery of
the placenta, a uterine contraction should be rubbed up.
Ergometrine 0.5 mg IV should be given. (See PPH page 90)

Inspecting the Placenta

After the delivery of the placenta and membranes, inspect
it for completeness. Grasp the cord and examine the
membranes. Then hold the placenta in both hands with

the rough surface exposed. Look for the missing parts

of the placental lobes (cotyledons). The placenta should
be disposed of taking into consideration customs and
traditions.
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Manual Removal of Placenta

This is a serious and difficult procedurec.

Haemorrhage

will not occur as long as the placenta is completely
In case it is adherent it is beslt to trans-
fer the patient to a hospital if that is possible,

attached.

monitoring carefully during the transfer.

At times,

because of remoteness and haemorrhage from partially
detached placenta, it may be nececssary for you to do a
manual removal.

Step

Step

Step

Step

Step

Step

Step

Step

Ster

1:

Patient is placed on the lithotomy position and
the vulva quickly cleaned with soap, water and
antiseptic solution. Ensure that the bladder

is empty.

Make your hands as aseptic as possible by washing,
using siterile gloves and lubricating the right

glove with antiseptic.

Hold tlie cord taut with the left hand.

Insert the right hand into the vagina by forming
it into a cone shape with thumb in palm.

With the right hand, follow the cord up to the

placenta.

The left hand releases the cord and is used on
the abdomen to steady the uterus and hold it
down within reach of the right hand.

On finding the separated arca,
the ulnar border of the ex-
tended fingers of the right
hand is slipped between the
placenta and the uterus

with the palm facing the
placerta. (See TFigure LD

36.)

With a sideways slicing move-
ment the placenta is gently
detached.

The left hand rubs the uterus
through the abdominal wall to
produce a contraction and
expel the right hand with
the placenta in its grasp.

Figure LD 38 - Many
removal of placentc
Fingers separating
placenta.
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REVIEW QUESTIONS

Mark with the letter "T" thosc phrases that are
TRUE for the third stage of labour.

it

it

it

is the expulsion of the foetus and placenta
is the expulsion of the placenta

normally is accomplished in 30 minutes

it normally is accomplished in two minutes
it normally is accomplished in five to fifteen
minutes

during it, the normal amount of blood loss is
about 150 cc.

What is the purpose of giving an oxytocic drug
(Pitocin 1 cc) to the mother after the baby has been

born?
it
it
it
it
it

List 4

1)

2)

3)

4)

Mark the answer you select with a cross.
stimulates the baby's respiration
increases contractility of the uterus
prevents gonorrhoea
raises the mother's blood pressure

prevents shock

signs of placental separation.

Discuss the mechanism of placental separation.

Describe the technique of delivering the placenta
using cord traction.

When should the nurse clinician manuallv remove a
placenta?
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USE OF MEDICATION DURING DELIVERY

There are several medications that at times may be
required during Stages II and IITI of labour.

1.

Oxytocics may be administered after the delivery of
the anterior shoulder. They may also be required

in atonic postrnartum haemorrhage. Pitocin 1 cc may
be given I.M. The patient's condition should be
monitored carcfully especially after IV administration.

Local infiltration anaesthesia with zylocaine 0.5% or
1% will be required for an episiotomy or repair or
for repair of a perincal laceration. Make certain
by syringe aspiration that it is not being injected
into a blood vessel.

IV fluids may be required in treatment of shock.
See Emergency bModule.

One percent fresh {1%) Silver MNitrate solution or
tetracycline eye ointment should be used for
prophylaxis against neonatal eye infections.
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III.
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STUDENT GUIDE

Monitoring of Puerperium (Postnatal)

Entry Level Knowledge and Skills

Before starting on this unit, you should have
successfully completed all previous units in this
module and should have observed or participated in
at lcast onc delivery.

Objectives

Using the information and experiences provided by
the instructor and the module text, you will be
able to:

1. Describe and monitor the normal puerperium.

2. Describe the complications of the puerperium.

3 Describe and perform the examination of a
newborn.

Evaluation
MODULE PHASE

Upon completion of this unit, you will be assessed
on the following:

1. Knowledge: Written test based on the contents
of this unit. Acceptable performance,
80%.

2. Skills:

a. Your ability to monitor a woman in the first
hour of puerperium.

b. VYour ability to monitor (1) return of repro-
ductive organs to normal state, (2) initiation
of lactation, and (3) rest physical and
emotional.

c. Your ability to perform a physical examination
of the newborn.

ROTATION PHASE

1. Your ability to manage a woman in the first hour
and after of puerperium.

2. Your ability to diagnose and manage Sepsis.

3. Your ability to diagnose and managc post partum
haemorrhage.
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Iv.

Activities

In order to accomplish the objectives of this
unit, you will participate in the following
activities:

1. Read the module text and answer review
questions.
2. Participate in group discussion.

3. Attend a woman in puerperium with supervision.

4. Conduct physicul examination of a newborn
with supervision.



31

GENERAL CONSIDERATIONS IN PUERPERIUM (POSTNATAL)

Puerperium is the period following labour during which
the reproductive organs return to their prepregnant state,
la:tation is established and the mother recuperates from

l:vour. The first hour is the most critical time re-
quiring close monitoring in case haemorrhage should
develop. The puerperal period extends beyond that hour

for six to eight wecks.

The First Hour

The woman should be kept warm, offered food/drink and
encouraged to rest. You should remain nearby monitoring
her condition frequently. This should include:

Temperature

Pulse

Blood pressure

Colour

Uterine condition

Amount of blood loss

The condition of the newborn should also be
monitored.

8. Bladder

~ YO s W~

After the First Hour

1. The uterus should remain firm and should not increase

in size. After completion of labour the fundus is
5 cm below the umbilicus. In the first 24 hours it
will rise to the vmbilicus. Thereafter, it will de-

crease in height about 1 cm a day until it is no
longer palpable ahdominally by 10 or 11 days.
Palpation should always be done with an empty bladder.

2. Lochia (vaginal discharge) always follows labour as
the lining of the uterus is shed. The amount is
greater than that of a normal menstrual period.

For the first three days or so the discharge is
mainly old blood so the discharge is red.

For the next week to 10 days the discharge contains
less blood and changes to pink or brown in colour.

For abour two more weeks the discharge continues with
a usually crcamy colour. Occasionally there is a
small amount of blood passed in this stage.
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Persistent red discharge or brigyht red discharge
should be a warning sign that placental tissue or
membranes have becen retained and coild cause severe
hacmorrhage. This should be referred to the
hospital.

General Svppoil During Recuperation

The woman neoeds adequate rest after the hard work she has
donc, just as anyonc would after any hard work. she
should be encouraged to eat an adequate diet and iron
tablets mny be needoed especially if blood loss was heavy.
Pain may be present and can usually be controlled with
aspirin. Tf an copisiotomy was done or if there was a
perineal laceration, warm sitz baths muay be comforting.

Attention should be paid to urinary output. If retention
should develop it may need to be relieved by catheterization.

Puerperal Sepsis

Careful attention to asepsis during labour and delivery
will dacreasc the risk of sepsis, If the new nother
should develop a fever duving the firs® 2 to 3 woeks after
delivery, sepsis should be susnoctod. The vaginal dis-
charge may be noted to be heavy, foul odourcd, and per-
haps to include picces of tissuc. The uterus may be
soft and tonder. Prompty recognition of the sepsis and
antibiotic treatment can prevent life-threatening com-
plications such as septicaemia. (Sce scection on
Pucrperal sepsis in Zrobloms nr Women Module.)


http:devel.op
http:Attenti.on

REVIEW QUESTIONS

The greatest hazard in the first hour after

labour is

What should be monitored during that first hour?
a)
b)
c)
d)
e)
f)

The utecrus should remain and should

not be palpable after the or

~day.

Persistent red vaginal discharge should warn you
of

Fever during the first 2 or 3 weeks should lead you

to suspect which must be

promptly treated with

5
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NEWBORN EXAMINATION

Purpose: To detect abnormalities

The examination should be conducted within the first 12 hours after birth. Care must be taken to keep
the newborn wavm during the exam. Observations and examinations should be carried out systematically
from the head downwards. Auscultation of the heart and lungs, and palpstion of the abdomen should be
accomplished first, when the paby is quiet. Hip abductions should be performed last, since this
usually causes the bhaby to cry.

IINATION NORMAL ABNORMAL

&. General appearance (may be performed
during B or c)

1. COLOUR

blanche skin by pressing with rink, brown or dark skinned pale, cyanotic, jaundice
finger
2. POSTURE AND MOVEMENTS lies on back with vigorous lies on back with legs flopped
movements of the limbs (frog position) -~ NOT ABNORMAL

if breech deliver-

3. SKIN soft and smooth dry, peeling (placental
i —vernix caseosa insufficiency, post maturity)
-milia birth marks
B. Vital Signs (may be performed by assistant before nurse clinician sees patient)
1. TEMPERATURE
rectal preferred for accuracy rectal - 37.2 subncrmal: serious signs of
axilla may be used axillary - 32.0 premature, newborn, severe

malnutrition
fever: sign of local or
general infection
2. WEIGHT _
weigh without clothes average 3% kg. low weight {(refer to Child




NEWBORN EXAMINATION
EXAMINATION NORMAL ABNORMAL
!
3. LENGTH

mezasure lying down (measuring crown to heels 51 cms refer to Child Growth Problems -
bcox) or measure with tape crown to rump 30 cms this module
measure

C. CHEST - Lungs:

-palpate the chest with both rapid, abdominal breathing irregular, see-saw (chest and
nands: Place hands anterior, | 30-50/min: newborn abdomen alternate with very
laterzl, andé posterior to de- i 40-90/min: premature ast respiration)
tect cnanges in transmission of |
sound. I chancges present ! breasts may be enlarged and/ refer to Resp 1rator/ System and
auscultate as in adult, the i or secreting white liguid Hezrt Moaules for abnormal
Breacihh Sounds will be louder I breath sounds
and harsiier than adults. '

I barrel shaped
i
licar=: |

-valpate femoral arteries unegual or absent femoral pulse

-obscrve pulsations of anterior
fontanelle, or auscultate heart R:FER TO RESPIRATORY AND HEART
for heart rate MODULE

signs of heart diseas:
—auscultate for murmur heart rate: 110-140/min ~heart rete over 140/min

if sign
of heart disease/insufficiency
are present

eqgual femnral pulses

—respiration over 350/ain
~a prominent, active, heaving

or thrusting hear:
-cvanosis of lips, fingers, toes
-clubbing of fingers and toes
—enlarged liver

%
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IRMAL SBNORMATL
5. ARBDOMEN
~palpate with one hand and hold the ~may palpate spleen and liver ! —tenderness
legs, Zlexing the knees with the edges, and freguently both -masses
other hand to ensure relaxation of kidneys —enlarged liver, spleen
tne abdominal muscles. -bladder may be palpated an
percussed
~Zencral pulsas may be chacked if not -colon may be palpated left
done befcre lower guadrant
—examine cord -no Lleeding ~bleeding, swelling around
cord, redness.
E. NEURQO

)

{ROOTING REFLEX)

-hold nim in vour arms and gquickly
lower nim, as if vou micnt drop him
{*IORO REFLEX)

-listen t©o cry during exam

HEAD, EY®ES, EARS
-head:
circumference

he should turn towards vour
finger and try to suck
both arms should reacn out

and then come toward each
other

lusty, loud for short +tinme

average 34-35 cm

1o or partial response, may
indicate brain demage

no or parcial response,
indicate brain damage

may

ill, high pitched may in-
dicate increased intra-cranial
pressure

continuous (unless hungry/wet)

above cor below average



WEWBORN EXAMINATION

EXAMINATION

NORMAL

ABNORMAL

F. HEAD, EYES, EARS ~ cont'd

zalpate entire head gently with the
palm surface of your hand

~fontanelles: anterior
pnosterior

palpate neck with thumnb and two
fingers while infant supine

run fingers along clavicles
rotate head and extend it laterally

-eyes
inspect the eyes

smooth, round, overlapping of
bones (moulding)

anterior, open
posterior, partly closed or
just palpable

cartilidge and soft tissue
smooth lines of bones

smooth muscle (sternomastoid)

haemorrhages (disappear 1 wk)
-subconjuntival

squint (first 6 months)

round, soft swelling over one
of the bones i the head
(cephalhaematoma)

tense, flat or sunken

prominent or open

excessive moulding and large
caput may sucgest intracranial
injury

midline:
cyst

enlarged thyroid or

irregular line of clavicle
(may be fracture)

sternomastoid haematoma

98



NEWBORN EXNAMINATION

P

EXAMINATION

E. HEAD, EYES, EARS -cont'd
-ears:
observe location, size, shape

hearing can be tested by making
a loud noise (suddenly)

G. NO&g&, NOUTH

-nose:
look in nostrils

close mouth and alternate closing
each nostril

-mouth:
look at mouth, lips, gums, tongue
Palpate upper palate

ABNORMAL

: &

ety
N
QY

observe blinking of eyes
to sudden

nasal septum

normal breathing without
difficulty

intact palate,
movable tongue

no lesions

Low set ears may
indicate congenital
abnormalities

no blinking of ey<s in
response to sudden sound

nct clear, septum partial

difficulty breathing

snuffles as baby breathes, may
indicate congenitel syphillis

clef: lip, and/or palate
facial paralysis (mouth drawn
to one side)

tongue tied

supernumary teeth (these are
soft, without enamel and are
shed in a few days)



NEWBORN EXAMINATION

EXAMINATION

NORMAL

ABNORMATL,

H.

GENITALIA AND RECTUM
-urination observed

-rectal temperature and/~r hLowel
movement

-male: ratract foreskin of penis

—female: visualize labia, urethra,
vaginal mucosa by spreading lecs

MUSCOLOSKELEYAL (look for fractures,
dislocations, paralysis)
—count fingers and toes

-move arms and legs through range of
moticn

—palpate and observe spine

-look at feet

~dalpate and rotate hios

patent urethra

patent anus

some narrowing of foreskin
easily retractable (will
retract over the glans in
3-8 months)

smooth skin, moist mucosa,
bloody wvaginal discharge
(lasts 2-5 days)

normal movement, no
resistance

smooth and flexible
flexiole, turned inward may
be from foetal position.

blocked urethra

anal opening not formed

stricture of foreskin
adhesiors
discharge

lesions, cysts
foul smelling discharge
labia adherent

extra digits

resistance, no spontaneous
movernent of one or more limbs
irregular, tender, spina bifida
club feet

hin dislocation

¢8
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REVIEW QUESTTIONS

NEWBORN EXAMINATION AT

BIRTH

Mark the letter "A" before any of the times below
that you would consider abnormal findings when ex-

amining a newborn.
cyanosis
pale skin
vigorous movements
dry, peeling skin
birth weight 3% Kq.
birth weight 2% Kq.

small white Lumps
on nosc

head circumference
30 cm

posterior fontanelle
partly closed

rapid and regular respirations
for first lhour

squint

cleft lip or palate
presence of teeth

enlarged breasts

abdomen moving alternately
with ecach respiration
subconjunctival. haemorrhage
black sticky stool

snuffles

Give definitions for these terms:

a. milia -

b. cephalhaematoma -
c. subconjunctival -
d. snuffles -

e. septum -

f. cyanosis -

g. moulding -

h. «clavicle -

i. rooting reflex -

j. Moro reflex -
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POST PARTUM HAEMORRHAGE

Gencral Considerations

This is one of the most serious complications in obstetrics

and must be promptly dealt with. Post partum haemorrhage
is severe bleeding during the third stage of labour or
within the next 24 hours. The amount of blood lost during

labour and delivery should alwavs bhe cstimated.

In estimating, it is important to include the amount that
has soaked into clothes, sheets, drapes and bedding. An
estimated loss of more than 500 ml or any mother with
systemic signs (weakening) and cven moderate blood loss
must be considered a grave emergency. The effect of the
blood loss is more important than the amount.

Atonic post partum haemorrhage is more common and is
always from the placenta sit:. Anything that interferes
with the norimal haemostatic mothod of compression of the
blood vessels that served the placenta by contraction of
uterine muscle fibres can produce this.

A, The uterus may simply not contract woll. This can
occur after a prolonged labour especially if there
was an obstruction. The woman who has had many
children in rapid succession may be anacmic, weak
from malnutrition, and have a lax uterus. Sedation
Oor anaesthesia may interfere with uterine contraction.
The rapid expulsion of a large baby may not give the
fibres of the upper uterus time to retract properly.
The over-distention of the uterus and large placental
site of a multiple prognancy may interfere with
haemostasis.

B. Mismanagement of the third stage of labour is
probably the most common cause. A distended bladder
may prevent complete placental separation and ex-
pulsion. Meddling is ha.s rdous! The uterus needs
time to recover after deliv =y of the baby and clots
must form on the placental site vesscls. Massaging,
kneading or squecezing at the wrony time may cause
irregular nontrac.ions which are not effective.
Retained products may be overlooked and left in the
uterus. The uterus cannot retrvact completely until
it is empty.

C. Multiple fibroids may intarfere with muscle action
to squeeze shuit the vessels.
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D. Antepartum haemorrhage or placenta previa may inter-
fere with muscle action.

E. Hypofibrinogenacmia may occur with disastrous
haemnorrhage.

Traumatic post partum haemorrhage is usually due to
lacerations of the cervix or upper vagina, [t is
differentiated by starting immediately after the baby
is born, being continuous cven thouqgh only a hcavy
trickle, and occurring in the presence of a well con-
tracted utecrus.

Management of Post Partum laemorrhage

Management requires specific action, aimed at the cause,
to stop the bleeding. If the placenta is still in place,
it must be removed without delay. If it has been re-
moved, then cxternal stimulation may produce the necessary
contraction of the uterus. The uterus should be massaged
until it contracts. Bleod clots are then coxpelled.
Hassage of the uterus should be done carefully and only

as required to stimulate contractions after 'he baby is
born. When Lhe uterus is felt to contract, you should
stop massaging but continue checkine the uterus every
minute and if it begins ko feel soft again, resume the
massaqge.

Oxytocic drugs should be given, Pitocin | cc I.M, IV
fluids, such as TLactated Ringers, 5% Dextrose in water,
5% Nextrose in normal saline or blood may bce required
because of systemic collapse. {(Sce Emcrgency “Trauma
Module on Shoclk.) If an TV is in plaece, the Pituocin

1 cec may be given by IV push slowly.

Bimanual compression of the placental site may be re-
quired until the drugs take cffoct. Com; ress the

uterus bhetween vour two hands. Continue the cuompression
until the uterus contracts and retracts. In the case of
a thick abdominal wall as with an obesc patient, it may

be necessary to place your right hand on the vagina as
described for use in removing the placenta and compress

the uterus between that hand as a fist pressing on the
nterior uterine wall and your left hand behind the uterus
abdominally. Internal bimanual compression may be needed.

Fiqure LD 40 - Imternal bimanual
ecomprassion of the placental
alte. The Lleft hand is on the
abdomen,




The only satisfactory treatment of traumatic post partum
haemorrhaqge is to suturc the laceration. Usc the
principles and techniques discussed in repair of an
episiotomy. Expect the cervix to be very friable if
you must suture a laceration on it. Be sure to inspect
the laceration carefuily to determine its extent. If
a laceration has extended into the rectum or bladder the
patient should immediately be referred to the hospital.
Oxytoxic drugs will not be of assistance in traumatic
haemorrhage if the uterus is alreadv contracted.

If you arc unable to stop the haemorrhage you must, of
course, transfer the patient to a hospital. Direct
pressure to a cervical laceration that you arc unable

to suture may in that case be applied with sterile gauze
or cloth packing against the bhleeding arca. But the
patient must be transported immediately, supported for
shock, and obscrved to be certain the uterus is not
expanding from bleeding extending into it.

Vulvar haemorrhage can occur from tearing of subcutaneous
vessels. There may be a bulging into the vagina or a
labia majora. This should be referred to the hospital.

REVIEW QUESTTONS

1. Hlow much bleceding constitutes post partum haemorrhage?

2. What are the two types?
a)
b)
3. What can cause the atonic type?
a)
b)
c)
d)
e)
4. What is the most common cause of atonic post partum

haemorrhage?

5. When is uterine massage indicated?
6. How is traumatic post partum haemorrhage treated?
7. When is bimanual compression indicated?

-external

~internal



33

USE OF MEDICATION DURING PUERPERIUM

There are scveral medications that at times may be
required during pucrperium.

1. Oxytoxics may be required to maintain uterine
firmness to nrevent haemorrhage. After the initial
use of injecctible oxytorics crgometrine 0.2 gm.tab.
may be given three times a day for thrvee days if
needed.

2. Antibiotics may be required if scpsis develops (see
Puerperal Septsis in Problems of Women Module.)

3. Iron tablets and folic acid tablets - one por day
are required.

4., IV fluids may be required in treatment of shock.
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III.

STURENT GUIDE

Complications of Labour and Delivary

Entry Level Knowledge and Skills

Before starting on this unit, vou should have
suctessfully completed all vprevious units in

9

this module. (Accepltable performance, 80%.)
Objectives

Using the information and expericnces n»nrovided
by the instructor and the module text, you will
be able to:

1. Describe the effects and explain management
of cclampsia on labour and delivery.

2. Bxplain and describe management  of the
risks involved in postmaturity.

3. Daescribe the manadgement of prematurity.

4. Describe the management of s.rolapsed cord.

5. Describe and demonstrate on a model, the
management of a breech delivery.

6. Identify and describe management of
abnormai presentations.,

7. List the signs of multiple oregnancy and
describe its management. )

8. Identify the signs of urinary retention.

9. Identify the signs of impending rupture of
the uterus and rupture of the uterus.

LO. Describe the procedures for making and remairing
an cpisiotomy.
11l. Describe the procedure for vacuum extraction.

Evaluation
MODULLE PHASLE

Upon completion of this urit, you will be
assessed on the following:

L. Knowledye: Written test based on the contents
of this wunit. Accentable werformance
80 .

2. 8kills: Your ability to:

a. demonstrate management of a breech delivery
using a nodel.

b. demonstrate management of the following
abnormal nresentations using a model:
incomplete rotation of shoulders, occipito-
posterior, face, brow, shoulder and
compound presentation,

c. assist in episiotomy and repair.

d. set up for a vacuum extraction,
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Iv.

ROWATION PHASE

Upon completion of the rotation phase, you will
be aszessed on the following:

1. Your ability to diagnose and manacdgce
colampsia, (tre-coelampsin)
2. Your ability to diagnose and manace
nramature labouar.,
3. Your ability to diagnose multiple pregnancy.
Ao Your abillty to manage man cpisiotomy and repair.
Activitices:

In order to accomnlish tne obicectives of this
unit, you will participate in the following
activities:

1. ead the module text and answer reviow
questions.

2. DParticipate in group Adiccussion,

3. Obscrve denmonstrations, using womodel,
of brcach delivery and other abnormal
presentations and thoiv managqoment.

4. Demonstrate, on a model, the management
of brecech and othece abnormal prescntations.,

5. Obscrve delivery with vacuum cxtractor.

6. Sct up vacuuwm extractor equipront,

7. Obsarve opisiotomy and remalr.
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TOXAEMIA

If the woman presents with signs of eclampsia, (sce Pyroblems of ¥
man Module), she should be immediately transferred to
the hospital. If labour has vrogressed too far for
transfer at the time you sece her, use medications as
noted in the ecclampsia scection to nrevent convulsions
and deliver her as rapidly as vessible, but be prepaved
to care for a depressed baby. Since the most con-
vulsions with eclampeia occur at or within the first

12 hours after delivery, monitoring must bhe continuous
and medication must be immediately available to deal
with seizures.

PREMATURE LABOUR

Premature labour is often assoclated with a factor com-
plicating pregnancy such as pre-cclampsia, cclampsia,
antepartum haemorrhage, multiple pregnancy, foectal mal-
formation, acute physical or emotional illness. It may
occur at any time during nrvegnancy but only after about
the 28th week is survival of the nowborn very likely.
The closcer to term that the pregnancy can last, the more
likely it is that the baby will live.

If there is scvere bleeding, ruoture of the membranes,

or the cervix is dilated, theu labour will continue to
delivery. If these have not occurred, the patient should
be put to bed and carefully monitored. Sedatives such as
vhenobarbiteol 60 mg p.o. up to four times a day can be
given. Because of the potential complications to mother
and premature baby, refer to hospital 1§ at all possible.

Special attention must be given to keeping the premature
baby warm. If it doues not tolerate feading with breast
milk, it should be immediately referred to tl.e hospital.
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POSTMATURITY

Usually delivery occurs by 410 woeoks. After 41 weeks

it is said to be postmature. The risk of death of thesc
babies double if delivery ia delaved until the 12nd week
and triples by the 431rd. fnozia L often present.

Labour 1s prolonged and the havder head docs not mould
well., The problem that oceurs in diagnosing postmaturity
is uncertainty of dates. This is one of Lhe ceasons
early and vegular prenatal carve is important., The date
at which foetal ovements wore first felt may be useoful

in determining date: . Toat 10 weeks the corvis is still

l1ong, hard and closcd, or I delivery has not occurred by
41 weeks, the patient should be veferred to the hospital.

PEOLAPSE OFF CORD

The umbilicnl cord may be the presenting part with the

membranes intact or after they rupturc. Tt may also lie
alongside the presenting part. Tt is more common when
the presenting part does not fit well into the lower
uterus thus allowing the cord to s1in ahead. Multi-

parity and abnormal presentations ara copmon causes.

TE prolapse of the cord s noted and it is possible to
Eransport the womon to the hospital immediately, placoe
her on her nees and chest and transport hey. If this
is not possible, then delivery must proceed but will
produce a daad baby.
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REVIEW QUESTTIONS

Mark with the letter "P" those conditions that are
often associated with premature labour.

_antepartum haemovrhage _ emotional illness
____ rheumatic fever ______ cancer
__ tonsillitis ____multinle pregnancy
eclampsia _ foetal mal formation

Define thesec words:
a. antepartum -

b. postmature -

c. prolapse -

d. multiparity -

Mark with the letter "X" the statements that are
those for post maturity.

a. The risk of death doubles by 42nd week
and triples by 43rd week.

b.  The labour is prolongazd.

¢. ___ There is risk of cxcessive moulding.
d. __ Anoxia is rarely bpresent.

c. The hecad does not mould well.

How should the nursce cliniecian manage a case of
cord prolapse while being transported to the
hospital?



BREECH PRESENTATION

Since the risks of complication are greater in breech
than in vertex presentation, if breech is diagnosed
early enouqgh, the brecch presentation should be referred
to the hospital for labour and delivery. There will be
times, however, when the breech is not diagnosed until
the woman is in labour and casy referral cannot be done.
Therefore, Lt is necessary for you to bhe acquainted with
procedures for delivery of a breech. Brecch will be
more common in premature and multinle nroegnancies.

Types

There ave two basic type:s of breoech vrecentation. In
one, the complete brecch the foetal attitude is complete
flexion including the thighs and legs. In the scecond
or incomplete, flexion i& incomplete. The thighs may

be flexed but the legs extended;  the thighs may be ex-
Lended but one or both leas flexed which makes the pre-
senting part a krace, or cither thighs or legs are fully
flexed presenting a foot.

Mechanism of Labour

The internal rotation of the breech body brings the

buttacks into the A=D1 diamcter of the pelvic outlet for
their delivery.

The anterior buttoch escapes followed by the posteriorn
buttock with a lateral flexion of the body.

There is rcturn of the buttocks to their original

position as the body is born.

The shoulders internally rotate in the same direction
as the buttocks did.

The head internally rotates so that the occiput is
anterior.

The body cxternally rotates to follow the twist of the
head so that the back is anterior.

The head is born as the back of the head pivots on the
symphysis pubis and the chin and face sweew out across
the perincum. Using the back of the neck as the pivot

can crush the spine.
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Maternal - Tramea to the cervviz and porineam is more

common . The fact that the head is large in relation
to the pelvis may not be evident until the baby is
born as far as the umbilicus. This may force trauma
as the obstruction is Jdealt with. The wide stretehing

of maternal ticsues may come more rapidly lTeading to

move rish of toaring.

Baby,

1o Prematurity is o more common event wilh breech
leading Always Lo increased risk Lo tho noewborn,

2. Bince the atter coming hoad has nof beon slowly
moulded Lo o smaller more compact structure as
In o verton oresont ot ton, s ravid conpression
and sudden release can cause Lnt e eeranial
hacmorrhage ., Ppisiotomy may decreane this risk,

3. Anoxia can oceur bocause Che Dlacenta separat s
too early, becawse toe altercoming head Comnrenses
Jhecord, beeause the eord Dresents first, or he-
cause the foetus i stimulated Lo broathe oo
soon and dnhalos mucous or amniotCic Cluid,

4. Tajurics can oconr through e forees of Labour
or by roudh handling. Thesoe can include
fractures, ruptured abdominal Argans, oy nerve
damage.

REVIEW QUESTTIONS
What arc the dangers to the baby, of a breech
presentation?
a.
b.
C.
d.
In what circumstances is breech presentation more
common?
a.

b.

Where should breech delivaries preforably be done?
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CLINICAL SKILL

DELIVERY CI" BREECH PRESENVATION

Supplies and Instruments

The same as required in nermal delivery.
Introduction

Labour is monitored the same as for a veriex presentation.
A vaginal ~xamination is done immediately after the mem-
brane rupture to find out whother the cord is presenting
and to determine the cervical dilation. If the cord is
presenting and is being compressed the delivery must be
accomplished tmmediately or the baby will die or at the

least have brain damage. The woman should not push until
the buttocks are bulaing at the valva. Complete cervical
dilation mar be eritical to the delivery of the aftercoming
head.

Step 1: The woman should lie with her buttocks at the
cdge of the table ov bed and her feet supported
or placed on chairs.

Step 2: Stand between her ltegs, facing her.

Step 3: The buttocks and body up to the umbilicus should
be expelled by the unaided bearing down cfforts
of the mother.

step 4: A loop of cord is gently pulled lown to avoid
traction on the umbilicus. if possible, the
cord should be moved so that it is on the peri-
neum rather than being pinched by the pubis.

Step 5: The feet may need teo be helped across the peri-
ncum - remember, the knees are made to bend in
only one direction,

Step 6: roel Lf the olbows are on the chest. They
usually are. I'f they are, wait for the next
contraction,

Step 7: During contraction and pushina by the patient,

vou may assist the oxpulsion of the shoulders

by grasping the baby by the iliac crests with
your thumbs low on the sacrum and pulling down-
ward until the antericr shouldoer es5capes. Then,
the buttncks are lifted to allow the posterior
shoulder and arm to pass over the perincum.
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Step

Step

Step

Step

Step

Step

Step

Step

Step

TN

7C:

7D:

9A:

9B:

9C:

10:

If the arms arce extended and the eltows cannot
be felt on the chest they will huave to be
brought down.

The bady is turned in a half circle (1800)
turning so that the back is zurned uppermost.
This brings what was the posterior arm
anterior.

The body is then rotated tack half a circle
in the opposite directicn, bringing the back
uppermost . The arm that has been lying
posterior is now antc riol and is delivered in
the same way as the nther was.

As soon as the shoulders have been delivered,
the infant is allowed to hanqg by its own
weight. This brings the head onto the nelvic
floor rotating the occiput forward. The baby
can be allowed to hang for onc or two ninutes
as the head slowly move: downward and outward.

The back of the head (not the neck) should
pivot under the pubic arch as you support the
baby by the fget. The feet arce lifted through
an arc of 1807 until the mouth and ncse are
trce of the perincum.

If when the baby is allowed to hang, the neck
and hairline are not visible, it is probable
the head is extended.

Baby is held drared over the left arm with the
left palm supporting the chest. The left in-
dex and ring fingers are placed over the chin
and if neccessavy the left middle finger may be
placed gently well back into the mouth and aid
the flexion.

Prescure on the uterine fundus pushing on the
lower abdominal wall usually brings the head
down. The index and middle fingers of the
right hand hooked over the shoulders pull down-
ward gently.

As the baby is held upside down so that the
fluid or mucous can drain from the breathing
passages, thce mouth and nose are wiped with a
gauze or cloth and suctioned using a bulb
syringe mucous extractor. The respirations
of the baby should be stimulated if that is
required. (Sce¢ section in Care of Newborn.)

102
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Step 11: Let the nother slowly expel the rest of the
head using deliberate reqgular breaths. To
protect the perincum by slowly stretching
this may require 2 or 3 minutes.

Step 12: While you are waiting, continue to hold the
baby up by its feet, an oxytoxic medication
may be injected in the mother. (Make sure
only onc baby.)

Step 13: Time should be noted and cord cut, as in the
delivery of a vertex presentation.
REVIEW QUESTIONS

1. What should the vaginal examination determine in a
breech presentation?

a.
b.

2. Why is a loop of cord pulled down after the buttocks
have been expelled?

3. When should you assist by pulling on the baby?

4. How should you grasp it?

5. Which part of the body must be kept uppermost?

6. In what position should you suction the baby?
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ABNORMATL, PRESENTATTONS

Occipito-Posterior positions occur in as many as 10% of

vertex prescentations. Often insvcection of the abdomen
will show a depression at or below the umbilicus, Stage
I labour may be slowed cven with qood ulerine action and
no problem with the size of the foetal head. In most

cases qgood contractions »roduce f{lexion and descent and
the head rotates so that the occiput is delivered

anteriorly. n a few, flexion does not ocour, the front
of the skull reaches the pelvic Floor {irst and votates
forward, and the baby is born face to pubjs. Tt may be

possible in theso caces to hold the front ol the skull
pack under the symphysis pubis e that as contractions
continue the ccciput advances, {texion occurs and the
head pivots. Occasionally, with vertex prescatations,
especially oxcipito-posterior ones, flexion does not take
place and the head stops high up transverse to the pelvis.,
(Refer to Vi.oE.Bxtraction, paae bL4). omay be possible
to increase flexion by pushing up on the front of the
head or oven with o stervile oloved whole hand in the
vagina t»n rotate the head. It not, the patient should
be given analgesic or sedative medication 1 necessary
and transport immediately to the hosoital,

Face presentation occours with complate cxtention of the

head. This usually dewclops during, rather than before,
Labour. On vaginal exomination the presenticng oot io

high, soft, and irreqular, The smooth, hard vertoex with
Lts satures and fontancelles s not palpated, Chve mast

be taken not Lo damage the eves with vigorous palbation.,
The chin becomes the leadinag part and the head i born

by flexion vather than by extention. Delay in labour
is common as are perincal lacerations. The cord may
prosent: firvst. In the majority of cases the baby is

born spontancously, but if the head remains high in spite
of yood contractions the paticnt should be rveferred
immediately to the hospital. Tt is important in delivering
a face presentation to maintain extention by holding back
on the brow so that the chin can escape nnder the symphysis
pubis first, An episiotory will likely be necessarvy.

ITf the chin remains posterior the pationt must be trans-
ported immediately 0 tho hespital,

Drow presentation i sceldom diagnosced before the onset
of labour. The prosenting nart may be too high ov reach
or the anterior fontanelic may be felt on one side of the
pelvigs and the orbital vidges on the other. The patlient
should be referred immediately to the hospital.
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Shoulder presentation occurs with a transverse lie.
Because che presenting part fits badly in the pelvis
the membranes usually rupture carly. In all cases
these paticnts should be reforrod iramediately to the
hospital.

Compound presentation is said to occur when a hand or

foot liecs alenqaside the head. Tf diagnosed in the
first stage of labour the patient should be reforred
to the hospital. Tf it is not noted until the sccond

stage, make an attemnpt to hold the hand or Foot back
direcring it over the face.

Incomplete Rotation of Shou.

Delay in the natural delivery of the shoulders is usually
due to incomplete rotation of the shoulders. Rotation

may be assisted by a finger gently hooked into the anterior
axilla causing forward rotation followed by downward
traction.

L this fails, an attempt can be made to rotate the
shoulders bringing the posterior arm antorior.

Should this fail, an episiotomy should be made and four
fingers inserted behind the nosterior shoulder which is
pushed into the hollow of the sacrum rotating the anterior
shoulder under the pubic arch.

As a very last resort an attempt can be made to dcliver
the posterior shouldar. Two [inqgers arve needed to splint
the humerus of the posterior arm (which can Lo casily
broken); the clbow is flexed: the arm is swept over the
chest; and the hand delivered thus allowing delivery of
the postevior shoulder followed by the anterior.
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1.

2.

Lo
.

REVIEW QUESTIONS

Abnormal presentation includes:

In abnormal prescntaions the best place for delivery

is

What action would you take if therc is delay in the
delivery of the shoulders?

a. Attempt to _ the shoulders.

b. If this fails, perform an
« .d then

¢. As a last resort attempt to deliver the

shoulder.

196
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MULTIPLE DPREGNANCY

More than onc foetus can occur in the uterus at the
same time. This can produca twins (2), Ltriplets (3),
etc. This can occur from one ovum and one sperm in
which casc the babics are identical; and there is one
placenta and once or multiple sets of membranes ov from
multiple ova each fertilizod by a eperm i which eases
there arce muliiple placentas and multiple sets of
memnbrancs .,

Diagnosiy

Diagnosiz of multinle pregnancy is not always casy but

should be done! After the 20th week the uterus is
larger than usual for dates. On palpation finding more
than onc head is diagnostic. 'ovr this reason the

abdominal palpation of cvery nreognant woman nust include
the entive uterus cven thouah a head s Cound immediately
at one or the other end of it. The head may feel small
in reiation to the size of the utorus or multiple footal
parts may be palpated. AL tines the presence of more
than one baby is nol suspected until Lt is noLed that the
aterus fs si1L large and high after birth of the first
baby. Feeling foctal varts and heaving o foctal heart
remaining in the uterus at that time is dihagnostic!

bffecks of Mnltiple Preynancy

A multiple pregnancy has all the side effocts and problems
of any other pregnancy only more so. Tha minor problens
such as morning sichness, cedema and backaches are more
pronounced, bul so also are the more serious ones such

as toxacmia and anacmia. There is also a strong tendency
for premature labour.

Manager.ent. of Labour

Since labour is often premature the baby bhorn even following
an uncomplicated delivery is often premature or at least
immature and at hiqgher risk. The risk of these babies
dving is at least three times that of single births, and

the risk to the sccond baby is twice that of the first be-

cause ol interferance with placental circulation. It is
usual for at least one of Lhese foctuses to have an abnormal
presentation. For thesc rcecasons multiple pregnancies

should be referved to the hospital for labour and delivery,
Since it is possible that you may be presented with a multiple
bregnancy that is too far advanced in labour to be roafoerred,
the procedure for delivery is included ovoen though referral

is to be done wherever possible.
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Procedurc for Delivery

The preparations and supplies required are similar to
those for the nowmal single delivery cxcept that two or
sets of supp!:cs and instruments are needed.

more

Step

Step

Step

Step

Step

Step

Step

Step

Step

(%]

Gl :

6D:

The woman . delivered in the dersal position.
An episiotcmy may bae made to lower the risk to
the babies oy casing the resistance of the
perincum nd speceding the process.

As soon as Lt is deliverad, the airway of the
first baby is cleared and rospiration stimulated
1L neces~ory

The cord is ligated and cut as in a single birth.
Tt is especially important to tice the nlacental

end of the cond carcfully ton, since the placenta
and the circulation may be shared between babies,

The . first baby is warmly wrapped and given to
an assistant to moniborr.

Immediately palpate the abdomen to ensure that
the lice is longitudinal and listen to the foetal
heart.

With three ov four good contractions the sccond
baby should be born. If after five minutes,
contractions have not resumed, making sure that
tihe head or the breech is presenting, rupture

the membrancs and massace the uterus to stimulate
corrtraction.

I'f the second foetus has a transverse lie, while
its membranes are still intact, you should attempt
Lo turn it to a longitudinal lie,

By palpation locate the head and back of the
foctus.,

By steady pressure turn the foetus in the direction

of its face (to keen it in flexion).
While maintaining the pressure to keep it in
position, ruplure the membrances so that the hoad

or breech will engagoe,

Pitocin L cc I.M. should follow the last baby.
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Delay in Birth of Second Baby

If contractions do not resume within 30 minutes after
vou have punctured the membrancs, the vationt should be
immediately transpcrted to the hospital. Cases of two
or three davs elapsing between the births of twins have
occurred but sepsis and Toctal anoxia leading to still-
birth are high risks of delay. If the fivrst placenta
should separate vl pleeding occur before birvth of the
second baby this should warn vou of the likelihood of
anoxia to the sccond baby. Massage the nterus and use
fundal pressure if nccessary to expel tho scocond baby
as soon as pogssible.

Puerperiun
Carcful monitoring is roguired. The uterus may be slower
at contracting and resuming prepregnant size; the babics

e

may be premature and regquire more attention;  and providing
adequate breast milk may be a problem.

REVIEW QUESTIONS

1. Why is an episiotomy performed i “.he case of a
multiple pregnancy?

2. What are the two principal risks in delay in the
birth of the second baby?

a.
L.
3. Completc¢ these sentences:

a. Babies born in a multiple preqnancy are often

b. Multiple pregnancies should be referred to

.

c. In multiple pregnancics it is usual for one of
the babies to have an abnormal .

d. The risk of babies from multiple pregnancy
dying is at least __ __ times that of
normal births.

e. One problem after delivery of twins or triplets
may be inability to provide adequate amounts of




EP13T0TOMY

An episiotomy is an incision into the perineum to enlarge
the vulvar opcning, thus prevent tearing. It may be
required becausc of delay due to rigid perineum or dis-
proportion betwcen foetus and vulvar opening;  to hasten
the birth of a baby with Foctal distress; to avoid intra-
cranial damage to a premature baby; to reduce the effort
of bearing down in pre-cclampsia ol maternal eardiac
disease; or by the vresence of scar tissue interfering
with stretching of the porineum.

Timing

If the episiotomy is done too early, bleeding may be
heavy. Efit is delayed too long, the muscles of the
perineum will have been cxcessively stretched. Among
signs that the perineum is likely to tear arc: a nerineum
that is not stretching; one that is long, non-eclastic or
oedematous; trickling blood from the vagina when the head
is on the perineum; bluc appearance at the midline be-
coming white, shiny and transparent: Learing of the peori-
neum before the head is crowned. The best time for an
episiotomy varies but is usually when the head is visible
2 to 3 c¢m.

Types
Median Medio-lateral
1. Easy to repair More difficult to repair
2. Faulty healing rare Favlty healing not uncommon
3. Rarely painful in
nuerperum Pain in 1/3
4. Pain on intercoursc Pain on intercourse occas.onal
5. Anatomic end results
good 10v faulty
6. Smaller blood loss Larger blood loss
7. 2-5% third-degrec
cxtensiocn Lass than 1%

The medio-lateral episiotomy allows more room without the
risk of third degrce extention but is more difficult to
repair well.
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Proccdure

Step 1: 5 cc of 1% local Procaiae may
be infiltrated into the peri-
neum. This is optional and
often unnecessary since the.
stretching of the perineum
nrovides at least partial
anaesthesia. Insert 2
fingers along path for necdlo
s0 as . protect the head.
The necedle is introduced in
the midline of the perineum
and dirccted subcutancously
for 3 cm in the dircction

the episiotomy will be made. Figurve LD 41 - Imjfeet
Aspiration with the syringe of local analjpesic.
checks for blood. 1f none

is noted the anaesthetic is injected as the

svringe 1is withdrawn. This is repecated to

cach side of the episiotomy track.

Step 2: The first two fingers of the left hand are in-
serted between the perineum and the foetal hezad

to protect the head. One blade of a straight
nayo scissors is placed inside the vagina be-
twz2en the two fingers. The episiotomy is made

with once snin if vousible.

Figure LD 482 -
Fingers pro-
teeting foetus.

Step 3: Mcdiolateral - the incision begins at the midline
of the perineum and is directed to the patient's
right posterero-laterally. If the anus is 6 on
the clock face, the episiotomy would be cut toward
7. It should be about 3 cm long.

Median - The incision is on the midline of the
perineum. It should be about 2.5 cm long.
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REPAIR OF EPISIOCTOMY

Supplies (Sterile)

Gauzes 2 - allis tissue forceps
Plain catgut 0,1/Chromic 00 Toothed dissccting forcep
Necdle holder Suture scissors

Cutting needle 2 = Round needles (to prevent

contamination)
Procedure

Step 1: Tf anaesthetic has not hecen infil-
trated it will be required. (L is
best to repair episiotomy as soon as
possible to minimize blood loss and
the risk of seusis. To provent

blood from covering the incision,

place a gauze tampon hiqgh in the
vaagina.

Step 2:  The wound is inspected to determine Fiogupe LD 46 -

its extent as well as whether the soilafotomy wound.
anal sphincter is intact. If it

has been torn, the two ends are
agraspoed with the allis forceps and
are sutured together using (igure
of cight sutures (2 or 3) with O-
plain gut or chromic 00, on a round
neoedle. (Referrvral /consult.)

Step 3: Identify ~wex (beginning) of vaginal
inzision by vlacing 2 fingers, widelw
separated, into the vagina and pull
downwards.

Step 4: Place first stitch above the anex, Figure LD 42 -
using round body ncedle. Tic and Fivet suturve insovi.

continue with a continuous running in oapex of wound
suturc (or single stitches) to the
junction with the vulva skin.

Step 5: The deep tissue should be closed to
climinate any space which could de-
velop into an infected cavity. The
rectum should be pressed downward in
the vagina to prevent injury to the
rectum and possibly infection. Closc
deep muscle with interrupted sutures.
Check with finger to be sure you have
eliminated all spaces. Usually need
to take 2-3 intcrrupted stitches.

Plgqure LD 45 -
Deop suturcs Lnsert.
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Step 6: Skin and subcutaneous tissues arce

brought together with stitches at
least 5 mm from the edges of the in-
cision to protect against tearing
with developing tissue oedema. A
cutting ncedle is used for thesc
external stitches.

Step 7: A rectal examination must be performed

to make sure that no stitches have - Fiqure LD 4€
been placed through the rectum. IF Faternal sutu

they have, the revair should be taken
down to remove these stitches.

Step 8: Remove the vaginal tampon.

REVIEW QUESTIONS

The following are advantages and disadvantages of the
two types of cpisiotomy. Before the »hrases that
apply to Median episiotomies, write the letter "M".
Before the phrascs that apply to the Medio-Lateral
type of enisiotomy, write the letters "ML".

103 faulty .. Tarely painful in puerperu
faulty healing rare occasional pnain on interco

2.5% third-degrec
extension pain on intercourse

Anatomic end results

good larger blood loss

Pain in 1/3 less than 1% extension

More difficult to
repair casy to repair

Smaller blood loss faulty healing not uncommor

Discuss how the nurse clinician determines that the
episiotomy has extended into the anus.



MANAGEMENT SKILI,

Vacuum Extraction

Introduction

The vacuum extractor is used to help remove a foetus by

a suction cup .pnlied to the scalp. The larcer the cup,
the greater the suction area; thus increasing the ox-
tractive force that can be applied. A vacuum is apnlied
to the inside of the cup using a rubber tube, pump and
vacuunm bottle. This vacuum inside the cun causes it to
fi1l with the skin of the baby's head and stick to the
baby's scalp. (Sece Figure LD 47.)

Rublier tube

Suchoncup € Done

Scalp F Caput succedaneum

Periosteum QG Sub-periostesi haemorthagel Smi )
Plgure LD AT - Chowing the cfjcet of suetion

The vacuum extractor as a picce of equivment includes a
rubber tubing (B) containing a metal chain that terminates
in a traction handle connected to the cun. The rubber
tubing (A) extends through the handle and enters a glass
containcr fitted with a pressure qauge. A hand pump that
extraces air and produces the vacuum is attached to a short
piece of rubber tubing (C) and the glass container. A
wire basket supports and protects the vacuum bottle. (See
Figure LD+ ) Using the hand pump extracts air from the
glass bottle creating a vacuun. The vacuum creates
suction on the surface of the head where the cup is attached.
The operator uses the tracticn handle to apply "oull
pressure"” to aid in the delivery of the baby.

1



Wire Rasket

Rubber
Tube A
Handle Fubbep Pubna B
Piguve LD48 - Vacuum cxtractor

Supplies and Instruments

The same as required in a normal delivery.

Jubbep

Vacuum extractor: Gterile - cup (30, 40, 50, 60 mm)

and tubing (2)

Tube C

Unsterile - bottle, gauge, nump with

tubing

Support stand: A stool, box or chair. It

must be

lower than the delivery table/bed.

Purvosc of Procedure

The purpose of this procedure is to aid in the delivery

of a baby when any one of the follewing occur:

—a delay at the end of first staqge of labour (refer

to Staqge 1)

—a delay during the second stage of labour (rofer to

Stage 2)
—a delay in the descent of the sccond twin
Multiple Pregnancy)

{(refer

~transversece arrest of the head (refer to Abaormal

Presentation)
-occipito-posterior position of the vertex
to Abnormal Presentation)

{(refer

to
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The main value lies in the termination of the sccond
stage of labour for either maternal or foetal indi-
cations, or/and Stage 2 has excceded 30 minutes (multi-
parous) or one hour (primiparous).

Steps in Proc dure (Refer to Warnings)

Step 1:

Step 2:

Step 3:

Fiayre
Veraraom

LD 49 -
Fxtraetor

Patient evaluation (refer to Examination of a
Iregnant Woman at Term) to identify the following
required conditions present to perforim vacuum
extraction.

~term pregnancy

-adequate, regular contractions

~head is engacad

-membranes are runtured

—corvix nore than % dilated
The delivervy table is preparad as in-a normal
delivory. I'n addition, the assistant must
place the requested size sterile cuv and
tubing on the delivery table and assemble the
unsterile parts of the vacuum extractor:
Place the suction bottle on the support stand
and attach the hand pump to the scction bottle
with thce ruhber tubing (C) ko the tap. (5co
Fiqgurce LD 49.)

The nurse clinician scrubs for the delivery and
assembles the sterile units of the vacuum extractor:

—unsorew the cap for the pin

~remove the pin

~pull the chain tight

-fasten with the pin and then replace cap
~ingscert handle in the long rubber tubing (A)

-hand the end of tubing (A) to the

assistant to attach to the bottle

D*,-- tap

IDERT éﬂ__ﬁin

Rudder Tube

/ Handlo——a

fauaga
AN

Rubber Pube ji--
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Step 4: Test the vacuum extractor by applying cup to
the palm of t:he lhand.
Explain to the woman what is going to happen
and ask her to empty bladder.

Step 5: The woman rhould lie with her buttocks at the
cedge of the table or bed, and her fect
supported or placed on chairs.

Step 6: If unable to void, a catheter is vassed and
the vulva and thighs are scrubbed.

Step 7: A vaginal examination is repcated for position
(identify the anterior and posterior fontanelles).
Sce Vaginal Exam of Woman in Labour.

Step 8: The vacuum extraction is performed.
Step 8A: Lubricate the cup with sterile water.

Step 8B: Between contractions, insert the cup into
vagina sideways (like a pessary).

Step 8C: Place zup on the posterior part of the head
(between the anterior and posterior fontanelles)
to help the head bend forward (flex). This
flexion will allow the smallest part of the
llead to lead the way creating a wedge effect
{(See Pigure LD 50), refe: to Mechanisms of
Delivecry.

)
6

%
Figure LD 70 - g A2
The shape of the z é
head into a wedge g :
when flexed. « Ll
g =
7 '“Nﬁm
Posterior — \ Piae [~ Anterior
N L4
fontanelle - fontanelle

Step 8D: Ask the assistant to pump the vacuum extractor
until the gauge registers 0.2 kg/cm.

Step 8E: Make sure there is no vaginal or cervical tissue
caught between the cup and the scalp by guiding
your finger around the entire cun.



118

Step 8F: Waitl%-2 minutes, then pun) another 0.1 kqg/cm,
repeat the process until in about 10 minutes

the pressure reaches 0.8 kg/on. The scalp is
sucked into the cup and a caput succedancum 1is
produced. After cach individual incvease in
pressure, check that the vaginal,/cervical rim
has not been sucked into the cuv. If the

vacuum is applied too gquickly (less that 14-2

sinuke intervals)y suvetion will be poor and the
cup will come offr.

Step 8G: I vou ave richt handed, vress two Lingers of
the loefit hand against the cup onto the head and,
at the same time, push the head towards the
saerum,

Step 8U: Pull on the handlic firvmly at a richt angle to
the cup when the wonan has a contraction and,
at the same time, encourage the woman to push.
The dircction ot the pull is altered as the head
descends to conform with the curved birth canal.
sSee FPigures L Hi, 52, and S3.

= Pull towards Lhe floor when the head is hich

Figure LD 51 é?// - }

-

- Pull horizontally when the head is under the symphsis

Figure LD 58 )
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- Episiotomy is done now, if indicated. Refer to
Episiotomy.

= Pull up when the head is on the perineum (see Fiqure
LD 53).

Figure LD 63 -
Pull up when
nead is crowning.

Step 9: Between contractions continue steady traction
on the handle, but do not attempt to advance
the baby until the next contraction. Enccurage
the patient to breathe deeply and relax.

Step 10: When the head is crowning, ask the assistant to
release the suction by looscning the tap (refer
to tap in LD 4q ).,

Step 11l: Remove the cup and complete delivery as in
normal delivery.

Warnings

- A vacuum extractor in capable hands is much safer for
both the mother and child than a prolonged delay in the
delivery, or/and a long journey to a larger delivery unit.

- Make sure there is no vaginal or cervical tissue caught
between the cup and the scalp.

= IL the vacuum of 0.6-0.8 kg/cm is arplied too quickly
(less than two minutes), the suction will bn voor and
the cup will come off, possibly resulting in repeated
applications.

- A vacuum of more than 0.8 kg/cm may injure the head of
the baby.



Complications

Baby - necrosis of scalp
- intracranial haemorrhage
- hacmatoma beneath scalp

1

corvical laceration or haematoma from
the cup

- excessive blood loss from premature
cpisiotomy

Mother

REFPER ITI: Cup comes off two times

%3
.

Cup has been appliced for 20 minutes and/or
four strong contractions, without any

descent identificd.

Vacuum extractor fails (i.e., needs referred,
then surgical intervention rather thar forceps
should be the method of choice for the
delivery) .

REVIEW QUESTIONS

MANAGEMENT SKILL: Vacuum Extraction

List the five required conditions in order to
perform vacuum extraction.

1)
2)
3)
4)
5)
What i's the purpose of a vacuum extraction and

give three examples of women needing a vacuum
extraction assisted delivery.

129
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The gauge of the vacuum extractor must reach 0.6-
0.8 kg/cm  to obtain good suction. TRUE ov PPALSE?

If vacuum is applied too slowly, the cuction will
be pocr and the cup will come off. TRUE or FALSE?
The direcction of the pull on the vacuum exiractor

is altered as the head descends to conform

The nurse clinician is using the vacuum extractor
and the cup pulls off two times. What should

she do?

What possible complications are there to the mother
and to the baby when using the vacuum extractor?



URINARY RETENITON

It is manditory that the bladder be kept from being dis-

tended with urine during labour undg delivery. The woman
in labour should empty her bladder at least cvery three
hours during labour. Tt letinitely wust be erpticd at

the end of the first stage/beginning of the sccond stage

Tabour. As little as 100 ce of urine can be seen and
felt above the symphysis pubis during labour. Tt will
have a soft, fluctuating consistency. At times it will

produce a bulge with a distinzt upper margin that Jooks
Like the donressed ridge of obstructed labour that indi-

cates rupture of the uterus is Likely. Always palpate
and percuss {or the bladder wihon descent of the foctus is
slower than normil, Lf the woman is  unable to pass her
urine then catheterication is reguiroed. LI passaqge of

the catheter s aade difficult because of the foctal
presenting navt, using o steriloe glove oult the forefinger
of the lof't hand along the anterior walt in the vaygina
pushing the sresenting part away and the catheter can be
passed paratlel o Lhe {ingor.

One of the firat thinas to checi in oo woman Lrought to

you attoer preloaged Labour is the condition of the bladder.
Oten catheterization to crply the bladder is All thot is
recguired to cause the delivery to prnceed normal ly.,

RUPPTURE O UTERUS
This 1s a very serious potential complication. 1t may

ocrur following obstructed labour, trauma, uterine massage
during labour, or during labour following previcus

cacsarean scoetion, The woman usually notes that her
strong contractions stop and their pain is no longer fcelt.
She may note that it feels as 1F "something has given way".
She feels faint and rapidly goes into shock. Foetal
distress is notod. You may nolte sudden stopping of strong

Labour, tfoetal distress, and signs of shool.
1 N

The only treatment that will save any of theuo vatlents is

inmediate veferral to the hospital for hysterectomy. Lr
the ruvture is not extensive this may be possible. 1f it
is oxtensive,c anguination will rapidly occur. Treatment
for shock will bLe roquired. (See sectlon on treatment of

shock, Fmergency Module).
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THERAPEUTIC SKILL
Urinary Bladder Catheterization

- Adult Female Patient -

Supplies
sterile: non-sterile:
Rubber or plastic catheter, Protective sheet or towels
size 14 Frerch Good light source
Two basins or glass jars (£lashlight ox lamp)
Water solui‘ie lubricant Waste container
Kelly Clamp Container for boiling instrume
Forceps
Gloves

Cotton balls or swabs soaked
m antiseptic solution
Specimen bottle (iY necessary)

Purpose of Procedurc

The purpose of this procedure is to relieve urinary
retention.

Steps in Procedure

Prior to catheterization, examine the patient's abdomen
to ussure that the bladder is distended. Then put the
batient at case by explaining why the procedure is
necessary and the steps you will take while verforming
this procedurec. You should also explain to the patient
that she will feel a little discomfort during the actual
catheterization, and that she should try to relax as
much as possible.

Catherization is a sterile procedure. You must obscrve
strict asepsis during the whole procedure to avoid intro-
ducing disease causing germs into the urethra and bladder.

Unless sterile supplies are already avallable, disvosable
or otherwisc, two basins(or glass jars), gloves (with the
cuffs turned up), forceps, Kelly clamp, and (if required)
the specimen bottle must be first boiled for ten minutes.,
Keep the handle of the forceps upright, so that you can
remove it from the water without contaminating the other
equipnent. All sterile eguipment must be handled with
the forceps.



While the equipment is being boiled, you can wvosition and
drape the patient. Make sure the patient has complete
privacy while this procedvce is being dcne. If the nurse
clinician is a male, a woeman assistant should be present
during this procedure. Gave the patient disrobe from
the waist down. Position che patient on her back with
her legs spread apart onid the knees slightly bent.
Position thce lamp -to illuminatc the genital area. If a
lamp is not available, have an assistant illuminate the
genital avea with a flashlight. Wash your hands with
soap and water, Place a towe!l or protective sheeting
under the patient's buttocks. I'f & clean drave is
avallable, dvape the inside of the lags leaving the
genital avea oxposed. Wash the vatient's qenital area
with soap and water. '

Using the forceps, withdraw one of the basins which has
been hoiled. In this basin, again using the forceps,
place the catheter and the Kelly clamp. In the first
basin, drip some water soluble lubricant near the tip of
the catheter. Try to avold qetting the
lubricant on the handle of che Xellvy clamp. Do not

touch any part of th. bisin with the tube containing the
lubricant, ov the basin will be contaminated. Using the
forceps, withdraw the sccond basin, into the second
basin pour antisceptic solution. Do not touch any part
of the basin with the cotton balls. Onen sterile pack-

age containing the antiseptic solution without touching
the cotton balls with your fingers, or the container

with the wrapping. Remove the specimen bottle, if a
urine specimen is vequired, with the forceps from the
container in which it was boiled. Tip the s»wecimen

bottle so the water drains out of 1t, but not so that
the water runs down the forcens and then back into the
bottle when it is placed upright. At this time, only
the pair of rubbery agloves should be left in the con-
taincr uscd for boiling the cquipment.

Wash vour hands with soan and water for the second time.
If you are right-handed, you will glove the left hand
first. Using the forceps, romove the left hand glove
by picking up the middle finger. Hold the glove with
the forceps, cuff downwards, for a few scconds so ex-—
cess water can drain out. Place your fingers as far
into the ¢love as possible without touching any part

of the outside of the glove. Release the forceps.
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Grasp the folded edge of the cuff with the thumb and
index finger of your right Land and pull the rest of
the cuff onto the left hand. Using the forceps (do
not pick up the forceps with the gloved hand) pick un
the right hand glove. Allow excess water to drain.
51lip the tips of the gloved hand betweoen the inside of
the cuff and the palm side of the glove. The end of
the cuff may be held with the thumb of the gloved hand.
Pull on the right glove, but do not touch any part of
the ungloved hand or wrist with the gloved left hand.

Figure LD % - Catheterization of the Femalie: 1) Labia
minora; 2) Urethrai opening (urinarvy mcatus); 5) Labia
major«a; 4) Vaginal opening. When eleansing, uwse atrokes
from above downward, Start from the wmeaéus and work
outwards.,

If you are right-handed do not touch the qenital area
with your right hand. Separate the vulva with the thumb
and forefinger of your left hand. Remember, your left

is no longer sterile and should not touch any of the
sterile cquipment. Cleanse the urethral opening (mcatus)
and labia, starting from the meatus and working outward,
and with your clean right hand using -he Kelly clamp to
hold the cotton balls soaked in the antiseptic solution.
Use strokes from above downward. (Sce Figure LD 54)




Each cotton ball is used for only one downward cleansing
stroke. Dispose of cach used cotton hall in the waste
container, not in the basin. Since the Kelly clamp will
not be used to insert the catheter, it can be placed in
the basin containing the antiseptic solution when the
cleansing of the genital area has been completed. Keep
your left hand in position until the catheter is inserted.

Coil the catheter in the basin and pick it up with your
clean right hand about 4 inches (10 cm) from the tip.

To prevent urethral trauma and the vossibility of a
sccondary bacterial infection, liberally lubricate
approximately 2 inches of the tip of the catheter. Place
the open ond of the catheter in the basin to catch the
urine, or in the specimen jar if a urine specimen is
necessary.

"o not relax your left hand. Remember, the cleansed

areas must remain clean and this can only be done iLf
the lcft hand remains in position.

Ask the patient to breathe
deeply chrough her mouth.
The catheter is held be-
tween the thumb and index
finger and is gently ad-
vanced for 2or 3 inches
(5-8 cm) into the urethra.
Urine should flow after
the cather has heen in-
serted 3 inches (8 cm).
Then advance the cath-
cter one move inch

(2.5 cm). (Sce Figure

LD 55) When the urine
ceases to flow or the
amount is in oxcess of
1,000 cc, pinch off the
catheter with your thumb
and index finger, and
gently remove the
catheter.

Figure LD 56 - Catheierination of

Dry the patient and instruct the female: 1) labia minova; &8

her accordingly. urethral opening (urinavy meatus);
3) labica majora; 4) vaginal

Results epening.  The coiheter 15 gently
advanced 2 to 3 inches (5-6 em)

Never force the catheter if nto the wrethyva and then an

you cncounter difficulty or additional one Tueli (8.5 c¢m) when

obstruction. Withdraw the urine sktarts to flow

catheter, dry the patient,
and refer her to a physician.
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Do not advance the catheter more than one inch (2.5 cm)
into the bladder (no more tnan 4 inches of catheter
should be insertced into the urethra) after the urine
starts tc flow or the bladder may be punctured by the
tip of the cathcter.

Do not remove in c¢xcess of 1,000 cc of urine at one
time. This may result in the collapse ot the walls of
an overdistended bladder and the complication of shock.
It is recommended —hat the patient be catheterized on
two separate occasi »~s if the bladder does not cempty
with the first catheterization and the urine :: 3sed
cxceeds 1,000 cc.
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Labour and Delivery

MODULE PHASYE

LKITLL FVALUANTTON

Before you arve advanced to the rotation phase of training,
a staff wmembeor will cvaluate vouw mastoery of thoe physical
examination procedures and discriminal Lons which have bhoon

identified in the modules.

You will have the opportunity to Lo rated on vour
performance of these skills at any time during the module

*hase that vou teol prepared.
i y Drey

To help you prepare, the module containg o list of thoe

skills to be evaluatoed, You are adviseod to do Lhe

following:

L. Work at poeviecting your tecinigques of examination

by practicing with ancther ctwicnt.
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- Puring the clinical practic: time provided, cach
woeelk, practice the skills applicabie Lo the
sublioect boing toaught .

3. Have 4 fellow ctudent observe and ovaluatoe your

- perrormance.

4. When you {feel vou are ready, ashk a4 trainer to

observe and rate your performance.

If your performance is unacceptable, the bLrainer

(G2}

Will give you specific comments on how to improve.

6. Practice again until you arce ready for eovaluation,
and arrvange to be ratad.

7. If after two attempts you are unable te perform a
sK1LL at an acceptable level, arvange for a meeting
with members of the Lraining staff, who will help
you obtaln the cxjpoericnces necessary for improving

your performance.
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