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TNTRODUCTmi() 

It is important to t :;urc that t:h(e medicaIl hii;t-ory of 
each WOIain he ava1.iillIf Cit: l time of her labour and 
do .. , lhis qIv" you i n formt iin dott hriIvery. will 
conlditionlii; whi ch coniLd ctmptlicat:e thbe, tabour or dlivcr" 
aS welIan ;ndan e the wo an' :h hoa 1 t lbh. -totr i 
hi.st'ory, a part of the mteodical hisior', wil1 li lort '(.'u 

u.tl pK b] emIs :: (olhaveita l . U h A A I . t e tirtp 

ltte:tio to:C the abdiomen and t lvi.. This shoul i.dt'iit f-y 
anrtly di se;ast I Lt'tl~t '' .(tIKl Itthmtyit h wtewoman e .I i 
]JahOul]. or dl, ive'ryf as: ,w.:, as idhonti Iy any] ohys,.ica!. 

de formi, ties. 

The it. It. i 1) I -'. C ud phys'; i ia '>: I ar 

Tih t c ls 1111 1 I thetlli::l A 'Iin tI A llt I LII it ll C e IMo ul 't 
If the .W O W~ti.l infrmatzion has\: boon , jat~he.ed ,Ll- anit,,nniAl]i.c l;tC I ,'Il 1I,'lI' } cO":;Jtl[°. IccanuP .I Ill 1 It (I ot 11011' 

at
L,i yo'i ii will11 , I , i' II a Ii' rto o I IIoItr)ILI ]I c nt­

1-l. 1:I I Ii.ttt t i :;Il'.. t i II I / I, ttll1)m',n l t1('.; n I'''t i t' ItI 1 21£1I; ,11"
it: i:; .ilnwt) . anl- L n cKI h ], o hi.s:ior'y anidt phys"ica:l as, snnnH as~ 

teCir iweeks ttIr lI ti.iil,i O17tC lt :%,o ) a itl.;; is I ha eurL" h Cit)I t. I lio it: lit. m(h It an11youl a-lcpt L:ent ri:;s til_W I hualt-hy andi without- c~mol]ic, tin,, Fac<t~- s whecn 
You l s;eo h(--rl at T(llIIhere-(tfore<, ALI is; imporant~l ; [ Lo rel­

examlline you.",.ad r L i-n'ti l at Mth limelb of :Il he ,la(hlu . 

It .is; espe(cially' ]importnt:( I On pay. Cc :oe ,attenLti. tO t~he 

size, slape it.i.1in, alld cO ist; ct of the uteri noellcy 
fun dus. 

http:jat~he.ed
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STUDENT GUIDE
 

EXAMINATION OF THE PREGNANT WOMAN IT TERM
 

I. Entry Level Knowledge and Skills 

Before startinq t:his unit , you should be able to: 
1. 	Describe the anatomy, and physioloqy of the
 

female :(--producti ve system,
 
2. 	 Pe.fOrIim an I)domlinal xi. inait. , 
3. 	 Perform an:onatlt. 1] wM'.ii nati n 

II . Objective:; 

Using the informia-ion and experiences provided by
the instructor and the unit text, you will be 
ab].e to: 

1. 	 Perform an abdominal] e:amii nation of a pregnant 
woman at term. 

2. 	 Determine footal po; ition. 
3. 	Listen to the foetal heart and grade it
 

according to Phi 1pot :(ethod.
 
4. 	Perfor:m a pelvic xa ination of a pregnant 

woman at trim. 
5. 	Measure pelvic adequacy for normal delivery.
 
6. 	 Diagnose when a woman is in labour. 
7. 	Maintain the labour graph.
 

III. Evaluation
 
MODULE PHASE
 

Upon completion of this unit, you wi.1, be assessed
 
on:
 

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

801.
 

2. 	 SWilN.: Your abili hy 

-conduct an abdomina. exami.nation of a pregnant 
woman at term, identifying foeta]. 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 rot:ation phase, you will be 
assessed on your abi litty to: 

1. 	 Grade foetal heart tones, 
2. 	 Diagnose when a womian 2 in Tabour, 
3. 	 Maintain a Tabour qralh, 
4. 	 Prepare a woman in Tabour. 

IV. Activities: 

In order to aicc1.mp]ish the objectives of this unit, 
you wil.1 pati:tici.pte in the fo]lowinq act ivities: 

1. 	 Read the unit -,: and answer review quest.ions. 
2. 	 Partici.paite .i 0 -ou ) discussion. 
3. 	 Observe abdomina] examination of a term pregnant 

woman condhuc1ited by a1 dnctor,/midwi fe. 
4. 	 Perform an ablomi nl examination of a preoant 
I woman at term i th "uc v. iion 

5. 	 Observe tlie pelvic ex/aminatior. oIT a pregnant 
woman at term. 

6. 	 Perfomn a pel.vi c e-amination of a pregnant wonan 
at term with supervision.
 

7. 	 Com l o, a labour Lraph wi. -Li rv , s,.,Cp , 



EXAMINATION OF TiHE
 
PREGNANT WOMA N AT 'E1;RM 

The examination of tiho )regnant woman nhar term req uiros
 
certain ski.lls and can b divided in 1:0osever11 steos.
 

Fi.rst, tho abdominal e:amin.ation all.lows one to determine
 
the posit.ion(of the Lnu, 
 iUs conditIion, and whether 
or not ul-wri no (nt'Lract i or, (1 bour) ha; boqo. 

Second , the pci vi e::im ;ltlows tto examiner o assess 
the conditi.Lon o1h io rv- anq gives: confirlmi.ngt evidenice 
regarding f h i:i.on of tt" footu:. This exami, na Lionla s 
must he 0used rary1 ] and 'wihcaTt io. hoca::se iL aIy cause 
uteri ne ( on tali at i o . 

Third, all (,v\.tuat1on of pelvicC .Z- to deter mine whother: 

the pe].vi1s is large enough o al1.ow a blabv to: come throough 
must he done onO'' wma'' "roIl ant the i rst time.wI egn for 

The foil ow~i n pa 0, B and 9 desci be the Limlport,ant 
MJ!oments iri agno00' ic Skis..];: Abdo2,mi.na1 E::aili. nationthe lMi. 

of a Pregnan t Womin at Ii,erm and1.]PV vi: Examination of a 
Pregnant Woman at Term; and in a Clinical. Skill:
 
Evaluation of Pelvic Size, page
 



DIAGNOSTIC SKILL
 

ABDOMINAL EXAMINATION OF PREGNANT WOMAN AT TERM 

Drape
 
Well-lighted room 
Foetoscpe or stethoscope 

Purpose 

To ass.;;s foetal position, foetal condition, and uterine 
contr'acn t Au:. 

Stes :K the Procedure 

Prepara L:.on: 

The examination and its purpose should he explained
 
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 rela.:ed as possible.
 
All clothing must be removed from the abdomen.
 
The drape shoul.d be lowered to thn symphysis pubis
 
a; it is impossible to adequately examine an
 
abdomen that is covered with cloth.
 

Slimd at 	 the patient's riqht side facing her abdomen.
 

Step i: 	 Observe the shape of the uteri's. When the 
foetal, lie is longitudinal, the uterus is 
longer than Jt is broad. When the foetal lie 
is transverse, th. uterus is broader than it 
is long. It may be possible to diagnose anterior 
or tie ra]1 pos tion of the foetus by observing the 
po. tion of the smooth prominent back or the lumpy 
ex temitices. it may be possible to see movement 
of an e::x:remity transmiLted throuoh the abdominal 
wall. It may he possible to observe the presence 
of uterine on t ra -t:ions. 

Step:2 	 Palpate tho uterus . Your hands should 1be clean 
ce-id warm since co]d hands have decreased acute­
ness of touch sensation and are uncomfortable to 
the paLi ent. If a contraction occu rs, hoId one 
of your hands lighLly on the fundus to assess 
the strength of the contraction and time the 
length of the contraction. Do not try to assess 
foetal po: ition or foetat heart rate during a con­
traction. Begin palpation of the uterus at the pubis. 



,One ha is placed on each side of the uterus 
and geuicle but. deliberate pressure is ipplied
using the palm surface and tie fingers with 
the fingers directed downwai-d. The hands are 
advanced along the sides of the uteorus to the
fundus and the foetus isi outlined. The head 
has a distinctive hard ouLline. The buttocks 
may also feel firm and round(d but- ire wider
and not as hard, smooth or as vell.-defined as 
the head. Outlining may be aided by alter­
nately applying pressutire With each hand, bY 
using rot arv movements of the fingers, and by"walking" the finger tips of both hands over 
the abdomen from side to side. Outlining the 
foetu:; may be more difficult in the obese 
patient or i.n on e with imc amnionic fluid. 
If the foetal buttock; are pushed gently to one 
side, the, body will move too, but since the 
neck is supp1le, pu shing the head similarly will 
not move the body. If the footal head is still 
hiqh in the uterus, it can be movcd, but i.f it 
is engaged within the pelvi;, i t cannot bo. 
moved.
 

Step 3. Using a foetoscope, 1iSten to tihe foetal heart. 
The foetal heart should be best heard over the 
foetal left scapula and ribs. (See Figure LD 1).
The foetoscope is placed over this arca 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 minute and note 
the rhythm. Foetal heart rate less than 120 
or greater than 160 should alert you to possible
foetal distress. Soft blowing sounds from the 
placenta or maternal circulation may heard. 

Fi~gure LDI) o.t 
Of ma!. 70z t:ns :l 
in vcptel: (zpl2i bmpc
(I ' c?0' 00 1;,~(, V;' 70 

t 
4' 

KSASA 

ROP 

/ "XTT{ r 'fI; an ter,'ior 

Right anterior iia,, , 
rst 
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REVIEW QUESTIONS 

1. 	 Which of the following are important in the 
preparation of a woman for labour? 

she should pass urine 

she should take nothinq by mouth 

she should be as relaxed as possible 

her nails should be cut and cleaned 

should drink nothing for one hour before 
preparation 

all clothing should be removed from the abdomen 

she should lie on her back, knees slightly 
flared 

she 	 should be given a sedative 

2. 	 Select from the following, the three essential steps
of the abdominal examination of a pregnant woman at 
term: (number them 1, 2, and 3) 

palpate the live'
 

listen tc the mother's heart
 

palpate the spleen
 

listen for bowel sounds
 

observe the shape of the uterus
 

-palpate the uterus 

observe t:ho shape of the breasts
 

listen to the foetal heartbeat
 

observe the shape of the pelvis
 



3. 	 Complete thase sentences with the correct word or 
words:
 

a. 	 When the foetal lie is transverse, the uterus 
is broajer than it is 

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

c. 	 Palpation of the uterus should be begun at the 

d. 	 During a contraction, you should not try to 
assess either foetal or 
foetal 

4. 	 How can you tell if the foetal head is engaged? 

5. 	 How can the foetal head be differentiated from the 
foetal buttocks on nalpation?
 

6. 	 Write an "N" beside those heart rates that would 

be normal for a foetus at term:
 

118 112
 

124 144
 

168 160
 

110 138
 

120 96
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FOETAL POSITION
 

The 	relation of the foetal to the uterus and pelvis 
can
 
be described by several relationships. These include:
 

1) Lie
 
2) Attitude
 
3) Presentation
 
4) Posi tion
 

1. 	The lie is the relation of the long axis of the foetal 
to the long ax.is of the uterus. It should he longi­
tudina], and is in most cases , bvt may he t:rans.e:rse.
 
The 	longitudinal lie is usual, because of the:shap of 
the foe tus and of the uterus. The uterus is oval -ind 
thus accommodates tin: long foetus bet:te j: i.n a rq.­lo 
tudina1 posi ti n. in the longitudinal .ie, the head 
or the breech will occupy the lower part of the uterus. 
When the lie is tr:inse verse, a shoul.de: occupie s the 
lower part of the ute rus and the long ax.is of the 
foetus lies across the 	long axis of the uterus. A 
transverse lie forces an 
abnormal prsentation which 
inakos dolivery imuch more difficult. 

2. 	Attitude is the relat ionsh.i.p of th, foetal head to
 
the foot a-1. 
 hody. I t sholld bo one o f fl.exi.on . The 
foetus forms a snug, compact, oval ia;s which tatches 
itself well tn the uterine cavity and can be expelled 
more easily in deli,very when the back is flexed. if 
the attitude is not f,:oxed, labour and delivery will. 
be more diif ficult. It the att.it ude is extended, the 
face wi]l1 be the pre:;enting part. 

3. 	Presentation refers to 
the part: of the foetus that
 
lies in the lower end of the uterus. There are five
 
presentations: (Vertex) top of the head is most
 
common, then breech, then shoulder, then face and
 
brow. Vertex, face 
and brow are all head presentations.

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.
 

4. 	Position is the relation of the presenting part of
 
the foetus to the pelvis. There are six possible
positins for any pcsentation. They are: 

- Right Posterior - Left Po.steior 
- Right Lateral - Left lateral.
 
- Right Anterior - Left Anterior
 

http:fl.exi.on
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Thus, the description of a foetal postion could be: 
longitudinal lie, flexion, left occiput lateral.. 

Anterior positions are more favourable than pcsterior
because the foetal back better fits the mother's 
abdominal wall and can, therefore, flcx better. 
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 pelvis for 
the broad part of the head. 

REVIEW QUESTIONS 

1. 	 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 foetal 
head to the foetal body b. lie 

the part of the foctus 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 

2. 	 Select the word/phrase that most correctly-describes 
a transverse lie: 

left lateral 

flexion 

___ 	 head or breech occupies lower part of uterus 

vertex 

a shoulder occuoies 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 



4. 	Give definitions for these words:
 

long axis
 

longitudinal
 

transverse
 

flexed
 

extended
 

vertex
 

breech
 

posterior
 

anterior
 

lateral
 

5. 	Describe this position:
 

RIGHT LEF 

~K..\A&L 
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I.O',.TAL HE]:ARTI :;OUNID.S
 

The foetal heart sounds are heard ove r t-he area at whi.lh

the foetal back comes 
in contct with the uteri.no wa. .
They should he l.istened for at every visit afccr the 
20th week of .rcinan cy. The presence of oe t al heart 
sounds is proof that the fou,;is . ,. T he absence 
of foetal heart sounds ar Lh! 20Lh v.,ce: when they

have previ.ousl.y 
 been heart i .;ugqe<stiv of intra­
uterine death. However, hii ,. 
nc. ! onu it one 
visit .s nOt diacinotic. You sioulld itenn again in a 
week or loss and if they , si.ll not hoird, the mot-her
 
should be referred to a dcLt-. Since t-h foetus Moves 
about, the sounds may be f.ound 1n M I.f-oon 1ocatin;
 
from week to week.
 

You should be able to predic:t whore "n tMe mother's
 
abdomilna], wall 
you wi.. best hiar the Footl heart on
 
the has is of your dotormina : Ian of Motal ptosittion.
 

Y'ou may hear a so ft blowioni sound. 
which occurs at same
the tiAme as
the ma tora . pulse . Th L is.
 
caused by l. iter inoe
the arge 

vessels. Occasionally you ma1''
 
hear a h.igh i. telied b.low.i nc, sound
 
at the same tim ;asnthe footal].
 
heart sound. 'lhis is caused h,
 
the blood Flowing lhr ht t:ie
'iLh e 
 A,
 

cord.I 
.op 

If the p]Aicentai is posi tioned 
LA 1: 

anteriorly, the 
font a] heart:.
 
sounds will. he morno faintly heard.
 
They may hie 
 li.kh nod to heairing_1 
the t.cki ng of- a watch under a
 
pi.low. You may also hear
 
foetWa. I o1r 1ii. nai]mOvemesn t 

rumbl ing.
 

Normal fouta heart. rates are F&OiC t)
 
120 to 160 per minute. It is
 
wise to pal.pate mt:other's pulse while listening for the

factal, heart rate 
sin,:e hf the maternal pulse is rapid,

the two m iy be confused. Lis.te 
.inq for the foetal
 
heart sound is rl-7-1e' of value in 
trying to diaginose
multiple roinlcies since the heart soundA; of a lcrge
footus my a]aso he hoardl ov r a' widdoaena.t 
The fo tal iea rt is the lest guid you wi. -1'slto how
 
.h, ,.-:
tu. I. do i.nq . The niolirlhlrlhyth m 1; sa double leait.

You should lis ton d uri ng , hefy-,re :and atter a con tr'a.ction. 

http:uteri.no
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The 	 foetal heart rate should be graded according to the 
following 	by Philpott:
 

Grade 1: 	 Normal 120,160/mitin, no change during or 
after contraction. 

Grade 2: 	 .. bnormal above 160/m.n or between 100­
120/min wi th no change during oi: after 
contraction. 

Grade 3: 	 A slowing Lirly in the coitraction (early 
deceleration) which returns to the base­
line before the end of the contraction. 
If a base].ine rate is nr rmil this is de­
fined as a Grade 3a, or abnormal a Grade 3b. 

Grade 4: 	 A slowing l.ate in the contraction (late 
deceleration) which does not return to the 
baseline rate until at least 30 seconds 
after the contraction is completed. If 
baseline rate is normal this is Grade 4a, 
if abnormal Grade 4b. 

Grade 5: 	 A rate persistently less than 100 beats/ 
minute. 

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, FIlR 
should be checked progressively more often. 

Fotal 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 	 absence of foetal heart sounds after the 
20th week, when they had previously been heard, 

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

-asoft, blowing sound uccurring itt the same time 
as the maternal pulse, 

a high-pitched b owing sound at the same time as 
the foetal heart beat, 

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

http:indicat.on
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Marked sling of the foetal heart raIte la te in the 
contracti.on retLu. ;Sco normai baselino 30 seconds 
after ceontr;iaction 

foetal heart sounds in different locations at
 
each prenatal visit.
 

2. 	Match the phrases in the left column with the "causes" 

listed in the right hand column:
 

faint foet-al, hea: t sounds a. blood flowing 

through the cord 
irregular foetal heat foeal disrss.. 
sounds
 

foetal heart sounds at c. p].acenta positioned 
di ff ren t locations an te ri.nrly 

marked slow.ing of footalhoart r r u erl d . ci.rcu lat ion largeto 	 ft e inlheart rate 
after uterineut 
 r n ve s l 
contraction uteri nc vessels 

Shigh-pitched b].owing sound e. foetal anoxia
 
at same time as foetal
 
heartbeat f. foetus moves around
 

soft blowing sound at same
 
time as maternal pulse
 

3. 	Mark with a cross t:hose phrases that could be used
 
to complete this sentence correctly:
 

"The foetal heartbeat should be listened to every
 
five minutes ............
 

when the placenta is positioned anteriorly,
 

in multiple pregnancies,
 

if there is any indication of complications,
 

toward the end of stage one,
 

when the membranes rupture,
 

if the foetal heartbeat is irregular,
 
intermittent, or weak.
 

http:contracti.on
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DIAGNOSTIC SKILL, 

PELVIC EXAMINATION 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 

Pturpose 

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 rigid 
abdominal wall. 

4) Before giving enema to multiparous 
patient having strong contractions in 
case she is nearing the second stage 
of labour. 

One pelvic exam.ination 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 patient should lie on an
 
examining table with her legs apart and knees bent
 
(lithotomy position). (See Figure LD 3). Antiseptic
 
should be placed 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. 



Step 3: 	 Using your right
 
hand pick up the
 
cotton hall from
 
the howl contain­
ing the antiseptic
 
solution; transfer
 
the cotton ball to
 
your left hand
 
without allowing 
your hands to
 
touch each other,
 
and using the ].eft
 
hand swab the
 
vulva. Each cotton
 
ball is used for 
only one wipe which 
is always done in a 
direction aa;l from :" 'r , ' 
the vagina. (Note: 
the right hand is tco remain sterile for use in 
examining the vagina. Therefore, the right 
and left hands must never touch each other.) 

Step 4: 	 The right, index and middle fingers are dipped 
into the antisepl:i.c solution. The labia are 
held apart by the .eft thumb and index finger 
and the right index and middle finqers are 
gently introduced into the vaqina. (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 increase the risk of infection.
 

Step 5: 	 Assess vaginal condition. The walls should be
 
warm, moist, soft and stretchy. Any hardening
 
or scar- tissue should be noted. Bladder con­
dition, faeces in rectum, cystocele or rectocele
 
shoula be noted.
 

Step 6: 	 Assess the cervix. Prior to labour the cervi: 
is firm with a canal of up tu 3 cm in length 
(Figure LD 4). In multiparous women the cervix 
easily 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 (Figure LD 5) . Full effacement is
 
identified when no canal is present (Figure LD 6).
 
Full dilation occurs (see Figure LD 7) when the
 
cervix is not palpable on vaginal examination.
 
A small baby is ab].e to deliver without complete
 
cervical 	dilation.
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Step 7: Assess 
may be 

the membranes and bag of waters. 
difficult if the membranes stick 

This 
to th 

presenting part.
become tense and 

During a contraction they 
can be more easily felt with 

fluid between them and the p resenting part.
If there is doubt as to whether the membranes 
have 
part 

ruptured, upward pressure on the presenting
between contractions may allow fluid to 

e scape. 

Step 8: Assess 
Figure 

the level or 
LD 8 on next 

the presenting part. (See
page). The head that is 

five-fifths 
four-ffths 

above is 
is just 

entirely above the 
entering the brim. 

brim; 
When 

there is three-fifthf; above, the hands, on 
abdominal. palpation, can sti.ll go partially 
round the head. When two-fifths above, the 
hands splay outwards because more than half of 
the head had cntered the brim. When one-fifth 
above, only the sinciput can be tipped abdomin­
ally and O-fifths represents a head entirely in 
the p12].vis. The number of fifths is plotted 
on the cervicograph with an '0'. 
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Figqure LV 6' - Wool)C of the Waab(c lopc the NOi,' 
moo ?pd:;'0 ' abdomi na ii7. 'ution. 

Step 9: 	 Assess the presentation. In most cases the ver­
tex of the foetal skull presents and presentation 
can be reconized by palpation of skull bone;,
fontanelles, and suture lines. The anterior 
fontanel]e is diamond-shaped, about 2.5 x 1.25 cm 
and can be recognized as the junction of four 
sutures. TIhe posterior fontanelle is triangular,
is small and can be recognized as the junction of 
three sutures. Presentation can be determined 
by which fontanelle li.es anterior and whether it 
lies to 	 the left or right side of tohe pelvis. 

Step 10:Assess the degree of moulding. This can be 
determined by the imount of overlapping of the 
skull bones.
 

Step ll:Note any abnorma.itics. These might include 
bleeding, presentation of the cord, anencephaly, 
hydrocephaly, unusual presentation, etc.
 

Step 12:Remove your hands, return the patient to the 
appropriate position, and NOTE YOUR FINDINGS ON 
THE LABOUR CHART. 
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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 easier-to-read manner. Detailed
 
record of findings and interpret:Ltions of findings of the
 
graph should be made on a separate page.
 

The three major features of thi.n graph bv Philpott are:
 

A. Foet:l condition 
B. Labour progres:;
 
C. Maternal condi tion 

Zero time is taken as the Lime of admission to the hospital 
rather than the time on onset of labour prior to admission. 
The actua] time and the eher arenum of hours since admission 

recorded to alert the nurse c.inician to the passage of
 
time.
 

A. [OET'[A CONDITION:
 

This is recorded in the to'u portion of the chart and
 
includes:
 

1. Foetal heart rate
 
2. Condition of liquor
 
3. Degree of moulding of the foetal head
 

1. Foetal heart rate is counted before, during and after
 
a contraction. It is graded 1-5 and recorded every 
half hour during labour. 

Grade 1: 	Normal 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 early in the contraction (early
 
deceleration) which returns to the baseline
 
before the end of 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 seconds 
after the contraction is completed. It 
baseline rate is normal this is Grade 4a, 
if abnormal Grade 4b. 

Grade 5: 	A rate persistently less than 100 beats/
 
minute.
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2. 	The 
liquor and condition of membranes are recorded
 
using the following:
 

I' = membranes intact 
'C' = membrane; ruptured, clear liquor 
W = membranes ruptured, meconnum-stained liquor 

3. 	Moulding should be assessed withL each vaginal
 
examination and recorded:
 

-	 bbones normally separated
 
+ = bones touching each other 

++ = bones overlapping but on digital pressure can 
be easily serarated 

+++ = bones overlapping a'nd on digital pressure 
cannot be separated 

B. 	 LABOUR PROGRESS
 

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 ploLted as an W on the graph. Time for the 
next vaiginal e::amination should be pa.-,nned and marked 
with an arrow as snown on the graph. If the progress 
of cervical dilation does not remain on the left of 
the alert line hut crosses it, the labour should be 
considered high risk and p reparations for transCer 
made. 

2. 	 Descent of the head is plotted on the graph with 'C'
 
refer to Figure LD 8, (leve]l of the head above the
 
brim, neas ured 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 disproportion present. 

3. 	 Uterine contractions are recorded every half hour 
using the following example of a labour graphb. (Page 24) 

C. 	 MATERNAL CONDITION
 

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

EVALUATION OF PELVIC SIZE 

Supplies:
 

Glovesr
 
E;'a!ipning table
 
Patient's record
 

Purpose of Procedure 

The purpose of this procedure is to determine the 
a 2cqu-icy of the pelvic structures to permit delivery of 
a normal. izd baby. 

It shou.d b. dona in eve,.'primiparous woman and in any
mu]tiiarous woman in whose case there is a ruestion of 
adequacy by history. The best Lime to do this examin­ation is between the 36th and 38th week. It should 
certainly be done bef.1ore labour begins if at all possible
since if inadequate size is note(d the woman must be 
referred 	 to the hospita] for delivery. 

Sts in Procedure 

Step 1: 	 After she has emptiod her bladder, the patient
is olaced in os;ition for a pelvi.c examination. 

Step 2: 	 Using sterile well-lubricated gloves, the index 
and middle fingers of your right hand are in­
serted into her vagjina. Reach as far back as 
possible attempting to reach the sacral 
promon tory . This should be as high on the 
sacral bone as you can reach. Wh.ile your
fingertips are aga.inst the sacral promontory, 
mark the place on that hand where it contacts 
the lower border of the symhysis pubi.s. The 
length from the fing(, ips to this point is 
measured after you wi.thdraw your hand. This 
length should be 1.2 cm or greater. (Figure LF 9) 

L 
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Step 3: Note the curve of the sacrum. 

Step 4: The ischial spines are 
see if tW:y are unduly 
space available. 

palpated on each side to 
prominent decreasing the 

Step 5: The sacro-sciatic notch should be 
It should accommodite two fingers 

evaluated. 

Step 6: Note the anglc: of the 
It should accommodate 

pubic arch. 
two fingers. 

Step 7: After completing the pelvic e:amination, evaluate 
the distance across the lower outl.et. 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 your glJoved fist between the 
tuberosities directed slightly backward. The 
distance between the tuberosities should be 9 cm 
or greater measured in this way. Knowing the 
width of your fist you should be abl.e to 
determine the adeqiuacy of the outlet. 
(Figure LD 10). 

Step 8: Record your findings. 

........... .. _ _Il .. _< j , : 
" ~ ~ ~-- \:j V It 4 

Yigupe LD 10 
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LABOUR 

DIAGNOSIS OF LABOUR 

During the three weeks before labour begins, signs often 
appear suggesting that labour is approaching. These include: 

1) 	 Lightening 
2) 	 Frequency of urination 
3) 	 False pains 
1) 	Taking up of the cervix 

1. 	 Lightening is a sinking of the uterus as the pelvic
bone widens and the pelvic flor relaxes. The lungs,
heart and stomach arc no longer as crowded so it is
easier to brea the and there is a feeling of decreased 
pressure described as "lightening ". Walking becomes 
more difficul:z and there nay be aches in the back or 
pelvic joint.s:. The effects are less noticeab]e in 
multip arous women thLan in primiparous , 

2. 	 Because of t:he change in position of the uterus, there 
is pressure on the b:ladder. Thi.s limits its capacity 
and forces freuenit urination. 

3. 	 a]. seo pains may cause real di scomfort but are not
 
labour. 'They are erratic and .irreglar. They may

last for sevral minutes and are not: accompanied by
 
backache. 

d. 	On pe.vi c oxami nation, the cervix can he noted to be 
shortoning i tself a it is readied for di.latiol;. 
(Figures L 4, 5, and 6.) 

The 	 signs of true ]labou are: 

1) Painful rhythmic uterine contractions.
 
2) Dilation of tihe cervical opening
 
3) S h w,
 

1. 	 Uterine cont ractions begin painlessly with pain in­
creasing in in tens.ity, to a peak and then diminishing.
They are felt as Liqhtening or pain. The uterus 
feels hard t-o the touch during a contraction. They
rarely exceed mln , withone iute recur rhythmic regu­
]_arity, and arc often accompanied by some backache. 

2. 	 The cervi: i.s sho1:tr.tned and the opening dilates :o 
al low pa:;sage of the foe tal head. The membranes may
be felt as tense during a contraction. (Figure II 7) 

3. 	 Show is a blood-shainad thick mucous discharge that 
occurs wi thin a few hurs before or after the start
 
of labour.
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REVIEW QUESTIONS
 

1. 	 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
 

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

a. 	 Fa~se labour: may cause real discomfort 
erratic and irregular 
may last several minutes 
rhythmic and regular 
are accompanied by backache 
are always present 

b. 	 Labour contractions: may begin painlessly 
erratic and irregular 
may 	last several minutes
 
are accompanied by backache 
are rhythmic and regular 
may 	not be painful
 

3. 	 Give definitions of these words and phrases: 

false labour
 

lightening 

show
 

frequency of urine 

4. 	De3cribe the steps in assessing pelvic adequacy.
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STUDENT GUIDE 

PREPARATION FOR AND NORMAL PROGRESSI'OA OF LABOUR 

I. Entry Level Knowledge and Skilis 

Before starting on this unit, you should: 

1. 	 Be familiar with the meaning of the terms
"sepsis" and "asepsis" 

2. 	 Have completed Unit ] of this module. 

II. Objectives 

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

1. 	 Discuss the importance of emotional support 
during labour. 

2. 	 Discuss the importance of asepsis during 
labour.
 

3. 	 Perform needed prep of a woman in labour, 
including urinary catheter:izati:on. 

4. 	 Identify the different stages of labour. 
5. 	 Discuss normal progression of labour. 
6. 	 Discuss the appropriate use of medications 

during labour. 

III. Evaluation 
MODULE PHASE 
Upon completion of this unit, you will be assessed 
on the fol.lowing: 

1. 	 hnowledgc: Written test based on the contents 
of this unit. 

2. 	 Skills: Your ability to: 

-perform urinary catheterization of ,n adult 
female patient 

--manage the preparation of a woman in labour 
-maintain a labour graph 

ROTATION PHASEI: 

Upon completion of the rotati.on 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
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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 unit text and answer review questions. 
2. Participate in group discussion. 

3. Participate in role-play: "Emotional support
 
of a woman durinq the onset of labour". 

4. Observe a woman at onset of labour. 
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PREPARATION OF TIHE WOMAN IN LABOUR 

Emotional Support 

The emotions of the woman i n labour influence her re­
action to discomfort and Dain determining the amount of

phys.i.cal and mental exhaustion she wi.ll exper.ience. The
 
nurse clinician must remember that 
 the bi.:th of a baby
is an important fam i ly affair. llus1; ds and other
 
rel.at.ver; shoul.d be included 
 in the entiire event if they 
so wish. The nurse cin.1.nic ian's interest and understandi.ng
has a rea:s;urincg effect- on the wcmiian in labour and on her
 
family.
 

There are 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 the
 
birth proce,ss may prevent comnplications and potentially

life-threatening infacti.on. attention
Your to cleanli­
ness and steri.e technique are very important.
 

Pe 171 neal Care 

The perineaI area (be.tween Lhe vulva and anus) may have

the haira clipped if an epi."iotomy is being considered.
 

Bowe. Care 

It is wise to empty the lower bowel of every patient at
the liuinning l.abour. best ofof The method emptyin

the lower bowel iln earaly labour is usua11h- lly an enema.
 
It .is more imnmediate 
 and more thorouqh than a suppository. 

Since there are connectli.ons lho-t.ween thLie ne rves of the 
uterus and af the bowel, st:iimu],ati.nq the bowel tends to 
stimulate uterine contractions. 'This is often us5eful. 
early in labour. 

Since the colon anid reci pass through the pelvic canal, 
a loaded rectui occupies space that the fet:uo ; could use 
on its de,.,cent. 

I f the lower bowel. J nt.empt.i ed , the descending foctus 
wi.1.l usually do tie job fCr you but imm"0atel.y before 
and during the del.ivery. This does make the maintenance 
of asepsis more difficult! 

http:st:iimu],ati.nq
http:infacti.on
http:understandi.ng
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The enema is contraindicated in a woman suffering from 
eclampsia or haemorrhage. It is also unwise in the 
already dilated multiparous woman. 

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

Urinary Care 

It is very important to pass urine often (at least every 
three hours) throughout labour. The bladder is being 
squeezed by the delivery process which greatly decreases 
its capacity. A full bladder may slow the descent of 
the foetus. It may cause unnecessary pain during labour. 
It may lead to urinary retenLion after delivery. It may 
lead to poor uterine contractions. And it may he 
bruised which can lead to the very di fficult long-term 
complication of a vesico-vaqinal fistul, A full bl.adder 
with increased pressure can produce pres.; ure on the 
sphincter makinq voiding i.mi)Ossihle. ''i may require 
catheteri.z ation. Catheterizat.ion must always be done 
under strict asepsis. So The rapeutic Skill Urinary 
Bladder Catheterizat ion. 

General Cleanliness 

A shower or sponge bath on admission may be taken depending 
on the intensity of the labour. After the enema, a 
t:horough cleansin; of the perineal area with soap and 
water should be performed in preparation for delivery. 
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REVIEW QUESTIONS 

1. 	 From the following, select what you think is the 
MAIN purpose of physical. preparation of the woman 
for labour. Mark youiz selection with a cross. 

to stimulate the bowel 

to prevent urinary retention 

to prevent infection 

to inspect the hair for pediculi 

2. Which of the following could result from a full
 
bladder during labour?
 

poor con tractions
 

- vesico--vaginal fistula
 

___unnecessary pain 

___ 	 slowing of the descent: of the foetus
 

urinary retention
 

bruising of the bladder
 

3. 	 Give three examples of cases in which it would be 
unwise to give a preparatory enema to a woman in 
labour. 

1. 

2. 

3. 

4. 	 Discuss emotional support of a woman in labour.
 



NORMAL PROGRESSION OF LABOUR
 

Labour is the process of e:.:peii]ng the foetus, placenta,
and membranes from the utcrus. 
 Labour demands th, 
womans total participation (physical1 and emationa i. 

Activity__utrnJn _boqr 

The woman in lahnour sho uld be encouraged to maintain 
positions that she finds comfortab In. 'Theonly reason 
for lying down i. t( rest7 and rel.ax i.f hin feeling 
tired or if thee are com]li cautione;, i . e. , premature 
rupture of membranes, multi. ie pregnancy, etc. 

In the uprighttosition (walking and sict-ing) the 
an tero-po' t rior diama te r of the pe lvis en l.arg es sigh tly;i

assisting the force of gravitLy to enable the f oetus to move
 
lower in the pe.vis.
 

Diet
 

Lack of food and dehydration must he prevented to provide

adequate energy for the labour process. The 
nurse 
clinician should encouraq the woman labour takein to 
nourishing foods and drinks during 1arvlabour . Easily
digested foods .ike porri.dge with m lk, non-greasy .soups,
t:oasted broad and tea, fresh fruit juice or ftuit jelly 
or puddings if avai .able iust be eaten duri ng the latent 
phase of lahour. In the active phase, oral feeds and 
fluids are letter wi thUlhe.d hecau.n* pain and nervous 
tens ion retard absorpt.on of food. IF .abotu r seems pro­
longed, then intraveinious ,]exuros,, 5n hould he given. 

Staqes of1 Labour 

There are tihree W;rages of labour. The fi. rst is that of 
complete d].ation of the cervix. Tho secnnr i. t ,f
the expulsion of 
the foetus. The third is the separation 
and expulsion of the p l.a,"on ta and membranes. 

Duration of Labour 

The duration of 
 abour varies widely. Among identifled 
factors affecting duration are whether this is 
the woman's 
first baby or noL, the length of time since the birth of 
her l.ast chl].d, p;lvic size, foetal presentation, strength 
of contrctions and the general phys I al and emotional
 
condition of the mo1ther. 
 'Thu total Lime should be less 
than 24 hours. The majority of this is in the first 
stage. Second stage may last from a few minutes in a
 
multinarous woman to a couple of hours 
in a primiparnus
 
woman. Third stage is usually less than 30 minutes.
 

http:absorpt.on
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STAGE ONE
 

Stage one involves three functions: the contractions
 
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 phase
which is 
from the be(iinning of regular contractions,
 
to 3 cm cervical dilation; 
 it lasts for about 6-8 hours 
in a Primiqravida - the active phase(which 
is from 3 cm
 
cervical dilation to full di.lation. Durin this phase,

cervical dilation 
takes place at the rato of I cm an hour. 

A. Uterine contractions are involuntar'. 
 With con­
tractions, the muscle fi brcesl become shorter and thicker.
 
Between contractions, 
the muscle fibres retai.n some of 
the retraction withou t comlet1]1 relax.[e-ly ing. Con­
traction-s as.t aou a minutee; if loie tilo OX'qen
suppiy to the foetLus i s reducced. Con tractions arc 
rhythmic with docre asaing i.nt:ewrval; usually beginning
about 15 mlinuteO:s, apart early in stage one. By the end 
of stage two, the contractions are regular 2-3 minutes
apart. The contra-ctions s;tart in L~ho fundus, of the
 
uterus and spread downward. They are stronger and
 
longer in I:he upper segment uterus. 
 This allovws the
 
lower segment of the uterus to dilat:e so that the foetus
 
can leave the uterus.
 

17/ 

Fig.ulpn' hD !I Au U P<uppol,!<p ,<,rgm,'on, of" th.e ut~er,u
 

cOltl'iicta., i'SQ Patfcts,0/ ., ,1 /,n 5('duiTuI;(cTp of" the 
UtoieT- h" to "/hin1 ,' " 'on , a ,pix in fuzzy/niz7 
di Zisld and 1:1, .,fo nrstua vo the tp .,Q 




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 th. uterus con­
tracts. In case ridge letween thethis the segments
 
can be felt and seen as a depressed ridge runni nq a 
 ross 
the lower part of thr abdomen above the sym phvsis pubis.
This warning sign of o;struction and possible uterine 
rupture requires immediate referral. 

B. The thinning and dilation of tzh, crvix involves the 
'taking up' of the cervix by which it becomes continuous 
with the lower uterine segment. The baq of waters and 
the presenting part asit .in the dilti~on bh' applying 
pressure to the cervix. (See Figure LD 12. )

Volountary bearing down before complete dilation may
 
lead to oedema of the cervix. 

y4 
Pig ~p LDr ,n - 'TP;:,":,: r;a; ' ,I',,u 'f.:m / .PC 581z PC from 

C. When the 1.ower ;egment uterus st retches, the membrane 
becomes detachod from it and the incroased intrauterine 
pressure causes the loosened part of the sack to bulge
downward it:o the ceervix. 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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2. 	 Discuss the diet of 
a woman in labour.
 

3. 	From the following, select those cases in which a
 
woman in labour should be resting in bed. Mark
 
your selections 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
 

4. 	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 long has passed since last baby was born 

-_ age of the woman 

temperature of the room 

foetal presentation 

emotional condition of mother 

strength of contractions 

size of woman's pelvis 

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

a thick, mucous discharge
 

rupture of the membranes
 

_ shortening and thinning of the cervix
 

visible or palpabl.e depressed ridge in lower
 
abdomen
 

_._ 
two minutes only between contractions
 

oedematous artertor lip of the cervix
 



6. 	Complete the following sentences:
 

a. The fi.rst stage of labour Ls divided into the
 

__and the phase; the 

latter starts when the cervix is 3 cm. dilated 

and dur.ng this pha the cer,,, : dilates at the 

rate of an hour. 

b. 	 A woman whose cervi cal.dilation i s 4 cm. at 10 a.m. 

should deliver Ly 

C. 	 If proqres;s oW ceervical dilation crosses the 

of the labour graph, the labour 

should be con; dered i: and 

the patient tr;an:;ferred t-o hos ital. 

d. 	 If regular contractions have continued but at
 

the end of R hours after admis:;.siLon cervical. 

dilation ha; not reached" m. active phase,(:3 i.e. 


th]. .m 1us5t he di.JICJI15.'d a:;
 

phase and the patienit :;hould be.
 

e. 	 In remote hea lth :ni.t:s here transport facilities 

are poor it is; necessary to screen patients before 

labour starts so that all suspects of 

should be sent to 

hospital right away. 
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USE OF MEDICATIONS IN STAGE ONE LABOUR 

The use of medications during labour becan a difficult 
decision. It must be coestantly kept in mind that not one, but two patients will. be medicated since most medi­
cations will cross the placenta and affect the foetus. 
Desirable effects on the mother may well be most 
unde­
sirable on he foetus. 

Every woman in labour should be given the maximum relief 
from pain that is consistent with her own and her infant'ssafety. But medications are not the only wherebymeans 
pain can he relieved. By creating a peaceful atmosphere
for labour, by suggestion, y relaxation and by having a
prepared mother, canyou prevent or alleviate much pain. 

Pain is detlimentlt during labour when it exhausts the
 
woman physically and emotionally. A vicious cycle is
 
set up in which the exhaustion reduces the 
 pain threshold
which worsens whicht]e pain worsens th, exhaustion. 
Therefore, there times whenare an analgesic medication 
is requ .ed during normal labour. When pain medications 
are given late in labour they are often at peak effect at 
or after delivery causing a depressed baby; thus, giving
them earlier to break the pain cycle and to allow rest 
may be the better course. 

Among medications that you may have to administer are
Chloral Hydrate 1 to 2 grams; pethidine - 100 mg IM; 
or promethazine 50 mg 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 required 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 0 C. Ampicillin 500 mg every 6hours 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 QUESIONS
 

1. When may analgesia be required during delivery?
 

2. 	What types of analgesics are possible?
 

3. 	Why may analgesic medication be hazardous during
 
labour?
 

4. 	What are the indications for the nurse clinician to
 
use 	 oxytocins during first stage labour? 
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STUDENT GUIDE
 

ASSISTING DELIVERY 

I. Entry Level Knowledge and Skills 

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

II. Objectives
 

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

1. 	 Describe the progress of labour and mechanisms 
cf delivery. 

2. 	 Identify the signs of foetal distress. 
3. 	 Identify the signs of maternal distress. 
4. 	 Discuss the -.onsiderations involved in rupture 

of the membranes. 
5. 	 Assist in normal delivery at a health unit. 
6. 	 Demonstrate proceduri for cutting the umbilical 

cord.
 
7. 	 Assist in home delivery. 
8. 	 Describe the initial assessment of the newborn. 
9. 	 Describe the manual removal of a placenta. 

III. Evaluation
 

MODULE PHASE 

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

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

2. 	Skills: Your ability to:
 
-assist in a normal delivery
 
-tie and cut umbilical cord
 
-dlivry placenta 
-care for newborn (initial assessment and
 
resuscitation)
 



ROTATION PHASE
 

Upon completion of this rotation phase, you will 
be assessed on:
 

-managing a normal delivery, including newborn 
in heal.th iunit or homnw. 

-manual removal of a placenta 

IV. Activities:
 

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

1. 	 Read the unit text and answer review questions. 
2. 	 Participate in -. roup discussion. 
3. 	 Observe normal delivery. 
4. 	 Assist in at: lea;t one normal delivery. 
5. 	 Observe cut t:nc: , the umbi].Lca], cord. 

6. 	 Observe the de].tvery ofI normal. ,lacenta. 
7. 	 Obse rve and p( rform ini til ,sosS11sment of 

newborn 
8. 	 Participate in sLmul].ated home delivery. 
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GENERAL PROGRESSION OF BIRTH PROCESS
 

(Labour Stage Two)
 

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 positive sign - the full dilation of
 
the ccrvix. '['his can only be confirmed by a vaginal

examination. There are, however, a number of probable

signs that can be use ful 
and help you avoid repeated

vaginal examinations which always include 
the possibility 
of introducing infecti.on. 'These include: 

A. 	 Change in the type o f contraction to the expulis.ve
 
type with involuntary bearinq down;
 

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

C. 	 The anus may he seen to be "'opati..ng" and gaping.

This can occur with a deeply engaged head late in
 
the first stage but usually i.ndicates second staue;
 

D. 	 Gaping of the vulva in the prim.l parous woman is 
usually significant. In the multiparous woman 
the relaxed state of the tissues makes this sign 
unreliable; 

E. 	Appearance of the presenting part is usually a 
useful sign but not always, as for irs ance in the 
case of a foot presenting in a footling breech when
 
dilation need only be partial 
for 	the foot to be
 
seen; 

F. 	 Bulging of the perinem 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 
he 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 mother and the 
child. 

http:infecti.on


Phases
 

T'herelr(, 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 showinq within 30 minutes. If it

is not, a vaginal. examination should be made to 
determine why not.
 

2. The perineal phase should last no more 30-45than
minutes. There should be advance ".'ith each con­
traction. Lack of advance within 1.5 minutes with 
good contractions is a danger sign.
 

Monitoring 

Monitoring during this stae must be continuous. The

foetal heart should be listened to after each

traction in order 

con­
to be alert of developing foetal dis­

tress. If foetal distress is suspected, the foetal

heart should be listened to btufore, during and after

each contraction. The point at which it can be heard
will move downward and toward the midline 
 as descent 
occurs.
 

Maternal condi tion should be checked with the taking of
pulse every ten riinutes and observation of contractions.
Ccntractions should be closely watched for strength,
frequency and duration and whether uterusthe relaxes 
between them. 

General Calre
 

Because of the danger of asoirating vomitus, only sips
of water or glucose water should be oermitted at this
 
stage. The bladder should be emptied at the end of

tile first stage/start of tile second stage. 
 If the
 
woman c;,.not do this, cathrterization wi 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, ea.e in observing the patient's
abdomen, face, 
vulva, and ease of listening to the foetal 
heart. Positions such as squatting, crouching, kneeling 
or lying on the side may be more comfortable to some 
women.
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Bearing Down (Pushing Out) 

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.

Help 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 Figure LD 13.)
 

tier legs will need support by
 
someone or with pillows between
 
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
 
push again as long as she can.
 

Y"a LI)I 7' - P,.t; L?"Ofl 
Tell her to keep her eyes open o hav . dotwn. 
and her mouth loose 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 progressing

multiparous woman the preparation is best done near the end 
of stage one. 

Scrubbing Up 

The nurse clinician should put on an apron/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.
 



REVIEW QUESTIONS
 

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

2. 	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 

3. 	 Mark those signs that may be seen at the beginning 
of the second stage of labour with a 

-_ 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. 

4. 	The second stage of labour should not be longer 
than __ hour in a multiparous woman and not 
longer than in a primiparous woman. 

5. 	 Why is it important to keep the bladder empty 
during the first and second stages of labour?
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MECHANISMS OF DELIVERY 

The mechanisms involved are 
a series of passive movements
 
of the foetus as it presents the widest diameter of each
 
of ti-e parts of its body to the widest diameter of the
 
birth canal on its journey through. Thus there is a
 
series 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: 

(a) 

z 
< \ y
U z 

Figqure LD 14 - The uter ['igur LD 1: head meets'u: The 
pu'hea on tho ]oetaZ spine the Penioatanoc of the p.lvin,
with oontacutionu; (a). ccrpix and pelvic, floor in­

crea gnqfl'Zxion 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 increased 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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RI HTLE FT R *IHtT LF 

Figure LD 16 - Vartex, left Fiqure LD 17 Showing descant
 
occipi.to-anterior. S.u tunVc'a with increaso in flexion of
 
and ['ontanelcn a no on 'from the head.
 
below prior, to f'lexion 0!"
 
the head.
 

2. Internal rotation is the turning
 
forwards of whatever part of the
 
foetus reaches one side of the
 
pelvic floor first. The force
 
of contraction causes the pre­
senting part to stretch that
 

FT 
part of the pelvic floor. With RlGHT L 

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 occiput lies 
behind the symph?,sis 
pubis. 



L19
 

3. 	Crowning is the term used 
 !"iqtn'e LD 19 ­
when the presenting part 
 CowniU7 ofj the 
escapes under the sym- had. 
physis pubis and no
 
longer recedes between
 
contractions.
 

4. 	Extension is the movement lioup, LD 20 -
by which the flexion is ,XterCio)l of
 
undone. The back of the 
 th Chad.
 

neck rotates on the lower 	 ))

border of the symphysis
 
as the face and chin pass
 
over the thinned perineum.
 

5. 	Restitution is the turning 
 .'' UP, LI) 2l ­
of 	the head to undo the 
 Reatitption of 
twist in the neck that the had, occip
occurred during internal 
 tuPnJ to le(t i;

rotation of tile head. 
 an 	L.O.A.
 
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. 

6. 	Internal rotation of the Figure LD 212 ­
shoulders is a movement inte.rna. ro­
similar to that which ta ion of thc' 
occurred to the head in 2. .houl.dcrs. 
This presents the shoul­
ders to the outlet in the
 
Anterior-Posterior dia­
meter. It occurs the
 
next contraction after
 
the head is delivered. 

7. 	External rotation of the 
 Fiqure LD 23 ­
head is,:the movement of 
 External rotatic 
the head accompanying the of head.Ole 
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 expulsion.
 



8. Lateral flexion of the body is 
the sideways bending
spine that occurs so 

of the 
that the 

body fits the curve of 
canal while the body is 

the birth 
being 

expelled. The body passes over 
the perineum and is carried up­
wards over the symphysis pubis 

I 

towards the mother's abdomen 
by 
in 

the nurse clinician 
lateral flexion. 

to ai& .py, Li) 
flexion u 

14 -
th 

Lateral 
body1. 

REVIEW QUESTIONS 

1. Match the words or phrases in the first coiumn with 
those in the second column:
 

lateral flexion of the body
 

extension
 

restitution
 

internal rotation
 

crown ing 
external rotation of head 

internal rotation of shoulders
 

flexion of the head
 

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

D. 	 turning forwards of whatever part of the 
foetus reaches one side of the pelvic floor 
first. 

c. 	 the movement by which flexion is undone. 

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

e. 	 sideways bending of the spine. 
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. 

2. Why is it useful to know the different mechanism of 
delivery?
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SIGNS OF FOETAL DISTRESS 

Lack of oxygen (anoxia) is the most common cause of
 
foetal distress. Anything that causes a decreased
 
amount of oxygen to be available to the foetus is a
 
potential cause of foetal distress. This can include
 
such things as placental insufficiency or infarct, pro­
lapse or pressure on cord, inadefuate maternal circu­
lation, various medication; gi ven to the mother etc.
 
Oxygen lack can cause foetal death and stillbirth or
 
brain damage.
 

Signs of foetal distress are: 

1. 	 Abnormal foetal heart rate. 
2. 	 Foetal heart that is irregular, 

intermittent or weak. 
3. 	 Meconium - stained amnionic fluid. 
4. 	 Excessive foetal movements. 
5. 	 Cord-murmur. 

1. 	 The earliest sign of foetal dist-ress is often an 
increase in foetal heart rate. An Licrease of 
over 20 beats per minute or a rato of over 160 per 
minute should alert you to foetal distress. 

When the foetal heart decrease; b- 2C) beats per

minute thi:.s severe [ o:ygen.
indicat-e:; ]w c*,.- The 
heart: beats progressively slower. A rate of under 
1.10 per minute shoul d concern you and below 100
 
indicates the foetus is in the danqe r zone.
 

2. 	 Any alteration of rhythm may indicate foetal distress. 
iA weak sound may incdicate distress or .t- may simply
indicate the foetus has changed position, thus 
mufflinq 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 mnonitorinu the foetus that you 
have. 

3. 	 The passage of meconium which is a thick dark green 
material should be cnnsidered a serious sign except
when the breech iS the Tresenting part and pressure 
causes the passage of meconium. In other cases it 
indicates a relax- d state of the intestine and anal 
sphincter because of poor muscle tone induced by anoxia. 
Slight green staining of tihe amniot:ic fluid may be due 
to previous distress from which the foetus has recovered, 
but thick fresh meconium indicates current foetal 
distress.
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4. 	Excessive foetal movements may indicate anoxic con­
vulsions and sometimes precede intra-utorine death. 
Normally there is titt1e foetal movement duri:iq labour.
 

5. 	A soft blowing sound or murmur at: the s ame time as t:he
 
foet-al heart beat may indicate that the cord circu­
lation is ilmpeded. This could occur 
from prolapse or 
pinching of the cord or from a tightening of a knot in 
the cord. It (dnsnot always indiclate foetal distress, 
but it may. 

2 VIEWRE QUElSTIONS 

1. 	Match the words or ihrases in column I with the
 
appropriate word or phrase .in co.umn 
2:
 

COLUMN 1 
 COLUMN 2
 

most common cause of foetal
 
di s tress 	 a. mconium 

earliest sign of 
[octal b. unusual
 
distress
 

foetal heart 
rate of less than c. may indicate cord
 
100 circulation is impeded
 
meconium in amniotic fluid 
 d. lack of oxygen
 

foetal movement during labour 
 e. sign of foetal distren; 
soft blowing sound at same f. increase in foetal 
time as foetal heartbeat heartbeat of over 20 

beats per minute 

foetal stool g. sign of very serious 
foetal distress
 

2. 	Mark with the letter "A" those 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 mother
 

vertex presentation
 

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:
 

1. 	Her underlying health
 
2. 	1er general vitality
 
3. 	The length 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 sleep she has had 
6. 	 How much pain she has experienced
7. 	 Whether dehydration or kotosis are present. 

An early sign of maternal distress may be a rising pulse.
Over 90 per minute should be a warning. Her temperature 
may increase. Over 37.5 C should be a warning. She may
feel weak and be apathetic o: 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; she senses something is wrong.
Beads of perspiration may be seen on her upper lip.
Signs of dehydration may be manifested, including a dry
mouth and concentrated urine. Marked restlessness may 
occur with inability to relax between contractions.
 
Dark-coloured vomitus welling up into her mouth is 
a
 
bad 	sign.
 

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.
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REVIEW QUESTIONS
 

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

that could be indications of materna) distress:
 

pulse of 60 per minute anxious expression 

pulse of 84 per minute pallor around mouth 

-- tempc:rature of 37.5 C beads of perspiration 

on upper lip 

acetone present in uri ne restle:ssness 

-	 temperature of 36.4 °C vomiting 

- blood pressure of 30/92 pulse of 100 per minute 

feeling of w.eakness dry mouth 

2. 	Maternil blood pressure, pulse and temperature should
 
be taken and recorded at 
least every hours
 
during labour.
 

In cases of severe dehydration of the woman in labour,
 
rehydration with intravenous 
 and 

may 	be required.
 

3. 	Give definitions of these words:
 

ketosis:
 

apathetic:
 

electrolytes:
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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. It
 
is adherent to the uterus throughout pregnancy until the
 
third stage of labour when it, along with the placenti,

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 develop. If delivery is delayed more 
than 24 hours after the rupture of the membranes 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 ].ead to serious neonatal pneumonia. In cases in­
volving rupture of the membranes for over 24 hours, anti­
biotics such as a,-,picillin 500 mg every six hours should 
be given to the mother. Any fever above 37.5 0 C during
labour rej.iires the administration of antibiotics. 

Another problem resulting from early rupture of tho mem­
branes is that with the draining off of the amniotic
 
fluid the ucerus may mould around and cling to the foetus.
 
This can mi.e labour and delivery more difficult and may

inter'ere ith placental-foetal circulation leading to
 
anoxia.
 

Ideally the membranes remain intact until the cervical os 
is fully dilated. This proterts against sepsis and 
anoxia. The intact membranes help distribute the forces 
of contractions more efficiently. At or fullnear 
dilation there is little support of the memhranes and it
is common for them to rupture at that tine. 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
tains 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 be determined by
the pelvic examination when the intact membran can be 
palpated bulging in the os. This may be misleading 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 between
 
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 disease. Milky colour
 
or the presence of white specks is due to the normal
 
covering of the foetus and holds no significance. 

REVIEW QUESTIONS 

1. From the list below, select 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 he released
 

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

foetal 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:
 

haemolytic:
 

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 
Well-lighted room 
Clean sheet/waterproof 
Cotton balls 

sheet 

Rubber bulb nose syringe 
Episiotomy scissors 
Tray with syringes for 

medications 
Clean wrap for baby Scissors for cord 
Container for placenta Cord ties 
Apron/gown "loves (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 soeed 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 w..oman and her family. It is 
easy to become so involved in preparing of equipment etc. 
that one forgets the monitoring and support needed at 
this crucial time for the woman, baby and family. 

Step 1: 	 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 palpable, catheterize.
 



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

Step 4: 	 Scrub your hands with a soft brush and anti­
septic soap for 5 minutes.
 

Step 5: 	 Put on sterile gloves (if available).
 

Step 6: 	 Stand on either side of the woman (right side
 
if ycu are right handed).
 

Step 7: 	 Place palm of left hand on the
 
crowning head (LI)25)Ask the
 
woman to stop pushing and begin
 
to pant.
 

Step 8: 	 Allow the head to glide over 
the perineum (extension) en­
couraging the woman to continue 
to pant. 

Step 9: 	 An episiotomy may be required 
at this time to prevent a 
perineal tear (see section on Ft '71WI,) 2.5 
episiotomy). 

Step 10: 	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.
 

Step 11: Since in many cases the umbilical cord is looped
 
around the baby's neck from one to several times,
 
he finger of your clean 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 baby's head. Do not pull vigor­
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 clamps.
 

Step 12: 	Suck mucus from the mouth and nose of the baby
 
using the bulb syringe.
 

Step 13: 	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.
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Step 14: 	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.
 

Step 15: 
When the anterior shoulder is free, the head 
may be guided upward slowly and smoothly to 
ease the escape of the posterior shoulder. 

Step 16: 	 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.
 

Step 17: 	The baby is carried up onto the mother's
 
abdomen as the body is delivered.
 

Step 18: 	Time should be noted if possible. Initial
 
assessment is made (APGAR).
 

Step 19: 	Stimulate respiration of baby if needed. (See
 
Care of Newborn).
 

Step 20: 
Sixty seconds or when cord stops pulsating,
 
clamp and tie the cord. (See section on
 
Cutting the Cord.)
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REVIEW QUESTIONS
 

Clinical Skill - Normal Delivery
 

1. 	Define these words:
 

Crowning:
 

Extension:
 

Pant:
 

AGPAR:
 

2. 	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 , (if available). 

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

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

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

3. 	Discuss umbilical cord looped around the baby's neck.
 

4. When and for what reason(s) is Pitocin used?
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CLINICAL SKILL
 
HOME DELIVERY 

INTRODUCTION
 

Two-thirds of all babies born in the world today are
delivered at home by local birth attendants. The Nurse Olinj(N. C.) and traditional birth attendants should work
 
together to help parents have normal 
 and healthy babies.

N.C.should encourage traditional birth attendants (T.B.A.)

in their share learn
area to and about child birth. The 
N.C. should approach them with respect. These persons

have the benefit of long experience. They may have re­
ceived extensive training in traditional or herbal medicine.
 
They offer an important service to the community. More

important, they have the confidence of the women. They

deserve respect. The N.C. can learn 
 about the T.B.A. by
going with them for home births. If the N.C. is assisting
in a home birth, she should invite the local birth attendant
 
to help. This is a good time for teaching and learning

methods of safe child birth.
 

Having a baby is a natural experience. The person

assisting 
with the birth should remember that she is
 
there to help. It'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 'vill 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.m ay 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 the T.13.A.to accompany her onhome visits and for delivery. The N.C.helps the family 
prepare for the birth and at the same time discusses withthe 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 are 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. 

http:T.13.A.to
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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 arcaq, certain family members may
 
not be allowed to attend the child birth. These are 
important factors to be recognized and accepted by all
 
health 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 
area 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 cloth. 
Material to soak up blood and water, such as newspaper, 

clean leaves, dried grass or cloths. 

Soap and cleaned boiled water.
 

Sanitary pads or oieces of clean cloth 

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

NURSE CLINICIAN HOME DELIVERY KIT 

Scissols
 
Mucous extractor
 
Eye ointment
 
Sterile cord ties 
Methylated Spirits
 
Soap
 
Nail brush 
Ergot Injection 

(sterile syringe,needle)
 

FigureL126-Nurse Clinician Kit 

T-7 ~ for Home71 Delive21 ' 

I ­
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BI RTH 

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 labour. The mother 
should be encouraged to bath, walk arond, 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.
 

r 	 r. 

i:'e LD 2? ­

PF'Cgzir LD 2. -

Lyina down 

Fiuz~ne LD 28 -

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: If the woman is in position B or C, place the
 
palm of your hand on the crowning head. 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 seen. She will just pant 
(breathe) the baby out and the baby will slide 
on to the mat under the woman.)) 

Step 7: 	 Allow the head to glide over the perineum,
 
encouraging the woman to continue panting.
 

Step 8: 	 Check that the cord is free (loose).
 

Step 9: 	 Clear the mouth and nose of mucous.
 

Step 10: 	Support the baby as the body turns and comes out.
 
Remember the baby is slippery.
 

Step 11: 	Clear the mouth and nose of mucous.
 

Step 12: 	When the baby is cryinq loudly and the colour
 
is good, tie the cord in three places.
 

Placenta, 

I.ygiupa hD 3'0
 

Step 13: 	Cut the cord leaving two ties for the baby.
 

Step 14: 	Wrap the baby in a dry cloth; hand to T.B.A.
 
or family member to put the baby to breast.
 

Step 15: 	When the signs of placental separation are
 
present (see delivery of placenta) encourage

the mother to push the placenta out.
 

Step 16: 	Rub the uterus gently with the palm of the hand.
 

Step 17: 	Look at the placenta and membranes to make sure
 
no missing parts.
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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 cn 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: 	 Visit the mother and baby every day for three
 
days and again in 4 weeks.
 

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 unt'1 by the 10th day it
 
cannot be 	-felt. (See LD 31) 



,iqutre 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 area with soap and water each 
tim_2 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
 
inedibines, advise soap and water. 

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

Step 4: 	 Report the birth to the proper authorities and 
obtain birth ce.ificate. 



CUTTING TIlE CORD 

The 	 umbilical cord links the foctus to the placenta and 
allows circulation carrying oxygen and nourishment. It 
has 	 two arteries which carry blood from the foetus to the 
placenta and one vein carrying blood back to the foetus. 
The 	 average 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 
several times. Cords may include knots formed when the 
foetus passed through a loop. 

The 	 cord, since it provides oxygen to the foetus through
the 	 circulation, must be preserved and protected as long 
e possible. It. should be handled carefully for a torn 
cord may a]llow haemorrhage of foetal blood. 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 earlier because of tight loops around 
the 	baby's neck or because of short length. 

Phe cord should be tied three times and cut between the 
outer two Lies as a safety measure. It must be handled 
and 	 cut with sterile technique to prevent infectior. 'The 
cut 	end of the cord must be kept clean and dry. It 
should be checked regularly in the first 24 hours for 
any 	 sign 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 lonner be supplied
 
oxygen through the placenta and cord. Therefore, the 
first action of the newborn will be to gasp for breath. 
If the mouth, nose 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 and 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 level 
of the placenta and clamp/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 babies are slippery so hold carefully) . Stimulate 
by rubbing the back and repeat aspiration with the bulb 
syringe. 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 -f 
20/minu -e. 

Assessing 	 the Condition of the Newborn 

The "AGPAR score" is a stand ,rdized method of evaluating 
the condition of the newborii. It is usually scor- 1 at 
one and fivc mienltes after birth. The five minute score 
gives a reasonably accurate prediction regarding survival.
 

INITIAL NEWBORN ASSESSMENT AT BIRTH (See 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. Fige ,e LD ;32 - A 
He moves his arms and legs. healt7i newborn 
His body feels firm and is curled up b abky. 
(flexed).
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INITIAL ASSESSMENT ­ (may be called APGAR scoring)
 

NORMAL (2) BELOW NORMAL (1) ABNOR.MAL (0) 

1. BREATHING -taking breaths 
 -not breathing well 
 -no breathing

-breathing irregular for 
 -grunting, insuction,

5-15 minutes 
 irregular breathing after
 

15 minutes
-cries 
 -whimpers -no cry
 

2. COLOUR OF SKIN -body & face pink 
 -pale body &/or face 
 -blue, pale body and face
-hands & feet Dale, 
 -oale hands and feet 
 -blue, pale hands and feet 
if cold 

3. HEART -heart beat strong beat weak -no heart beat 
-rate above 100/min 
 below 100/min 

4. MUSCLE TONE -flex & move arms/legs -D spontaneous movement of -no movement with stimulationAND MOVEMENT spontaneously 
 arms & legs, movement
 
present with stimulation
-firm arms and legs -floppy, flexed arms and -limp arms and legs

lea;
 

5. RESPONSE 
 -coughs &/or sneezes when -facial grimace vwhen sucked -no response when suc2k. d
 
sucked with extractor
 
(bulb syringe ,catheter,
 
etc.)
 

RATING: 
 NEWBORN DISTRESS AT 1 and 5 MINUTES: Severe: 0 - 2 

.oderate: 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 newborn does not need bathing immediately
after birth. That to it and istends chill unnecessary.
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 breast as soon
 
as possible. This is of advantage 
 to both the newborn
 
and to the mother. Remember that, you the nurse clinician
 
iF used to seeing newborn babies, but the mother may be
 
disappointed with what she 
 sees. The cord stump should
 
be kept clean and dry.
 

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

Care of the Eyes 

Soon after the birth of the baby it is important to take 
special care of the eyes. This because of theis 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 matter isor 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 12 fresh Silver Nitrate solution may
produce reddening of the eye in a few hours, but this is 
self-limited and not dangerous.
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REVIEW QUESTIONS
 

INITIAL 	CARE OF THE NEWBORN
 

1. 	What is your first responsibility to the newborn?
 

Mark the answer you select with a cross:
 

e.valuate 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 

2. 	What would the APGAR score be for the following babies?
 

Baby A: 	Body pink, limbs blue, respiration
 
slow, weak 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, irregular
 
breathing, weak cry, heart rate
 
over 100, some flexion of limbs,
 
cries when sucked out
 

3. 	Complete these sentences:
 

a. 	Babies can become infected with gonorrhoea during
 

b. 	Infection with gonorrhoea can lead to the baby's
 

permanent
 

c. 	Aftet cleaning away mucous from the eyes, two
 

drops of are put
 

into the baby's eyes.
 



Third Stage
 

DELIVERY OF Pr.ACENTA
 

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 area decreases.
 
When it gets to about half of its previous area, the
 
placenta begins to buck]e 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 I,D 33.)
It then slides down into the vagina and out or can be 
lifted out from the vagina.
 

Fignre LD .") - Tlird staqe. Placenta in 1ower terine 
•Cqment. 

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 thie pelvic rim, it can be 
noted to be freely movable. This should be: tested 
gently. 

4. 	The cord lengthens 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 vulva. If the shiny
foetal surface is visible, it is usually completely

separated. (See Figure LD 34) If the oull maternal
 
surface is visible, parts may still be adherent to
 
the 	wall of the lower uterine segment. (See Figure LD 35
 

Fiaure LD 3,4 - Pi.quro LD
 
Expuli on of the Placenta. TxpuLsion oj the Placenta.
 
The Schult,-, method. The Matthsws Duncan method.
 
Shiny surjace Dull, suiJa,';e
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Blood Loss
 

Until there is separation of the placenta, there will be
 
little blood loss. Under normal circumstances, the con­
traction of the uterine muscle fibres oinch 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 push 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 procedure. Haemorrhage
will not 	occur as long as the placenta is completely

attached. In case it is adherent is best toit trans­
fer the patient to a hospital if that is possible, 
monitoring carefully during the transfer. At times,
 
because of remoteness and haemorrhage from partially

detached placenta, it may be necessary for you to do a
 
manual removal.
 

Step 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. 

Step 2: 	 Make your hands as aseptic as possible by washing,
using sterile gloves and lubricating the right 
glove with antiseptic.
 

Step 3: 	 Hold tte cord taut with the left hand. 

Step 4: 	 Insert the right hand into the vagina by forming
it into a cone shape with thumb in palm. 

Step 5: 	 With the right hand, follow the cord up to the 
placenta.
 

Step 6: 	 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. 

Step 7: 	 On finding the separated area,
 
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 
placenta. (See Figure LD
 
36.) 

Step P: 	 With a sideways slicing move ­
ment the 	placenta is gently
 
detached. 	 Figur LD .Mani 

rPemoval of pZacent4
SteF 9: The left hand rubs the uterus Fingers separating 

through the abdominal wall to placenta. 
produce a contraction and
 
expel the right hand with 
the placenta in its grasp. 
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REVIEW QUESTIONS
 

1. 	 Mark with the letter "T" those phrases that are
 

TRUE for the third stage of laboar.
 

it is the expulsion of the foetus and placenta
 

it is the expulsion of the placenta 

it 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. 

2. 	 What is the purpose of giving an oxytocic drug 
(Pitocin 1 cc) to the mother after the baby has been 
born? Mark the answer you select with a cross. 

it stimulates the baby's respiration 

it increases contractility of the uterus 

it prevents gonorrhoea 

it raises the mother's blood pressure 

it prevents shock 

2. 	List 4 signs of placental separation.
 

1)
 

2)
 

3)
 

4)
 

4. 	 Discuss the mechanism of placental separation.
 

5. 	 Describe the technique of delivering the placenta 
using cord traction. 

6. 	When should the nurse clinician manually 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 III of labour.
 

1. 	 Oxytocics may be administered after the delivery of
 
the anterior shoulder. They may also be required 
in atonic postpartum haemorrhage. Pitocin 1 cc may 
be given I.M. The patient's condaion should be 
monitored carefully especially after IV administration. 

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

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

4. 	 One percent fresh (1%) Silver Nitrate solution or
 
tetracycline eye ointment should be used for
 
prophylaxis against neonatal eye infections. 
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STUDENT GUIDE
 

Monitoring of Puerperium (Postnatal)
 

I. 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 least one delivery.
 

II. Objectives
 

Using the information and experiences provided by
 
the instructor and the modniie 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.
 

III. 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. 	Your 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 manage 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 physical cxamination of a newborn
 
with supervision.
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GENERAL CONSIDERATIONS 1N PUERPERIUM (POSTNATAL)
 

Puerperium is the period following labour during which
 
the reproductive organs return to their prepregnant state,
 
lavtation is established and the mother recuperates from
 
l.oour. 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 weeks.
 

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:
 

1 .	 Temperature 
2. 	Pulse
 
3. 	Blood pressure
 
4. 	 Colour 
5. 	Uterine condition
 
6. 	Amount of blood loss
 
7. 	The condition of the newborn should also be
 

monitored.
 
8. 	Bladder
 

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 umbilicus. Thereafter, it will de­
crease in height about I cm a day until it is no 
longer palpable abdominally 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 creamy colour. Occasionally there is a
 
small amount of blood passed in this stage.
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Persistent red discharge or bright red dIscharge 
should be a warninq sign that: placental t:issue or 
membranes have been retained and co-:ld cause severe 
haemorrhage. This should be re f.Orred to the 
hospital. 

General SoDo. t l)uri.n, Rocul,-ratjion 

The woman needs adequate res t a l'e r the har7d work she has 
done, ju;t ;i! anyone .ufd -ur any hard work. She 
should be encouraged to eat ,im adcquiate di e t and iron 
tablets m,:y be needed especially if blood loss was heavy. 
Pain may he p)resent- and can u u-AIi he cont-rolled with 
aspirin. If an epis lotomy . no,or i. there wts a 
perineal laceration, warm sit h-i th. maw-ihoy comforting. 

Attenti.on ulou paid out)t. If retentiond be L(.,uiin 'iry 
should dcovelop it may need 'Lo 170-eLiewVd by ca theterization. 

Careful. artOention to a.or:;ss nduring ].abouen and iolivery 
will crease th ris I of ,;ep:;is. If the no',. jiother 
should devel.op a fever dui:ing the firs 2 t3 weeks after 
delivery, sep!i.s should be sC.;ted The vaginal, di s­
charge may be noted to be heavy, foul odoured, and per­
haps to include piecos of tissue. The utocus may he 
soft and tonder. Pomp1ty recogn ition of the sepsis and 
antibioti.c treatmen t can prev'_2nt life-threaiening com­
plications such as septicaemia. (See section on 
P uerperal. soe.;is in 1 emo .,roeWnITo n u . 

http:devel.op
http:Attenti.on


REVIEW QUESTIONS
 

1. 	 The greatest hazard in the first hour after
 

labour is
 

2. 	 What should be monitored during that first hour?
 

a) 

b)
 

C) 

d) 

e) 

f)
 

3. 	 The uterus should remain and should 

not 	be palpable after the or
 

day.
 

4. 	 Persistent red vaginal discharge should warn you 

of 

5. 	 Fever during the first 2 or 3 weeks should lead you 

to suspect which must be 

promptly treated with 
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NEWBORN EXAMINATION 

Purpose: To detect abnormalities
 

The examination snould be conducted within the first 12 
hours after birth. Care must be taken to keep
the 	newborn warm during the exam. 
 Observations and examinations shouldfrom the 	 be carried out systematicallyhead downwards. Auscultation of the heart and lungs, and palpation of the abdomen shouldaccomplished first, 	 bewhen the baby is quiet. Hip abductions should be performed last, since thisusually causes the baby to cry. 

EXA*.MINATION NORM-AL ABNORMAL 

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

i. 	 COLOUR
 
blanche skin by pressing with 
 Dink, 	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 ABNORIAL
 

if breech delivery 
3. 	 SKIN 
 soft and smooth 
 dr", peeling (placental
 

-vernix caseosa 
 insufficiency, post maturity)

-milia 
 birth 	marks


B. 	 Vital Signs (may be performed by assistant before nurse clinician sees patient)
 

1. 	 TEMPERPATURE
 
rectal preferred for accuracy 
 rectal - 37.2 
 subnormal: serious signs of
axilla may be used 
 axillary - 3Z.O premature, newborn, severe
 

malnutrition
 
fever: sign of local or
 

general infection
 
2. 	WEIGHT
 

weigh without clothes 
 average 3 kg. 
 low 	weight (refer to Child
 



NEWIBORN EXAMINATION 

'.1INz-To 

3. 	 LENGTH 
measure !ving down (measuring 
box) or measure with tape 
measure
 

C. CHEST - Lungs:

-palpate the chest with both 

nands: place hands anterior, 
lateral, and Posterior to de-
tect cnanges in transmission of
sound. If chanc-es oresent 

auscultate as in adult, the 

Breazh Sounds will be louder 
and harsnier than adults.
 

Hear:
-Dairate femoral arteries 
-observe pulsations of anterior 
fontanelle, or auscultate heart 

-or heart rate 


-auscultate for murmur 
if signs 

of heart disease/insufficiency 

are present 


NORMA L 

crown to heels 51 cms 

crown to rump 30 cms 


rapid, abdominal breathing 

30-50/min: newborn 

40-90/min: premature 


breasts may be enlarged and/ 

or secreting white liquid 


barrel shaped
 

heart rate: llO-140/min 


equal 	femoral pulses 


I ABNOP-,RAL 

refer 	to 
Child Growth Problems
 
this module
 

irregular, see-saw (chest and
 
abdomen alternate with very 

--Fast 	respiration)
 

refer to Respiratory System and
 
He-Lrt Modules for abnormal
 
breath sounds
 

unecual or absent femoral pulse
 

REFER 	TO RESPIRATORY AND HEART
 
MODULE 
signs of heart diseas:
 

-hea_t rate over 140/min
 
-respiration over 50/:.iin
 
-a prominent, active, heaving
 

or thrusting heart
 
-cyanosis of lips, fingers, 
toes.
 
-clubbing of fingers and toes
 
-enlarged liver
 

Zr_
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NEI.BORN EXA-:I TION 

D. ABDOMEN 
A ,IE, r 

-pDaiae.'ic one 'and and hold the 
legs, e the knees with the 
other '-and zo ensure relaxation of 
tne abdominal muscles. 

-may palpate spleen and liver 
edges, and frequently both 
kidneys 
-bladder may be palpated and 

-tenderness 
-masses 
-enlarged liver, spleen 

pulses ma; be checked if not 
done before 

percussed
-colon may be palpated left 
lower quadrant 

-examine cord -no bleeding -bleeding, swelling around 
cord, redness. 

E. XEURO
-rub nis cheek (ROOTING REFL2X) 

-hold nim :n Your arms and quickly 
lower nim, as if you micht drop him 
(:10R0 REFLEX) 

he should turn towards yvour 
finger and try to suck 

both arms should reach out 
and then come toward each 
other 

no or partial response, may 
indicate brain damage 

no or partial response, may 
indicate brain damage 

-listen to cry during exam lusty, loud for short tine shrill, high pitched may in­
dicate increased intra-cranial 
pressure 

F. HEAD, EYE-LS, EARS 
continuous (unless hunary/wet) 

-head: 
circumference average 34-35 cm above or below average 

Fiaure LD 32 



EBORN EXIMINATION 

EkA - iNAT I ON 

F. HEAD, EYES, EARS - cont'd
 
paloate entire head gently with the 

palm surface of your hand 


-fontanelles: 	anterior 

oosterior 


palpate neck with thunb and two 

fingers while infant supine 


run fingers along clavicles 


rotate head and extend it laterally 


-eyes

inspect the eyes 


NORL 

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)
 

ABNOMAL 

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 suggest intracranial
 
injury
 

midline: enlarged thyroid or
 
cyst
 

irregular line of clavicle
 

(may be fracture)
 
sternomastoid haematoma
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NE'BORN EXAMINATION 

E.'T.'"I NAT i O NORMAL ABNORMAL 

F_ HEAD, EYES, EARS -cont'd . 

-ears: i 
observe location, size, shape LD "8 

Low set ears may 
- , indicate congenital 

, abnormalities 

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

observe blinking of eyes in 
response to sudden sound 

i no blinkiig of eyes in 
response to sudden sound 

G. NOSE, MOUTH 

-nose:
look in nostrils 
close mouth and alternate closing 

clear, nasal septum present not 
d 

clear, septm 
b 

Partial 

each nostril normal breathing without 
difficulty 

difficulty breathing 

snuffles as baby breathes, may
indicate congenital syphillis 

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

intact palate, no lesions 
free, movable tongue 

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

tongue tied 
supernu-mary teeth (these are 
soft, without enamel and are 
shed in a few days) 



NEVWBORN EXAIMINATION 

EXAMINATION 
ABNORMAL 

H. GENITALIA AND RECTUM 
-urination observed patent urethra blocked urethra 

-rectal temperature and/-r 13owel patent anus anal opening not formed 
movement 

-male: rctract foreskin of penis some narrowing of foreskin stricture of foreskin 
easily retractable (will adhesions 
retract over the glans in discharge 
3-8 months) 

-female: visualize labia, urethra, 
vaginal mucosa by spreading legs 

smooth skin, moist mucosa, 
bloody vaginal discharge 

lesions, cysts 
foul smelling discharge 

(lasts 2-5 days) labia adherent 

I. MUSCOLOSKELEyAL (look for fractures, 
dislocations, paralysis)

-count fingers and toes 
extra digits 

-move arms and legs through range of 
motion 

-palpate and observe spine 
-look at feet 
-palpate and rotate hi:ps 

normal movement, no 
resistance 

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

resistance, no spontaneous 
movement of one or more limbs 
irregular, tender, spina bifida 
club feet 
hin dislocation 

?igu-rc LD 32 

a ­
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REVIEW QUESTIONS 

NEWBORN EXAMINATION AT BIRTH 

1. 	 Mark the letter "A" before any of the times below 
that you would consider abnormal findings when ex­
amining a newborn.
 

__ cyanosis r.aiid and reqular respirations 

pale skin for first hour 

sqintvigorous movements 

dry, i)eeling skin cleft lip Or Palate 
birth weJight 3 K. nresence of teeth 

birth weight 2!5 K(. . enlarged breasts 

small white _abdomen alternatelyuips 	 movingonmlwe with each respiration 
on nose 

head circumference subconjuncivil. haemorrhage 
30 cm black sticky stool 

posterior fontanelle snuffles 
partly closed 

2. 	 Give definitions for these terms: 

a. 	 milia ­

b. 	 cephalhaematoma ­

c. 	 subconjunctival ­

d. 	 snuffles ­

e. 	 septum ­

f. 	 cyanosis ­

g. 	 moul.ding ­

h. 	 clavicle ­

i. 	 rooting reflex ­

j. 	Moro reflex ­



POST PARTUM HAEMORIRAGEI 

General Considerations 

This is one of the most serious complications in obstetrics 
and must be promptly dealt with. Post partum haemorrhage
is sevcre bleeding during the third s taqe of labour or 
within the next 24 hours- Th( a1mnt of blood ].ost during
laboul- and deli Very should a -,hw~leI estilmated.
 
In estimatingl, .it is importan t to include the amount that
 
has soaked into clothes , sheets;, dranes ind bedding. Al
 
estimated loss of more than 500 ml or any mother 
with
 
systemic signs (weakening) and even mod(.ratc blood loss
 
must be considered a grave emergency. The eiffect of the
 
blood loss is more .mportant than the amount.
 
Atonic post partum haemorrhage is more common and is
 
always from the placenta s.t-,. Anything that :i.nterferes
 
with the normal haemostatic method of 
compress ion of the 
blood vessels that served Lie placenta by contraction of
 
uterine muscle fibres can produce this.
 

A. 	 The uterus may simply not contract well. This can 
occur after a prolonged labour especially if there 
was an obstruction. The woman who has had Imany
children in rapid succession may be anaomic, weak 
from malnutrition, and 	 have a lax uterus. Sedation 
or anaesthesia may inte:fere with uterine contraction. 
The rapid expulsion of a "arge 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 multiiple pregnancy may inl:erfere 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 cx­
pulsion. Meddling is haz --dous! The uterus needs 
time to recover after deliv .- y of the baby and clots 
must form on tile poacen tal site vessels. Massagiiig,
kneading or squeezing at the wrong time may cause 
irregular c:ontrac ions which are not effective. 
Retained products may be overlooked and left in the 
uterus . The uterus cannot ret ract completely until 
it is empty. 

C. 	 Multiple fibroids may int,:rfere with muscle action 
to squeeze shut the vessels. 
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D. 	 Antepartum haemorrhage or placenta previa may inter­
fere with muscle action. 

E. 	 llypofibrinojenaemii may occur with disasm trous 
h.aemorrhage. 

'Trauimatic post partum haemorrhage is usually due to
 
lacerations of the cervix or upper vartina. 
 It is 
differentiaLed by s ta rtin .immediately a fte : the baby
is born, being continuous even though only a heavy

trickle, and occurring in the presence of a well con­
tracted uterus.
 

ManLagemenL of Post artum [laemorrhaqe 

Management requires specific action, aimed at the cause, 
to stop tho bleeding. If the placenta is still in place,
it must be removed without delay. If i.t has been re­
moved, then externa]. stimulation may produce the necessary
contraction of the uterus. The uterus should be massaged
until i t contrcts. Blood clots are then e xple].led.

Ma:ssage of tle uterus should be done carefully and on].y
 
as required to stimulate contractions after 'he baby is
 
born. When the uterus is felt to contract, you should
 
stop massagzinq but continl. cheacki n the utorus every

minute and I f it begins to f1.e], soft: igci in, resume the
 
inassag(e.
 

O:ytocic dirugs should be given, Pitocin I cc I.1%, I
 
fluids , such as Lactated Ringers , 5", Dextrose in water,

57, Dex trose! in sa or blood may required
n(orma l I. ine be 
because of systemic collapse. (See Eme 'encv Trauma 
Module on Shock.) If an IV is in plarce, the Pitocin 
I cc ]wIay be giVen b).y IV push slowly. 

Bimanual compression of the p)lacental site may be re­
quired until 1the dCugs take eftL.ect C(om. ress the 
uterus between your hands. tiuetwo Con Li n the compression
until the uterus contr:acts and retr acts. In the case of 
a thick abdominal wall as with an obese patient, it may
be necessary to place your right. hand on the vagina as 
described for use ine removi n Ithe 	 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. 

Piqu7'e LI) 10 - lnmtvi'ima biwanual~1 
compre, :.-onm oJ the p aecmnt;a 
n te. . 'Pho lj t hand is'; on t: , 
abdomen. 

• 1
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The 	only satisfactory treatment of traumatic post partum
 
haemorrhage is to suture the laceration. Use 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 carefully to determine its extent. If 
a laceration has extended into the rectum or bladder the
 
patient should immediately be referred to the hospital.
 
Oxytoxic drucs will not be of assistance in traumatic
 
haemorrhaqe if the uterus is already contracted.
 

If you are unable to stop the haemorrhage you must, of
 
course, transfer the patient to a hospital. Direct
 
pressure to a cervical laceration that you are unable
 
to suture may in that case be applied with sterile gauze
 
or cloth packing against the bleeding area. But the
 
patient must be transported immediately, supported for
 
shock, and observed to be certain the uterus is not
 
expanding from bleeding extending into it. 

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

RFVIEW QUESTIONS
 

1.. 	 low much bleeding 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 comprcssion indicated?
 

-external
 

-internal
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USE 	 OF MEDICATION DURING PUERPERIUM 

There are several medications that at times may be 
required during puerperium. 

1. 	 Oxytoxics may be required to maintain uterine 
firmneso; to prevent haemorrhage. After the initial 
use of injectibie o,,, to:.:tcs ergometrine 0.2 gqm.tab. 
may be given three times a day for three days if 
needed. 

2. 	 Antibiotics may be required if sepsis develops (see 
Puerperal Sentsis in Prolems of Women Module.) 

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

4. 	 IV fluids may be required in treatment of shock. 
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STUDENT GUIDE
 

Complications of Labour and De].ivery 

I. Entry Leve]. Knowledge and Skills 

Before starting on this unit, you should have
 
successfully completed all previous units in
 
this module. 	 (Acceptable performance, 807.)
 

II. Objectives 

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

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

2. 	 Explain aid describe managemenL of the
 
risks involved in pstiaturit:y.
 

3. 	Describe the management of prematurity.
 
4. 	Describe the management of prolapsed 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 preqnancy and 

describe its management. 
8. 	 Identify the sicns of urinary retention. 
9. 	 .identify the si qn: of i.mpend.inq rupture of 

the uterus and rupture of the ute rus. 

10. 	 Describe the procedur.s for makiAng and reoairing 
an epi:;iotomy. 

1.1. 	 Describe the proce dure for vacuum extraction. 

III. Evaluation 

MODULE P IIAS; 

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

.. Knowledge.,: 	 Wri.tten test ba:sed on the contents
 
of this unit. Acceptable performance
 
8CM".
 

2. 	S:il.ls: Yonur abil.i. ty to: 
a. 	 demonst yat:e manaqlemnt of a brech delivery,, 

using a model. 
b. 	 demon;trate management of the foll.owinct 

abnormal. presentati ons usi .nq a model: 
incomplete - Tat-.ion 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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ROA.'ATION PIASE 

Upon comp]ei in of the rotation ph ase, you will 
be assessed on the fo.lowing: 

1. 	 Your bi .iLty to dijanose and manaqc
 
.. c lampi:1 a. (Pr:-e( 1 - ps; i a )
 

2. 	 Your ibility to diagnose and manaqe
 
r) ilI 1T ], I u .
 

3. lolV ,:ii i i ' Fo dmci )2O lu] L.ple pregnancy. 
d1. 'Outr ahij I.' to ChO a:n ID :;I Js i .upiim' anld repai r. 

IV. Activi. tie : 

In order to accompl, islh tWe ohjec:iveq' of this 
unit, you wi l. parcticilpate in tho following 
acti it.cs: 

i. 	 Read the modu text and answer reoview 
qtos tion's. 

2. 	 Participatu fl ( Iou dJ.CIn u -siOn1 
3. 	 (ii. I Ve demions:; ta tio , uin n;g i macl 1,
 

of brcocrh dol. iver,' and other abmrmal
 
pr.ncttion; and hir 11 nleniqphnt.
 

d. 	 Demoinstrate, on aimodel, tLhe1maageeI;Int 
of bre.:h Mhio' ahn"A pc'?roacnnt.Ltions.and ­

5. 	 Obsoe rve dli veiry witL vncuum ,:tractcor. 
6 .	 Sot up Vacuum extracU L Icitoi og n1ipma n. 
7. 	 Observe o-ii.ind F ; lrau repai r. 



TOXAEMIA 

If the woman presents with signs of eclampsia, (see Problems of 
man Module), she should be immediately transferred to 
the hospital. If labour has progressed too far for 
transfer at the time you see her, use medications as 
noted in the eclampsia section to prevent convulsions 
and deliver her as rapidly as possible, but be prepared 
to care for a depressed baby. Since the most con­
vulsions with eclamsJia occur at or witliLn the first 
12 hours after delivery, monitoring must be continuous 
and medication must be immediatcly available to deal 
with seizures. 

PREMATUR; LABOUR 

Premature labour is o ftn assocLated with a factor com­
plicating pregnancy such as pre-eclampsia, eclampsia, 
antepartum haemorrhage, multiple pregnancy, foetal mal­
formation, acute physical or emotional illness. It may 
occur at any time during pregnancy but only after about 
the 28th week is surviv'l of the newborn ye - likely.1 
The closer to term that the pregnancy can last, the more 
likely it- is that the baby will ].ive. 

If there is severe bleeding, rupture of the membranes, 
or the cervix is dilated, the" labour will continue to 
delivery. If these have not occurred, the patient should 
be put to bed and carefu].ly monitored. Sedative s such as 
phenobarbitol 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 if at all possible. 

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

http:carefu].ly
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POSTMATURITY 

Usually deliVery occiu:s by4 e()eWoks. After Ii weeks 
it is said to be po"; tmLat uL . lh Lrisk of deat h of these 
babies double if delivury in d l'ad unti. thu 12nd week 
and trip.es v the 413rd. Anoxia is tnLo present. 

c;l)]r 11 d 17 not-Labou .is5 anl0 Is h ii.(It head do;.; m ul5oud
wc].]. !I'hl! pr- oiri tha~t "r<:mrs in] d]iaqn"A< inn, p ,stmat-.rl- ty 

is uncertainty off at,;. This ] n.Law0 rea;on;is t 
early and reul i rV -'rnatal caro is ll -An.l. The daLe 
at which fo eta1. v -vent,'0were first f elt may Le useful 
in dete mininq dat".. If at 40 woo stPh" corvix i:; stil. 
long, hLard n (1 I;, or H deL iver has not occurred by 
41 weeks, thr pationL should he refere.-d t, the hospital. 

I' L()IAI CO I)SE 1)' 

The unbilic,-l! cord may Le the prosentin part with the 
iembranes in0tact or7 of to1 they rupture. It may also lie 
alongsido the pr'senIn. no par1t:. .It in moie common when 
the pres.ent-ing part: deOer not fit well into the lower 
ulterl;s t:Iiru t. cord to ;1i.' "head. Mul ti­1 1 '."1 ldi the 

pai't a'ind ab npmal aHn-,F 10112 a coSon (araus'i)111imo . 

Tf pro ,a:pst. ofF t-lh' cord 1s noted and it ..s; p sibl to 
transport th'lO"mon to the hoppita. immediately, pl ace 
her on her Ane.; and choar and transrport h1. If this 
is not p ; i.hl(u, then del..ver'' mutl1 proceed but will 
produc, a d-id baby. 

http:stmat-.rl
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REVIEW QUESTIONS
 

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

antopartum haemorrhage emotional illness 

rheumatic fever 	 cancer
 

tonsillitis multipte pregnancy 

eclampsia foetal mai formation 

2. 	 Define these words: 

a. 	 antepartum ­

b. 	 postmature ­

c. 	 prolapse ­

d. 	 mu.tipari ty ­

3. 	 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 pi)olonqnd. 

C. 	 There is risk of excessive moulding. 

d. 	 Anoxia is rarely present. 

e. 	 The head does not mould well. 

4. 	 How should the nurse clinician ranage 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 enough, the breech presentation should be referred
 
to the hospital for labour and deliveary. There will be 
times, however, when the breech is not diaanosed until 
the woman is in labour and easy referral cannot be done. 
Therefore, it is necessary for you to be acquainted with 
procedures for delivery M) a hrurech. Breech will be 
more common in premature and mu.tiple pregnincies. 

There are two basic , )' ; of I ir och 'reoitation. In 
one, Lhe comlete breechP he foa]a .tt itdude i.s comp]ete 
flexion inc.uding the thigh rnd logs. In the second 
or incomplete, flexion i incomplet. The thighs may 
be flexed but the legs extended; the Lhighs may be ex­
tended but one or both lo'gs flux:eed whi.ich makes the pre­
senting part a kWee, or either thighs or legs are fully 
flexed prosenti nq a foot. 

Mechanism of Labour
 

The internal rotat ion of thbe breech body brings the 
buttgcks into the A-I' di am';tee ofP the pc].vic outlet for 
their delivery. 

The anterior buttock escapes follo.ed by the posterior
 
buttock with a latoral flexion of the body.
 

There is return of the buttocks to their oricinal 
position as the body is born. 

The shoulders internal]''rota to in the same direction 
as the buttocks did. 

The head internallyI'otates so that the occiput is 
anterior.
 

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

The head is horn as the back of the head pivots on the 
symphysis pubis and the chin and face sweeo out across 
the perineum. Using the back of the neck as the pivot 
can crush Lhe spine. 

http:follo.ed


Danqers of Breech Preoo; ent t-i 

A. Maternal. -Tralna to th cervix and p.l..ioli. I! mone 
Comm11on . The I'tlc: t hait: t-fi' hoid i : 1:11 i 1 Iv,1 t ion 
to the )e]vins lh11 lnot)| be ( evid0nt tInti] th H ,tbv. iborn zIs f aI I:; ftI t ll i icu . 'Th i :; mh1v' for'ce t riI1111a as the ot):;-tuct ion i 1ea 1 t wi th . Tho v.'itd e t-tclhLinqj
of imatn 111lI. i l:; IIIa'4 ' colme :101 -0I-m )i tI ,', e li n,. to 
iot r1.1. '. f: t t it i t. 

B. 1l-bV 

P.. l- It Llrt l i I-'" i ; lt l ' f)IIIII1111o1 #,VtIll t it hX b rocht.1 

I.,adji.tj ,t l',,i''.l fo i nlt' ,,:tn(d : L; , Ht ilo'holtII . 

2. :,j.]ico 4ho ,'mI , 1 i e. . hrn tht lot'o I] :ioio y
ltt( tl.c d L.o It ;11,1 f ft'" 14j4.',' cItIlIm),ic ; itt ]IItI 11 

and , uddtl lii:ll dM . C_;I 11(JL' . ' ,l Li; ; ' i o' tlin ca,ti t; t (.]!t I W I 111 ,IhaetnllO f'"K . 1-:1, n I it.l~l; ,iu l l~ t
0'1'',,[)ll IllII\ 41'it ' .1t, a;' ft 11 2 Ii " 

3. Anoxia Li n(', i-l f t',' l-; tfl I l'llf 1 ;';'.lt-it nL;o o c!,il y ' , ~ t tt.Ot eal( , t 11*:,~ ( I.(.01t l!iIL ;t h tk',',l C. l 1),1'4;11124' t .l ' if ( '()I - :;;¢ ;4 c n I i :1 t , I '-cI '­

(:C .l ;c4 i . t ) ' :; i:; ;t i l I tf d i f f ' t . t.,),
,;('O-)Oil '111d .J. 1111,1] ' 1 Im p .()11:; o r" m ili I. it ul (] 

,I. [,juti t ; ItI C 'it fl 4lvI h tC(; I,I 1 ,' 1! IlIhO tl r 
o; byt roulh htljitireJ
f 1: ,I C t LI1:('S I V II 

i 1 4. ' t 1 . ',-!I1 n li.' I| I I' d , I I ), ,l I ,1)I I q lll-; r noI ?V(oll-r 

dama.e. 

REV 1 I,:1W(, I[.UE:;T[ON.1 

1. What are the danliori:; to the baby , of a breech
 
prosenta Lion?
 

C:. 

c 

2. In what circumstances i.s breech presentation more 
ronunon? 

a. 

b.
 

3. Where shouldc brecect del. i. ries pre fnr'ably be: don~e? 

http:I.,adji.tj
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CLINICAL 	SKILL
 

DELIVERY 	CF BREECH PRESEN'TATION 

Su2p.ies 	and Instruments 

The same 	as required in normal delivery.
 

Introducti on 

Labour is monitored the game as for a vertex presentation. 
A vaginal :.:aminit.i.on is done immediately after the mem­
brane rupture to find out whether the cord is presentin(T
 
and to determin :he cervicall. dilation. If 
the cord 	is
 
presenting and is being compressed the delivery must be
 
accomplished immediat,:ely, or tihe baby wil 1. die or at the 
least have brain damage. 'The woman should not push until 
the but tocks are but, in at thu vulva. Complete cervical 
dilat ion ma'' be c,'1:1 c-iI tOn the del.ivery of the aftercoming 
head.
 

Step 1: 	 The woman should 1.e wi th her buttocks at the
 
edge of the table or bed and her tot supported
 
or placed on chairs.
 

Step 2: 	 SLand between her eqs, facinq her. 

Step 3: 	 The buttocks and body up to the umbili us should
 
be expelled by the unaided bearinq down efforts
 
of the mother.
 

Step 4: 	 A loop of cord in gent;ly pulled lown to avoid 
traction on the umbi. icus. if possible, the 
cord should be moved so Lhat it i; on the peri­
neum ralher than being pinched by tile pubis. 

Step 5: 	 The feet: may need to be helped ac ros.s the peri­
nouri - rememlilbe r, the knees arc made to bend in 
only one direction. 

Stop 6: 	 tool i f the olbows are on the chest. They 
usualy are. FF the' are, waLt for tile nex( 
contraction. 

Step 7: 	 During contraction and pushltng by the patient, 
you maiy asi st: lhe expel ston of the shotlders 
by grasping tile baby by the .iac crests with 
your thumb: Low on the sacrm and pullinq down­
ward until the anterior shoulder escapes. Then, 
the buttocks are lifted to allow the posterior 
shoulder and arm to pass over t he iperineum. 

http:aminit.i.on
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Step 7A: If the arms are extended and the elhows cannot 
be felt on the chest they will have to be 
brought down. 

Step 7C: The body is turned in a half circle (1800) 

turning so that the back is turned uppermost. 
This brings what was the porterior arm 
anterior. 

Step 7D: The body is then rotated Pack half a circle 
in the opposite directicn, bringing the back 
uppermost. The arm that has been lying 
posterior is now antc :ioi and is delivered in 
the same way as the other was. 

Step 8: As soon as the shoulders have been delivered, 
the infant is allowed to hang by its own 
weight. 1his brings the head onto the nelvic 
floor rotating the occiput forward. The baby 
can be allowed to hang for one or two minutes 
as the head slowly move, downward and outward. 

Step 9: The back of the head (not the neck) should 
pivot under th. pubic arch as you support the 
baby by the fYet. The feet are lifted through 
an arc of 180 until the mouth and nose are 
free of the perineum. 

Step 9A: If when the baby is allowed to hang, the neck 
and hairline are not visible, it is probable 
the head is extended. 

Step 9B: Baby is held draped over the left arm with the 
left palm support ing the chest. The left in­
dex and ring fingers are placed over the chin 
and if necessary the left middle finger may be 
p]aced qently we] l back into the mouth and aid 
the flexion. 

Step 9C: Pressure 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. 

Step 10: As the baby is held upside down so that the 
fluid or mucous can drain from the breathing 
passages, the mouth and nose are wiped with a 
gauze or cloth and suctioned using a bull) 
syringe mucous extractor. The respirations 
of the baby should be stimulated if that is 
required. (See section in Care of Newborn.) 
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Step i: 	 Let the rother slowly expel the rest of the
 
head using deliberate regular breaths. To
 
protect the perineum 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 one 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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ABNORMAL PRE.SENTATIONS 

Occipito-Posterior osi.tion:; ,ccur in as many as 1.0 of 

vertex presentations Oiften insupc tion of the abdomen 

wi]_] show a depression att or below the umbi licus, S taqe 

.abour may be slowed even o,iiL ,ood We rino action and 

no problem with the sizo of the foetal hietd. In mot:;: 

cases good cntrt ics )roduce flo:xion and descent: and 

the head rot tes an that the occiput- i: d livered 

anteroli. In a f', flexi on dleo not occur, the front 
of to sktill reaches the pelvic: floor fi rst und rotatos 

forward, Ard he b)T is bortn face to pubis. it way be 

pOsS [be in thlose ca, to hoId the front of ho sku.. 

bIack under t s \'!tly :;p; i '.)I) s W0 thtt. as cont-rict. ons; 
nd 

head pivots.. (ccaiiOnaly, ',witi vertx' ' t Ftions, 

especially n ,i pito -p, prir ,1a ,; Fl,: m ltoue not taike 

pl.ace nd the head stops hiqh upi traniv,:' 1W0 th pelvis. 

(Rutfor to eion, I, 11') '' r,. 

contintl he o i cI p t a ,:anc('., lexion.(1 n tilt: 

1.E.l1-ti p, in h ,ole 
to :increae~ ( fle--ion byi pushinq up} on Sol, ilront of the
 

head or evei wit h a .11 ii qlovoh wh"ol hand Ln tWe 

vagina t ro tot the iI d. I not, th' , ie nt shc ul d 

he Qiv N, L lI].( i or iti''et m dicatiio 'ttces ary 
anld tradnsp;ort immttedia:tely/ Lo, tLh ho.sottl.
 

.; I rather 1tan 
lahOulr OI va tqina1 0 x 01 i tio021 th 
lead. Thitt. u ra iI',: ' onma r'inoq, before, 

1 Io i0 rI"* 

high, sor't., and irrego ltt.r. The ''mnao , h U' pVt'x withdI 


its Lttir:; :ith ,ouIltaIllo: ii t ai.a tI . C"a e ITist 

be ta.ken not to ( to ' eyith wit h x ig iOLI:t p lati -il. 

Tht chin becomes; the ]Waeinq part and .ho head is born 

by fl.xo::.niO 17athe ihan o enti.on Delayi'in Il toti"l 'iby 
isi cOIIiOIi aIsan I. i cer 1io . Ie'i.cori l. ]la-O0Jl di may 

prestol i:riist. In thIh m 1aiority of cases the h yl'i:t 

born spontaneotus;ly, but i f the heacd re1maIin; hiqh in spito 

of good cOiltratios-'(n t ho pat. Itn should be referred: V 
hos, l. is imlortant in deliverino 

a face presnti t t- ma0inttain c vlti'Lti0n by holding back 

on the brow ; t hatI the chin' can ,scaie und(r th,0 symthysis 

pubis first. An ,i ot1o r Wi11 likely 1o nec'ssary. 

If the chi n mains Inteor1 the patelit tmost be t-rans­

pOr'ted imuttdiat y1 to, th'Loplital. 

immediately to th hoo It 


or the antterio r onitanole may be 


i.JwLr.-re tet i_121 .ro d ti di ,iqn-oted ..fore the onset 
of ]abot . liltyp-,,olitii ,meV a,' ho toe hiigh or reach 

felt- on ona side of the 

pelvis and the orbital ridges on the other. The patient
 

should be referred immedilately to the hospit-a.
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Shoulder presen ta.tion occu rsw.wLi a tra;ve rse lie.
 
Because cho prosetigii ,-part- fIhdlys in the pelvis

the membranes usual.ly ruptur ealy. .In il. cases
 
these patient shold he ieferred imeiate iv to the 
hospital. 
Compound preeintatio isOsaiid t o oivcur when a h:nd or 
foot lies aiong.<;.ido t-he head. If dia- nosed in the
 
first stage of labonur the patient shoul d be refe red
 
to the lospial. 11 i is not noted 
 until the second 
stage, make an att emp t to ho.d the h and or foot back
 
direcrti.nq i t over the Face.
 

IncomplaLe NotatLion of SoIde.!rs 

Delay in tLh, natural de.l.:ivery of the shou.ders; i; usually
due to iincom.lclt rot:itLton of shoulders.the Rotation 
may be asistled by a finger gently hooked into the anterior 
axilla cau.i ng forward rotation Followed by downward 
traction. 

If tliis fail1s, an attempt can be made to rotate the 
shoulders bringing the posteritor arm anL, rior. 

Shoud thi.. fail, an epic i.nnqtoia <sionlid be made and four 
fingers insorcod behind the pos te or sl, ii.de r which is 
pusi'hed into the holl.ow of t11 sacium rotatinq the anterior 
shoulder under the pubi c irch. 

As a ye'ry itlst rorort in attmopt cin ho made to de].ivol
the posterior siot ldcr. '1Two fi nnces are nIIa.,ed to splint
the huoerns of the olso;otr aiii (which can hbr easi].ly 
broken); the low is f]eloed; the arm [ ; aswe pt theover 
chest; and the hand delivered thus a].lowing delivery of 
the post-erior shoulder followed by the anterior. 

http:easi].ly
http:direcrti.nq
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REVIEW QUESTIONS
 

1. Abnormal presentation includes:
 

2. 	 In abnormal presentaions the best place for delivery 

is 

What action would you take if there is delay in the 
delivery of the -houlders? 

a. 	 Attempt to thie shoillders. 

1). 	 If this fails, perform an
 
.d then
 

c. 	 As a last resort attempt to deliver the
 
shoulder.
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MULTIPLE PRE:C NANCY
 

More than one foetus can occur in the uterus at the
 
same time. This can produca twin.s (2), triplets (3),
 
etc. This can occur from one ovum and one sperm in
 
which case the babies are identical; and there is 
one
 
placenta and one or mu.t.iple sets of memb canes or from
 
multiple ova eah fertil 
 i.1 bdy a coorm iK wh i ch cases
 
there are mniii.n. , plconLas and multip.le seL of
 
meb ra nes .
 

Di agnos~is 

Diaqnos:s ofi multiple p.regnncy isLnot Always.. asy but
 
should b done! ,A'f-ter the Y0th week th uterus 
is
 
larger thban ul 1 -or date On1n.pl tati i 11f10ore
 
than onc headji diagnoti. c. Fo this reason the
 
abdominal paa-]tion "vui 
 rp" l' tt Iomnt include
 
the entire uterus even tioth Ai n-,d is fotnd ilmedliately
 
at one cr: 
 the it-hi m end of it. The head may fool sna]l1
in relation t) he size, of Lo uterus 01r muLiL, footat.
 
par t: may beI palpated. At"toes th-le p)v'em more
o (f 
than one Wy i' 
neot n I until it i. noLt. that the
 
atOe n 2 ii 1 ].. and hi 0 hit th
largo ifter of tho .i.rst 
baby. Feel ing 
 hearing A caoldI 

romaining in the lt Itru 


foetal parts; d Wm hoart 
it tih t time Witdi,.jii().t.
 

.ffec: _ o f ,tlpo Iren n 

A mulLtiple prugiancy ia ,tJl the side effects<; and problens
 
of any othe: prgoiancy only more 
so. The muinor problem,;
such os mrin. sicknes:, oedinia and back aches are more 
pronounced, but so also are the nor-e serious ones such
 
as toxaemia and anavrmia. There is also a 
strong tendency
 
for premature labour.
 

Iailatenai _Ll.of Lab 7llm 


Since lahour is o1ten promature the baby born even following 
an uncompl.ic.atd deliry i. s often premature or at least 
immature and at hjhiho r.Sisk. The risk of these babies 
dying is at least three ti.mos that of sing.e birth;, and 
the risk to the second baby is that of the be­twice fir-.s t 
cause of intwr feronce with pnlacental circulattion. It is
usual 
for at least one of Lthosi ftotuses to haLve an abnormal 
prosentati on. [For these reasons multiple popelalncip;
should be referred to the hospital for labour and deliver,;
Since it is possi ble that y)i mll prucsentLcd wit-h a multiple 
pregnancy that is too far advan ced i.n lahotl t:o e1rec!for red,
the procedure for delivery in included evon though 
refercral
 
is to be done wherever possible.
 

http:multip.le
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Procedure for Delive i 

The preparations and ;upp 1les required are similar to 
those for the notrml single delivery except that two or 
more sets of supp!,-s and illstrumonts are needed. 

Step 1: 	 The WonlnA delivered in the dler;al position. 
An epis.ocmy may be made to lowe: the risk to 
t:he babies ,oy casing the resist:ance of the 
perineum ind speeding the procos. 

Step 2: 	 As soon as it is delivered, the airway of t-he 
first baby is clearel and resp[Lation stimulated 
if necuos'ry 

Step 3: 	 The cord is ] i.ated and cut a; in a single birth. 
]It is espeialy L.;ntoot. to tin the pacental 
encd of the cord carefu].]v Lon, since the placenta 
and the ci rculation m' be :sha red between babies. 

Step 4: The. fir;t 
an ass is 

baby 
Lont; to 

is warmly 
monU'm i t. 

'rapped and given to 

Stop 5: lmltodi 
Lhe l Le 
heart. 

oly pamtl.,p t-e 
i; ]ng( 

tIhe 
it:udim mland 

oien 
li; 

to 
ten 

un
to 

sure 
the 

that 
foetal 

Step 6: 	 Wi th three or four good contt:actions the second 
baby should be 1rn. If after five minutes, 
con tractions have not rosumo,,d, making sure that 
th, head or 'c:s breech is prosenting, rupture 
thn membranes; and massae the ut-.erus to stimulate 
cost. rcit ion. 

Step 6A: 	 If the secnnd foe tus has a transverse lie, while 
itse tfombrarme:- are st il l intact, you should attempt 
to turn .i.t t o a ].oqi. tudi.nal li.. 

Step 6B: 	 By palpation locate the head and back of the 
foe t us. 

Step 6C: 	 By stready pressure turn the foetus in the direction 
of its face (to keep it in flex-ion). 

Step 6D: 	 Wh.o ma .i.nta: ninq the pr:;sure to keep it in 
position, rupture the tmetmbra nes so that the head 
or brecoh evi 1. engage. 

Step 7: 	 Pitocin . cc r.m. shou].d follow the last baby. 
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Delay in Birth of Second Bab,_ 

If contractions do not resume within 30 minutes after 
you 	have punctured the membrane.,, the pationt should be 
immediately transpo:rted to the hospital. Cases of two 
Or three days elapsing between the births of twins h'ive 
occurred but sepsis and ,oe 'Lal anoxia leading Lo still.­
birth are high risks of do].,i . I !the FaIr P]centa 
should separatet ,: nleeocing occur before birt-h of Lhe 
second baby this should warnyou ofF the 1ei.kel.ihood of 
cinoxia to the second baby. Massaqe the uterus and use 
funda. pressure if necessary to exceL the second baby 
as SOOn as posiPble. 

Puu C', I i7i um 

Careful monitoring is required. The uteru; may be slower 
at conrLtact ii¢ and re!sumin prepregn ant ize; the babies 
may bu premature and eqr --;0in at tent:, providingu'r and 

adequate breas t milk may be a problem.
 

REVIEW QUESTIONS
 

1. 	 Why is an episiotomy performed i.- ".:ie case of a
 
multiple pregnancy?
 

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

a. 

b. 

3. 	 Complete these sentences: 

a. 	 Babies born in a multiple pregnancy are often 

b. 	 Multiple pregnancies should be referred to 

C. 	 In multiple pregnancics it is usual, for one of 
ehe 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 
lay be inability to provide adequate amounts of 



EP 131 OTOMY 

An episiotomy is an incision into the perineum to enlarge

the vulvar opening, thus prevent tearing. It may be
 
required because of delay due to rigid perineum or dis­
proportion between foetus and vuvar opening; to hasten
 
the birth of a baby with foetal di.stress; to avoid intra­
cranial damage to a premaLure baby; to reduce the effort
 
of bearing down in pre-eclampsia or maternal cardiac
 
disease; or by the presence of scar tissue interfering
 
with stretching of the perineum.
 

Timing
 

If the episiotomy is done too early, bleeding may be
 
heavy. If it is delayed too long, the muscles of the
 
perineum will have been excessive]y stretched. Among

signs that the perineum is likely to tear are: a perineum

that is not stretching; one that is long, non-elastic or
 
oedematous; trickling blood from the vagina when the 
 head

is on the perineum; blue appearance at: the midline be­
coming white, shiny and transparent; Le:ring of the peri­
neum before the head is crowned. The best time for an
 
episiotomy varies but is usually when the head is 
 visible
 
2 to 3 cm.
 

Ty'peS 

Median 	 Medio-lateral 

1. Easy to repair 	 More difficult to repair
2. Faul.ty healing rare Faulty healing not uncommon 
3. 	 Rarely painful in
 

puerperum Pain in 1/3

4. Pain on intercourse Pain on intercourse occasional 
5. 	 Anatomic end results
 

good lO faulty

6. Smaller blood loss Larger blood loss 
7. 2-50 third-degree
 

extensic:i 	 Less than 1% 

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



Proc.. dure 

Step 1: 	 5 cc of 1' local Procaia may 
he infiltrated into the pei.- /
neum. ''hlli o.9tion a nds i.s in
 
often unnccessa[ry si nce _the. 
stretching of the perineum 
,)rovides at least partial U 
anaesthesia. Insert 2 
fingers along path for needle
 
so as 1- protect the head.
 
The needle is introduced in
 
the midline of the perineum
 
and directed subcutaneousl.
 
for 3 cm in the direction
 
the episiotomv will be made. ,'c, t Z' ) I - ict 
Aspiration with the syringe o 1 Toon t e 
checks for b].ood. if none 
is noted the anaesthetic is injected as the 
syringe is wlthdrawn. This is rei)eated to 
each side of the episiotomy track. 

Step 2: 	 The first two fingers of the left hand are in­
serted between the perineum and the foetal head 
to protect the head. One blade of a straight 
mayo scissors in placed inside the vagina be­
tween the two fingers. The episiotomy is made 
with one snit) if possible. 

Figin' LD 42 -

Step 3: 	 Mediolateral - 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.
 



REPAIR OF EPISOTOMY 

Supplies 	 (Sterile) 

Gauzes 2 - allis tissue forceps
 
Plain catgu t 01/Chromic 00 Toothed di s:ecting forcep
 
Needle holder Suture sc.i ssor,
 
Cutting needle 2 - Round needleis (to prevent
 

contamination)
 

Procedure 

Step I : 	 II: ariastheti a has, not been ii ti ­
trated it will be required. It is
 
best to rena r e o)i as snon a1s
iotomy 

possil e to i ].oiniod 1losfs and
 
the risk of '"oreVun t
 

blood from C(oV t 1ho1 n ci 5 1 , /
(l-i.ll( 

place a gauze t a spon hi cgh in the 	 -" 

vagina. 

Step 2: 	 The '.loulld i; nni t a to deter ine l.'; s::' J.[ .;" 
its es:-:tzIt as t. 11 whether thre .,,:: ' ,tas i.iz. 
anal sphincter t:. ItIf it 
has been torn , the two ends tire 
era-s nd with the alii. s to e'ns and 
are sllturccd together using [ionuce { 
of eight .ulttres (2 o)r 3) vith 0­
plain gut or chromic ()0, onil a 1Oulld 
needle. ( ei cal/consu.t.) 

Step 3 :Iden tify pe\x ((,g innAng) .)f vmina] ' 

incision by niwcin.( 2 fingers, wide].' 
separated, ilnt the vagina 1nd1 pull 
downwa 17d 

Step 4: 	 Place firf.t .titclmabove the apext<, I"+cnm', LT 44 
uSi.nrg round body nuede. T ie and tt:m:' ;. 'isri, 
continue wi th a conti nuous running o,.
 
suture (or si ngile stitches5) to the
 
junction with the vl1-va skin.
 

Step 5: 	 The deep tissue should be closed to 
velop into an infected cavity. The 

rectum should be pressed downward in
 
the vagina to preven t injurv', to the
 
rectum and possibly infection. Close
 
d(eep musle with interrupted -utures .
 
Check with finger to be sure you have
 
eliminated all spaces. Usually need 
to take 2-3 interrupted stitches.
 

"iquln, LD) 45 -

Deep0; *' it; u pa: il sol' t. 
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Step 6: Skin and subcutaneous tissues are 
brought together with stitchos at 
least 5 mi from the edges of the in­
cision to protect against tearing
with developing tissue oedema. A 
cutting needle is used for these 
external stitches. 

Step 7: A rectal exami nation minst.l be per.7formed 
to make sure that no stitches have 
been placed through the rectum. If 

ligupo L,) 
.x.nl z 

46 
Cut 

they have, the repair should be taken 
down to remove those stitches. 

Step 8: Remove the vaginal tampon. 

REVIEW QUESTIONS 

1. 	 The following are advtages and disadvantages of the 
two types of episiotomy. Before the 'uhrases that 
apply to Median episiotomies, write the letter "M". 
Before the phrases that apply to the Medio-Lateral 
type of epis.iotomy, write the letters "ML. 

]10_71 	 faulty rarely painful in ptlerperu 

--. 	 faul ty healing rare occasional. nain on intercol 

2.5% third-degree 
extension .... pain on intercourse 

Anatomic end results 
good larger blood loss 

Pain in 1/3 less than 1% extension 

More difficult to 
repair easy to repair 

Smaller blood loss faulty healing not uncommor 

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



MANAGEMENT SKILL 

Vacuum Extraction 

Introduction
 

The vacuum extractor is used to help remove a foetus by 
a suction cup -'olied to the scalp. The larger the cup,
the greater the suction area; thus increasinq the ux­
tractive force that can be applied. A vacuum is applied 
to the inside of the cup usinq a rubber tube, pump and 
vacuum bottle. This vacuum inside the cu. causes it to
 
fill with the skin of the baby's head and tick to the
 
baby's scalp. (See Figure D 7.)
 

II .. . . . . 

'D ,-- --

AAWW 

C Sap Cm ,n*u.Jt .un, 

D P*,,hse.t 0 Su-I.:t h**.j.n,hd~l .II 

,rFi~guvc 1D ,17- ,.zoij'"'-' the efjecc t of uction 

The vacuum extractor as a piece of equipment includes a 
rubber tubing (B) containing a metal chain that terminates
 
in a traction handle connected to the cup. The rubber 
tubing (A) extends through the handle and enters a glass
container fitted with a pressure gauge. A hand pump that 
extracts air and produces the vacuum attached to ais 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 vacuum. The vacuum creates 
suction on the surface of the head where the cup is attached. 
The operator uses the traction handle to apply "pu].l
pressure" to aid in the delivery of the baby. 
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Wire Pa~ket 

Rubber 
Tube A--,ube, Tube C 

!'",7'.,2 I)D *I,', Va(uuum ox I'':.,Pceto, 

Supplies and Instruments 

The same as required in a normal delivery. 

Vacuum extractor: Sterile- cup (30, 40, 50, 60 mm) 
and tubin (2)
 
Unsterile- bottle gauqe, p)urp with
 
tuhifle 

Support stand: A stool, box or chair. It must be 
lower than the delivery table/bed. 

Purtnose of Procedure 

The purpose of this procedure is to aid in the delivery
of a baby when any one of the follcwinig occur: 

-a delay at the end of first stage of labour (refer 
to StaJe 1.)

-a delay durinq the second stage of labour (refer to 

Stagle 2) 
-a delay in tLhf descent of the second twin (refer to 

Multip ie Preqnancy 
-transverse arrest of the head (refer to Abnormal 
Presentation) 

"occi.pito-postorior pOSit j.on of the vertex (refer 
to Abnormal Presentation) 
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The main value lies in the termination of the second 
stage of labour for either maternal or foetal indi­
cations, or/and Stace 2 has exceeded 30 minutes (multi.­
parous) or one hour (prinidpa rous). 

Steps in 	 Proc dure (Refer to Warnings) 

Stop 1: 	 Patient eval]uat ion (re(for to Exa;ination of a 
['reqnant Woman at: 'iTermI)L identify the foll.owi.ng 
required conditions present to perform vacuum 
extraction. 

-term prequancy 
-adequ.Lte, regjular contractions 
-heasl i..; engaqred 
-men ira ne are runttlred 
-cervi-x morei than ', di lated 

Step 2: The doe.lvery tLable i.,; p1r epar,d as; in -a normal 
delivery. In aIdi,Iton, the assistant must. 
place the request-ed !s;terile cue and 
tubinq on the deliver", t- ii anduv assemb.e the 
unste rilI parts of t h ;vn;; i'-trrcto: 
Place the n u(t7 Lon btLitt on tIx, <,uppor Lsta'l 
and attach the hand pumi; Lo the :;cction bottle 
with the rluber ttubin(j (C) to the tap. (See 
Fiqur LD . 

Stop 3: T['e llTe 
assembles 

cinica tn scrubs 
tLhe sts:r.i. 1 a Unit 

Per1"e1l. the 
Of Itheo 

ivory aId 
V-.CLI oxtszcto: 

-uns,2c-; tul-e catP for the pi' 

-reno've the pn 
-pull. the chaisn Light 
-fastcn with the p i n and then replace cap 
-.insert: handle in the lonq rubber tub ing 
-hand the end of Lubinq (A) to the 
assistant to aLLach to the bott-le 

(A) 

PlC ' Pe LD --i
 
VKOno:. Fx1: :' ,5tO"
RubTcr 

It fI 2 

http:foll.owi.ng
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Step 4: 	 Test the vacuum extractor by applying cup to
 
the palm of The hand.
 
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
 
edge of the table or bed, and her foct
 
supported or placed on chairs.
 

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

Step 7: 	 A vaginal examination is repeated for position
 
(identLfy the anterior and posterior fontanelles).
 
See Vaginal Exam of Woman in Labour.
 

Step 8: 	 The vacuum extraction is performed.
 

Step BA: 	Lubricate the cup with sterile water. 

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

Step 8C: 	Place cup on the posterior part of the head 
(between the anterior and posterior fontanelles)
 
to help the head bend forward (flex). This
 
fluxion will allow the smallest part of the
 
head to lead the way creatinq a wedge effect
 
(See Figure LD 50), refer to Mechanisms of
 
Delivery.
 

Figure LD ;T( _ z Ii 
'h'e shape of" the U Z< 
head into a wedge -[-

Pocterior 	 --" Anterior 
]ontanalI fontanC Z6 

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 oround the entire cup. 
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Step 8F: 	Waitl-2 minutes, then pump another 0.1 kq/cm, 
repeat the process until in aboat 10 minutes; 
the pressure reaches 0.8 kg/cm. The scalp is 
sucked into the cup and a caput succedaneum is 
produced. Afteur each indiv:idual i neoase in 
pressure, check that the vaginal/cervical rim 
has not been sucked into the cup. If the 
vacuum in :ppliecd too quicl:ly (less that V-i 
.inute ine rls)i:; ::ion wil l be poor and the 
cup wi 1l coLh 01 . 

Step SG: 	ift ,'o itu right h ,,siud, pr::; two I;.inqucrs of 
the loft han ,',iai.:t onto the head and,i ja he cup 
at t IC :;.l.C t iI,, !u:sl th' he;ii t:ovcirds the 

Step 811: Pu .] on md;. il,]" a tothv had : at riight angle 
the cu whe: the wman has a con toict ion and, 
at the :;amne tllhO, iall]couli0 e the '..'Olii-flto push.
 
The direction o the pull is altered as the head 
des cends 	 to conform with th curveI birth canal. 
Se i.qure:; I) 5.A , 2., nd 43. 

- Pull to':ards the floor clwhen thc head is high 

-':ull Loizi
 

-Pull horizontally when the head is under the symphsis 

Yi'gure LD 5"! 



- Episiotomy is done now, if indicated. Refer to 
Episiotomy. 

- Pull up when the head is on the perineum (see Figure 
LD 53).
 

vigure LD 53-
 \63/
PUL1Z up when
 
head in c vown iug.
 

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

Step 10: 	When the head is crowning, ask the assistant to
 
release the suction by loosening the tap (refer
 
to tap in Il .
 

Step 1.1: 	 Remove the cup and complete delivery as in 
normal delivery. 

Warninqs
 

- 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. 

- If the vacuum of 0.6-0. 3 kg/cm is appl.ied too quickly 
(less than two minutes), the suction will b poor and 
the cup will come off, possibly resulting in repeated 
app.lications.
 

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

Bab_ 	 - necrosis of scalp
 
- intracranial haemorrhaqe
 
- haematoma beneath scalp
 

Mlother - ,rvical lacerat ion or haomatoma from 
thU Cue 

- excessive blood loss from1premature 

episiotomy 

REFER IF: Cup comes off two times 

Cup has been aplied for 20 minutes and/or 
four strong( contractions , withouL, any 
des cent ident:ified. 

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

RlEVIEW QUESTiONS 

MANAGEMENT SKILL: Vacuum Extraction 

1. 	 List the five requi red conditions in order to 
perform vacuum extra:ction. 

1)
 

2) 

3) 

4) 

5) 

2. 	 What is the purpose of a vacuum extraction and 
give three examples of women needing a vacuum
 
extraction assisted delivery.
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3. 	 The gauge of the vacuum e:tractor mu;t reach 0.6­
0.8 	 kg/clu to obtain good s;uct-ion. TRUE or FALSE? 

4. 	 If vacuum is arp.lied too sl.ow].y, tho auction wi..ll 
be poor and the cup will come off. TRUE or FALSE? 

5. 	 The direction of the yu]1. on the vacuum extractor 

is altered as the hea.d d(1,!icond. to colifoi211 

6. 	 The nurse clinician is using the vacuum extractor 

and the cup pulls off two times. What should 

she do? 

7. 	 What possible complications are there to the mother 
and to the baby when using the vacuum extractor? 
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URINARY IETENTION 

It is nanditory tLhat the bla-idder he kept from being dis­
tended with urino duri.ng1 l.abour id del.very. The woman 
in l1abour sioul.d empLity her bladder at l.easL every Lihre 
hours during laour. It ]i ii .Lt-ly imust b omLiead ait 
the end of the first .- atqPbu/il Iing of7 the second :staf 
.abour. As littLle as I( ) cc or urrin o b 'etIi ad 
Co1L above th.' ';ym 'hy';ispubi<s dturinog abour. iL I.].1. 
havei lft, flictuat-ing ion;.istency. At times L wil]. 
produce.a bulg wiLh a di.stLinl uipper mirgin t.hat iooks
 
Hko thkL e nry.ss;sa rdjcge of Lnructod labouir that indi-

Cato riiLr i , oa 
 t h ul terL in Likel'. Always Pa'lpatC 
and or 'cus oI the bla r wii descelt of tLci lotus is 
slower than nor-i '. If tii "o/ i J s hnip to pass her 
urine lhon c th'i'rinti i Ll r-q 0 ul d. L passage of 
the catheter is node dif fLtCUI[L i)i ;c-OieW1 th- ucetal-,­
prevenL iig 
 ,a t, uiii'' ,'!.lcQove"it Liit forefiflger
 
Lft h l-h i hand, .o t he ­ uit" .' ]! Ln th vagjina

pushing the a .';'i.l 0 ; - aIe i cathe ter cai he
- s part vt 

p~ass.ed p!r,ll-ai !"' W nJ f.ll'i n,. r.
 

Ole C th, 
 ii ". i ll toi i n A wuiii bIought to 
youi ifLter prla,_i:io'-d i tr tie i:miiiilii);tJAh in Wt the bladder.
 
( o uii .t.inin Lato up hei bladdr i all thait is
' 
requird t o cLa <:,: the divo v ry toa p-r n rlly. 

RUPTUPE O LIUI 

This i s a1 ve 'ry mrious po,o t.inerili ii .i ca tio n. It miay 
occur.i. fol ov-ni obs tructed ]l(iIVr, tLrailli , uterin e a ss l
 
liiri.nqi aho, d-iiiur liour- fo.lowing p evious
oar In 


u
T i us 
atrong contr a' i to; A iid :tir l,,U i.n I) ifl. 

aoa0 re:imi sucti on. w'm U-i all'l].i.y noL s tait h(r 

Sche 
I" [0 S lonige.r

liy InOtO that it feels'. an. if "some~thinlg hasi: g:iv.uI way". 

She iee]; int Id r i dl]y qtit'' into shod:. F',t,-l 
dilstress i; noted. Yoiu may nto sudden ;toppin of.- strong 
libotur, oi 0it-r- s, in; f ' <s- ind o sho . 

The only ot ii Lt.t ni'I U wi 1.! fiii: the'.; patients is 
immtinedia0te r,.frirl to tLiii hos;piaL,. Cuor hy'tarecto ny. If 
t:he rup.tur is nli exteisive may be po.ss:ible. if itot tais 
is oxtensive,oa-s;inquihi; Lion will rapidly occur. Treatment 
for shock ,il be riiulu[,d. (Se,. soction oin treaotmlien t of 
ahLu.k , El-merienct y 'oult)i . 

http:liiri.nq
http:p~ass.ed
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THERAPEUTIC SKILL 

Urinary Bladder Catheterization 

- Adult Female Patient -

S uBpplies 

sterile: non-sterile: 

Rubber or plastic catheter, Protective sheet or towels

size 14 French Good light source
 

Two basins cc glass jars (flashliqht or lamp)
Water soluble lubricant Waste container 
Kelly Clamp Container for boiling instrume 
Forceps 
Glovas 
Cotton balls or swabs soaked 

in antiseptic solution
 
Specimen bottle (if necessary)
 

Purpose of Procedure 

The purpose of this procedure is to relieve urinary 
retention.
 

Steps in Procedure 

Prior to catheterization, examine the patient's abdomen 
to assure that the bladder is distended. Then put the 
patient at ease by explaining why the procedure is 
necessary and steps will whilethe you take ?erforming
this procedure. 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 observe
 
strict asepsis during the whole procedure to avoid intro­
ducing disease causing germs into the urethra and bladder. 

Unless sterile supplies are already available, disposable 
or otherwise, two basins(or glass jars), gloves (with the 
cuffs turned up), forceps, Kelly clamp, and (if required)
the specimen bottle must he 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 
equipment. All sterile eouipment must be handled with 
the forceps.
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While the equipment is being boiled, you can position and
 
drape the patient. Make sure the patient has complete
 
privacy while this procedo.ze is being done. If the nurse
 
clinician is a male, a wommn assistant should be present
 
during this procedure. iave the patient dis robe from 
the waist down. Pos.tio,. che patient on hcr back with 
her legs spread apart .nI the knees slightly bent.
 
Position the lamp-to i.luminate the genital area. if a
 
lamp is ot available, have an assistant illuminate the 
genital area with a flashlight. Wasi your ihands with 
soap and water. Place a towel or protective sheeting
 
under the patient's buttocks . Ff a clean drape is 
avilable, drape the inside of the legs leaving the
 
genital area exposed. Wash the patient's genital area
 
with soap and water.
 

Using the forceps, withdraw one of the basins which has
 
been boiled. In this basin, again using the forceps, 
place the catheter and the Keailly clamp. In the first
 
basin, drip some water soluble lubricant near the tip of 
the catheter. Try to avoid getting the
 
lubricant on the handloe I uh .eI'.' lap. Do notcly 

touch ciny -prt oC th bsin -_ iih the tube contcainilq the 
lubricant, or the basin will be con t aminated . Using the 
forceps, withdraw the second basin. Into the second 
basin pour antiseptic solution. Do rot touch1 _1cIpypart 
of the basin with the cotton balls. Oen stcrile pack­
age containi.ng the antiseptic so1u .Ion without touching 
the cotton balls .,ith your fingers, or the container 
with the wrIapping. Remove the specimen bottle, if a 
urine specimen is required, with the forceps from the 
container in whici it was boiled. Tip the specimen 
bottle so the water drains out of it, but not so that 
the water runs down the forc epsr; and then back into the 
bottle when it is placed upright. At this time, only 
the pair of rubber gloves shou].d be left in the con­
tainer used for boiling the eqlujipment. 

Wash your hands with soap and water for the second time. 
If you are riglht--handed, you ..ill glove the left hand 
first. Usin the forceps, remove the left hand glove 
by picking up the middle finger. Hold the glove with 
the forceps, cuff downwards , for a few seconds so ex­
cess water can drain out. Place your fingers as far 
into the glove as possible without touching any part 
of the outside of the glove. Release the forceps.
 

http:containi.ng
http:procedo.ze
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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 up

the right hand glove. Allow excess water to drain.
 
Slip the tips of the gloved hand between 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 thleft hand. 

Figure LD 14 _ Ca t.etcin:ation of the Fe,ale: 1) Labia 
minora; 2) U raMath opening (urinaPy meat us); 3) Labia 
majora; 4) Vagina opening. When caning, us:e nteokcs 
from above downwar. Stat from He me.atu and wor k 
o u twavdo.'.
 

If you are right-handed do not touch the genital area
 
with your riqht 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 equipment. Cleanse the urethral opening 
(meatus)
and labia, starting from the meatus and working outward,
and with your clean right hand using the Kelly clamp to 
hold the cotton balls soaked in the antiseptic solution. 
Use strokes from above downward. (See Figure LD 54) 
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Each cotton ball is used for only one downward cleansing
 
stroke. Dispose of each used cotton ball in the waste
 
container, not in the basin. Since the Kelly clamp wil.
 
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 bas;in and pick it up with your
 
clean right hand about 4 inches (10 cm) from the tip.
 
To prevent urethra] trauma and the possibility of a
 
secondary bacteria1 infection, liberally lubricate
 
approximately 2 inches of the tip of the catheter. Place
 
the open end of the catheter in the basin to catch the
 
urine, or in the specimen jar if a urine specimen is
 
necessary. 

ro not relax your left hand. Remember, the cleansed
 
areas must remain clean and tLhi.; can only be done i.f
 
tile loft hand remains in pen i ion.
 

Ask the .tient to b)re,03thel\
 
deeply chrongh her mouth.
 
The catheter is held be­
tween the thumb and index
 
finger and is. qently ad­

vanced f r 2or 3 inches 
(5-8 cIII) into hu urethra. 
Uri.ne should flow after 
the cather h s been in- • 
Then advwnce the cath­
eter one icel 8ncm) . 

(2.5 cm) . (See Figure I 
LD 55) When the urine 
ceases to flow "r the J 
amount is in excess of ,_/ 
1,000 cc, pinch off the 
catheter with your thumb 
and index finger, and /
gently remove the
 
catheter.
 

F ,que LO Cathi t?. on of10;- inuti, 
Dry the patient and instruct the 'cmal: 1) Zabia minopa0; 2) 
her accordingly. ure thal7. natlls);ning (ur"napy ,,] 

3;) labic ma opa; 4) viaoTina,
Results 0o(0-1n.u . 71 10 'oaI ,'r i.,, tl 

hJdvanOad 2 to AlAch; (1-h, am)
Never force the catheter if into uotpu ande anthe n]hn 
you encounter difficulty or addi tilonal ono Lw-." (n. 5 Pn) when 
obstruction. Withdraw the MPM to f.lowuritne i;,l/ 
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 than 4 inches of catheter 
should be inserted into the urethra) after the urine 
starts to flow or the bladder may be punctured by the 
tip of the catheter. 

Do not remove in excess of 1,000 cc of urine at one 
time. This may result in the collapse of the walls of 
an overdistended bladder and the complication of shock. 
It is recommended -hat the patient be catheterized on 
two separate occasi .as if the b].adder does not empty 
with the first cathecrization and the urine p ssed 
exceeds 1,000 cc. 



I 

Lnhour imn Del.ivry 

. i1)Li IF I. tI ASt 

Mcfore you a a ctted to 1h, oL.i on pha;e o tii, 

a staf mi itber ,.'i. eva \'uLlm I!1I;txC'''c y:u 1)F lihi j)lh'ys,.'ii 
examinatiOn] procedure:; and dis crimint wh:i;'ich hia, cen 

.idc_]nt ied .in t:e modules. 

You wilL iavo ;te CLi) . 1(11 L' L_t .o 171 L d .n your 

pr1]foilmalncelo of tesle .k L.1 atml: aniy tmnlL d urin7g 1the muoduie 
phas~e that you feel p>rupred. 

'To hel- you prepare, tho moldu.lo contAns a, list. of the 

sWiJ2s to be ULvA !Uatd. YOU ar-e Atv ied () do the 

followil. : 

ork p 


by pra ti cci.; aniother "tudicI t.
 

Wo,. .. c ing your t:il'lcInQ et o f xalmXinati.olL 

W :.h 

2. i tr.i.1c th . imIc l) . ic, tiI: pr1vi( di each 

week, p i.ci til skit .t: l-i.a1 Lt Mte, 'ho 

: un .}cj'e t !ht illql t Iltt 

3. liarv al W.]I.LF., Ltldeno bser)i:;2ive. andI( uJValuto yOUl.' 

-performonl~co.
 

'I . i oull li l.'d1 ll o arc reldy, as; ;: Lr' ilnI" to
 

Oi)S,:27'.'c C's! 71 tJ!,c \'Mr) rcr (o
[('f017';ilIll, 

5. 	 If your c)c2l." OIs ll;,7 1.1 -l cuLt ) h,l! , Whe tlinlucr 

w.'ill g. \ y,,ou spuo.ic comm,_nks on how to impro.e. 
G. 	 Pract-icc ayin unt:il you are ready for (valuation, 

,-id ,l rl l ;0I t 1) o It l'l. u I. 

7. 	 If aftcr L..'o) aLt.L2pt; you are0 llClej.. wo perf!orm a 

:;kill it an .acccptable .luv,- , arrange for a mectinj 

with m, wb rq~tj:,,f th u L ra inin g tl:l., 17t7,who W i t hu l l ) 

you obuMain. th, u.:.or-ioncos nec:ssary for impr:oving 

your pu% a no ciiiiico. 

http:moldu.lo

