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® Injection of warm saline into the uterus after
the membranes have ruptured

® Replaces the cushion for the umbilical cord

® Indications
Oligohydramnios
Umbilical cord compression
Helps reduce variable decelerations
Dilution of meconium stained fluid







AMNIONOTOMY

® Artificial ru

® Stimulate
stimulat

® Commit
® Complic
= Prolaps

« Infectio
= Abruptio
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® See indications page 174 bullets
® See contraindications page 175 bullets
® Cervix must be “ripe” or ready

® Cervical readiness determined by Bishops
Score; page 175

Score of 6 or higher based on assessment per
your book, some resources say 8 or higher
® Cervix can be “ripened” with prostaglandins
before induction

This is often done when the Bishop’s score is not
8 or above.




CED\N\/ICAL DIDENANIINC

wdimm il WYV I s Wias 0§ NE N s i NEE N W

® Fetal heart baseline

® Heparin Lock placed

® Prostaglandin insert placed

@ Observation for 2 hours for hyperstimulation

@ If procedure goes well, mother may go home
and return the next day for induction or start
induction 4-6 hours after ripening




PROSTAGLANDIN

® Uterine co 190
seconds

® More the




® Laminaria i
® Foley cat
® Sex; Sem
® Orgasm
@ Nipple st )Cin
® Walking, |
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® Pitocin is the synthetic form of oxytocin
which stimulates contractions

® Does not cross the blood brain barrier

® Contractions can be stronger and more
painful than Mom’s own contractions

® Started at a very low rate and gradually
increased until Mom is having active labor

® Must have continuous monitoring of fetus and
contractions




® Fetal comg
@ Uterine r
® Water 1
@ Increa
@ Increas




COMPLICATIONS

@ If either fet
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® Method of changing fetal presentation
® See contraindications on page 176-77
@ Done after 37 weeks

@ Start with non stress test and biophysical
profile

® Terbutaline to relax the uterus
® Done under ultrasound

® Observed for two hours before being sent
home

® Rhogam to Rh negative mothers.
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A, Mobilization B. Manual forward
of the breech rotation using both

hands, one to push the
breech and the other
io guidse the vertex

C. Completion of
foreard roll

kel

D. Backward rodl
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® Episiotomy: surgical cutting to allow more
room and to prevent lacerations

It is thought that episiotomies heal easier than
lacerations by some health care providers

@ Lacerations: a tear during birthing of vaginal
or perineal tissues

® See degrees of laceration on page 177
® See nursing tip on page 1/7




PREVENTI

® Often not

® Includes:
= Physio
- Slowe

© Pushin
helpfu




RISKS OF EPISIOTOMY
TECHNIQUE OF EPISIOTOA

Risk

® Infection
® Extensio
episioto
rectal tis¢

the

end
hincter
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Typrs of E piskolomy Incisions
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® Cold compresses first 12 to 24 hours
® Warm compresses there after

® Sitz baths

® Oral analgesics

® Lidocaine sprays

® Assessment for infection, hematoma and
hemorrhage from episiotomy or laceration
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Vacuum-assisted birth Forceps-assisted birth




FORCEPS AND VACUUM

® Mom has n

® Infant is
- Cervix f




RISKS

® Trauma to
= Vaginal
« Vagina
« Perine
® Trauma
= Bruisin
= Cephal
= Intracra
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NURSING

® lce

® Careful
lacerati

® Assess
damag
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® Indications page 180

® Contraindications page 180

® Risks page 180

® Although your book says that c sections are
not usually done if the fetus is dead they are

done if the mother’s health is at risk to
deliver vaginally.




PRE-OP

® Lab studi
® Drug to
® Antibio
® Indwel
® Shavin
® Cleansi
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® VS g 15 minutes for 1-2 hours

® IV maintenance

® Fundus for firmness, height and midline position
® Dressing for drainage

® Lochia

® Urinary out put

® Cough, deep breath and moving

® Compression stockings

® Pain management

® Support of incision when moving and breast
feeding




HYPERTONIC LABOR DYSFUNCTION

® Frequent
® Painful,
® Tense ut

® RX:
- Mild sed
= Occasiong




HYPOTONIC

® Contractio
® Usually oc

® RX:
«~ Amnio
« Labor a
« Positio
= Upright
= Nipple stim







INEFFECTIVE A PUSHING

® Exhaustio
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® Book defines at 4000 grams, some resources
set at 4200 or 4500 grams.

® Complications include
Shoulder dystocia
Episiotomy and lacerations
Maternal hematomas
Uterine atony and hemorrhage post partum
Birth injury to baby
Nerve injury
Clavicle injury
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ABNORMAL FETAL PRESE!

® Breech
= Usually
® Asyncli
« Head t

® Posteri
© Most ca







DNACTEDINAD DADIEC \\/LIAT \A/IC r AN

| w o/ | ==l N\l W B N H'_\thU’ vV i ¥ RBi VYV bam Swsy "l N

NN TN LI D

vy i A N s sl

® Know the position pre labor and teach Mom
suitable positions at home to encourage baby
to turn before labor

® Know positions in labor to help baby turn
See bullets page 189
(make correction on bullet on page 189)
In side lying if the baby is in a ROP position lay
on the right side and on the left side if in a LOP
positions

® Offer Mom comfort measures for back labor
pain
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® Warm or cold compresses depending on
mom’s preference.

@ Counter pressure to the back with

Heal of hand

Fist

Tennis ball or other ball

Do this continuously throughout the contraction
® Double hip squeeze

Do this continuously throughout the contraction
® Jacuzzi







PELVIS AND SOFT TISSU

® Not big eno
« Cephalo p
® Soft Tiss
- Full bla
« Fibroid
= Scarred
® Another t




THE PSYCHE

® Anxiety rel
contracti

® Negativ
« Uses gl
-~ Diverts
« Increas
« Increase




WHAT NURSES C/

® Honor cultur

® Assist with e or
if coach 1

® Offer nc
® Give an







EDIENAMAANIC C1IDN/C

a H Nl iV iy Wl N - wt w’ I AV =

Cx
DILATATION Deceleration

Phase

Preparatory Division

Accelération

Latent Phase

4 [ 3 10 12 14
Time from commencement of labour

Friedman's curve showing phase of maximum slope
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® Labor and birth completed in less than three
hours

® Sometimes Mom’s don’t know they are having
or had labor until they are ready to push

@ The don’t need to push, the contractions are
doing enough on their own!!

® Complications:

Maternal birth trauma: lacerations and
ENEINER

Infant birth trauma: nerve damage and
intracranial damage due to very rapid birth.
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@ Don’t try to transport on own, call 911

® Lie Mom in side lying position and support
upper leg, slows baby down

® Gentle pressure to baby’s head, don’t push
back in just slow the delivery a little bit

® Check for cord around neck after delivery of
head

® Clean out mouth and nose

® Hold tight for delivery of the body, it comes
fast
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® Place baby on Mom’s lower abdomen until
cord has stopped pulsating.

® Once cord has stopped pulsating put baby on
Mom’s chest, skin to skin and encourage
breast feeding.

® Observe baby for ABCs

® Observe Mom for firm fundus once placenta
is delivered.

® Do not cut cord just keep placenta near Mom

and remember it is attached when moving
baby
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® PROM and PPROM
® PPROM is before 37 weeks gestation
® Diaghosed by nitrazine paper turning blue

@ If at 36 weeks gestation (some resources
would say 34 weeks) labor is induced within
24 hours
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® Observe for maternal infection

Fever
Uterine tenderness
Fetal tachycardia

® Observe for fetal compromise

May be related to cord compression
May be related to infection

® Teach patient bullets on page 192 if going

O]

nome
Fetal kick count error in book; 10 kicks in a 2

nour period




® Risk fact
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@ Carefully observe for toxicity
Unable to arouse
Diminished or absent reflexes
Respiratory depression
Therapeutic level 4-7

® If unsuccessful fetus may experience

Drowsiness, respiratory depression

Interacts with aminoglycosides when utilized as
antibiotics for the fetus




TERBUTALI
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RITRODINE

® Hypotensi
® Cardiac
® Pulmo
@ Increa




CALCIUM CHANNE

® Procardia




INDOMETH

® Used rarel
® May clos

@ ls not u
of the i
arterios

® May red




CONTRAINDICATIONS TO STOPPING
PRETERM LABOE

® Pre eclamg
® Placente
® Abrupti
® Choriosc
® Fetal d




SPEEDING FETAL LUNG
MATURATION

® Betametha
® Two IM 1n]
® Given b

® May be
diabete




NURSING

® Related t

toxicity
® Activit
® Fetal
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® Pregnancy lasting longer than 42 weeks.
® Risks

Aging placenta may not be meeting needs of
fetus

Infant may loose weight in utero
Utero placental insufficiency during labor
Hypoglycemia of infant at birth

If placenta if doing well, could lead to
macrosomic infant




POST 40 WE

® Twice we
® NSTs an
@ Daily ki
@ When r




PROLAPSED UMB

® Complete
® Palpated
® Occult
® See fig
® Risk fac

- High in

= Small fetl

- Abnormal
= hydamnios




UTERINE

® A tear in
® Risk fac

« Oxytoc
= Sustai |




CVAADTNAMC NAC 11I'TEDIANIE DIIDTIHIDE

o 1 FV Al I WiView Wi @’ | =il NI N I \NWIi I W i N\

® Usually sudden onset of severe s/s

® Shock

® Abdominal pain

® Pain in the chest or between the scapula

® Cessations of contractions

® Abnormal or absent fetal heart tones

@ Palpation of the fetus out side of the uterus
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@ Partial or complete turning inside out of the
uterus

@ Rapid onset of shock because blood is not
controlled at the site of the placenta

® Replacement of the inverted uterus under
general anesthesia, emergency surgery

® Care centers around shock treatment and
emergency surgery
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® Prior deliveries.
® Long labour (more than 24 hours).

® Use of the muscle relaxant magnesium
sulphate during labour.

® Short umbilical cord.

@ Pulling too hard on the umbilical cord to
hasten delivery of the placenta, particularly
if the placenta is attached to the fundus.

® Placenta accreta (the placenta has invaded
too deeply into the uterine wall).

® Congenital abnormalities or weaknesses of
the uterus.
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® Amniotic Fluid and its particles enter Mom’s
circulation

® Abrupt onset of hypotension and respiratory
distress

@ Coagulation abnormalities occur

® Management
Emergency respiratory support

Replacement of coag factors
Packed red blood cells




